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This contribution gives a detailed ac-
count of entitlements in the Dutch health
care system. Furthermore, it explains who
decides about the services covered and the
legal context in which this is done. It al-
so describes which parts of the health ben-
efit basket are defined more implicitly
and which more explicitly, outlining the
criteria used for the definition of the bas-
ket. We present the main characteristics
of the Dutch health care system, highlight-
ing those that impact on the entitlements
of the insured. We then present a detailed
account of health care entitlements in cur-
ative care. Finally, we conclude by identify-
ing the aspects that determine the health
care package and require special attention
in a European context. We specifically ask
what future developments are likely to im-
pact on this system for definition of enti-
tlements.

The main characteristics
of the system

The Dutch Constitution states that the
government should provide services to
improve and protect public health. There-
fore about 80% of health expenditures
are paid from public funds (mainly so-
cial insurance), the rest being financed
from private insurance and out-of-pock-
et payments [1]. The health insurance sys-
tem broadly consists of three compart-
ments (see @ Table 1). First, every citi-
zen is entitled to long-term care covered
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under the Exceptional Medical Expens-
es Act (Algemene Wet Bijzondere Ziek-
tekosten, AWBZ). The AWBZ scheme pa-
ys for about 43% of Dutch health expendi-
ture. Secondly, for acute care individuals
are either publicly insured under the Sick-
ness Fund Act (Ziekenfondswet, ZFW) or
privately insured (37% and 15% of health-
care expenditure, respectively). The ZFW
scheme covers among other things the
costs of hospital admissions, treatment by
physicians, pharmaceutical care, and med-
ical aids.

Persons who do not qualify for com-
pulsory health insurance but cannot sat-
isfy private insurers’ acceptance criteria
(for example, if they represent a high risk)
have access to a “standard insurance pack-
age” which is similar to that of the ZFW.
This entitlement is specified in the Medi-
cal Insurance Access Act 1998 (Wet op de
toegang tot ziektekostenverzekeringen,
WTZ). The third compartment consists
of complementary insurance policies that
may be bought to extend coverage.

The basic insurance package is de-
fined mainly at the central government
level, although only categories of services
are identified. The AWBZ and ZFW (acts
of Parliament) offer a list of the function-
al categories of health care services to
which a patient is entitled (e.g., pharma-
ceutical care, hospital care, rehabilitation
services). These formal laws indicate in
general terms which areas of care are cov-
ered by the insurance scheme, but they

do not specify the entitlements of the in-
sured in detail. Usually further specifica-
tion is provided in lower types of regula-
tions by the government or the Ministry
of Health, Welfare, and Sport and its ad-
visory bodies. The lower forms of regula-
tion specify the contents and the extent
of the entitlements, specify conditions,
and delegate responsibilities. Two impor-
tant governmental decrees are associated
with the AWBZ and the ZFW, respective-
ly: the Decree on Entitlement to Excep-
tional Medical Expenses Insurance and
the Health Insurance (Treatment and Ser-
vices) Decree.

The social health insurance system
ensures that patients receive the care to
which they are entitled. Management of
the two-tiered public/private system, how-
ever, has proven difficult for the govern-
ment, especially since the system lacks
sufficient incentives for efficiency and
has unfavorable equality characteristics.
These conditions stimulated major
reforms. Government involvement will
be reduced significantly in 2006 when a
new Health Insurance Act comes into
force. This forms the final phase of the
socalled Dekker plan (1987). The Dekker
proposals set out conditions for the intro-
duction of regulated competition in
health care which should make the
system more responsive to the prefer-
ences of consumers and less burdensome
to manage. Health insurers have become
main actors in promoting cost contain-

Eur J Health Econom Suppl 1 - 2005 ‘ S53



Original Papers

Table1

First pillar

Type of care

Long-term care

The three “pillars” of the Dutch health care system

Second pillar®

Basic curative services

Third pillar

Additional services

Primary regulation (laws) AWBZb<

Private insurance<, WTZ¢, ZFWP

Complementary insurance®<

Secondary regulation (decrees)

