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Analysis of the Dutch Medicine System | Introduction

The Dutch medicine system has received a lot of attention lately. The future-proof status of the existing system—affordability and 
availability of (new) medicines specifically—is considered to be one of the biggest challenges in Dutch healthcare. 

Various reports have already been published on the subject. Still, we do not seem to be close to any kind of solution or even a shared view 
of the bottlenecks and their causes. The discussion seems to get increasingly harder and more polarised, with the various parties in the 
healthcare sector assuming different facts—or different interpretations of the facts. 

This publication is the result of a quantitative and qualitative evaluation of the Dutch medicine system. It is based on a study conducted 
by Deloitte in collaboration with Vereniging Innovatieve Geneesmiddelen (Association Innovative Medicines). This publication sets out the 
findings and reflections of Deloitte following this study. 

The aim of this publication is not to convey the perspective of one of the parties in this debate but to unite the various perspectives. Based 
on a shared body of facts, this should result in a shared view of the bottlenecks and their causes, which will be followed by a joint search 
for solutions.

In order to achieve that shared perspective, we interviewed more than twenty parties in the healthcare ecosystem, such as the Ministry 
of Health, Welfare and Sport [Ministerie van Volksgezondheid, Welzijn en Sport (VWS)], the National Healthcare Institute [Zorginstituut 
Nederland (ZIN)], medical insurers, hospitals, pharmacists, the pharmaceutical industry and patient federations. We also had round-table 
meetings with some of these parties. 

In order to come to the shared body of facts, we analysed more than fifty sources, both previous publications and direct data sources. 

From these interviews and analyses, we filtered a number of findings and recommendations. We hope these insights will help to take the 
next step in safeguarding the affordability and availability of innovative medicines for patients in the next few years.

Introduction
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1. Reason, approach and intended added value of this study
1. Reason: an evaluation of the future-proof status of the Dutch medicine system 

2. Approach: interviews with the most important stakeholders and quantitative analysis, particularly aimed at affordability 

and availability

3. Intended added value: a shared body of facts, holistic perspective, structuring & prioritising and initial solutions

2. The five most significant findings of this study
1. Currently, the Dutch system performs relatively well in terms of affordability and availability

2. However, future affordability is a point for discussion, primarily driven by the higher costs of hospital medicines

3. Interventions that aim to safeguard affordability often result in more pressure on availability

4. A rise in volume, not prices, is the main cause of pressure on affordability

5. For a healthy discussion about affordability, it is important to distinguish concerns about absolute affordability, pricing 

and “excesses”

3. Five fundamental questions on the basis of these findings
1. Will we be able to break through the apparent trade-off between affordability and availability?

2. Will affordability be under pressure from excessively high costs or excessively low budgets?

3. What is the right place for the (innovative) medicine budget?

4. How can we achieve the right pricing for a generation of medicines that is fundamentally different from today’s medicines?

5. How can we achieve a constructive healthcare ecosystem, with the pharmaceutical parties around the table as well?

4. Solutions for the future
1. Five important preconditions for real solutions

2. Ingredients for future scenarios

5. Route map and follow-up steps

Summary
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1. Reason, approach and intended added value

1.1 Reason

A lot of parties are concerned about the future-proof status of the existing Dutch medicine system, specifically with a view to affordability 
and availability. However, we lack a holistic view of weighting and structuring bottlenecks.

The main question for this study was ‘what are the main bottlenecks in the existing system in terms of claims, reimbursement and 
financing of medicines with a view to the future?’ And following on from that ‘how will this affect the availability and affordability of 
medicines?’; ‘what adjustments are needed for a future-proof system?’; and ‘what is the best way to realise those adjustments?’

The first step would be to define the Dutch medicine system. We now have various sub-systems, each with their own dynamics. 

Until 1990, the Netherlands had an open and relatively organised medicine system that aimed for maximum availability of medicines. 
In principle, this system reimbursed all registered medicines, unless the medicine was explicitly excluded. 

From 1991, however, the government initiated various interventions in order to control the affordability of medicines. 
Significant examples include the move to a closed reimbursement system via the medicine reimbursement system 
[geneesmiddelenvergoedingssysteem (GVS)], the introduction of the preference policy, the transfer of expensive medicine and the 
introduction of the on-hold system for medicines (where medicines are subject to negotiations by the minister and are during that 
time not yet reimbursed) and financial arrangements. 

These interventions created a situation in which we no longer have a single medicine system but multiple systems or sub-systems for the 
admission, package admission, reimbursement and use of medicine. We can distinguish two specific systems, namely the outpatient and 
the hospital medicine system. Outpatient medicines are financed directly by medical insurers on the basis of the Healthcare Insurance 
Regulations [Regeling zorgverzekering (Rzv)]. Hospital medicines are financed from the hospital’s budget. 

The package admission process of these two medicine system differs. The outpatient system is closed, which means medicines are 
included in the medicine reimbursement system only after an assessment by the National Healthcare Institute and the Minister for 
Health, Welfare and Sport. Hospital medicines on the other hand, enter the basic package automatically.

