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8. The Netherlands 
 
 
 

8.1. Introduction 
 
The Ministry of Health, Welfare and Sport (Ministerie van Volksgezondheid, Welzijn en Sport, VWS) 
defines policies that aim to ensure the wellbeing of the population in the Netherlands and to help the 
populace to lead healthy lives. The Dutch government has three main goals for the healthcare system: 
quality of care (effective, safe and patient-centred), accessibility to care (reasonable costs for 
individuals, travel distance and waiting times) and affordability of care (overall cost control). Although 
healthcare providers are primarily responsible for the quality of care they provide, the Dutch Minister of 
Health bears a ‘system responsibility’ and is primarily responsible for the good functioning of the system 
as a whole, including the conditions for high-quality care, accessibility for all and the efficient use of 
resources112. 
 
The Ministry of Health, Welfare and Sport and local authorities have joint responsibility for public 
healthcare and play separate, but complementary roles. The Ministry of Health, Welfare and Sport and 
the Ministry of Interior and Kingdom Relations (Ministerie van Binnenlandse Zaken en 
Koninkrijksrelaties, BZK) are also involved in the integrated public safety policy, including the 
implementation of the Medical Assistance (Accidents and Disasters) Act (Wet Geneeskundige 
Hulpverlening bij Ongevallen en Rampen, WGHOR). The Ministry of Health, Welfare and Sport runs the 
National Institute of Public Health and the Environment (Rijksinstituut voor de Volksgezondheid en 
Milieuhygiëne, RIVM), a knowledge centre for public healthcare. The Ministry of Interior and Kingdom 
Relations is responsible for standards in public administration as well as for policy on urban areas and 
the integration of minorities, plus it coordinates integrated public safety and security policy. 
Inspectorates monitor and enhance the quality of health and wellbeing of the population. There are three 
inspectorates: The Food and Consumer Product Safety Authority (Voedsel- en Waren Autoriteit, VWA); 
the Healthcare Inspectorate (Inspectie voor Gezondheidszorg, IGZ); and the Youthcare Inspectorate 
(Inspectie Jeugdzorg, IJZ). In 2017, the Youthcare Inspectorate and the Healthcare Inspectorate were 
merged into one organization: Healthcare and Youth in Creation (IGY).  
 
The Ministry of Finance has a direct responsibility for healthcare via the Tax and Customs 
Administration (Belastingdienst) that not only levies social health insurance contributions via employers 
but also pays out the so-called “healthcare allowance” (zorgtoeslag). This is a tax subsidy introduced 
with the 2006 reform to compensate lower-income groups for an excessive premium burden for basic 
health insurance.  
 
Among other things, the Ministry of Social Affairs and Employment (Ministerie van Sociale Zaken en 
Werkgelegenheid, SZW) has a responsibility for health-related social security schemes covering 
sickness and disability benefits. These are outside the health insurance scheme and they are funded by 
contributions jointly paid by employers and employees. 
 
The government has an important role in health policy development and implementation. For example, 
via the budget for health and the content of the basic benefit package, the government has a major 
influence on cost development in the healthcare sector. The government has also a major role in setting 
the health policy agenda, for example on disease prevention. The four-yearly reports on the state of 
public health in the Netherlands provide important inputs to health policy and enable an evaluation of 
policies in previous years (Volksgezondheidstoekomstverkenning, VTV). By providing the market parties 
with information and feedback, the government fulfils its responsibility for the system.  
 
The Ministry of Health decides upon the national budget for healthcare (Budgettair Kader Zorg, BKZ). 
If providers and insurers spend more, the Minister may decide to charge  providers to repay the excess, 
for instance by tariff cuts or repayment of part of the overspending. This is called the Macro Control 
Instrument (Het Macrobeheersingsinstrument). 
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In 2013, an agreement signed by the Minister of Health, all healthcare providers and insurers set a 
voluntary ceiling for the annual growth of spending on hospital and mental healthcare. When overall 
costs exceed that limit, the government has the ability to control spending via generic budget cuts. The 
agreement included an extra 1 percent spending growth allowance for primary care practices in 2014 
and 1.5 percent in 2015–2017, provided they demonstrate that their services are a substitute for hospital 
care113. 
 
The Minister of Health also decides upon the budget for both municipality-based decentralized 
healthcare and home nursing care. The municipality budget is paid into the municipality fund, which is 
broader than decentralized healthcare and covers about 90% of all expenditure by the municipalities. 
This budget is allocated over the municipalities, based upon certain indicators, such as number of 
citizens, the physical size of the municipality and the number of people entitled to social security114. 
 
Healthcare legislation 
Before 2006 the Dutch health system was a hybrid system based on social insurance (below a certain 
income ceiling), combined with private insurance (above a certain income ceiling). A new scheme came 
into effect on 1 January 2006: the Health Insurance Act. The new Act integrates social (sickness funds) 
and private health insurance for curative care into a single mandatory scheme with flat rate premiums 
under private law.  It also introduced managed competition as a driving mechanism in the healthcare 
system. The new legislation creates room for market contracting between insurers and providers and 
strengthens the position of new healthcare entrants.  
 
All residents (and non-residents who pay Dutch income tax) are mandated to purchase statutory health 
insurance from private insurers. Insurers are required to accept all applicants, and enrollees have the 
right to change their insurer each year (only on January 1st). There are two groups for which an 
exception is made - special regulations are made for individuals who refuse to insure themselves on 
grounds of religious beliefs or their philosophy of life (gemoedsbezwaarden), and for undocumented 
migrants. The Ministry of Defense finances and organizes healthcare for military personnel.  
 
