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Remuneration models in the Netherlands

1. Basic model (ca. 1983)

- F = (PI+C)/WLF = (PI+C)/WL

- F   = fee

- PI  = standardized personal income

- C   = standardized reimbursement various costs of practiceC    standardized reimbursement various costs of practice

- WL = workload

2. Medical specialists: varieties of the fee for service systemed ca spec a sts a et es o t e ee o se ce syste

- DTC system is essentially a fee for service as far as fees are concerned

3. GPs: mixed model retainer / ffs/

4. Various temporary government interventions:

- Tariff cuts (1983-1995, 2010, 2011)
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- Fixed fee system / revenue caps (1995-2007, 2012-2014)



Outline of today’s presentationy p

1 Sho t histo ical o e ie1. Short historical overview

2. Regulation measures in recent years

3. Future situation

- Negotiations hospital board/ physician
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A short history
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Remuneration cap modelp
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Introducing
Expenditure on hospital care
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caps Bron: OECD Health Data 2011

http://stats.oecd.org/Index.aspx?DataSetCode=SHA



Total remuneration medical specialists 2007-2009
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2007 marks the last year of ‘fixed fee’ system



Growth of expenditure on medical specialist’s fees
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Type of hospital Self employed Salaried 

employeeemployee

General 7260 2860

University - 3600

Hospitals

7260 6460 

Nearly 50% of medical specialists are in pay of hospital

Regulation system is completely based on self employed

11

Data: NZa survey 2011



Regulation in recent yearsg y

1 1995-2007:  voluntary fixed fee system1. 1995 2007:  voluntary fixed fee system

2. 2005: introduction of DTC system,
- approx. 10% of production without tariff regulation
- Regulated fees for specialists (hourly rate)

3. 2008: end of fixed fee model

4. 2010/ 2011: tariff cuts up to 25%

5. 2012: re- introduction of revenue caps (self employed)
- In combination with changes in staff/hospital relation
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Proposed future modelp
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Change in hospital-specialist relationg p p

1 Basic idea:1. Basic idea:
- Negotiating fees between hospital board and medical staff

2. Part of recommendations Biesheuvel (1994)
- 18 yrs of progress

3. Resisted by both parties ((hospital association(NVZ) and 
association of medical specialists (Orde)) for various reasonsassociation of medical specialists (Orde)) for various reasons

4. Planning: 2015
- In the meantime: tariff regulation + revenue caps

5. Different timetables: hospitals are compensated on fee for service 
basis as of 2013
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DTC concept (present situation)p (p )

Non-negotiable
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DTC concept (anytime in the future)p ( y )
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‘integrated’ tariffg

1. Like liberalizing prices:

- Not solving the problemg p

- But making it someone else’s problem

2. Why would hospital board be able to regulate their staff?

- Competive pressure on prices?

- Shortage qualified medical staff

- Both hospital and staff have incentive for increasing revenue

- So far, countervailing power of insurers has been unsuccessful 

- Incentives for staff remain the same

3. Basic flaw: model is based on old fashioned type of hospital 

organization

- 1 staff
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- Specialists working in 1 hospital



Relevant developments

1 Quality guidelines require increase of scale1. Quality guidelines require increase of scale

2. Specialists are reorganising themselves:
- Regional cooperations, working for several hospitals
- Owner/manager of focus clinics
- Partnership model
- Shareholders of hospital (?)

3. Lifting restrictions on number of students in medicine
- Increase in number of trainees

4. Impulse for change in the organisation within the profession and p g g p
within hospitals:

- Increase in female staff
- More part time employment
- Increase in salaried employees instead of self employed 

physicians
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physicians



Developments in primary carep p y

1 T aditionall  p edominant model 1. Traditionally: predominant model :

- male GP in self employed practice, working alone

- Still basis for tariff regulation (..)

Mixed form: capitation/fee for service- Mixed form: capitation/fee for service

2. In 15 yrs, fundamental changes in the organisation of the 

professionprofession

- Increase in part time work

- More salaried employees

- Group practiceGroup practice

- Regional cooperations for emergency care

3. Not in regulation / financing
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Increase of number of female GPs
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salaried employees

100%

120%

40%

60%

80%

v

m

0%

20%

40%

21



self employed vs. salaried GP
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Conclusion

1 Regulatory model for GPs differs from hospital physicians’ fee for 1. Regulatory model for GPs differs from hospital physicians  fee for 

service model

2 Changes in organisation of GPs cannot be ascribed to regulation  2. Changes in organisation of GPs cannot be ascribed to regulation, 

but is more or less autonomous development

3. Despite tariff regulation total expenditure on primary care has risen and 3. Despite tariff regulation total expenditure on primary care has risen and 

exceeds the targets of the Ministry of health 

- Capitation/ two part tariff not effective 
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Discussion

1. Will hospital staffs change in the way GPs have?

2. If so, what are the implications for the DTC model and relations between 
hospital and staff?

3. Incentives for specialists:p
- Stick to the competition model ?

4. Or new regulation:

- Focus on (modern) organisations of care suppliers

- Revenue caps, regional budgetting

- Yardstick competitionp
- Yardstick on price
- Or on performance
- Or on quality guidelines?

- Paying for regional health care network
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Thank you for your attention!
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