With the introduction of the financial arrangement and the on-hold system for medicines, the systems have again come closer to each 
other. Based on a horizon scan, both outpatient and hospital medicines with a high financial risk (a high macro-cost or treatment costs 
per patient) may be subjected to a financial arrangement with the Ministry of Health, Welfare and Sport in order to be admitted to the 
package. In the case of hospital medicines, an expensive medicine will be placed on hold prior to the financial arrangement. To that end, 
the National Healthcare Institute verifies the medicine and agreements are made about appropriate use. 

The above interventions resulted in the observation by some stakeholders that we no longer have a single medicine system but rather 
a ‘mosaic of interventions’. For the sake of readability, this study will continue to refer to “the Dutch medicine system”, making an explicit 
distinction between the outpatient and the hospital system. As the hospital system is the greatest cause for concern, this study will 
discuss that one in more detail.

1.2 Approach

Our study is based on a combination of interviews with a selection of the main stakeholders in the healthcare ecosystem and an 
analysis of previous publications and additional data sources. 

We have interviewed a total of more than twenty different parties in the medicine ecosystem. A list of the individuals and parties 
involved can be found in Appendix I. 

We asked these stakeholders about their vision of the existing medicine system and about what they feel are the biggest future 
bottlenecks. The focus was on the themes of affordability, availability, transparency and added value.
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The following topics were discussed in connection with those four themes:

 • Affordability: total costs of outpatient and hospital medicines, the impact on medical specialist care and the national budget, 
the absolute price of individual medicines and the costs of medicines per patient.

 • Availability: the registration of medicines and their admission to the package, the availability of medicines for the prescriber or 
prescribers and medicine shortages.

 • Added value: the cost effectiveness of individual medicines and the comparison with related medicines, the chain impact of 
medicines and (alternative) price models of pharmaceutical companies.

 • Transparency: the clarity of processes and prices of medicines and the degree of trust among stakeholders.

As such, the discussions focused on the system of claims, reimbursement and financing, both for outpatient and for hospital 
medicines. Not included in the scope were matters such as clinical research, intellectual property and prescribing behaviour. 

Apart from the interviews, we consulted data sources and previous publications for this study in order to validate and 
supplement the findings from the interviews. A detailed list of those sources can be found in Appendix II.

As both the interviews and the analyses exposed the most significant future bottlenecks in terms of affordability and availability 
of hospital medicines, the remainder of this document will focus on that.

1.3 The added value of this study

By means of this study, we wish to add value to the debate about this topic in four areas.

First, we want to use this study to create a shared body of facts. Facts and figures seem to be the topic of discussion; either 
because the parties assume different facts or because they interpret these facts differently. As mentioned before, we have 
included many previous publications in our analyses. We also conducted additional analyses, for instance, on the basis of data 
from the GIP database. Whenever necessary, we carried out in-depth analyses, such as the analysis of the development of the 
number of users and the costs per user between 2014 and 2018 of all (>100) individual hospital medicines. 

It is not our ambition to make the facts and figures presented by us the “final truth” but rather to invite all of the stakeholders with 
a different interpretation of the facts to start a constructive debate in which we will be able to come to a “shared truth”. 

We also want to achieve a more holistic system perspective. Nearly all of the healthcare parties involved were consulted for 
this study. It is not our aim to defend the vision of one party but rather to highlight where there is consensus and where the visions 
differ. The aim is to bring the various parties closer together and to find a solution together.

A third added value is the structuring and prioritising of the aforementioned bottlenecks. Previous publications about this 
subject and the interviews have thrown up dozens of bottlenecks, from the availability of certain outpatient medicines to the 
continued development of antibiotics and waiting times for on-hold medicines. Our observation was that the aforementioned 
bottlenecks were often not the same and there often was a cause and effect relationship between those bottlenecks. Together 
with the parties involved, we tried to cluster and prioritise in an attempt to shift the focus to the largest shared bottlenecks.

As a final step, at times with the stakeholders involved, we identified a couple of provisional solutions. These are no detailed 
future scenarios, rather, they are initial preconditions and frameworks to make our medicine system even more future-proof.
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2. The main findings of our study

2.1 Currently, the Dutch medicine system performs relatively well

If we trust the political debate, it seems the country already has a major affordability issue, with the rising costs of medicines pushing up 
our medical expenses to an untenable level. Currently, however, the Dutch medicine system seems to be performing relatively well in 
terms of affordability compared to surrounding countries. 

Between 2014 and 2018, the Netherlands managed to reduce medical expenses as a percentage of the gross domestic product (GDP) to 
9.9%. As such, with the exception of the United Kingdom, the Netherlands has the lowest medical expenses (as a percentage of the GDP) 
out of the four surrounding countries.1 And compared to these countries, the Netherlands also spends the least on medicine per capita.2 

If we look at the historical development of medicine costs in the Netherlands, medicines cover around 6.5% of the total medical expenses.3 
Between 2013 and 2017, the share rose from 6.3 to 6.9%.

Figure 1 shows a comparison of these various elements of affordability with four surrounding western European countries.