The most important legislation covers the following: 

• Health insurance Act (Zorgverzekeringswet, ZVW): lays down the basic framework for the new  
  health insurance scheme. 

• Health insurance income support law (Wet op de Zorgtoeslag): this law compensates lower- 
  income groups for the substantial increase of the nominal premium rate they have to pay. The   
  objective of the law is to maintain income solidarity in health insurance. 

• Health Market Structure Law (Wet Marktordening Gezondheidszorg): sets out the basic  
  governance structure in in healthcare; an essential element deals with the design of the new  
  supervision structure within healthcare.  
 

Dutch residents must take out their own basic healthcare insurance (basisverzekering), except those 
under 18 years of age who are automatically covered under their parents' premium. Those who do not 
take out insurance risk getting fined. Insurers have to offer a universal package (of which conditions are 
designed by the Ministry of Health, Welfare and Sport) for everyone, regardless of age or state of health,  
it is illegal to refuse an application or impose special conditions.  
 
The actual market players – health insurers, insured people and healthcare providers – operate in three 
markets: (1) health insurance, (2) health services provision and (3) healthcare purchasing. In the health 
insurance market, health insurers offer the basic insurance package, which is obligatory for all citizens. 
The healthcare purchasing market is where health insurers can negotiate with providers on price, 
volume and quality of care. In the health services provision market, providers offer care that patients can 
choose to use. In their policies, health insurers may impose restrictions on the patients’ free choice of 
provider (usually in return for a lower premium). Based on considerations of quality and cost of services 
that providers offer, insurers may or may not decide to contract healthcare providers (selective 
contracting). However, they must always fulfil their duty to offer adequate care. Providers can compete 
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for patients by offering good quality of care and for insurers by offering attractive (e.g. integrated) care 
arrangements and tariffs115. 
 
Long-term care, youth health services and social support 
Up until 2015 the Exceptional Medical Expenses Act (Algemene Wet Bijzondere Ziektekosten) was in 
force.  In 2015 the Long Term Care Act was reformed – long term care was divided over The Long-term 
Care Act (WLZ, Wet Langdurige Zorg), The Social Support Act (WMO) and the Health Insurance Act 
(Zvw).   
 
The Long-Term Care Act covers all 24-hour care, such as at home or in institutions for the elderly, those 
with a disability and long-term mental healthcare, after first 3 years.  It made health insurers responsible 
for most outpatient long-term services and all youth care under a provision-based approach, with a great 
level of freedom at the local level. Care at home, preferably by informal carers, is given greater priority 
over institutional care.  
 
The Social Support Act aims to enable individuals to live independently for as long as possible in their 
own home and integrate them in society. In 2007 domestic help was transferred from the AWBZ to the 
WMO. Since 2015 this Law makes municipalities (of which there are approximately 400) responsible for 
home care, supporting and activating care, as well as the regulations for transport, client support and 
various subsidies. Furthermore, care for the youth was transferred to the WMO. In 2015 the Health 
Insurance Act was expanded to include nursing and personal care at home, treatment of sensory 
disabilities, palliative care and intensive child care.  
 
The Youth Act, introduced in 2015, provides for the decentralization of support, assistance and care for 
children and adolescents, for which local authorities are currently responsible. The Youth Act covers 
support, assistance and care for young people and their families coping with parenting and 
developmental issues, psychological problems and disorders. Young people who require ongoing 
support, for example due to a severe mental disability, are not covered by the Youth Act but under the 
Long-Term Care Act. The type of care provided ranges from general prevention to specialized voluntary 
or compulsory care. In enforcing the Youth Act, the local authorities aim for children to grow up in safety 
and in good health, become independent and become productive members of society based on their 
own abilities116. 
 
Freedom of choice is essential in the Dutch system. To freely choose their health insurer and providers, 
patients need to be reliably informed about insurers and providers. Therefore, the government has put 
increased effort into making information available on waiting lists, quality and prices of care through the 
Internet. The content of the basic health insurance package is fixed, but insurers can compete on the 
price of policies and the quality of care offered, as long as they observe both the obligation to accept 
applicants and the ban on premium differentiation. They have freedom in the content of the additional 
voluntary health insurance (VHI) that they offer.  
 
The Netherlands has a wide range of public bodies in the health field. Some oversee different aspects of 
the health system, such as the content of the basic health insurance package and care quality (Care 
Institute Netherlands), and fair competition between insurers and providers (Dutch Healthcare Authority, 
NZa & Consumers and Markets Authority, ACM). The Dutch Healthcare Authority (NZa) also establishes 
the care products for which prices can be negotiated. For care for which negotiation is not feasible, such 
as unplanned, emergency care or organ transplantation (too few providers), the Dutch Healthcare 
Authority establishes maximum prices. Other bodies provide advice and evidence on different aspects of 
health, including several scientific research institutes such as the National Institute for Public Health and 
the Environment, which produces four-yearly reports on the state of public health in the Netherlands117. 
 
Health insurers are subject to supervision from the Netherlands Authority for the Financial Markets 
(Autoriteit Financiële Markten, AFM) and the Dutch Central Bank (De Nederlandsche Bank, DNB). The 
AFM supervises the activities of financial institutions and the DNB looks at the integrity and the solvency 
of financial institutions.  
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8.2. Finance system 

 
There are two main financing schemes: one for curative care (based on social health insurance) and 
one for long-term care. 
 
