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Summary 

Medicalization, self-care and self-reliance 

The medicalization that has taken place since the start of the 20th Century under the influence of 
advancing medical knowledge and growing technological possibilities has had an impact on our 
health, living standards and welfare which cannot be overestimated. In the past 100 years, our 
standard of education has risen, our spending power has increased, general standards of hygiene 
have improved, the availability of care providers and care facilities has been secured and access to 
reliable health information has broadened. But excessive medicalization leads to unnecessary use 
of medical care and a reduction in self-reliance. Because the disadvantages of medicalization are 
slowly starting to outweigh the benefits, we must seek a new optimum balance between medical 
care and self-care. 

Independent care for your own health and that of the people in your immediate surroundings is a 
primary responsibility for everyone. By giving more scope for the personal responsibility of 
consumers in the treatment of minor ailments, considerable social savings can be realised and care 
professionals will gain scope for more effective time-spending and better coordination of their work. 
We formulate concrete measures for realising these goals. The measures will increase consumer 
self-reliance, assist care professionals to find their role in this and mobilise health insurers. 

Because the shift in the balance between self-care and formal health care affects so many 
stakeholders, we have defined how the stakeholders can view an adjustment. The stakeholders 
indicate that the self-reliance of consumers is diminishing, which leads to unnecessarily heavy 
demands on the care circuit, resulting in high costs. With the right preparation and support, 
consumers can cope with more responsibility. 

The existing balance is determined by cultural, historical and policy factors. This makes the 
changes in the balance a complex social process. But it also means that we have the possibility of 
influencing the balance if it does not meet contemporary social requirements. 

A shift in the balance will have beneficial effects and lead to shifts throughout the entire care 
column. We have identified the existing knowledge of economic and health care effects here. We 
have specified the effects of an improvement in the balance in the Dutch situation for consumers, 
GPs, hospitals, pharmacists, chemists and health insurers in concrete terms.Our investigation of 
the savings potential of self-care and empowerment of consumers closely matches current 
developments in ideas on the health care system. The Council for Public Health and Health Care 
(RVZ) recently published the ‘20/20 Health Outlook’, in which it appears to be inevitable that part of 
the collective costs be borne by individual citizens again, ‘preferably in a way that promotes the 
personal responsibility of citizens for their health …’. According to the RVZ, good health starts with 
citizens themselves, not with employers, educators, insurers or the government. The 2012 Policy 
Agenda of the Ministry of Health, Welfare and Sport

1
 and the Administrative Outline Accord of 4 

July 2011
2
 are also consistent with this. In this report, we have tried to make suitable measures 

concrete and to estimate the economic (not purely financial) benefits. 

 
1
  The Minister of Health, Welfare and Sport refers to ‘maximum stimulation of self-care’ as one of the measures necessary in 

order to meet the heavy social challenge facing the health care system (2012 Policy Agenda, pg. 4). 
2
  The Minister of Health, Welfare and Sport has agreed with the Boards of the Netherlands Association of Hospitals (NVZ), 

the Netherlands Federation of University Medical Centres (NFU), Independent Clinics Netherlands (ZKN) and Health 
Insurers Netherlands (ZN) that effective substitution between secondary care, primary care and self-care will be promoted 
(Administrative Outline Accord 2012-2015, pg. 4). 
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Promoting self-reliance: what are the benefits? 

Minor ailments are minor passing complaints, but this definition is not uniform enough for policy 
decisions and economic analyses. So in order to answer the question of what self-reliance can 
achieve, we first had to define which demands for care this actually concerns. We have therefore 
defined minor ailments more precisely, via a scientifically validated feedback method among GPs 
and pharmacists. As a result, we can now express minor ailments in the international codes for 
ailments in primary care, the ICPC codes. We applied this objective and professional definition of 
the term ‘minor ailments’ to the care records of the National GP Care Information Network and 
multiplied the care volumes found by the charges fixed by the Dutch Healthcare Authority (NZa). 
 
However, before making a statement on the savings potential, we want to be certain that we are not 
building any castles in the air. We therefore base our statements solely on very cautious 
assumptions and calculations. This brings us to a savings potential of €96 million in GP treatment 
costs for minor ailments in 2009. This is about one eighth of the national turnover on the basis of 
consultation charges.