In terms of availability, the Dutch medicine system also appears to be performing relatively well. 

The number of EMA-registered medicines is highest in the Netherlands, with the availability of oncology medicines being particularly 
high (94%). The availability of orphan drugs is relatively lower (71%), which is mainly caused by a lack of or a low patient population in 
the Netherlands. 

Compared to surrounding countries, the Netherlands scores averagely in terms of duration and accessibility of medicines.

When it comes to the availability of hospital medicines, the on-hold procedure in particular plays an important role. Between 2015 
and 2018, the number of on-hold hospital medicines rose from one to ten, and the average turnaround time of an on-hold hospital 
medicine is 345 days. 

The shortages of outpatient medicines rose by approximately 20% per year between 2010 and 2018. During this period, temporary 
shortages in particular rose, while permanent shortages remained relatively stable. These permanent shortages primarily have 
economic causes; pharmaceutical companies in the Netherlands no longer consider their revenue models for these medicines 
profitable, for instance.

1 All medical expenses, i.e. both cure and care—OECD (2019).
2 Journal of the American Medical Association and OECD Health Statistics (2017).
3 Budgetary healthcare framework, national budget (2018).

The total medical costs in the Netherlands as a 
percentage of the GDP have fallen from 10.6% to 9.9%, 
lower than in surrounding European countries such as 
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The total medical costs per capita in the Netherlands are 
very low; EUR 376, versus >EUR 500 in countries such as 

Belgium, Germany and France

The medicine costs as a percentage of the total medical 
costs have risen slightly in the past few years, from 6.3%

in 2013 to 6.9% in 2017
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4 Quality-adjusted life year (QALY) is a term used in a cost utility analysis, an economic consideration of the usefulness and effectiveness of treatment in the healthcare sector. It represents an additional 
year lived in good health.

2.2 Driven by the rising costs of hospital medicines, their future affordability is a topic for discussion

Almost all stakeholders said the affordability of hospital medicines is the biggest future bottleneck.

The bottlenecks in connection with affordability can be divided into two clusters:

 • The use of medicines is rising to an extent that puts pressure on macro-affordability.

 • According to a number of stakeholders, the pricing of medicines does not seem tenable for the future.

One important cause for the rise in medicine use is the increase in the absolute number of patients, caused by an ageing population. 
Other causes are the rise in the number of treatable indications—for instance, thanks to improved diagnostics and an increase in 
medicines for, as yet, untreatable indications—and a rise in the number of medicines per patient. 

The concerns for the tenability of current pricing are based on three important aspects:
First, the current method to assess the added value is untenable for many new medicines. When using the QALY method, for 
instance,4 gene therapy is theoretically very expensive, due to the high number of additional years lived in good health that is the 
result of specific treatment. In determining the pricing the QALY method is not used, but it is used in the assessment. By applying the 
QALY methodology, gene therapy can theoretically have a high price. However, a drug with a high value does not have to be expensive.

The second aspect is the insufficient transparency and consensus about the role of the cost price in the list price of medicines. Currently, 
pricing in accordance with the QALY method may be correct but it is socially unacceptable due to the medicine’s relatively lower cost price. 
For now, there is not enough certainty if and how the cost price of the investment should be included in the pricing. 

The third aspect is that it is not (always) possible to determine the added value (optimally) when pricing, which is why it is also not possible 
to optimally determine the list price. This mainly happens with promising products for which the results of phase-2 or phase-3 research 
are inadequate for an optimum assessment of the added value (in the long term). Given the one-off assessment of these on-hold hospital 
medicines, the added value of these promising products and, as such, the price, cannot be determined fully adequately. 

The majority of stakeholders expects the rise in medicine use, combined with price dynamics, to result in additional financial pressure 
on hospitals and medical insurers. 

The data analysis does, indeed, show that affordability is under growing pressure, mainly because of the development of hospital 
medicine costs. 

The costs of outpatient medicines as a share of the budgetary healthcare framework have been relatively stable for years now (4.1%). The 
costs of these medicines are rising in line with total medical expenses and in terms of affordability they are, therefore, not the problem. 

However, the costs of hospital medicines are rising considerably faster than total medical expenses and as such, they form an increasingly 
larger part of these expenses. Between 2013 and 2017, hospital medicine costs rose from 1.53 billion to 2.09 billion (growth of 8.1% 
per year). The hospital medicine costs as a percentage of the budgetary healthcare framework have risen from 2.2 to 2.8% and as a 
percentage of the medical specialist care costs from 6.9 to 8.9%. 

The national budget assumes that overall expenses on healthcare will rise by 5.5% per year between 2019 and 2023, while the expenses 
on outpatient medicines will fall by 2% per year. However, the budget does not explain the development of hospital medicines; in the 
national budget, they fall under the budget of medical specialist care.

We have made an estimate of the development of hospital medicine costs until 2025 on the basis of the analysis of four aspects. They 
are the effect of patents that are expected to expire; the influence of the twenty medicines with the highest budget impact in the current 
pipeline (horizon scan); the impact of new innovative medicines (including cell and gene therapy) and the development of the number of 
patients and medicine costs per patient. 