Decree on Entitlement to Exceptional
Medical Expenses Insurance

and Services Decree

Health Insurance Treatment -

Tertiary regulation
(discretion of Minister)

Regulation on Subsidies in AWBZ
Regulations on Entitlements
to AWBZ-care

@ To be replaced in 2006 by a statutory health insurance scheme that covers the entire population
b Administered by sickness funds; < Administered by insurance companies

Regulations on Medical Specialist Care -
Regulations Governing the Provision
of Paramedical Assistance

ment since they now hold full budget re-
sponsibility and may enter into contract-
ing with providers. The government has
promoted competition by enforcing open
enrollment with health insurers and
through establishing agencies that should
regulate competition (e.g., an antitrust
agency has been active in the health care
sector since 1998). Nevertheless, the gov-
ernment will remain responsible for defin-
ing the health basket. A comprehensive
description of the Dutch health insur-
ance system is presented elsewhere [2].

The following section concentrates on
the services made available in the health
basket and the way in which these are de-
cided. This description is limited to the
curative sector. A complete account of
health care services available in all health
care sectors is offered by Stolk and Rutten
[3]. Note that the integration of social and
private insurance schemes into a national
insurance implies that the coverage of the
ZFW will be extended to the entire popu-
lation. For this reason the present contri-
bution describes only the ZFW benefit
package.

The benefit package
for curative care

The definition of entitlements for curative
care is typical for the Dutch system: new
interventions are usually implicitly intro-
duced into a largely unspecified benefit
package. A small negative list explicitly ex-
cludes services from reimbursement. This
reflects the absence of a systematic proce-
dure for the evaluation of curative services
when defining the basket.
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Medical specialist care

The ZFW specifies a general entitlement
to specialist care by hospitals (both inpa-
tient and outpatient care): patients are enti-
tled to medical, surgery, and obstetric care.
Entitlement to hospital care also exists un-
der the AWBZ if the patient must stay in
hospital longer than 365 days. The provid-
ed care is limited merely by professional
norms following the “usual care” principle
(appropriateness according to profession-
al standards). Also, a general statement is
made that health care should be provided
efficiently. Therefore the definition of enti-
tlements for hospital care is rather implic-
it and the “usual care” criterion is not ve-
ry restrictive. However, the entitlements
are conditional upon the referral by a gen-
eral practitioner, by another specialist to
whom a general practitioner had referred
the insured, or, where obstetric care is con-
cerned, by a midwife.

A ministerial decree, the Regulations
on Medical Specialist Care, further spec-
ifies entitlements by excluding specific
forms of transplantation and plastic sur-
gery. It also determines that only certain
types of transplantations are covered, and
states that entitlement to some services
(e.g., plastic surgery) only exist if specif-
ic conditions are met. Finally, this regu-
lation explicitly excludes services such
as eyelid, ear or body sculpturing, in vit-
ro fertilization (IVF), uvoloplasty for per-
sons who snore, sterilization or undoing
sterilization, and circumcision. It should
be noted that IVF is a special case and its
reimbursement policy changed several ti-
mes. Today, health insurers are subsidized

to fund IVF treatment for the insured af-
ter the first attempt has been paid out of
pocket.

Pharmaceuticals dispensed in hospitals
are part of the entitlement to hospital ca-
re. They are generally financed out of the
hospital budget, but the insurer may sepa-
rately reimburse an additional percentage
(up to 80%) of the cost for very expensive
hospital drugs.

