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Main features of Dutch mental health

A Basic services (6.000 professionals), Specialist services (290 providers), LT
(290 providers) seémployed psychiatrists (3.5004.000).

A Many new entrants with focuses supra regional models of cathdrmpy)

A Largely managed competition since 2008 ... but {ergn-hospitalization
under LTC act ... and psychiatry for,l&cial care and sheltered living are
provided by municipalities

A Large inpatient sector, separated from somatic care

A Many policy experiments: epayments,
funding, basic mental health treatment,
benefit basket, deinstitutionalization &
fragmentation, riskbased execution

® Geneeskundige GGZ (Zvw)
@® Intramurale langdurige ggz (Wiz)
® Jeugd-ggz (Jeugdwet)

@® Beschermd wonen (Wmo)




Three strategies for prioritization
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S1: Effects costharing in mental
health (natural experiment in 2012)

(a) Regular Treatment by Income Decile
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(¢) Involuntary Civil Commitment by Major Diagnosis
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(b) Regular Treatment by Major Diagnosis
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(d) Crisis Care by Major Diagnosis
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Source, Ravesteijn et al, JAMA Psychiatry July 2017
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S1: 29 order effects, shift to longer
treatment durations
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Figure 3: Average treatment duration per treatment episode per month (months are plotted on the
horizontal axis with 2008-01 as January 2008.)

Radboudumc



{MY tIF@YSyYyu 6A0GK
(minutes) makes shifts possible
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2: Many structure shocks
i menth%eat (200&

ACarving ino: Curative ment al heal t h
(2008) , 1.1 billion euroodos additional
Risk-based capital Il nvestments (2009 ¢)

Co-payments, benefit reductions (2012)

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

Ending public underwriting of 1 nsurert
Payments based on drg-s (2013)

Introduction basic mental health care, substitution (2014)

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

living

Forensic care to Department of Justice
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S2: Organisation of the new model of
care In 2014 (substitution)
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S2: Providers, from integration to concentration
to differentiation
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Financiele noodsituatie ggz
lexdt tot stortvloed rechtszaken

We naderen als ggz-instellingen heel snel het punt dat we
behandelingen die niet kostendekkend zijn gaan athouwen, zegt
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S2: Managed competition, are enough
providers being contracted?
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S3: Benefit reductions (2012)

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

A Excluding of adjustment disorders (2012)

A Five sessions with a first echelon psychologist (2012)

A Excluding sleeping pills, other sedatives, and emday ADHD medicines
(2012)
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S3: What threshold values are used?

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

Burden of iliness al EAYFf YI NBAYI §

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

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

0,71 up to and including 1,0 € 80.000 per QALY
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S3: Is length of treatment correlated
with better outcomes (GAF scores)?

Behandelduur in minuten

Schizofrenie Depressie
o | o |
) ©
=3 g
[T
< Q =z
[Q] = (0] - L J
2 2 . *
8 2 °
E 2 =}
© o
> >
oo | 2o |
3 ~ 3 ~
= c
L] L
4 ¥4
L L L ] ™ ™Y ™Y P
(=1 [
T T
2000 4000 2000 4000
Behandelduur in minuten Behandelduur in minuten
(=]
1 w
3 . 3
Eo i . ® Eo
g [ ] o~
g 2
© o ©
® . @ «
£ L a2 L4
@ @
> > ® &
2o | 2o |
? ™ o ™
c c
o L]
X x
o~ [==J
T T T T T T
0 2000 4000 0 2000 4000

Behandelduur in minuten

Radboudumc



How to prioritize? A decade of
reforms, did we see any progress?

GHE? 2F LIS2LA S A0NMAIES gAGK YSYUl f
O0F YR &aK2dzt R y200 OGNBF(G G0K2aS HmE:?E
GaSyialf KSFEftOiK SO2y2YAO0a Aa tA1S KS
a ODdzA NB U €

G902Yy2YAO 0dzNRSY 2F YSyilf KSIftaK d

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