Low, average and high bandwidths have been calculated for every aspect. Based on that, we estimate the costs of hospital medicines 
to rise by 0.7 billion to 2 billion euros between 2019 and 2023.
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2.3 Interventions that aim to safeguard affordability often result in more pressure on availability

Stakeholders expect availability to be a bottleneck as well, after affordability.

The pressure on the affordability of medicines, which is the result of budgetary limits set by the government, leads to stakeholder 
interventions in the medicine system. Examples include the preferential policy for outpatient medicines and hospitals and insurers 
making purchases for hospital medicines.

The (perceived) pressure on the affordability of medicines also results in interventions from the government and medical insurers. The 
government itself, for instance, implements purchase arrangements through the financial arrangements agency and by doing so, it takes 
over the purchasing role from other stakeholders. Furthermore, in 2015, the government introduced the on-hold procedure for hospital 
medicines. Most recently, the umbrella of medical insurers has taken on the assessment of all hospital medicines that are not put on hold, 
so as to reduce asking prices. Interventions like this cause pressure on the availability of medicines. 

Availability is currently an issue, particularly so in the outpatient system. Stakeholders have identified three core bottlenecks: 

 • Outpatient medicines come onto the market with a delay;

 • There are (growing) medicine shortages; 

 • Some necessary outpatient medicines, such as antibiotics, do not develop.

Stakeholders also expect pressure on the availability of innovative hospital medicines, as a result of interventions on affordability. 
More and more medicines are also expected to be put on hold and will be kept on hold longer as well. 

The fact that more medicines will be kept on hold is mainly the result of the absolute increase in new hospital medicines and this new 
generation of hospital medicines having a higher cost.

The longer on-hold period has three causes. The rise in on-hold medicines puts pressure on the current capacity of, for instance, the 
National Healthcare Institute and the Financial Arrangements Agency. The growing complexity of the new generation medicines—with 
the added value and associated list price being hard to determine—also puts pressure on this capacity. On a final note, operational 
inefficiencies may also delay the on-hold process. Examples include a lack of clarity about the supply of data by pharmaceutical 
companies for assessment purposes. Due to the complexity of some innovative medicines, it is not always clear in time which data 
is needed in order to come to a correct assessment. 

During our interviews, some of the parties referred to the aforementioned developments as “even more hoops” pharmaceutical 
companies will have to jump through in order to get their medicines reimbursed and to get them to the patients. However, these 
“hoops” were created mainly in response to concerns about affordability; structurally improving availability seems to be successful 
only after holding the affordability debate.
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2.4 A rise in volume, not prices, is the main cause of pressure on affordability

The cost increase of hospital medicines between 2014 and 2018 is driven by a rise in the number of patients, whereas the costs per 
patient have dropped significantly.

Between 2014 and 2018, the number of patients on hospital medicines rose by 20% per year. This rise is caused by an increase in the 
number of users of medicines that were already available in 2014 but also by the additional patients who take medicines that came 
onto the market after 2014. 

The medicine costs per person fell by 12% during this period, while both the average hospital medicine costs per user of existing 
medicines and new medicines that came onto the market after 2014 are lower than the average costs per user in 2014. 

The fall in the costs per user between 2014 and 2018 can be attributed to both an absolute price drop of medicines and a relative 
increase in the use of less expensive medicines. 

Figure 2 provides an overview of the development of hospital medicines between 2014 and 2018. All of the calculations below were made 
on the basis of GIP data, which means that they do not include discounts to hospitals and savings by virtue of financial arrangements.

The lower hospital medicine costs per patient in 2018 were studied in detail by analysing the costs of all individual hospital medicines. 

The medicines in a certain year are shown by means of a bar and the height of a bar indicates the costs per patient, while the width 
indicates how many patients used that medicine. The hospital medicines are arranged on the basis of costs per patient for each 
medicine. The medicines are divided across five (more or less) equal groups on the basis of the total number of medicines. 

In 2014, medicines that cost around EUR 10,000 per year account for the biggest part of the hospital medicine costs. About 20% of the 
medicines had a cost of more than EUR 35,000 per patient per year; this part is also responsible for 20% of the total hospital medicine 
costs in 2014. The most expensive quintile of medicines in terms of costs per user, therefore, will not have an above-average impact on 
the total costs because the number of users of these expensive medicines is much lower than the other hospital medicines.

The total costs of the medicines that were already available in 2014 have remained virtually the same compared to 2018, EUR 1,704 million 
compared to EUR 1,719 million. The number of patients who use these medicines rose by 12% per year during this period but this growth 
was absorbed by an average price drop for these medicines by 11%. This drop in costs per patient and a rise in the number of patients 
who used hospital medicines that were available between 2014 and 2018 can be seen in every quintile.
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Costs per patient and number of users of hospital medicines in 2014
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For medicines that came onto the market between 2015 and 2018, the costs per patient are, on average, also lower than the costs per 
patient of hospital medicines in 2014. The most expensive quintile stands out in particular, while the average costs per patient of the most 
expensive quintile of new medicines in 2018 are, on average, 49% lower than those of the most expensive quintile in 2014. Another striking 
aspect is that in 2014, there were still eleven medicines with average costs per patient of EUR 100,000 or more. Between 2015 and 2018, 
only two other medicines with such high prices were added.

