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OUT-OF-POCKET PAYMENTS IN 
THE NETHERLANDS: EXPECTED 
EFFECTS ARE HIGH, ACTUAL 
EFFECTS LIMITED

By: Margreet Reitsma-van Rooijen and Judith D. de Jong

Summary: Out-of-pocket (OOP) payments are often introduced 
to reduce health care expenditures. The assumption is that OOP 
payments result in less health care use, therefore lower expenditure. 
However, the effects of OOP payments appear to be limited and they 
have adverse effects. Variants of OOP payments are being considered 
by several governments in order to address these problems; however, 
in the Netherlands the current OOP payment system has limited effect. 
This is possibly due to a lack of knowledge, the limited influence 
people have on their health care use, and the fact that people rarely 
judge this use as unnecessary.
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Growing health care expenditures; 
the problem and solutions

In many countries health care expenditures 
are rising faster than resources. 1  There 
are different factors which play a role in 
this development, including technological 
progress, an ageing population, and 
consumer expectations. 2  If no action is 
taken to limit these expenditures, then 
by 2060, the combined public health and 
long-term care costs for OECD countries 
will more than double as a share of gross 
domestic product (GDP). 1  In addition, the 
current financial crisis that started in 2007, 
makes growing health care expenditures 
an even more urgent problem, 2  as it has a 
large impact on health systems. 3 

In order to be able to provide high quality, 
accessible and affordable health care in the 

future, health care expenditure needs to be 
controlled. Therefore, different countries 
have implemented a wide range of policy 
tools to reduce these expenditures and 
to respond to the financial crisis. 3  Some 
policies are designed to affect the volume 
and quality of publicly financed health 
care – for example, by reducing the 
coverage of the insurance package. Other 
policies aim to cut the cost of publicly 
financed health care – for example by 
reducing overhead costs. 3  Policies have 
also been introduced that aim to raise 
the level of contributions for publicly 
financed health care, for example, by 
increasing or introducing out-of-pocket 
(OOP) payments. 3  In this article the focus 
is on OOP payments as a tool for reducing 
health care expenditures.
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OOP payments

With OOP payments the insured have 
to pay the costs, in whole or part, of the 
health care they use. This is assumed 
to lead to a reduction of health care 
expenditures in two ways. First, OOP 
payments will lead to a so-called funding 
shift, 4  since people have to pay for their 
health care use themselves. Therefore, 
collective costs will decrease. Second, 
OOP payments are assumed to lead to 
a decrease of health care use and thus to 
a reduction of health care expenditures. 4  
Many countries, such as Austria, Belgium, 
France, Germany, Luxembourg, the United 
States, Switzerland and the Netherlands, 
have some form of health insurance 
system. In such systems, health care 
users often do not face the whole costs 
of their health care use, since these are 
paid partly or entirely by their health 
insurance company, to which they pay 
a premium (or a ‘contribution’ based on 
their income). Therefore, the insured lack a 
direct association between health care use 
and costs. As a consequence, health care 
users may demand treatment inefficiently, 
in the sense that the costs exceed the 
benefits. This might lead to excessive 
use of health care, also known as moral 
hazard  5  – and, consequently, to growing 
health care expenditures. 4  OOP payments, 
however, might help reduce excessive 
use of health care. The assumption is 
that OOP payments lead to higher cost 
consciousness which is assumed to lead to 
cost conscious behaviour and thus to less 
health care use. This might reduce health 
care expenditures.

Whether OOP payments lead to a 
decrease in health care use has been 
the subject of many studies in different 

countries. These show that the effects 
of OOP payments on health care use 
are limited. 4    6    7  This is the case for the 
current OOP payment, the compulsory 
deductible, in the Netherlands where 
health care consumers have to pay the first 
part of their health care use themselves 
before insurance coverage begins. The 
limited effect of this deductible might 
be due to the fact that this deductible 
has a maximum. If health care users 
reach the maximum (€375 in 2015), or 
know that they will reach the maximum, 
they will behave as fully insured, which 
will possibly lead to higher health care 
use. Besides these limited effects, there 
are indications that OOP payments 
disproportionately affect the lower income 
groups, 4  which leads to inequalities in 
health status between groups. 6 

Variants of OOP payments

Variants of OOP payments also have been 
considered by governments, including 
the Netherlands, in an attempt to address 
the question of their limited effects and 
to overcome the problem of creating 
inequalities between groups. 3  One of 
these variants is to increase the level of 
the compulsory deductible so that it takes 
longer before the maximum is reached. 
Therefore, a higher compulsory deductible 
will have a more prolonged limiting effect 
on health care use. A RAND-study, 4  
which focused on younger people and 
on healthy populations, showed that the 
higher the OOP payment, the stronger 
the effect. However, increasing the level 
of the compulsory deductible will have 
a significant impact on people with 
a low income, leading to differences 
in the financial accessibility of health 

care. A compulsory deductible, which is 
income-dependent, is one option which 
could address this issue. If the compulsory 
deductible is income-dependent, it will 
be lower for people with a low income 
compared to people with a high income. 
The effect of the OOP payment on health 
care use will then be similar for all 
income groups.