3
 We have also seen a strong increase in minor ailments in GP practices since 

2003. This is a costly trend, but we can reverse it if minor ailments are treated more often and more 
successfully through self-care. GPs will be able to treat more complex care needs themselves more 
often and will need to make fewer referrals. 
This is the start of a chain of savings. 

What can we do to promote self-reliance? 

The stakeholders are very diverse and each have their own viewpoints on the possibilities and 
measures. Nevertheless, on the basis of our survey, we see possibilities for a uniform package of 
measures. Consumers will have to change their behaviour, invest more of their own time and let go 
of the idea of ‘free’ formal health care. This will be offset by greater self-reliance and more freedom 
of choice. Physicians will welcome growing consumer self-reliance and will have more working time 
available for patients with a greater need for treatment. Pharmacists see opportunities to contribute 
towards the new balance by providing advice to self-treating consumers. The chemists consulted 
refer to inadequacies in the existing balance. They warn against over-expectation. The health 
insurers support the social benefits of an improved balance, but must be stimulated more than is 
the case at present to help to realise these benefits. 

 
3
 www.zorgciifersdata.cvz.nl/tabelPagina.asp?label=00-totaal&tabel=i2009&geg=kost&item=201506. 

http://www.zorgciifersdata.cvz.nl/tabelPagina.asp?label=00-totaal&tabel=i2009&geg=kost&item=201506
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Following the thorough analysis on which we report here, we list 10 measures for achieving the new 
optimum balance in self-care. These measures can be categorized into actions for consumers, for 
care providers and for health insurers. We believe that everyone can take some responsibility and 
that the government can also make a contribution. Ultimately, everyone will benefit (health care 
consumers, care providers, health insurers, the government and premium/taxpayers). Some 
measures can take effect within a fairly short space of time, such as new working agreements 
between care providers. Other measures are intended for the longer term, such as behavioural 
changes through information and training. 

Next steps 

Our measures form an initial but necessary step towards increasing the self-reliance of Dutch 
health care consumers and rationalising demand for collective services. This step affords every 
scope for supplementation, refinement and specification. It is our conviction that this can be 
realised in the public debate. The main players in this debate are the consumers (in both sporadic 
and frequent use of medicines). They hold the key position in a network of GPs, pharmacists, 
chemists, care providers and producers of self-care resources and self-care medicines. 
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1 Introduction 

1.1 Reason for this study 

Is it socially beneficial to make greater demands on people’s personal responsibility in our day-to-
day health care? Is this also feasible and safe? Which provisions and safety assurances could be 
needed? To what extent are self-care and formal health care communicating vessels? Where does 
the desirable balance lie? 

These are key questions in the research that ECORYS Nederland B.V. (Ecorys) performed on 
commission from the Netherlands Association of Producers and Importers of Pharmaceutical Self-
care Medicines and Health Care Products (Neprofarm). 

Self-care refers to everything that consumers can do themselves, on their own initiative and under 
their own responsibility, to reduce or cure recognisable, temporary health problems. This includes 
seeking expert advice if necessary, in order to be able to take the right decisions. On the basis of 
knowledge of their own bodies and good information on the (seriousness) of ailments, most people 
are able to diagnose and treat ‘minor ailments’ themselves. 

Independent care for your own health and that of the people in your immediate surroundings is a 
primary responsibility for everyone. This does not mean that everyone can or should take this 
responsibility in the same way. Some people have healthier lifestyles than others, some want to 
obtain a doctor’s opinion for every discomfort, while others prefer to treat themselves first. 

1.2 The design of the study 

This report provides answers to the following questions: 
How much can be saved in the Netherlands by improving the balance between self-care and 

care provision? 
• Who can take which measures to improve this balance? 
• Do we need to take additional measures in order to promote safe self-care? Who should be 

involved in this? 

