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a  b  s  t  r  a  c  t

With  the introduction  of the  Health  Insurance  Act  in 2006  in  the  Netherlands,  the  basic
package  of  the former  sickness  funds  became  valid  for  all citizens.  The basic  benefit  package
has been  subject  to  change,  responding  to increasing  health  care  expenditures,  medical
innovations  and  the  economic  crisis.  In this  paper  we address  the  decision  criteria  used
to assess  the  package  annually  since  2006  and  describe  some  developments  that  do  not
follow  the  criteria,  leading  to  a yo-yo  effect. We  discuss  the  formation  of  the  decision  for
in- or  exclusion  and  why  some  treatments  seem  to follow  an, at first sight,  arbitrary  in-
and  exclusion  pathway.  We  first  describe  the  official  way  of  establishing  the  basic  benefit
package  and  than  will  describe  why  some  treatments  follow  a deviated  path.  We  conclude
that  political  pressure  and  pressure  from  interest  groups  may  lead  to  inclusion  or post-
ponement  of exclusion.  Reform  of  the  organization  of certain  forms  of health  care  (in  our
example  mental  care)  may  lead to seemingly  inconsequent  changes.  The  yo-yo  effect  of
some  treatments  or pharmaceuticals  may  have  negative  effects  on  health  care  providers,
insurers  and  patients.  The  seemingly  well  defined  criteria  available  for defining  the  basic
package  appear  to be  broadly  interpretable  and  other  influences  may  determine  the  final
decision  of  inclusion  or exclusion.
©  2015  The  Authors.  Published  by  Elsevier  Ireland  Ltd. This  is  an  open  access  article  under

the  CC  BY-NC-ND  license  (http://creativecommons.org/licenses/by-nc-nd/4.0/).

1. Introduction

Countries with universal health coverage are confronted
with the question which treatments and pharmaceuticals
are included in the benefits basket. Most countries have
some kind of rationale that guides the composition of the
benefits basket (see for instance [1–6]). The economic crisis
may  put pressure upon the generosity of the benefits bas-
ket. For instance, new treatments or pharmaceuticals may
be included only if it does not lead to extra expenditure. In
this paper we describe the rationale behind the composi-
tion of the benefits basket in the Netherlands in a period
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of economic depression and the application of the rules for
inclusion or exclusion.

Since 2006 all citizens in the Netherlands have to take
out a mandatory insurance plan that covers for a pre-
defined basket of health care. For medical care that is not
covered by the basic package people can take out vol-
untary health insurance. The basic benefits package was
initially based on the package that was  insured under the
former Sickness fund scheme, a compulsory health insur-
ance scheme for persons under a certain income threshold.
About two  third of the population used to be insured under
this scheme that was abolished in 2006. Demographic
developments, such as the ageing of the population, devel-
opments in medical science and technology, leading to
more and more expensive treatments and the continuous
increase in health care expenditure resulted in a neces-
sity to critically assess the basic benefits package. In this
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Box 1: The composition of the basic benefit
package in the Netherlands in 2014:

• Medical care by GPs, medical specialists and mid-
wives

• Hospital stay
• Pharmaceuticals (provided that they are on the list

of accepted pharmaceuticals)
• Specialist mental care, including care by a psychia-

trist
• Medical aids
• Physical therapy (under the age of 18 or from the 21st

session for some chronic conditions)
• Physical therapy for urine incontinence up to 9 ses-

sions
• Speech therapy and occupational therapy
• Dental care for children up to the age of 18
• Transportation of sick persons
• Maternal care
• Dietary advice (max 3 hours)
• Care for dyslectic children (only severe cases)
• Quit smoking program

paper we address the decision criteria used to assess the
package annually and describe some developments that do
not follow the criteria, leading to a yo-yo effect. The Dutch
Healthcare Insurance Board (College voor Zorgverzekerin-
gen,(CVZ), since April 2014 the name changed in Dutch
Healthcare Institute, Zorginstituut Nederland) advices the
Minister of Health on the content of the basic package(see
Box 1 for the content of the basic benefits package in 2014).
The Minister decides upon these changes and the changes
have to pass the House of Parliament [5].