Social Health Insurance 
The financing of the Dutch curative healthcare system is based on Social Health Insurance (SHI) and 
managed competition. Dutch citizens are obliged to purchase health insurance for a standard basic 
benefits package, and health insurers have to accept anyone who applies for an insurance policy118. 
Basic health insurance is delegated to private health insurers. These insurers are funded by the 
premium directly received from the insured (nominal premium) and a contribution from the Health 
Insurance Fund, which pools the income-dependent employer contributions (collected by the Tax Office) 
and the state contribution (especially, to cover healthcare costs of children under 18 years of age). The 
allocation of funds among health insurers is based on the health risks profile of their insured population. 
The Health Insurance Fund and risk adjustment are administered by the National Healthcare Institute. 
The government sets the level of the income-dependent contribution, with the notion that at the national 
level, the total income-dependent contributions for adults should amount to 50% of the total funding of 
basic health insurance, while the nominal premiums should account for 45%, and the state contribution 
for 5%. 
 
Since 2006, all health insurers have operated under private law and are mainly not-for-profit 
cooperatives that allocate any profits they make to the reserves they are required to maintain or return 
them in the form of lower premiums. Furthermore, health insurers by law are not allowed to pay out 
dividend for 10 years since they took over the reserves of the public health insurers who were active 
before 2006. In 2016 this law was prolonged for 2 years. The umbrella organization of health insurers is 
Health Insurers Netherlands (Zorgverzekeraars Nederland, ZN). There are 24 health insurers, grouped 
into nine business groups. The four largest companies had a market share between 13% and 32%, 
which together covered 88% of the health insurance market, and only one was for-profit. 
 
Long term care 
Long-term care is paid in different ways. A substantial proportion of long-term care is financed through 
the Longterm Care Act (Wet langdurige zorg), a statutory social insurance scheme for long-term care 
and uninsurable medical risks and cost that cannot be reasonably borne by individuals. It operates 
nationally, and taxpayers pay a contribution based on taxable income (9.65% over the first € 53,697), 
with a maximum of € 5,182 per year (2017). The remainder of services are financed through the Social 
Support Act (WMO), from general sources. 
 
The Long-term Care Act covers the care for those who require 24-hours per day supervision (physically, 
medically or mentally). This care can be provided in nursing homes, but also in the home of the patient 
(via the complete care package at home: Volledig Pakket Thuis). Care at home can be provided in kind 
or purchased via a personal budget. The care provided in institutions cannot be combined with a 
personal budget. Home/domestic help and social support is paid by municipalities under the Social 
Support Act (WMO). Youth mental healthcare and disease prevention is also paid by municipalities 
under the Youth Act. Municipalities negotiate with providers of home and youth care about price and 
volume of care. They receive a non-earmarked government contribution from the municipality fund for 
both types of care. This fund is a tax-based fund that is the main source of financing for municipalities. 
Municipalities have a great deal of freedom in how they organize services, including needs 
assessments, and in how they support caregivers (e.g. through the provision of respite care or a small 
allowance). This means that the care received depends on where one lives.  
 
Healthcare is financed through the compulsory health insurance contributions from citizens (63% ZVW, 
27% WLZ), and 10% from other sources (such as general taxation, WMO and Youth). Adults pay a 
community-rated premium to their insurer (the government contributes the premium for children), plus 
an income-dependent premium into a central fund that is redistributed amongst insurers on a risk-
adjusted basis. 
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Premiums 
The health insurance for adults (SHI) is paid for as follows: 

• 50% by a community-rated (nominal) premium  

• 45% via an income-dependent premium 

• remaining part of 5% consists of healthcare for children under the age of 18 is paid with a 
government contribution from taxes. 

 
Irrespective of income, age or health status, the insured pay a community-rated premium direct to the 
health insurer (average €1,308 per person per year, 2017). Insurance companies may set their own 
premium, however there is a prohibition of premium differentiation. The same policy offered by a 
certain insurer must have the same premium for everyone. Insurers are not allowed to make any 
distinction between sick and healthy or between young and old customers; they cannot charge the 
elderly or infirm higher premiums. 
 
There is one exemption: The Health Insurance Act has the possibility of group insurance 
(collectivities). A collective insurance has the possibility of a premium reduction by a maximum of 10% 
(not exclusive for employers, but every collective can try to get a contract). 
 
The Health Insurance Act also provides for an income-related contribution to be paid by the insured of 
6,65% of their taxable income with a maximum of €3,571 (2017) per year for which the employer has 
to compensate the employee. For those who are self-employed, the income-dependent contribution is 
based on the tax assessment of their income. For self-employed persons the contribution is 5.4% of 
income, with a ceiling of €2,900 per year. The income-related contributions are deposited in the 
Health Insurance Fund along with a government contribution equal to the missed nominal premiums 
of insured people younger than 18 years of age. One of the purposes of this fund is to pay insurers 
amounts related to the degree of risk of the people they insure (risk adjustment system). People have 
the opportunity to change their insurer on an annual basis119. 
 
Compensation allowance 
The government has set a public framework condition that care must be affordable for all, including 
people on low incomes. People on lower incomes will be compensated through the Healthcare 
Allowance Act. The healthcare allowance is an income-related contribution. The healthcare allowance is 
administered by an organization linked to the Tax Department and is based on last year’s income and 
expected income for the following year. The allowance will be paid to the insured at the start of every 
month, before the nominal premium is due, and is paid from tax money. To encourage citizens to assess 
the various insurance policies on the basis of price, the healthcare allowance will be tailored to the 
average of the nominal premiums and not the actual premium.  
 