The different research methods largely correspond to the different chapters in this report. 
• The social context and the case for self-care have been defined (Chapter 2); 

• The existing system (position and relationships) of stakeholders and the way in which this 
system changes with a shift in the balance between self-care and formal care provision is 
analysed (Chapter 3); 

• The economic and health effects of self-care are identified on the basis of (scientific) literature 
(Chapter 4); 

• A stakeholder analysis has been performed, which provided an insight into the different ways in 
which stakeholders can view a shift in the balance (Chapter 5); 

• All these insights are combined to form effective and feasible measures (Chapter 6). 
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The insights in this report are based on different types of information sources: 
• Literature study: publicly accessible Dutch and English written information on the subjects of 

‘the boundaries between self-care and formal care provision’, ‘self-care medicines’, ‘measures 
to promote self-care’, ‘social savings potential of unnecessary use of care services’. 

• Interviews with specialists: face-to-face interviews the Central Chemists Bureau (CBD), the 
Royal Dutch Pharmacists Association (KNMP) and Netherlands Health Insurers (ZN); telephone 
interviews with three pharmacists and two chemists; expert meeting with five chemists (one 
independent chemist, two online chemists and two chemists employed in a supermarket 
chemists outlet); expert meeting with seven GPs (spread nationwide over urban and rural 
areas). 

• Policy documents: in particular, the Government Coalition Accord between the Liberal (VVD) 
and Christian Democrat (CDA) parties, the Ministry of Health, Welfare and Sport’s Policy 
Agenda 2012, the Administrative Outline Agreement, various research reports and evaluations 
for policy-making. 

• Two Delphi expert sessions with physicians and pharmacists: one external study conducted 
under the responsibility of Prof. Marcel Bouvy

4
, in which a selection was made in a validated 

manner of ICPC codes consistent with ailments that can primarily be treated through self-care. 
• The National GP Care Information Network (LINH) database

5
: a calculation performed under the 

responsibility of NIVEL of the demands on GPs in connection with ailments that can primarily be 
treated through self-care. 

Particularly with regard to the representativeness of our assessment of the views of stakeholders of 
the measures and possibilities for promoting self-reliance, a degree of caution is called for. We did 
not interview any consumers, medical specialists or representatives of hospitals, nor the sectoral 
organisation or the scientific association of GPs. We noted the point of view of the care providers in 
a meeting with the sectoral organisation of health insurers. In some cases, the intentions of parties 
can be deduced from policy documents, as is the case with the associations of providers of 
specialised medical care and the health insurers, who undertook an effort obligation to realise 
effective substitutions of secondary care, primary care and self-care in their Administrative Outline 
Agreement with a government agency. 

In short, we are sufficiently sure of our findings to use them as a basis for this advisory report, but 
do not claim to be able to express ‘the views’ of a group of stakeholders. This report should not, 
therefore, be regarded as the end-point of ‘a round of the parties’, but as the point of departure for a 
social investigation of the possibilities and impossibilities of self-reliance in health care. 

 
4
 The SIR Institute for Pharmacy Practice and Policy, Leiden; also the Professor of Pharmaceutical Patient Care, University 

of Utrecht. 
5
 LINH has 84 automated GP practices with more than 330,000 patients registered (July 2009). LINH uses data from the 

electronic patient files of these practices on ailments, treatments, medicine prescriptions and referrals. (www.nivel.nl/linh) 

http://www.nivel.nl/linh
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2 The context of self-care 

2.1 Medicalization and self-care: communicating vessels 

The inter-relationships between modern medical science and the health care system are 
substantial. For roughly a century, improvements in diagnostics and diagnostic equipment have 
made it possible to identify disorders increasingly specifically, at an increasingly early stage. New 
treatment methods, new medicines and other innovations mean that more and more disorders have 
become temporary rather than permanent, or chronic rather than fatal. Extensive social insurance 
and provisions have meant that effective and safe professional medical care has become available 
to and affordable for more and more people. This has actively stimulated the medicalization of 
ailments and disorders that were previously regarded as normal and unavoidable. The benefits of 
medicalization are evident: faster and more effective diagnosis and treatment of disorders. This has 
contributed to the enormous improvement in the health and living standards of the Dutch 
population. 

This development also has its disadvantages. Excessive medicalization leads to unnecessary use 
of medical care and a reduction in self-help. In the public Dutch system, unnecessary use leads to 
unnecessarily high costs and to costly administrative systems which guarantee access and 
affordability but at the same time, must control unnecessary use. 
A considerable disadvantage at the personal level is the reduction in self-reliance. Because we 
have increasingly come to trust and rely on the doctor, we are less and less able to take care of our 
own health needs. We make growing demands on medical care, even for genuinely simple ailments 
that our ancestors, with their limited resources, were able to solve a century ago. 