2. Criteria for in- or exclusion in the basic benefit
package: the official way

The Healthcare Insurance Board uses the following
criteria to assess the content of the basic benefit package:

1. Care should be essential: Does the illness, disability or
the care needed justify a claim on solidarity within the
existing cultural context?

2. Effectiveness: Does the intervention do what it is
expected to do? In other words: it is proven to be effec-
tive and evidence based.

3. Cost-effectiveness: Is the ratio between the cost of the
intervention and the outcome acceptable?

4. Feasibility: Is it feasible to include the intervention in
the basic package, now and in the future? [7–9]

These criteria are based upon an algorithm developed
in 1991 by a commission that was chaired by Mr.  Dun-
ning. The algorithm, that became known as the Dunning
Funnel, consisted of four cumulative criteria: (1) services
should be essential, (2) effective, (3) cost effective and
(4) unaffordable for individuals. “Essential” refers to its
capacity to prevent loss of quality of life or to treat life-
threatening conditions. The affordability criteria state that
no services need to be included that are affordable for indi-
vidual citizens and for which they can take responsibility

[5,10]. Cost effectiveness is currently preferably expressed
in QALYs (Quality Adjusted Life Years). The acceptable costs
per QALY may  vary with the burden of disease and some
other arguments, such as rarity of the disease (orphan
medicines), a positive impact on informal care takers and
risk prevention for others (such as lower risk of infection)
[11]. Although the budget impact of a new treatment is
not explicitly mentioned in the four package criteria, the
budget impact is often included in the decision to include
or exclude a treatment. There is still discussion in how
to incorporate future care expenditure into the packet
decision [9,11]. An important question is furthermore the
legitimacy of the decision to include or exclude a treatment
from the package. This requires a permanent interaction
between policy, science and (clinical) practice [12].

Since it is not feasible to evaluate all treatments,
pharmaceuticals and medical aids that are covered under
the basic benefit package, the Healthcare Insurance Board
defines priorities in a package agenda that is set every
two  years. The Health Insurance Board establishes the
agenda in cooperation with health insurers, healthcare
providers, patient associations and medical scientific asso-
ciations. Interviews with representatives of each of these
groups provided a large list of subjects. In the first package
agenda, the selected subjects were chosen for their influ-
ence on societal developments in healthcare demand, on
their societal impact, and on their effect on developments
in health care expenditure. The subjects were subdivided in
six clusters: lifestyle, essential care, effectiveness and cost-
effectiveness, large societal impact, long-term care, and
practical issues [9]. In the following two  package agendas,
more broad themes were used to set the agenda, such as
innovation of care and demand related care. Diseases with a
large burden of disease will be evaluated for the demand for
care, care provision and suitability of the insured package
[13,14].

In this paper, we  describe the changes in the basic
package since the introduction of the Health Insurance
Act in 2006. What is striking is that (the reimbursement
of) some treatments, pharmaceuticals and medical aids
showed a kind of yo-yo effect: they are introduced into
the package in one year and removed from the package
in another year and sometimes back again in a third year.
This leads to the question how the decision for inclusion
or exclusion is made and why some treatments seem to
follow an, at first sight, arbitrary inclusion and exclusion
pathway. In this paper, we will give a short overview of
the changes in the package and the rationale behind these
changes based on the package criteria described above. We
will zoom into a few examples of package changes follow-
ing the criteria and then will describe some treatments that
followed a deviated path.

The question may  rise to what extent the Dutch situ-
ation is internationally relevant. Van der Wees et al. [15]
found in a comparison of eight European countries (includ-
ing Belgium, France, Germany, England, the Netherlands,
Scotland, Sweden and Switzerland) that defining the
package and making it evidence based is increasingly used
as a strategy to keep the package affordable in the long
term. These eight countries have relative similar basic
packages, whether there was  a national health systems or
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