Under the Health Insurance Act, the insurers are in the position of mutual competition. The insurers 
negotiate with care providers on the price, content and organisation of the care. They have a legal 
obligation to provide care for their insured parties. Insured parties can also choose their own care if they 
wish, and have the costs they pay to the care provider reimbursed by the insurer. The new Health 
Insurance Act gives healthcare insurers a stronger position vis-à-vis the care providers. They no longer 
have to enter into a contract with every provider, but can choose to partner up with the best; they can 
also set requirements in terms of the provision of care. In fact, they have to do this because the insured 
parties can change insurer every year. A system of risk adjustment enables the acceptance obligation 
and prevents direct or indirect risk selection. The insurer gets an amount of money that reflects the 
health risks of insured persons in its client base. Contributions are collected centrally and issued 
among insurers in accordance with a risk-adjusted capitation formula that considers age, gender, 
labour force status, social economic status, region, and health risk (based mostly on past drug and 
hospital utilization). 
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Third compartment: Supplementary insurance 
Everybody has the option to take out supplementary insurance for types of care not covered. This 
additional benefit package is unrelated to the Health Insurance Act; it is a private insurance, for which 
the government is not allowed to impose any rules120. 
 
Healthcare expenditure in the Netherlands is 10.5% of the GDP. Of the total healthcare expenditure, 
9% is financed out of taxes, social insurance contributions (NHI) account for 71%, out-of-pocket 
payments for 12%, private insurance for 6% and other sources 1% (OECD Health Statistics 2017).  
 
The Netherlands: Healthcare expenditure 

Healthcare expenditure %GDP 10.5% 

Healthcare expenditure by type of financing*: 
- Government schemes:  
- Compulsory NHI 
- Out-of-pocket 
- Voluntary NHI 
- Other 

 
 9% 
71% 
12% 
  6% 
  1% 

*Total is not exactly 100% due  to rounding 
OECD Health Statistics 2017 
 
 

8.3.  Benefit package and co-payments 
 
The central government is in charge of the contents and size of the statutory health insurance package, 
which is available to all residents of the Netherlands. The government is advised on these issues by the 
independent authority responsible for the basic health insurance package, the “Zorginstituut Nederland” 
(National Health Care Institute). The government then determines which types of care are included in 
the package and when this care should be provided. The government decides what is covered, and the 
insurer decides about how and who delivers the care. 
 
The basic health insurance package has a comprehensive structure and includes the bulk of essential 
medical care, medications and medical aids which are consistent with the state of the art and medical 
practice. Some physiotherapy and dental care services are covered under the package. The basic 
health insurance package includes the following types of care121. 

• medical care provided by GPs,  

• medical specialists (consultant physicians) and obstetricians;  

• district nursing; 

• hospitalisation; 

• mental health services, including hospital care (mental health-related) up to a maximum of  three 
years; 

• medications; 

• dental care up to age 18;  

• services provided by various types of therapists, including physical therapists, remedial 
therapists, speech therapists and occupational therapists; 

• nutritional/dietary care; 

• medical aids; 

• ambulance support/sedentary medical transport; 

• physiotherapy for people with chronic illnesses.  
 
Within the open, specified package set by the government, health insurers have freedom to organise, 
within the parameters set, who provides the care and where it is to be provided. They do this through 
careful negotiation and selective contracting based on the large amount of (anonymised) data to which 
they have access regarding issues such as quality, effectiveness and customer experiences. Health 
insurers have a duty of care: they must guarantee that the services included in the basic insurance 
package is available to all their policyholders. 
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Residents of the Netherlands can choose between different types of policies if they purchase the basic 
health insurance package: a contracted care policy and a non-contracted care policy. Under a 
contracted policy, insurers provide full cover only for the health providers with which they have signed a 
contract; in all other cases, policyholders pay a part themselves. Under a non-contracted care policy, 
people can choose their own health insurance provider, while this insurer covers all medical expenses 
incurred122. 
 
Those individuals who refuse to insure themselves on grounds of religious beliefs or their philosophy of 
life (gemoedsbezwaarden) do not have to purchase basic health insurance but they do have to pay a 
general income tax equal to the income-dependent employer contribution. These contributions are 
deposited in personal accounts (there is no pooling), which are managed by the Dutch Healthcare 
Institute. The healthcare expenditures for these individuals are reimbursed from their personal accounts. 
If healthcare expenditure exceeds the account balance, the individual has to pay the costs out-of-
pocket.  
 
The Ministry of Defence finances and organizes healthcare for military personnel. Members of the 
armed forces thus do not buy basic health insurance under the Health Insurance Act. Care is provided 
by the Military Medical Service (Militaire Geneeskundige Dienst).  
Undocumented migrants cannot purchase health insurance under the Health Insurance Act. Apart from 
acute care, long-term care, and obstetric care, undocumented immigrants have to pay for most 
healthcare themselves. However, some mechanisms are in place to reimburse costs that 
undocumented immigrants are unable to pay. The National Healthcare Institute is responsible for 
enforcing the regulation for the payment of care for illegal immigrants. For asylum seekers, a separate 
set of policies has been developed. As many of these individuals are not able to pay, but healthcare 
providers are obliged to provide medically necessary care, healthcare providers can, under certain 
conditions, receive a refund from the government. Permanent residents (for more than 3 months) are 
obliged to purchase private insurance coverage. Visitors are required to purchase insurance for the 
duration of their visit if they are not covered through their home country123. 
 