Times have changed a great deal in 100 years. The standards of education and spending power of 
the population are many times higher. Hygienic conditions have improved very sharply, minimising 
the risks of sudden infections from infectious germs. The range of specialised health workers 
(physiotherapists, pharmacists, dieticians, psychologists, etc.) has never been so wide. Information 
and communication technology brings medical knowledge and insights increasingly close to the 
consumer. All this means that we now have far more non-medical resources available for 
maintaining or improving our own health than our ancestors did a century ago. Because the 
disadvantages of medicalization are slowly starting to outweigh the benefits, we must seek a new 
optimum balance. For that reason, it is worth exploring the extent to which we can reverse the trend 
towards excessive medicalization. The following report covers a long-term policy-based study into 
the balance between self-care and formal care provision. Aspects of this balance include: 
• Revaluation of self-care: first consider what you can do yourself to address health issues. Safe 

methods and reliable information are widely available. Alone or together with people in your 
environment, you can already do a great deal. And in the Netherlands, back-up from health care 
professionals is never far away. 

• Widen ‘primary care’: if you nevertheless seek professional help or professional advice, does 
this always have to be medical help? With a little coaching or steering from another expert, you 
may be able to work on your own health just as effectively. Often, this is even faster and 
cheaper than a visit to a doctor. 
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2.2 Definition of self-care 

Self-care refers to everything that consumers can do themselves, on their own initiative and under 
their own responsibility, to reduce or cure recognisable, temporary health problems. 
Self-care consumers make their own diagnosis, decide for themselves whether or not to do 
something about it and then opt for a ‘self-care therapy’ and administer this therapy themselves. 
The risks of self-care are limited enough to mean that self-care can be performed safely under you 
own management and your own responsibility. 

Self-care therapies consist of a wide range of actions, such as rest, nutrition, exercise or the use of 
a personal care product, a health product or a self-care medicine. But activities for remaining 
healthy before there is a complaint (preventive measures) are also forms of self-care. In historical 
terms, self-care is ‘the first form of care’. In the past, people often had to resort to self-care because 
medical care was not available or was inaccessible. For a long time, this tradition continued 
because knowledge of self-care was still readily available and seeking medical care was postponed 
for a long time. Only in recent generations has this changed substantially and the medicalization of 
health problems has been slowly growing. 

Through self-care, demand for and the supply of health care can be brought together in the most 
effective way, without complex coordination mechanisms, because in principle, the provider and the 
user are the same person. A better match with the requirements of the user in terms of the time, 
nature and intensity of care is inconceivable. Self-care contributes towards self-reliance and taking 
personal responsibility, because people become aware that to a large extent, they (can) have 
control over their own health and take their own decisions on treatment. On a social level, self-care 
is beneficial because the costs are usually lower than the costs of health care provision. On the 
individual level, these benefits do not usually apply, because the consumer pays the costs of self-
care while formal care provision is usually reimbursed by the health insurer. 

The disadvantage of personal responsibility is that people may take the wrong self-care decisions, 
for example because they cannot assess the situation properly, because they do not have enough 
information on the (lack of) possibilities for self-care or because they wait too long to involve formal 
care provision. 

Within rising welfare standards and growing technological possibilities in formal care provision, the 
Netherlands has built up an impressive health care system in which high quality care is available 
very quickly to virtually everyone, at little or no personal cost. This is an acquired benefit, but it also 
has a downside. The national health service means that people are less dependent on self-reliance 
and inventiveness. As a result, health care matters that can best be addressed through self-care 
are also included in the formal circuit. With a view to the financial sustainability of public 
expenditure, a new call for self-reliance has become more current.

6
 

 
6
 The urgency of the need for financial sustainability is shown, for example, by a statement from Finance Minister Jan Kees 

de Jager that the (unstoppability) of cost increases in health care causes him more concern than the credit crisis (12 May 
2011, debate on financial report on 2010). 
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2.3 Self-care covers a wide range 

Self-care therapies cover a wide range of actions. 
The simplest forms of self-care comprise normal behaviour, which also has a curative or 

preventive effect. Examples include dressing warmly when you have a fever, going to bed on time if 
you are tired or taking a hot bath for muscle pain. 
• The next category of self-care therapies consists of ‘home remedies’ and actions aimed 

specifically at protecting or improving health. Examples include grated apple with cinnamon for 
diarrhoea, salt water nose drops for a blocked nose or massaging sore muscles. 