The law remains rather vague about en-
titlements to hospital care, but a recently
introduced pricing system has led to mo-
re explicit benefit definition. In 2005 a
new system for hospital financing was in-
troduced by law: the Diagnose Behandel-
ing Combinaties (DBCs), a DRG-like sys-
tem describing all products that are pro-
vided in hospitals. Medical experts we-
re involved in the determination of the-
se DBCs, which are defined as the whole
set of activities (diagnostic and therapeu-
tic interventions) of the hospital and med-
ical specialist starting from the first con-
sultation and diagnosis of the medical spe-
cialist in the hospital until discharge. Each
DBC s characterized by a code combining
information on diagnosis (International
Classification of Diseases, 10th edition)
and treatment. This system facilitates nego-
tiations between health insurers and hospi-
tals on prices (on a bilateral level), at the
same time providing a catalogue of med-
ical services. @ Table 2 shows how many
different DBCs are defined within a medi-
cal specialty distinguishing between list A
(prices fixed by the National Health Tariffs
authority until further notice) and list B
(prices negotiated by Sickness Funds and
hospitals from January 2005 onwards).
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This catalogue of DBCs allows the spec-
ification of which DBCs are included in
the basis package: the “red” list presents
the number of DBCs not covered by com-
pulsory insurance as determined by the
Health Care Insurance Board on the basis
of the “usual care” criterion and current ex-
plicit exclusions. Also an “orange” list ex-
ists with DBCs for which reimbursement
is limited to certain groups of patients. Fi-
nally, the table lists the number of prod-
uct groups that have been defined to clus-
ter DBCs into homogeneous price groups,
as negotiation on the price of each single
DBC would not be feasible.

An exception to the way in which med-
ical specialist services are regulated is
mental health care, which is currently cov-
ered under the AWBZ. Also the first ye-
ar of treatment is covered by the AWBZ
and not by the ZFW, as is the case for oth-
er medical specialist services. The reason
is that psychotherapy is often a long and
intensive treatment. Ambulatory psycho-
therapy is reimbursed (maximum of 25
sessions, 50 in the case of personality dis-
orders) if referral is by a general practitio-
ner or psychiatrist. Patients’ entitlements
to mental health care through the AWBZ
include treatment (therapy sessions and
medication), supportive guidance, and ac-
commodation. Special regulations apply
to mental health care in children and to
treatment of addictions. The objective is
to make mental health care a part of the ba-
sic benefit package under the new Health
Insurance Act and therefore shift it to com-
partment 2 in a competitive environment.
To permit this change DBCs in mental
health care are now being defined.

Primary care, dental care,
and paramedical services

Primary care, i.e., medical and surgical
care provided by general practitioners, is
covered under the ZFW, as specified in
the Health Insurance (Treatment and Ser-
vices) Decree. Care involves mainly con-
sultations and visits, the prescription of
pharmaceutical care, referral to medical
specialists, and minor operations. Entitle-
ments to these services are also defined im-
plicitly: any type and quantity of care con-
sistent with professional norms is covered
by the scheme.

Entitlements to dental care have be-
en limited in the past and are defined ex-
plicitly. The ministerial regulation “Den-
tal Care Health Insurance” stipulates that
persons up to the age of 18 years are enti-
tled to dental care under the ZFW. Dental
care includes 14 types of services, among
which are periodic checkups, fluoride ap-
plication treatment, sealing, and periodon-
tal care. Adults are entitled to dental care
only under special circumstances: special
dental conditions and physical or mental
disabilities.

Paramedical care - consisting of phys-
iotherapy, Mensendieck or Cesar remedial
therapy, speech therapy and ergotherapy -
is partly covered. The first nine sessions are
excluded from reimbursement, but there-
after some patients over the age of 18 ye-
ars are entitled to physiotherapy, Mensen-
dieck or Cesar remedial therapy for the
treatment of chronic conditions that are
defined in the Regulations Governing the
Provision of Paramedical Assistance.

Curative care at home

Under exceptional conditions and with au-
thorization by the sickness fund, special-
ized services of curative care may be pro-
vided at home. First, persons are entitled to
kidney dialysis at home or in a dialysis cen-
ter under ZFW. If the dialysis takes place
at home, the costs of training a person to
carry out dialysis or providing assistance
during the procedure are also covered. The
costs of inspecting and maintaining equip-
ment, modifying the home, providing spe-
cial sanitary fittings, and heating are al-
so reimbursable. Second, the ZFW regu-
lates the use of treatment for chronic inter-
mittent ventilation. Those covered by the
ZFW are entitled to treatment at a ventila-
tion center. A center may lend the patient
the equipment for use at home or in a lo-
cation where several persons can use the
equipment. Specialist and pharmaceutical
care provided by or on the advice of the
ventilation center are also included.