Out-of-pocket/ co-payments 
The first €385 (2017) of healthcare expenditure from this package is paid out-of-pocket, except for GP 
consultations, maternity care, home nursing care and care for children under the age of 18. Individuals 
may also choose to voluntarily increase their excess by a maximum of €500, which causes the nominal 
premium to decrease. 
For non-insured care, complementary, voluntary health insurance (VHI) is available. This mostly covers 
physiotherapy, dental care and glasses, but may also include complementary or alternative medicine. 
 
Apart from the overall deductible costs, patients are required to share some of the costs of selected 
services, such as medical transportation or medical devices, via co-payments, co-insurance, or direct 
payments for goods or services that are reimbursed up to a limit, such as drugs in equivalent-drug 
groups. Providers are not allowed to charge above the fee schedule. Patients with an in-kind insurance 
policy may be required to share costs of care from a provider that is not contracted by the insurance 
company.  
 
For the long-term care (WLZ) cost-sharing depends on size of household, annual income, indication 
(gradation of the disease), assets, age, and duration of care. There are 2 categories: low cost sharing 
(between €1,560 -  €839 a month) and high cost-sharing (maximum of €2,301 per month). The cost-
sharing is calculated by the Central Administration Office (CAK).  
 
Private (voluntary) health insurance 
In addition to statutory coverage, most of the population (84%) purchases a mixture of complementary 
voluntary insurance covering benefits such as dental care, alternative medicine, physiotherapy, 
spectacles and lenses, contraceptives, and the full cost of co-payments for medicines. Premiums for 
voluntary insurance are not regulated; insurers are allowed to screen applicants based on risk factors 
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and offer both statutory and voluntary benefits. However, only for the most extensive private (voluntary) 
health insurers there is medical underwriting. Nearly all of the insured purchase their voluntary benefits 
from the same (mostly non-profit) insurer that provides their statutory health insurance. People with 
voluntary coverage do not receive faster access to any type of care, nor do they have increased choice 
of specialist or hospital124. 
 
 

8.4. Pharmaceuticals 
 
In the Netherlands, the registration of pharmaceuticals is regulated by law. In accordance with the 
Provision of Pharmaceuticals Act of 1958 (Wet op de Geneesmiddelenvoorziening, WGV), 
pharmaceuticals may only be brought into the market in the Netherlands once the Medicines Evaluation 
Board (College ter Beoordeling van Geneesmiddelen, CBG) has registered a positive assessment of 
their quality, safety and effectiveness (defined in the respective EC directives). The Board operates 
independently and is responsible for the authorization and monitoring of pharmaceuticals. The 
registration procedure takes about 8 to 12 months.  
 
As of 1995, two types of trading licenses have existed within the EU: the centralized route, at European 
level, by the European Agency for the Evaluation of Medical Products (EMEA), and the decentralized 
route at the national level. From 1 January 1998, a firm that has obtained a trading license for a certain 
pharmaceutical in one Member State will have the right to request other Member States to recognize the 
validity of the license granted by the first Member State. 
 
The Law on Medicine Prices allows the government to determine maximum prices for medicines. The 
prices in the countries surrounding the Netherlands serve as a guideline. Before this law was instated, 
medicine prices in the Netherlands were twenty percent higher than in neighbouring countries. 
 
New in the financing system since 2012 is the differentiation between service delivery and dispensing 
medicines. The Dutch Healthcare Authority distinguished 13 different services defined for the care that 
pharmacists deliver, of which seven are covered by the Health Insurance Act:  
1. Delivery of a first-time prescription of medication that is included in the basic benefit package 
(introduced in 2014 as a separate reimbursable service), which includes a check on the appropriateness 
of the prescription and interference with medicines already used by the patient, advice on how to take 
the medicine, and providing information about possible side-effects;  
2.  Delivery of a prescribed medicine (repeat prescription) which includes, among other things, a check 
on appropriateness, correct use and experiences of the patient with its use;  
3.  Instructions for the use of a device needed to take a medicine (such as an inhaler);  
4.  Medication review, a periodic evaluation of the medicines used by patients with a chronic disease; 
5.  Pharmaceutical counselling (including a medication review) in the case of hospital admission; 
6.  Pharmaceutical counselling in the case of hospital discharge;  
7.  Pharmaceutical counselling in the case of day care or outpatient hospital visits. 
 
Health insurers negotiate with pharmacists on the volume and price of these services and have to 
safeguard sufficient pharmaceutical care for the insured individuals in a given area. The remaining, non-
insured services may relate to advice for travellers, advice on the use of over-the-counter medicines, 
group counselling of patients with a specific disease (for example, diabetes mellitus) or using a specific 
drug, and services between pharmacists. Health insurers may negotiate with pharmacists with respect 

to the availability and price of non-insured secondary services, but they are not obliged to do so125. 
 
Rating expensive specialist medicines (Care Institute) 
A specialist medicine with a therapeutic added value of at least €2,5 million cost is eligible for a review 
by the Care Institute. Specialist medical care in principle automatically flows in, making specialist 
medicinal products at the time of market registration directly qualify for reimbursement from the basic 
package. The assessment procedure of specialist medicines takes place therefore within the context of ' 
the risk focused package management '. To determine whether a specialist medicine is insured care, 
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the Care Institute looks at ‘State of the science and practice '. The assessment also includes the impact 
on the budget, cost-effectiveness and the structure of the possible outcomes research. The Care 
Institute will receive advice from the Scientific Advisory Council (ISAC) and if necessary from the 
Consultative Commission Package (ACP). Next, formulated advice will be given to the Minister of 
Health, Welfare and Sport. If there are uncertainties about appropriate use and/or cost effectiveness the 
Care Institute can advise the Minister to proceed with a route for conditional funding. After four years of 
conditional financing the Care Institute must reassess again on the basis of the criteria: necessity, 
effectiveness, cost-effectiveness and practicality126. 
 