• The third category covers the use of ‘prefabricated’ self-care products, such as food 
supplements or dressings and disinfectants. What distinguishes these products from the 
previous categories is that the self-treating patient does not produce them him or herself. There 
is a producer with a commercial interest in their use and the user trusts that the product will do 
what the producer promises, in a safe manner. 

• The last category is in fact a particularization of the third, i.e. the use of self-care medicines. 
Self-care medicines are medicines with a proven therapeutic effect, which are divided into three 
groups, depending on the health risks of incorrect use.

7
 

Table 1 shows the degree of freedom and safety measures applying for the different categories of 
self-care. 

Table 1 Self-care and regulation 

 Contents Freedom and safety 

1 Normal behaviour that also 
has a curative or preventive 
effect 

Entirely a personal responsibility 

2 Home remedies and behaviour 
aimed specifically at protecting 
or improving health 

Entirely a personal responsibility 

3 Self-care products produced 
by a party other than the end-
user 

Entirely personal responsibility for diagnosis and 
administration of the self-care therapy. Regulation of 
advertising expressions in order to prevent undesirable 
influence on the choice of therapy and product 

4 Self-care medicines, divided 
into three types of delivery 
status: 
4a) AV 
4b) UAD 
4c) UA 

Full personal responsibility for diagnosis and administration of 
the self-care therapy, 
4a) and regulation of advertising expressions in order to 

prevent undesirable influence on the choice of therapy 
and product, 

4b) and available only where (assistant) chemists or 
pharmacists are present in order to advise on the 
product choice if required, 

4c) and available only where a pharmacist performs the 
monitoring of the medication. 

 
7
 For more information on the delivery status of self-care medicines, see the Appendix headed ‘Delivery Status of Self-care 

Medicines’. 
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In the Netherlands, the lightest self-care categories (1 and 2) are left entirely to the personal 
responsibility of the user. Everyone decides for themselves whether and how to apply self-care. 
The independent assessment capacity is not at issue here, as shown by the freedom that everyone 
has to advise another person on the application of these simple self-care therapies. 

Within categories 3 and 4, personal responsibility for the choice of a therapy is supported by 
additional regulations. For example, the rules for advertising expressions concerning health 
products and self-care medicines are stricter than the general rules applying for economic 
transactions.

8
 The fact that decisions in these categories can be more complex, or that the wrong 

decisions can have more serious consequences, plays a role here. For this reason, there are extra 
assurances to make sure that the user is fully and correctly informed. 

Self-care medicines (category 4) are medicines. Risks are associated with all medicines. However, 
self-care medicines are regarded as so safe that the user decides for him or herself whether to use 
a self-care medicine and makes a personal choice between the available alternatives. No doctor is 
involved here. A further distinction is made between self-care medicines regarding the extent to 
which there is control over the environment in which these medicines are available. Some self-care 
medicines are generally available because the risks of these are negligible. However, the largest 
group of self-care medicines may only be sold in chemists and pharmacies, where qualified 
advisers are always available to give consumers advice if required. The aim is to enable the user to 
make a correct decision. Self-care medicines in the UA category are only available from 
pharmacies, so that the pharmacist can assess whether the user will run a risk of interaction with a 
prescription or self-care medicine being taken at the same time. 

2.4 Security, care and personal responsibility 

Despite the scope that the existing system offers, consumers do not always appear to be ready to 
take personal responsibility. This is consistent with a general trend in which people want to build 
more and more security into their lives. Politicians translate this preference into collective measures 
which offer safety nets or rule out the occurrence of unwanted uncertainties. This leads to the 
perception that all problems can be ruled out: a ‘makeable risk society’ with social institutions to 
collectivize the individual risks. 

