
The toolbox of prioritizing care. 
Should we use it all? The case of 
Dutch mental health care

Prof. dr. Patrick Jeurissen 



2

Country comparison MH expenses (% THE) 



Main features of Dutch mental health 

Å Basic services (6.000 professionals), Specialist services (290 providers), LTC, 

(290 providers) self-employed psychiatrists (3.500 ς4.000).

Å Many new entrants with focuses supra regional models of care (e-therapy)

Å Largely managed competition since 2008 ... but long-term-hospitalization 

under LTC act ... and psychiatry for 18-, social care and sheltered living are 

provided by municipalities

Å Large inpatient sector, separated from somatic care 

Å Many policy experiments: co-payments, 

funding, basic mental health treatment, 

benefit basket, deinstitutionalization & 

fragmentation, risk-based execution
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S1: Effects cost-sharing in mental 
health (natural experiment in 2012)

Source, Ravesteijn et al, JAMA Psychiatry July 2017



S1: 2nd order effects, shift to longer 
treatment durations



{мΥ tŀȅƳŜƴǘ ǿƛǘƘ ǎǘǊŀǘƛŦƛŜŘ ŘǊƎΩǎ 
(minutes) makes shifts possible
Å 14 clusters (activity-based-costing)

Å Input driven system, upcoding

problems

Å No care pathways available

Å Case severity system under 

development



1. ñCarving inò: Curative mental health towards Health Insurance Law 

(2008), 1.1 billion euroôs additional costs (0.6 structural).

2. Risk-based capital investments (2009 é)

3. Co-payments, benefit reductions (2012)

4. Covenants: less money, 30% less beds (2012)

5. Ending public underwriting of insurer risks (2012 é 2017)

6. Payments based on drg-s (2013) 

7. Introduction basic mental health care, substitution (2014)

8. Social care act (2015): children psychiatry, guidance, sheltered 

living

9. Forensic care to Department of Justice

S2: Many structure shocks 
in mental health (2008 ς

2016)
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S2: Organisation of the new model of 
care in 2014 (substitution)



S2: Providers, from integration to concentration 
to differentiation
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Lowergrowth vsacute care (2012)

Decliningemployee satisfaction

Declinglevels of fixed assets



S2: Managed competition, are enough 
providers being contracted?
Åά¢ƘŜǊŜ ŀǊŜ ƴƻ ŎƭŜŀǊ ǇǊƻǘƻŎƻƭǎ ŦƻǊ ŀ ŎƻƴǘǊŀŎǘΦ 9ǾŜǊȅ ƘŜŀƭǘƘ ƛƴǎǳǊŜǊ Ƙŀǎ Ƙƛǎ 

own rules and processes. It is very hard to see the forest through the 

ǘǊŜŜǎέ όǇǊƻǾƛŘŜǊύΦ



S3: Benefit reductions (2012)

Å Excluding therapies related to work and intimate relationships (divorce)

Å Excluding of adjustment disorders (2012)

Å Five sessions with a first echelon psychologist (2012)

Å Excluding sleeping pills, other sedatives, and once-a-day ADHD medicines 

(2012)  



S3: What threshold values are used?

Å Threshold range in the Netherlands is based on burden of illness

Burden of illness aŀȄƛƳŀƭ ƳŀǊƎƛƴŀƭ Ŏƻǎǘ όϵύ ǇŜǊ v![¸

0,1 up to and including 0,4 ϵ 20.000 per QALY

0,41 up to and including  0,7 ϵ 50.000 per QALY

0,71 up to and including 1,0 ϵ 80.000 per QALY



S3: Is length of treatment correlated 
with better outcomes (GAF scores)?



How to prioritize? A decade of 
reforms, did we see any progress?
άнл҈ ƻŦ ǇŜƻǇƭŜ ǎǘǊǳƎƎƭŜ ǿƛǘƘ ƳŜƴǘŀƭ ǇǊƻōƭŜƳǎ ŜǾŜǊȅ ȅŜŀǊέΣ άōǳǘ ǿŜ Ŏŀƴƴƻǘ 

όŀƴŘ ǎƘƻǳƭŘ ƴƻǘύ ǘǊŜŀǘ ǘƘƻǎŜ нл҈έ 

άaŜƴǘŀƭ ƘŜŀƭǘƘ ŜŎƻƴƻƳƛŎǎ ƛǎ ƭƛƪŜ ƘŜŀƭǘƘ ŜŎƻƴƻƳƛŎǎΣ ƻƴƭȅ ƳƻǊŜ ǎƻ όCǊŀƴƪ ŀƴŘ 

aŎDǳƛǊŜύέ

ά9ŎƻƴƻƳƛŎ ōǳǊŘŜƴ ƻŦ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǳǇ ǘƻ п҈ ƻŦ D5t όh9/5Σ нлмуύέ

Prioritization: 1) OUP payments is probably a bad idea; 2) Good referral chains 

tops competition due to (among other things) patient heterogeneity, be careful 

with drastic reforms; 3) HTA, high burden of disease does often not correlate 

with good outcome so we need to adjust for that.

Major question: how to protect care for severe mental illness?



Unaddressed problem no. 1: Large 
varieties in indirect time (% total)


