
Healthcare Priority Setting 
in the Netherlands

Vivian Reckers-Droog
April 2019

Oslo, Norway 



Content

 Healthcare system

 Decision process, criteria, and framework

 Support for proportional shortfall

 Preferences for severity and age

 Views of citizens with regard to priority setting

... in the Netherlands



Healthcare system

Healthcare is publicly funded through five Healthcare Acts. 

Tax funded:

 Youth Act

 Social Support Act

 Public Health Act

Insurance funded:

 Long-Term Care Act 

 Health Insurance Act 



Health Insurance Act

Insurance:

 Mandatory for everyone of >= 18 years 

 Broad coverage of curative healthcare services

 Insurance companies obliged to accept anyone at same premium and contract 

competing care providers

Rationing:

 Implicit: deductibles and co-payments

 Explicit: delineating the basic benefits package

‒ Decisions made by the Ministry of Health, Welfare & Sports

‒ Informed by the Dutch Health Care Institute (ZIN)



Decision process

Assessment phase: 

 Quantitative assessment of decision criteria

Appraisal phase:

 Qualitative assessment of results assessment phase by an independent 

appraisal committee:

– Nine experts 

– Public agendas, minutes, reports, and meetings

– Interested parties can attend meetings, request speaking time, and respond in  

writing to reports



Decision criteria

 Necessity

‒ Of care 

‒ Of insurance

 Effectiveness

 Cost-effectiveness 

 Feasibility 

Formulated by the Dunning Committee in 1991 and put into practice by ZIN.



Necessity of care

 Criterion related to who is considered ‘worse off’ in terms of health in society

 Defined and operationalised in terms of proportional shortfall:  

𝐴𝑏𝑠𝑜𝑙𝑢𝑡𝑒 𝑠ℎ𝑜𝑟𝑡𝑓𝑎𝑙𝑙 𝑜𝑓 𝑄𝐴𝐿𝑌𝑠

𝑅𝑒𝑚𝑎𝑖𝑛𝑖𝑛𝑔 𝑄𝐴𝐿𝑌 𝑒𝑥𝑝𝑒𝑐𝑡𝑎𝑡𝑖𝑜𝑛 𝑖𝑛 𝑎𝑏𝑠𝑒𝑛𝑐𝑒 𝑜𝑓 𝑡ℎ𝑒 𝑑𝑖𝑠𝑒𝑎𝑠𝑒

 Measured from on a scale from 0 to 1

 Health gains in those with higher scores are valued more 



Choice for proportional shortfall

Rationale:

 Balances concerns for ‘fair innings’ and ‘severity of illness’

 Avoids ageism in reimbursement decisions
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Support for proportional shortfall

Proportional shortfall is increasingly used in decision-making practice.

However, consequence of applying proportional shortfall is that older patients 

may more frequently be prioritised.



Support for proportional shortfall

Proportional shortfall is increasingly used in decision-making practice.

However, consequence of applying proportional shortfall is that older patients 

may more frequently be prioritised.



Support for proportional shortfall (2)

Empirical evidence:

 Society generally prefers prioritising younger over older patients

 Preferences for age stronger than those for severity



Support for proportional shortfall (3)

ZIN report 2018:

 Supports and proceeds use of proportional shortfall

 Recognizes its limitations

 Uses supplementary information on absolute shortfall and prospective health 

to inform decisions



Moving forward..

ZIN continues the use of proportional shortfall, so how to move forward?

Adjust proportional shortfall?

 Align proportional shortfall with preferences for prioritising younger patients

 ‘Neutralise’ proportional shortfall to meet the objective of avoiding ageism

Adjust reference values?

 Reflect severity-related preferences within different age groups



Preferences for severity and age

A study was conducted in 2018 with the aim to examine the trade-off between 

preferences for severity and age in reimbursement decisions. 

Preferences elicited based on small and large differences between patients:

 Severity

 Age

 Severity and age



Preferences for severity and age (2)

When patients have the same age: 

 Preference for reimbursing treatment for more severely ill patients
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Preferences for severity and age (2)

When patients have the same age: 

 Preference for reimbursing treatment for more severely ill patients

When patients have the same severity level:

 Preference for reimbursing treatment for younger patients

When patients have different ages and severity levels:

 Preference for reimbursing treatment for younger patients, regardless of 

severity level



Support for absolute shortfall

Preferences were better aligned with absolute shortfall than with proportional 

shortfall. 