Another option is a shifted compulsory 
deductible. Here, the level of the 
compulsory deductible is the same 
for everybody, but it will only apply 
when the costs of health care use exceed 
a certain amount. This amount is not the 
same for everybody, but depends upon 
risk-characteristics of an individual, for 
example age, since older people have a 
higher risk that they need health care than 
younger people. The older people are, the 
higher the level of health care costs before 
the compulsory deductible will apply. A 
shifted compulsory deductible increases 
the chance of low OOP payments, which 
in turn, increases the incentive for 
adequate health care use, possibly leading 
to a larger behavioural effect, in particular 
for chronically ill and older people.

However, for all these variants of 
the compulsory deductible, once the 
maximum has been reached there is no 
longer any limiting effect. A charge per 
service (a co-payment) will therefore 
probably have a stronger effect on 
reducing health care use.

Public expectations of OOP payments 
in The Netherlands

Public expectations about the effects 
of OOP payments shed light on the 
acceptance of such policy measures, 8  
and therefore on its legitimacy. 9  Public 
acceptance is an important factor for 
their success  10  and legitimacy is a crucial 
basis for such measures. 9  Therefore, it 
is important to gain more insight into 
the expected effects of these variants of 
OOP payments on the people whom these 
measures affect. 10 

In The Netherlands, public expectations 
of different variants of OOP payments 
were measured using a mixed-mode 
questionnaire dependent on the member’s 
preference. The questionnaire was sent out 
in November 2013 to 1,500 members of 

Table 1: Means (95% CI) for the degree to which participants agreed with 
the statements 

Public expectations*

Cost 
consciousness

Cost conscious 
behaviour Health care use

Compulsory deductible 3.20 (3.11– 3.28) 3.40 (3.33 – 3.47) 3.76 (3.68 – 3.83)

Shifted obliged deductible 3.01 (2.93 – 3.09) 3.08 (3.01– 3.15) 3.15 (3.07– 3.23)

Income dependent deductible 2.99 (2.92 – 3.07) 3.03 (2.96 – 3.10) 2.95 (2.87– 3.02)

Charge per service 2.97 (2.90 – 3.05) 3.20 (3.13 – 3.27) 3.19 (3.11– 3.27)

Source:  11  * Scale running from 1 (completely disagree) to 5 (completely agree). 

Note: Number of respondents between 662 and 686.
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the Dutch Health Care Consumer Panel, 
run by the Netherlands Institute for Health 
Services Research. 11  This sample was 
representative of the Dutch population 
aged eighteen years and older with regard 
to age and gender. The questionnaire 
was returned by 698 panel members 
(response 47%).

Four different types of OOP payments 
were presented to the respondents: 
The compulsory deductible; a shifted 
compulsory deductible that is dependent 
on age; an income dependent deductible; 
and a charge per service. After a short 
introduction, we measured public 
expectations for each on a 5-point 
Likert scale (1 = completely disagree, 
5 = completely agree) together with 
statements that measured cost 
consciousness, cost conscious behaviour 
and less health care use. The mean 
score for the statements that measured 
public expectations is almost 3 or higher 
(see Table 1), indicating that health care 
users expect all these variants of OOP 
payments to be effective.

The behavioural effects of 
OOP payments

In the Netherlands, there seems to be 
public acceptance for these forms of OOP 
payments as health care users expect all 
four variants to have some effect. Public 
expectations about the effects shed light 
on the acceptance of these OOP payments, 
and therefore on their legitimacy. Public 
acceptance is an important factor for 
their success  10  and legitimacy is a crucial 
basis for such measures. 9  However, this 
acknowledgment of effect may not result 
in an automatic effect on behaviour, 
as demonstrated by other evidence. 
For example, in a previous survey in 
October 2012, we asked 1,500 members 
from the Dutch Health Care Consumer 
Panel (845 respondents, response 56%) 
whether they had used less health care 
in 2012 due to the existing compulsory 
deductible. Only 9% of the respondents 
answered yes. 12  In addition, from other 
studies, we know that the behavioural 
effect of the compulsory deductible 
in the Netherlands is limited. 7  So, the 
effectiveness of the compulsory deductible 
is small, despite the expectations of the 
public (in our 2013 survey) that this 
will lead to less health care use. There 

are several possible explanations for 
the limited effect. These include: a lack 
of knowledge about the OOP payment; 
the lack of opportunities people have to 
influence their health care use; and that 
health care users rarely judge their health 
care use as unnecessary.