Discussion
A liberal benefit package?

In The Netherlands decisions about the
medical services offered to a patient are
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This contribution describes the entitlements
in Dutch health care and explores how the-
se entitlements are determined and to
whom they apply. The focus is on services
of curative care. No comprehensive posi-
tive or negative list of individual services is
included in formal laws. Instead, the legisla-
tion states only what general types of med-
ical services are covered and generally the
“usual care” criterion determines to which in-
terventions patients are entitled. This criteri-
on is not very restrictive and yields local vari-
ations in service provision, which are mod-
erated by practice guidelines. It is conceiv-
able, however, that the recent introduction
of the DBC financing system will change the
reimbursement and therefore benefit-set-
ting policy.
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Table2
Specialty Number of DBCs Product groups?®
List A? ListB* Redlist® Orange list®
Ophthalmology 1,789 3 18 14 15
Otorhinolaryngology 692 6 - 35 14
Surgery 3,671 18 28 505 53
Plastic surgery 13,712 63 205 544 33
Orthopedics 3,058 14 12 4 43
Urology 37,717 950 116 174 38
Gynecology 536 22 6 34 34
Neurosurgery 1,253 27 15 13 29
Dermatology 396 10 32 33 11
Internal medicine 3,335 19 - 612 49
Pediatrics 3,492 10 9 12 61
Gastroenterology 10,946 190 - 342 21
Cardiology 353 - - 44 39
Respiratory medicine 1,054 14 55 371 43
Rheumatology 2,042 12 951 96 17
Allergology 599 - - 8
Thorax surgery 1,034 - 10 50 27
Psychiatry 648 - - - 3
Neurology 2,739 18 44 61 43
Geriatrics 918 - - - 16
Radiotherapy 468 - - 195 14
Radiology 13,216 - - 472 8
Anesthesiology 582 - 10 38 19
Clinical genetics 100 - - 3
Total 104350 1,376 1,511 3,649 641
2 Published at the website of the National Health Tariffs authority (CTG/ZAio):
http://www.ctg-zaio.nl/index.php
b published at the website of the DBC maintenance organization: http://www.DBConderhoud.nl

often left to the physician (and/or the
health insurer). Negative lists are in cer-
tain categories used to exclude services
(e.g., the new red and orange lists of
DBCs). The extent to which new or old
technologies (therapy, diagnostic ser-
vices, and pharmaceuticals) are provided
to the patient in the context of a DBC is
left to the providers. However, some med-
ical services were explicitly excluded for
not being considered to belong to the do-
main of health care (e.g., plastic surgery).
Additionally, limits were set to the pro-
vision of physiotherapy and psychother-
apy for a lack of demonstrated effective-
ness. Restrictive legislation only exists in
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the pharmaceutical sector where an item-
ized positive list of individual products is
frequently updated [4]. For several other
functional categories there are also posi-
tive lists, but these are not frequently up-
dated (e.g., for medical devices and vac-
cines). Regarding pharmaceuticals it is
interesting to observe that the reimburse-
ment of extramural drugs (prescription
filled by the community pharmacist) is
centrally regulated, while for the use of
drugs in the hospital the policy is liber-
al. The liberal policy has led to wide vari-
ations in the availability of certain expen-
sive drugs across hospitals and to referral
of “expensive” patients to specialized cen-

ters. The new hospital financing system
will change this and will probably force
decision makers to regulate the provision
of expensive drugs within a DBC.