2.5 In the discussion about affordability, it is important to distinguish concerns about absolute affordability, pricing 
and “excesses”

One important recurring theme in the interviews was the importance of a more constructive and factual discussion. What struck us 
was the passion about this subject and at the same time, the sense of powerlessness to tackle the bottlenecks mentioned. 

We noticed a hardening and polarisation in the discussion, specifically about the medicine costs, absolute prices of medicines and the 
revenue model of the pharmaceutical companies. A lot of stakeholders experience a lack of trust and transparency among healthcare 
parties, government parties and pharmaceutical companies. 

Another striking aspect is that many of the interviews were about a small number of medicines, the so-called excesses. This often 
concerns products that were developed by small start-ups who after phase-1 or phase-2 research, are taken over by large, established 
pharmaceutical companies, or old products that are registered for a (new) indication. After phase 3 and approval, these companies 
market the medicines at a high price that is in no proportion to the costs incurred to develop the product.

This in itself is a valid discussion, for which a good solution must be found. However, it is important not to dilute that discussion with 
the bigger future problem of affordability and availability of medicines. 

The reason for this is that these so-called excesses only have a minimum (<1%) impact on the real, big problem we will face in the 
future, namely the anticipated cost increase for hospital medicines. In other words, they mainly distract the discussion from the 
fundamental bottlenecks.
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So for a pure discussion, these excesses must be isolated from structural bottlenecks regarding affordability. The government and 
pharmaceutical companies themselves have to aggressively tackle these excesses but the structural bottlenecks in connection with 
affordability should then form the basic principle of the further debate. 

This debate should be held in a constructive way; with all parties and on the basis of a shared view of the facts.

Even if we ignore the excesses, a debate about affordability often results in a discussion about “products with very high prices”. 
Again, the discussion about pricing of innovative medicines is a valid one and certainly so if it concerns the very expensive medicines 
with costs of more than EUR 100,000 per patient. However, as the above analysis shows, these very expensive medicines for a limited 
number of patients are not the main reason for pressure on affordability. Rather, it is the sharp rise in the number of users of medicines 
of around EUR 10,000.

That rise is not bad in itself. It also means we can now, more so than ever, offer effective treatment to patients suffering from 
complex illnesses. It does invoke a social discussion about to what extent we can and want to bear the costs of all those innovative 
medical possibilities.

Summarising, the discussions about excesses, pricing and absolute affordability driven by an increase in volume are all relevant. 
However, for a constructive discussion that focuses on true solutions, it is important not to confuse the above three.
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3. A couple of reflections for the future

These five findings lead to a number of fundamental questions. The discussion about these questions is too complex to determine 
the “best answer” in this publication. That is why these questions rather serve as an invitation to the relevant stakeholders to hold 
further discussions.

3.1 Will we be able to break through the apparent trade-off between affordability and availability?

The biggest problem in the future is the pressure on the affordability of hospital medicine costs, which—if the historic trend continues—
will also lead to more pressure on the availability of these medicines.

However, is this correlation really necessary or can we break through it? Isn’t it possible for faster availability to go hand in hand with an 
improvement in affordability? 

An important element of high medicine prices are high development costs. The investment costs are still relatively low during phases 1 
and 2. Phase-3 research, however, demands considerable financial strength. In practice, this often results in small innovative start-ups with 
a promising medicine being taken over by large, established pharmaceutical companies during this final research phase. 

There are numerous theories about lowering these capital costs. One of the solutions regularly mentioned during our study is to simplify 
phase-3 research. This way, medicines will be available for patients sooner and at much lower capital costs. In other words, the pressure 
on affordability will result in pressure on availability but faster availability may result in better affordability. The same applies to solutions 
for “cyclic package management”, which allows for innovative medicines to come onto the market quicker but evaluated later.

3.2 Will affordability be under pressure from excessively high costs or excessively low budgets?
The discussion about affordability focuses a lot on prices and not so much on volume. It also seems the solution mainly has to come 
from the pharmaceutical companies in the form of price reductions. 

It does not fall within the scope of our study to discuss the revenue model of pharmaceutical companies and the prices needed to cover 
the capital costs and revenue expectations of shareholders. As this mainly concerns international, globally active companies, we also 
wonder how much scope there is for a specifically Dutch discussion about this subject. 

Our facts analysis indicates that the fundamental reason for the increase in hospital medicine costs during the past few years is a rise 
in users, not the medicine price; stronger still, the average costs per user have fallen. This rise in the volume of hospital medicines 
is, therefore, the fundamental cause of the affordability issue. For the future too, we expect the rise in the number of users to have 
a relatively bigger impact than the increase in the average prices, despite the development of a number of new medicines with very 
high prices.