Reimbursement 
The Minister of Health, Welfare and Sports decides which new medicines will be added to insurance 
packages, and will therefore be considered for compensation. Reimbursement for pharmaceutical care 
is based on a reference pricing system called the Medicine Reimbursement System (Geneesmiddelen 
Vergoedings Systeem, GVS). The GVS is not for pharmaceuticals used in hospitals, which are paid 
from the hospital budget and free of charge for the patient. The GVS system categorizes 
pharmaceuticals in groups of therapeutic equivalents. For each group a reference price per defined daily 
dose was determined that served as the reimbursement limit. Generally, these reference prices were set 
at such a level that there was always at least one medicine with a price below the reference price.  
 
For inclusion in the GVS the drugs must go through a legal procedure. The registration holder shall 
submit to the Minister of Health, Welfare and Sport a request to designate as a medicine to ensure 
pharmaceutical care (inclusion in the GVS). The Minister may submit the request for advice to the Care 
Institute (Zorginstituut). After the Care Institute has reviewed the application and given the Minister a 
recommendation, the Minister takes a decision. The length of time between the consideration of the 
application and this decision is 90 days. 
Health insurers may list preferred medicines, which means that patients who use other medicines with 
similar therapeutic properties may have to pay the difference in costs or the total amount. Some insurers 
do not charge the deductible when the patient uses the preferred medicine.  
 
The supply of prescription-only pharmaceuticals is exclusively reserved to pharmacists and dispensing 
GPs (in some rural areas). Over-the-counter (OTC) pharmaceuticals for self-medication are available at 
both pharmacies and chemists. Since 2007 this has been regulated by a new law on medical supplies 
and drug distribution: the Medicines Act (Geneesmiddelenwet). The Healthcare Inspectorate (IGZ) 
enforces the proper distribution of pharmaceuticals according to this Act. Manufacturers, GPs and 
community pharmacists are jointly responsible for providing users with independent information on 
pharmaceuticals, as published by the Farmacotherapeutisch Kompas (containing pharmacotherapeutic 
guidelines), compiled by the National Healthcare Institute and “Geneesmiddelenbulletin” (for 
pharmaceuticals in general). The “Geneesmiddelenbulletin” is a national drug bulletin that is financially 
and intellectually independent of the pharmaceutical industry and aims to promote rational 
pharmacotherapy, which may be regarded as the practical application of the principles of “evidence-
based medicine”. 
 
In principle, only physicians, dentists and midwives are allowed to prescribe medication. From 2012 
onwards, for a period of five years, nurse specialists have a temporary prescription permission, as long 
as the prescriptions are related to their field of expertise, the pharmaceuticals are non-complex routine 
prescriptions with low risks, a diagnosis is set by a physician, and national guidelines are followed. In 
addition, since 2014 specific categories of registered nurses (RNs), namely diabetes care nurses, lung 
nurses and oncology nurses are allowed to prescribe a limited number of medicines. Since 2014 all 
prescriptions should be issued electronically. Around 80% of all medication is prescribed by GPs. 
 
The Netherlands: Expenditure retail pharmaceuticals by type of financing 

- Government & compulsory schemes: 
- Voluntary HI 
- Out-of-pocket 
- Other 

64.8% 
  1.3% 
33.9% 
  0.0% 

OECD Health Statistics 2017 
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8.5. Primary care and hospitals 

 
The Netherlands has a good developed system of primary care, provided by independent providers and 
organizations such as general practitioners, physiotherapists, home care institutions, dentists and 
midwives.  
 
Primary care 
The gatekeeping principle is one of the main characteristics of the Dutch system and means that 
hospital care and specialist care (except emergency care) require referral from a GP (or some other 
primary care practitioners, such as midwives or dentists). Dentists, physiotherapists, remedial therapists 
and midwives are directly accessible, without referral. Since 2014, a referral is required for primary care 
psychologists. Occupational doctors have become qualified to refer patients to secondary care. 
Although registration with a GP is not formally required, most citizens are registered with one they have 
chosen, and patients can switch GPs without formal restriction127. 
 
About 39% of GPs work in group practices of three to seven GPs, 40% work in two-person practices 
and 22% work in a single-handed practice. Most GPs are independent practitioners or work in a 
partnership. A small share of GPs is employed in a practice that is owned by another GP. A full-time 
working GP has a practice list of approximately 2,200 patients128. 
GPs (and other professionals such as nurse practitioners, physician assistants, physiotherapists) can 
also be employees in healthcare centres.  
 
Some changes have been taking place in primary care. Professionals in primary care increasingly work 
in larger organizational settings where they are supported by allied staff and managers, and increasingly 
work in multidisciplinary teams. Although the GP is still the most central figure, several tasks of GPs 
have been shifted towards other primary healthcare providers. The practice nurse, working in a GP 
practice, has become an important professional in general practice. Practice nurses take care of specific 
categories of chronically ill (diabetes, COPD and cardiovascular diseases).  
 
The last 5 years a larger share of mental healthcare has become the responsibility of the GP. GPs can 
only refer patients to mental healthcare if they suspect a DSM IV diagnosis. Less severe mental health 
problems are often dealt with by a mental health practice nurse, under the supervision of a GP. 
Approximately 88% of GP practices in the Netherlands has a mental health practice nurse attached to 
the practice. Community pharmacists increasingly work in structured collaboration with GPs in their 
catchment area. 
 