Procedures and criteria for limiting
the health basket

The package can be limited by manage-
ment of positive or negative lists, copay-
ments, the definitions of conditions re-
stricting eligibility, and promoting best
practice, i.e., effective and efficient provi-
sion of care. Each instrument is applied
within the Dutch system, although some
sectors are more loosely managed than
others. On the whole, emphasis is put on
offering incentives for efficiency. Recent-
ly a no-claim system was introduced: if
someone insured under ZFW has no ex-
penses, he receives a bonus of €255 from
his insurer or the difference if his expens-
es are less than €255. The liberal character
of the basket is further illustrated by the
fact that there is no systematic and central
effort to use common criteria for defining
the package as a whole. Nonetheless, deci-
sions tend to be guided by a quite homoge-
neous set of considerations.

The respective Ministers of Health
and more specifically the Health Care
Insurance Board have been using health
technology assessment (and cost-effec-
tiveness information) since the middle
1980s as a tool for deciding on large pub-
lic programs (e.g., national cancer screen-
ing programs) and on the addition of ex-
pensive curative programs (e.g., trans-
plant programs) to the package [s]. Es-
pecially in the case of pharmaceuticals
dispensed outside the hospitals the ro-
le of cost-effectiveness as criterion for re-
imbursement is quite prominent. If the
manufacturer can demonstrate greater ef-
fectiveness than existing drugs and wants
a premium price, he must submit a phar-
macoeconomic dossier and figures allow-
ing the Health Care Insurance Board to
base its policy on information on (cost-
)effectiveness.

Furthermore, many technology assess-
ment studies have been financed from a
special fund managed by the Health Care
Insurance Board and later by the National
Medical Research Council that have pro-
duced valuable information on the cost-



effectiveness of new diagnostic and ther-
apeutic procedures. Although not legally
required, this information has been used
to define the benefit package or for the de-
velopment of practice guidelines.

Further criteria have emerged as con-
stant factors in decision making: severi-
ty of illness, individual vs. collective re-
sponsibility, affordability, and leakage
(the probability of use outside a targeted
patient group) [6]. Although initially con-
sistent use of these criteria may have be-
en doubted, gradually patterns emerged.
Severity of illness, for example, played a
role in deciding to finance the lung trans-
plantation program although it was dem-
onstrated to have a high cost-effective-
ness ratio [7]. In relation to budget im-
pact it also played a role in the decision
not to fund PDE-s5 inhibitors in the treat-
ment of erectile dysfunction. Responsi-
bility and affordability have played a ro-
le in deciding to restrict the reimburse-
ment of pills for minor illnesses and den-
tistry. Leakage played a role in the deci-
sion to limit funding of some medici-
nes (e.g., clopidogrel) to specific patient
group. The increased understanding of
the balance between the criteria is also
recognized by policy makers.

The role of practice guidelines

An important way to influence the provid-
ing of service is through practice guide-
lines. There are many disciplinary and
interdisciplinary practice guidelines for
both primary and secondary care, some
of which are also based on economic evi-
dence. In The Netherlands a government
program supported the development of
practice guidelines in 1998-2002 which
led to 31 consensus guidelines for medical
practice addressing 23 disorders across sev-
en disease groups as defined by the Inter-
national Classification of Diseases. One ex-
ample is the guideline for the use of choles-
terol-lowering drugs in primary and sec-
ondary prevention which sets rules for the
prescription of statins according to the pa-
tient’s personal risk profile.

Future prospects

An important development is the change
in hospital financing, involving descrip-

tion of the benefit package in terms of
DBCs which are or are not reimbursed.
Currently it is being discussed how the def-
inition of DBCs can be more detailed to in-
clude specific regulations on the technolo-
gies to be used within a certain treatment.
A so-called “maintenance organization for
DBCs” is set up to (re)define DBCs.

The reforms of 2006 are intended to
reduce government control in the health
care sector and provide incentives to pa-
tients and insurers for cost consciousness.
Health care should follow the preferences
of consumers. It follows that entitlements
are formulated in functional form rather
than as specific facilities or services. It is
still not clear whether local actors will as-
sume a role in defining the basket, and
whether the government will centralize
decisions.
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