However, consequence of applying absolute shortfall is that younger patients 

may more frequently be prioritised and older patients never reach higher severity 

levels.  
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Societal preferences for priority setting

Outcomes of reimbursement decisions are not always aligned with societal 

preferences.

Decisions often lead to public debate and controversy:

 Substantial part of population is opposed to priority setting

 Considerable heterogeneity in support for different decision criteria, 

sometimes preferences are conflicting





Involving the public

Policy makers increasingly seek to involve the public in decision making: 

 Better align outcomes of decisions with societal preferences

 Actively involve the public in shaping new policies

 Increase legitimacy of and support for decisions 



Involving the public (2)

Much experimentation with applying deliberative methods for guiding 

reimbursement decisions. For example, focus groups and citizen panels in 

Canada and the UK.

However, very little is known about their effect on:

 Reimbursement decisions

 Views and preferences of participants



Citizen panel “Choices in healthcare”

A citizen panel was held in 2017 with the aim to:

 Obtain insight into the decision criteria the panel considered relevant 

 Examine whether and how panel participation influenced the views of    

participants 



Citizen panel “Choices in healthcare” (2)

The panel:

 Twenty-four citizens

 Eight “mentality groups” reflecting different values and lifestyles

 Variation in age, gender, and geographical spread

The panel met during three full weekends in September and October 2017:

 Deliberated on eight reimbursement cases

 Consulted with experts

 Performed two ranking exercises with 35 

statements before and after participation

Case 1: Dental braces for adolescents

Case 2: Alzheimer’s disease

Case 3: Stomach acid

Case 4: ADHD for children

Case 5: Eculizumab for aHUS

Case 6: Preventive body scan

Case 7: Obesity

Case 8: Hip prosthesis for elderly 



Statements in six domains
Domain Characteristic 

A. Characteristics of the patient 1. Age(ism)/fair innings

B. Characteristics of the illness 2. Severity

3. Rarity

4. Rule of rescue

5. Probable cause/culpability

C. Characteristics of the treatment 6. Availability

7. Costs/budget impact

8. Efficiency

D. Health effects of treatment 9. Size of the effect

10. Length vs. quality of life

11. Start-point before/end-point after treatment

12. Direction of the effect: health gain/loss avoidance

13. Supply induced demand

E. Broader effects of treatment 14. Being dependent/caregiving effect

15. Having dependents/family effect/productivity

16. Dignified end of life

F. Moral principles 17. Patient choice

18. Values

19. Income/contribution

20. Equality
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Before the panel

Three distinct viewpoints on priority setting:

1. Right to healthcare, equal access based on need, treatment should be based 

on patients’ choice regardless of costs

2. Right to healthcare, acknowledgement of limited resources, emphasis on 

effectiveness and preventive treatments

3. Emphasis on broader benefits of treatment, priority to younger patients and 

those with families that are heavily burdened by the illness



After the panel

Again three distinct viewpoints on priority setting. 

Views 1 and 2 were fairly similar, however:

1. Less support for view 1. Those with this view became less opposed to priority 

setting and more considerate of costs

2. Less opposed to out-of-pocket payments for healthcare

New view 3 emerged:

3.  Emphasis on health maximization, (cost-)effectiveness of treatment, and   

priority to younger patients 



Changes over time

Views partly remained stable, specifically regarding:

 Equal access

 Priority based on patients’ need

 Health effects of treatment

Three striking changes: 

 Increased understanding and acceptance of priority setting

 More considerate of costs

 Emergence of cost-effectiveness as a decision criterion



Some unanswered questions..

Severity measure:

 Can severity and age be considered in isolation of each other?

 How to deal with the (difference in) consequences of applying a severity 

measure for different age groups? 

Citizen panels:

 When is it best to involve citizens in the decision-making process?

 Do participants’ views still represent those of the public over time?

 Will decisions be regarded as legitimate and supported by the public when 

informed by views that resemble those of experts?
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