These insights regarding affordability raise a number of fundamental questions about budget versus costs. Is the affordability issue 
caused by excessively high costs or an excessively low budget? If the transgression is not the result of a price increase by a rise in the 
number of people that we treat, it demands a social discussion about how much we are willing to spend on medicines.

It also raises the question if we are really prepared and willing to pay for break-through innovations. This has already led to challenges 
in the case of, for instance, new HIV and Hepatitis C medication, and it currently leads to new challenges for oncolytics and, in the future, 
potentially also for Alzheimer’s medication. These medicines had a more favourable cost effectiveness but higher absolute costs, so it 
still resulted in an affordability issue, even though the price of the medicine was socially acceptable. Positive cost effectiveness is not 
enough to prevent affordability issues in the current system.

During the budgeting and discussion about affordability, it does, in any case, appear to be necessary to pay more attention to the 
rising volume, something that seems to be largely ignored at this time. It is useful to make a realistic annual volume estimate, including 
interventions regarding suitable use, together with all relevant stakeholders. Also, a constructive discussion about how much funds 
we are prepared to allocate to treating specific illnesses (and individual patients) and the role of medication versus other healthcare 
in that process.
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3.3 What is the right place for the (innovative) medicine budget?

From the above findings, we can conclude that the party that is held responsible for the hospital medicine budget is likely to have a 
problem on its hands.

It appears the budget does not sufficiently rise in line with treatment options and the associated rise in patient volumes. The owner of 
this budget should, therefore, be aware of the budget being overrun, which will be at the expense of their other healthcare budgets. 

This budget overrun currently is at the expense of other medical specialist care, as budget responsibility is assigned to the hospitals 
under the medical specialist care principal agreement. However, is this the most suitable party to prevent or carry a potential overrun? 
Or are better alternatives available?

3.4 How can we achieve the right pricing for a generation of medicines that is so fundamentally different from today’s medicines?

Apart from absolute affordability, there are a couple of other complications as a result of which the current assessment and pricing 
methods for future generation medicines are still inadequate.

Cell therapy such as Car-T, for instance, is a category of innovative medicines that is difficult to assess. These types of medicines form 
a part of a personalised medicine process, customised treatment for individual patients on the basis of their own cells, i.e. not simply 
a pre-packed tablet, injection or drip.

Gene therapy makes it possible to prevent the formation of diseases. The treatment of a newborn baby, for instance, represents 
a tremendous health gain and has a potential social impact which the system has not had to assess before.

Furthermore, the anticipated numbers of users are harder to estimate in the case of innovative therapies such as agnostic tumour 
therapy, because their diagnostics are in their infancy.

The complexity, pricing and, as such, affordability of these innovative medicines will in their turn also lead to an availability problem. 
On the one hand directly because the aforementioned complexity slows down the assessment process. On the other hand indirectly 
because interventions to improve affordability result in pressure on availability.

3.5 How can we achieve a constructive healthcare ecosystem, with the pharmaceutical parties around the table as well?

In terms of healthcare parties, pharmaceutical companies often do not form a (primary) part of that, something this study also confirms. 
However, the pharmaceutical companies would like to be a part of it. Apart from government parties, medical insurers, hospitals, 
pharmacists and all practitioners, pharmaceutical companies have a lot of influence on the developments in the healthcare sector, 
new diagnostics and innovative treatments. So why do these parties not automatically form a part of healthcare and why are they not 
involved in the design of tomorrow’s healthcare? 

The distrust among these large commercial companies and public and semi-public companies in the healthcare sector appears to 
hamper any collaboration. This study also shows that the perceived influence of the pharmaceutical sector means that pharmaceutical 
companies often do not get around the table but that they are the subject of discussion at that same table.

What do the stakeholders in question have to do and what can the pharmaceutical industry itself do to change this? How does a properly 
working healthcare ecosystem help a patient to get better and why don’t we have such a system yet with all relevant parties? 

By answering these questions, with an understanding of each other’s interests and working from a shared body of facts, we can hold a 
constructive discussion about the future of healthcare. In terms of the transformation of healthcare and the new healthcare system, all 
parties will have to assume new roles and any future-proof medicine system will have to be in line with this new ecosystem and these 
new roles. 

We have to use each other’s strengths and, for instance, encourage the appropriate use of medicines, work on optimising the healthcare 
pathway, invest in collecting data and focus on prevention and excellent (early) diagnostics. Only then will patient care be better and 
more affordable.
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4. Solutions for the future

4.1 Five preconditions to get to real solutions

We believe there are five fundamental preconditions for a more future-proof medicine system.

By emphasizing the volume increase, we do not want to ignore the discussions surrounding the prices of innovative medicines.

As discussed earlier, the so-called price excesses must be tackled, while also addressing the self-regulating capacity of the pharmaceutical 
industry. We also need to solve the more fundamental challenges surrounding the pricing of new medicines.

However, our view is that this price discussion is already receiving a lot of attention from the various parties involved. The impact of the 
volume increase seems to be underexposed in the debate. We do see this as a crucial part of the affordability problem and therefore also 
important in finding possible solutions.