Payment system for GPs consists of three segments:  
 

1. The first segment addresses the basic care of general practitioners. This is care for which the GP 
is the first contact and where the GP functions as a gatekeeper to secondary care. There are 
three different payment types in this segment. First, there is a capitation fee for each patient 
registered with the practice, which is differentiated according to age (above or under 65 years of 
age) and deprivation status (based on zip/postal area code). In addition, GPs may bill for each 
consultation and home visit. GPs can bill these two payment types even if they have no contract 
with a given health insurer. Furthermore, there is a fee for the practice nurse providing mental 
healthcare and a few other types of care, but the GP needs a contract to receive payment. The 
Dutch Healthcare Authority establishes maximum tariffs for the care elements in this segment.  

 
2. The second segment applies to integrated care. A bundled payment system was introduced for 

this type of care. Integrated care addresses care for patients with the following chronic 
conditions: diabetes type II, COPD, asthma and those at high risk of cardiovascular diseases. 
What is considered appropriate care is laid down in a care standard that has been developed 
for each of the four conditions. According to the system of bundled payments, a care group 
organizes all the care necessary for managing these diseases. Care groups are mostly owned 
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by GPs in a certain region, and vary in size from 4 to 200 GPs. The care group coordinates the 
care and remunerates the care providers involved.  

 
A contract with a health insurer is a necessary precondition for bundled payments. GPs 
continue to receive the existing capitation fee. Payment for consultations that address the 
chronic condition(s) are included in the integrated care fee, while for issues that are not related 
to the chronic condition, the GP still receives the consultation fee from the insurer. If there is no 
contract with health insurers, GPs do not receive payment for this type of care. The costs of 
practice nurses for physical (somatic) care are covered by this segment.  

 
3. The third segment is dedicated to pay-for-performance and innovation. These types of payment 

are also subject to having a contract with health insurers. The pay-for-performance scheme 
addresses the accessibility of the practice, efficiency of prescribing pharmaceuticals and 
efficiency in referring patients to secondary care, but also non-care-related issues such as 
accreditation. 

 
At the macro level, the Minister of Health, Welfare and Sports, insurers’ associations, patient 
associations and the primary care association have agreed a growth rate of 1.5% per year for basic GP 
care (segment 1) and integrated care (segment 2). For the substitution of secondary care to primary 
care, innovation and the introduction of pay-for-performance (segment 3) an additional annual growth of 
1% is permitted. 
 
After-hours care is organized at the municipal level in GP “posts” (GP out-of-hours cooperative), which 
are centres, typically run by a nearby hospital, that provide primary care between 5 p.m. and 8 a.m. 
Specially trained assistants answer the phone and perform triage; GPs decide whether patients need to 
be referred to the hospital. The GP post sends the information regarding a patient’s visit to his or her 
regular GP. There is no national medical telephone hotline129. GPs who participate in this system 
receive a per-hour compensation. For GPs who do not participate, specific fees for consultations, home 
visits and prescription refills are applicable that are higher than the fees charged during office hours.  
 
Hospitals 
Hospitals have both inpatient and outpatient departments, as well as 24-hour emergency wards. 
Outpatient departments are also used for pre- or post-hospitalization diagnosis and treatment. There are 
six types of institution that provide hospital or medical specialist care:  
-  general hospitals, provide practically all forms of outpatient care as well as inpatient secondary care. 

Most hospitals also have 24-hour emergency wards. Except in cases of emergency, patients only 
consult a specialist upon referral from a GP or by referral from another medical specialist. 

-  academic (university) hospitals. 
-  specialized hospitals, providing care for one type of condition only, such as cancer hospitals, eye 

hospitals, rehabilitation centres. 
-  independent treatment centres, limited to day care in the so-called free segment (e.g., eye clinics, 

orthopaedic surgery centres). This is non-acute, freely negotiable care that can be provided in an 
outpatient setting or as day-case admissions. 

-  top clinical centres, providing both general hospital care and complex care. Most top clinical centres 
are part of a university hospital or are operated by a number of hospitals working cooperatively. 
Examples are the nine cancer clinics and the clinics for organ transplantation (including ten for 
kidney transplants, three for lung transplants, and three for heart transplants). 

-  trauma centres. There are 11 trauma centres, most of them linked to a university hospital. 
 
In the Netherlands, there are 85 general hospitals (of which 28 are top clinical centres) which provide 
care in 131 different locations, 8 university hospitals, and 65 specialized hospitals. Practically all 
organizations are private and non-profit. Hospitals are non-profit institutions, as being for-profit is not 
allowed. The issue of whether or not hospitals should be allowed to generate profit and to have 
shareholders is still a topic of political debate.  
 
Hospitals are paid through an adapted type of diagnosis-related group (DRG) system: Diagnosis 
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Treatment Combinations (DBC). The DBC system was inspired by the concept of DRGs, but it 
constitutes a newly developed classification system. While DRG systems group patients according to 
diagnosis or procedure with the highest amount of needed resources into a single DRG, the DBC 
system provides a DBC for each diagnosis-treatment combination and thus more than one DBC per 
patient is possible. This should provide more flexibility in the case of multi-morbidity, where more than 
one medical specialist treats the patient during one admission or the patient receives more than one 
treatment from one medical specialist. The DBCs are changed into DOTs (DBCs On the way to 
Transparency). In the DBC system, DBCs are typed and afterwards only a limited assessment is made 
of whether the care provided is also appropriate for the typing of the DBC. In the DOT system, the DOT 
care products are derived from the registered, actually delivered care. 
Inpatient pharmaceutical care (for both physical (somatic) and mental healthcare) is included in the DBC 
system for institutional care.  
 