Knowledge about the compulsory 
deductible seems to be limited. When 
asking the respondents how they actually 
made less use of health care due to the 
compulsory deductible, visiting the 
general practitioner (GP) less often was 
mentioned most frequently. 12  However, the 
compulsory deductible is not applicable to 
GP consultations. Health care users seem 
unaware of this. Based on another study 
among 1,559 members of the Dutch Health 
Care Consumer Panel in 2009 (1056 
respondents, response 68%), we found that 
a quarter of the health care users thought 
that the compulsory deductible was 
applicable to GP consultations. 13  Thus, 
limited knowledge of the compulsory 
deductible might explain its limited effect 
on health consumption.

Another prerequisite for a policy to work 
is that people should have the opportunity 
to exert influence on their behaviour. 
One might question whether people can 
influence their health care use. If people 
are ill, they often need health care. In 
the Netherlands, due to the gate keeper 
system, the first step is usually to visit 
the GP. People can decide whether or 
not to go to the GP, but in general the 
GP decides whether or not further steps, 
such as visiting a medical specialist are 
needed. The compulsory deductible 
applies to these other levels of health care. 
Therefore, this gate keeper system limits 
the influence individual health care users 
have on their health care use.

Moreover, one could question whether 
health care users are able to decide 
whether or not their health care use 
is necessary. OOP payments have 
been introduced to reduce the use of 
unnecessary health care. Studies on the 
effects of OOP payments show that they 
also reduce the use of necessary health 
care. 4  If people decide not to make use 
of health care, whereas they should do 
so, this may result in even higher costs 
in the longer term. Results from a study 
among members of the Dutch Health Care 

Consumer Panel in 2011  14  showed that the 
majority of respondents judged their own 
health care use to be necessary. Only 4% 
of respondents indicated that they used 
health care when it was unnecessary. 
However, when asked if others made use 
of health care when it is unnecessary, 38% 
agreed or completely agreed. This might 
explain why public expectations of the 
effectiveness of OOP payments are high, 
while actual effects are limited.

Conclusion

Several countries increased or introduced 
OOP payments in response to the 
economic crisis, 3  although evidence of the 
actual effects are limited. It is questionable 
whether OOP payments are a valid means 
of limiting health care expenditures, 
particularly as the distribution of health 
care expenditures across the population is 
highly concentrated. Thus, a policy tool 
such as OOP payments, aimed at the 90% 
of the population that collectively accounts 
for less than one third of total health care 
expenditures, may have a limited effect on 
costs in the Netherlands as well as in other 
OECD countries. 2  It is also questionable 
to what extent people can influence their 
health care use, and to what extent they are 
able to make good decisions on whether 
or not to make use of health care. Yet, 
policy-makers still see OOP payments as 
a possible solution to reduce health care 
expenditures. Other solutions, however, 
might be more effective in reducing 
health care costs. These costs are more 
influenced by the way in which health care 
is provided rather than by the extent to 
which use is initiated by patients. 2 
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ACCESS TO LONG-
TERM CARE 
SERVICES IN SPAIN 
REMAINS INEQUITABLE

By: Pilar García-Gómez, Cristina Hernández-Quevedo, Dolores Jiménez-
Rubio and Juan Oliva-Moreno

Summary: Population ageing poses challenges not only for access 
to health care systems but also to long-term care (LTC) services. 
Spain’s Dependency Act (2006) provides universal access to LTC 
for those with certain levels of dependency. However, evidence 
suggests horizontal inequity favouring the well-off, especially for 
those with severe needs. These findings are particularly relevant for 
countries which, like Spain, have not yet fully developed national LTC 
services. Investing now in health policy efforts to improve longer 
life expectancy in good health appears to be the best way forward but 
requires complex coordination between social and health services.
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Introduction

European countries present large 
differences in the way long-term care 
(LTC) is organised, as well as in spending: 
while half of the EU-27 countries spent 
less than 1% of their Gross Domestic 
Product (GDP) on LTC in 2010, Nordic 
countries and the Netherlands spent more 
than a 3% in that year. 1  These figures 
probably will increase sharply in the 
next decades (see Figure 1). Although 
the baseline is very different between 
countries and there is a degree of 
uncertainty in the way the health status 
of their populations will evolve in the 
near future, ageing of the population will 
not only challenge the organisation of 
health care systems but will also imply 
a redefinition of LTC systems in the 
years to come. LTC expenditures will 

be affected not only by the percentage 
of the population over 65 years and their 
relative health, but also by the institutional 
characteristics of the LTC system, 
including its organisation, the trade-off 
between formal and informal care and 
the availability of support for the latter 
type of care. In this context, Spain is not 
an exception, with 3.85 million people 
living in households reporting a disability 
or limitation, which implies a rate of 85.5 
per 1000 inhabitants. 2 

Moreover, the egalitarian objective defined 
as “equal access for equal need” for basic 
services is part of the policy agenda for 
most European countries. This implies 
that, for the same level of need, there 
should not be differences in the access 
to health care services by socioeconomic 
conditions, race or sex. The World Health 
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