For this reason, the five preconditions below focus mainly on how to better deal with the increased volume in the use of innovative 
medicines.

Combined with a constructive discussion about more future-proof pricing, this should bring us closer to a truly future-proof drug system.

The first and most important precondition is collectivity: a collective focus on the truly fundamental issues. We won’t get anywhere if 
the discussion remains polarised or focused on specific excesses rather than on the untenable cost increases as a result of the growing 
number of patients. The discussion must be held with all relevant parties present, with an understanding of each other’s interests and 
operating from a shared body of facts. 

A shared sense of urgency among all stakeholders also forms a part of this. It is vital to start resolving the structural bottlenecks in 
the current system. During the next twelve months, various complex cases need to be assessed for innovative medicines for which no 
suitable process is in place. Discussions with prospects of, for instance, a European system concern the long term and as such, they do 
not help to resolve fundamental bottlenecks in the next few years.

The third precondition is a more realistic annual planning: a realistic (budget) estimate based on a shared body of facts, paying more 
attention to a volume increase.

The fourth precondition is useful and responsible use of medicines: we must hold a political and medical discussion about the 
responsible use of medicines in various stages of an illness, related to the (expected) outcome of the treatment.

The final precondition is the re-evaluation of budget responsibility and incentives. We must determine who, in an ideal world, 
is responsible for the medicine budget and which system incentives influence the controllability of the budget.
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4.2 Ingredients for future scenarios

If the five aforementioned preconditions are met, the various stakeholders can together work on future scenarios with potential 
alternatives for the current system.

It is still too early to work out these scenarios in detail. Our talks with the various stakeholders did result in a number of potential 
ingredients for future scenarios which we mention here. 

One specific ingredient for future scenarios is the new interventions that can already be included in the current system in order to resolve 
specific bottlenecks. Examples include the promotion of appropriate use and optimising the on-hold process. These interventions are not 
expected to fully resolve the fundamental issues in connection with the affordability and availability of hospital medicines. Also, there is 
not always consensus among the stakeholders about the interventions.

The second ingredient is how we can deal with Real World Evidence, a more flexible admission process and cyclic, i.e. dynamic package 
management. Complex and expensive hospital medicines must be periodically re-evaluated on the basis of both added value and volume. 
This also makes it possible for the list price to be periodically adjusted if it emerges that the added value or the volume differs from the 
initial estimate. This offers the opportunity to re-evaluate medicines on the basis of reality and it offers a better risk spread among the 
parties, as the assessment moment is less absolute. However, this puts pressure on the parties that have to register and evaluate the 
Real World Evidence. It will also lead to uncertainty about the price development of a medicine.

A third ingredient is continued collaboration on a European level. This can be realised by means of a Health Technology Assessment on a 
European level, comparable to the current registration on EMA level. This offers the possibility to realise greater negotiation powers and 
it offers a more consistent admission process for new medicines. However, because of its dependence on European collaboration, this 
system adjustment will take a long time. It will also reduce the decision-making powers and influence of the Netherlands on the effects 
and set-up of the medicine system.
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5. Route map and follow-up steps

With this study, we hope to have taken the discussion about a future-proof medicine system in the Netherlands a step further.

There are many potential improvements we could make to our medicine system in the future but a focus on the truly important issues 
is important. There seems to be a consensus that the most important issue to resolve together is the affordability of hospital medicines. 
Pressure on that affordability will continue to rise in the future, also putting pressure on the availability of new innovative medicines.

It is, therefore, important to hold the right discussion and to further disentangle the discussion about absolute affordability, pricing and 
excesses. Also, the discussion about absolute affordability, should, apart from prices, pay more attention to the rise in the number of 
users. 

This rise also raises a number of questions about how we must determine the medicine budget in the future and what the best place is 
for this budget. 

These are complex questions to which there is no simple or unilateral answer. The most important step would have to be a constructive 
discussion, with all stakeholders around the table, based on a shared picture of the facts and an understanding and respect for each 
other’s interests. This could be achieved by a series of round-table discussions in the next few months, for instance. 

We look forward to those further discussions with confidence. The reason for this is that during this study, we noticed a high degree of 
enthusiasm about this subject among all stakeholders. All parties want a future-proof medicine system in order to ensure that future 
patients also receive the care they deserve. Collaboration between all parties is vital in that respect and it should be at the top of the 
agenda of the stakeholders involved.
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Appendix 1: List of people who were interviewed

Name Company Stakeholder’s role

Michel van Agthoven Janssen Director Patient Access & Governmental Affairs

Ad Antonisse AstraZeneca Director of Market Access & External Affairs

John van Beek GSK Director Corporate Affairs

Geert Clement Bayer Head Market Access & Stakeholder Management

Ulrike Jacobi Amgen External affairs lead 

Edwin Ket BMS Director Market Access

Peter Spoorendonk Abbvie Director Market Access

Caroline Hofste Novartis Head Market Access

Guido van den Boom Roche Chief Sustainability Officer

Linda van Saase ZIN Manager

Maarten Postma UMCG/RUG Professor in Pharmaceutics

Xander Koolman VU Associate professor faculty Health Economics

Jan Benedictus NFP Programme manager

Pauline Evers NFK Medicines representative

Eric Janson KNMP Director 

Gerben Klein Nulent KNMP Chairman

Belinda van de Lagemaat NFU Senior Consultant

Alex Verhoeven NFU Senior Consultant

Rene van Duuren ZN Programme manager Expensive Medicines

Johan van Zeelst VGZ Pharmaceutics Healthcare Purchasing Manager

Gerard Adelaar Zilveren Kruis Strategy policy developer 

Alexander Bybau Zilveren Kruis Purchasing strategy Manager

Bas van den Dungen Ministry of Health, Welfare and Sport. Director-General for Curative Care