Payment specialists 
Nearly all specialists are hospital-based. Medical specialists are either independent professionals 
organized in partnerships working in a hospital (60%), or they are in salaried service of a hospital (40%) 
(mostly in university clinics). Between 2008 and 2015 independent medical specialists were paid 
through the DBC system. For each DBC a normative time spent by the specialist and an hourly tariff 
were established. The norms were established by the Dutch Healthcare Authority (NZa). The tariff was 
equal for all medical specialties and was based on research from the Normative Hourly Tariff 
Commission (Commissie Normatief Uurtarief), which was set up by the Minister of Health in 2004 after 
consultation with the Association of Medical Specialists (OMS). Since 2015 health insurers have 
negotiated with hospitals on prices of DBCs, which include the payment of medical specialists. 
Independent medical specialists now have to negotiate their remuneration with the hospital they are 
working in. In most hospitals, medical specialists chose to unite in a medical specialist company 
(Medisch Specialistisch Bedrijf) and negotiate their remuneration with the hospital. Another small share 
of specialists considered becoming shareholders in the hospital. The new situation led to a discussion 
as to whether independent medical specialists can still be seen as independent entrepreneurs. This is 
relevant because if the Tax Office now considers them to be in salaried service, this may have 
consequences for their fiscal position.  
 
There is an emergency trend toward working outside of hospitals, for example, in growing numbers of 
(mostly multidisciplinary) ambulatory centres. However, this shift is marginal and most ambulatory 
centres remain tied to hospitals. Specialists in ambulatory centres tend to work most of the time in 
academic or general hospitals. Only a small minority of doctors working in hospitals choose to work in 
ambulatory centres for part of their time. Ambulatory care centre specialists are paid fee-for-service, and 
the fee schedule is negotiated with insurers. Medical specialists are not allowed to charge above the fee 
schedule.  
 
Most healthcare providers use some form of electronic patient records. All general practitioners (GPs) 
use an electronic patient record system; this includes an electronic prescription system. However, the 
national roll-out of an electronic patient record system to interconnect these practice-based systems 
failed, mainly for reasons of privacy; a more limited system is being implemented in its place. 
 
The Netherlands: Expenditure by type of service* 

Inpatient care 
Outpatient care 
Long-term care 
Medical goods 
Collective services 

26% 
28% 
25% 
13% 
  9% 

*Total is not exactly 100% due to rounding 
OECD Health Statistics 2017 
 
 

8.6. Recent developments 
 
On ‘Prinsjesdag’ (third Tuesday in September), the Minister of Finance presents the State Budget 
(‘Rijksbegroting’ and ‘Miljoenennota’) to the Parliament (Senate and House of Representatives). The 
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‘Rijksbegroting’ is the statement of income and expenditure for the following year. The ‘Miljoenennota’ is 
the supplement to the State budget. Some intentions for changes in care for 2018 include130. 
 
Risk for insurers at the healthcare costs 
At the start of the new Health Insurance Act in 2006 part of the difference for an insurer between budget 
and claims was settled with the Care Institute. The mechanisms for this were called the ex post 
compensations. Due to this, the risk on healthcare costs for the insurers in 2006 was equal to 53%. 
From 2006 onwards the risk for the health insurers yearly increased, and for 2017 the risk for the first 
time is 100%. The Ministry of Health has abolished all ex post compensation mechanisms.  
  
Agreement of growth healthcare spending 
In 2017, an agreement was signed by the Minister of Health, all healthcare providers and insurers which 
set a voluntary ceiling for the annual growth in volume of spending on medical specialist care of 1.6%. 
The agreement is only for 2018.  
 
Decrease of deductible of €385 & Premium 
During the election campaigns, the deductible of €385 was extensively discussed. Some political parties 
wanted to abolish the deductible while others wanted a reduction. In September 2017, the Senate 
decided to freeze the deductible at €385. As a result of the freeze of the deductible, the healthcare 
premium (set by the insurance companies) will increase in 2018 by approximately €10. 
 
Benefit package 
In 2018 the basic benefit package will be extended with some plastic surgery, physiotherapy in shop 
window legs (claudicatio intermittens, diagnosis of peripheral arterial disease) and tooth replacement to 
people not older than 23 years.  
 

Starting from 2018 a clear definition for medicines under the reduced VAT rate of 6% will be applied. 
 
Law Ban on pay out dividend by health insurers 
At the end of 2016 the House of Commons voted for the Law Ban on pay out dividend by health 
insurers. This law stated that health insurers may not pay out dividend for ever. The House of Lords still 
has to vote on this law, but it will also be discussed by the parties who are talking after the elections in 
2017 to form a new government. 
 
Improving quality of care 
Transparency remains a key issue in the Dutch healthcare system, since citizens can only make 
informed decisions if they have access to clear and comprehensible information. The Minister of Health 
agreed with Health Insurers Netherlands, the umbrella organization of the Dutch health insurers, to 
improve comparability of information for the insured population. Insurers should provide standardized 
information on the profit they make, the composition of the premium, whether financial reserves have 
been used to lower the premium, and the different conditions across offered health plans. In addition, 
they should clearly communicate that all citizens are accepted for the basic package. Furthermore, 
health insurers plan to make switching easier for those individuals who use medical devices or 
disposables by automatically adopting the authorizations of the former insurer.  
 
 
Local Expert: Wim Niesing 
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