Marcel van Raaij Ministry of Health, Welfare and Sport. Director Medicines and Medical Technology

Mark van Houdenhoven SMK Chairman of the Executive Board

Ernst Kuipers ErasmusMC Chairman of the Executive Board

Floor Haak Noord West group Member of the Executive Board
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 • Monitor medicines in medical specialist care; Dutch Healthcare 
Authority (December 2017)

 • Monitor medicines in medical specialist care; Dutch Healthcare 
Authority ( January 2019)

 • Developments medicine and medical aids use 2013-2017, 
estimate 2018-2022; GIP/National Healthcare Institute 
(GIPeilingen; February 2019)

 • Developments medicine and medical aids use 2012-2016, 
estimate 2017-2021; GIP/National Healthcare Institute 
(GIPeilingen; March 2018)

 • Monitor orphan drugs in practice; National Healthcare Institute 
(November 2018)

 • Progress letter financial arrangements; Ministry of Health, 
Welfare and Sport (October 2018)

 • Monitor MS medicines 2019; National Healthcare Institute 
( June 2019)

 • National budget 2019; Ministry of Health, Welfare and Sport 
(September 2018)

 • Changes for costs medicines in basic package; Ministry of Health, 
Welfare and Sport ( January 2019)

 • Report Meeting Advisory Committee Package; National 
Healthcare Institute (October 2017)

 • Healthcare Evaluation and Appropriate Use; National Healthcare 
Institute (December 2017)

 • Elaboration of measures from the coalition agreement to control 
the costs of medicines and medical aids; Ministry of Health, 
Welfare and Sport ( June 2018)

 • Accessibility of innovative medicines; BS Health Consultancy 
(March 2019)

 • Effects of the preference policy regarding the availability of 
medicines; Berenschot ( January 2018)

 • Medicine Monitor 2019-2020, Association Innovative 
Medicines (2019)

 • Medicine Monitor 2019 Edition, Association Innovative 
Medicines (2018)

 • Administrative agreement regarding medical specialist care 2019-
2022; NVZ, NFU, PF, ZKN, FMS, ZN, V&VN and VWS ( June 2018)

 • General agreement medical specialist care 2019-2022; Ministry 
of Health, Welfare and Sport ( June 2018)

 • Orphan drugs package management; National Healthcare 
Institute (October 2015)

 • Innovative, affordable, accessible: concerted efforts for a 
future-proof model for medicine development; License to 
Heal (May 2019)

 • Population prognosis 2016-2060; Statistics Netherlands 
(December 2017)

 • 2019 Global healthcare outlook; Deloitte (2019)

 • Patient access to innovative medicines in Europe; Deloitte 
( January 2019)

 • Personalized medicine report; Personalized Medicine 
Coalition (2017)

 • State of Health Netherlands; European Commission (2019)

 • Pharma Innovation and Access to Medicine; OECD (2018)

 • Health at a glance; OECD (2018)

 • Advice regulatory burden medicines; Actal (2015)

 • Eliminating barriers in healthcare; SiRM (2018)

 • Patient W.A.I.T. indicator; EFPIA (2019)

 • Drug reimbursement systems: international comparison; 
KCE (2019)

 • A new future for R&D in pharma; Deloitte (2018)

 • Making outcome-based payment a reality in the NHS; 
Cole et al. (2019)

 • Medicines reimbursement policies in Europe; WHO (2018)

 • The cost of opportunity; Gupta strategists (2019)

 • Ex durante evaluation medicine policy Schippers; SiRM (2019)

 • Business of regenerative medicine; Alliance for regenerative 
medicine ( July 2019)

 • Market prognosis Netherlands; IQVIA (2019)

 • Reporting information line medicine shortages and defects 2018; 
Ministry of Health, Welfare and Sport (2019)

 • Description of the Dutch regulatory framework for pricing, 
reimbursement and funding of pharmaceutical products; 
Association Innovative Medicines (2019)

 • Healthcare spending in the United States and other high-income 
countries; JAMA (2018)

 • Data GIP database (website, 2019)

 • Data SFK (website, 2019)

 • Data OECD (website, 2019)

 • Data Status of Public Health and Healthcare (website, 2018)

 • Data Horizon scan (website, 2019)

 • Data VWS (website, 2019)

 • Data KNMP (website, 2019)

 • Data Vektis (website, 2019)

 • Data ZIN (website, 2019)
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