This is also reflected in the organisation of the health care system. Increasing professionalisation, 
advancing medical technology and articulate citizens lead to people preferring to ‘play it safe’ and at 
the same time, expecting the best possible care and attention. Demands on doctors are then easily 
made, because the health care system has very limited incentives to discourage unnecessary use 
of (GP) care. A recent study

9
 among Dutch GPs showed that the GPs themselves felt that about 

20% of visits to their surgeries concern minor ailments of a temporary nature. About two thirds of 
the GPs felt that consumers could do more self-care. 

 
8
 Medicines Act, Section 9 (Advertising of medicines). 

9
 Duursma Healthcare Research (2010). De HuisartsenOmnibus of May 2010. 



Self-care 
 

15 

 

2.5 Self-reliance 

The self-reliance of users of care determines the amount of responsibility that users are willing to 
bear. At the same time, the degree of self-reliance is also a consequence of the amount of 
responsibility given to people. In a demand-driven health care system which is directed by 
consumers through their choices, self-reliance plays an important role in the effectiveness, safety 
and affordability of the system. 

‘Health skills’ refers to the combination of cognitive and social skills necessary in order to deal 
adequately with information on health, illness and health care. 
A great many Dutch citizens have limited health skills. This group is not limited solely to the one 
and a half million low-skilled and illiterate people in the Netherlands, for example. People with 
limited health skills often have difficulty in understanding information provided by their care 
providers, with prevention messages and with finding their way in the health care system, resulting 
in more ill-health and a higher mortality rate. Limited health skills can therefore lead to health 
deprivation.

10
 

Health skills therefore assume adequate competencies, as well as that people have an interest in 
and devote attention to their own health and that they are willing and able to gather, read or hear, 
understand and apply information on health. Ethnic minorities, low-skilled persons and the elderly, 
in particular, have difficulties in finding and using information. But even highly educated people do 
not always understand all the available, often specific information within the health domain, or are 
willing and able to apply it.

11
 

2.6 Government plans 

In the Coalition Accord of the Rutte-Verhagen Cabinet, the coalition partners acknowledge the 
importance of high-quality, accessible and affordable health care. The government formulates the 
objectives of further improving quality, better cost control and finding a solution for the threat of 
severe staff shortages. To that end, the government is aiming for ‘better basic care closer to home’ 
and for eliminating ailments with a low burden of disease from the basic health insurance 
package.

12
 

The first step is to replace secondary hospital care with primary basic care (including by GPs) 
where possible. However, the government warns here that primary care is already facing a heavy 
workload and that this will increase in the future (reflected partly in the rising staff shortages). The 
question is how the required shift can nevertheless be realised. A better balance between self-care 
and formal care provision could contribute towards the elimination of demand for care from GPs 
that is not strictly necessary. This will allow GPs more scope to offer better basic care closer to 
home. 

The second step is to control public health care expenditure through more stringent management of 
the insured basic package. One of the package measures announced is to withdraw compensation 
for care provision for ailments with a low burden of disease. Precisely what ‘ailments with a low 
burden of disease are’ has yet to be defined. The Health Insurance Board (CVZ) will publish an 
implementation test for that purpose. It is clear that the withdrawal of compensation for patients with 
a low burden of disease will lead to higher private costs.

13
 Self-care offers a low-cost alternative for 

(part of the) care provision. We expect it to be possible to replace part of the existing care provision 
for ailments with a low burden of disease with self-care. As patients will bear the costs themselves 
after the package measure, cheaper self-care will offer them an attractive alternative to paying for 
more expensive formal care provision themselves. 

 
10

 RIVM, Healthy Living Desk (http://www.loketgezondleven.nl/infopunt/healthsvaardigheden/) 
11

 Working document on health skills and diversity (Health Literacy), National Institute for the Promotion of Health and 
Prevention of Illness (NIGZ) 2007. 

12
 Freedom and Responsibility - VVD-CDA Coalition Accord, The Hague, 30 September 2010. 

13
 There is also debate about whether the ‘low burden of disease’ criterion is the correct criterion for exclusion from 

compensation. See in this regard, for example, an opinion-making article by professors Bleichrodt and Haes in NRC 
Handelsblad 29-11-2010 (www.eur.nl/fileadmin/ASSETS/ese/Nieuws/media/101129_criteriumbasispakket.jpg). 

http://www.loketgezondleven.nl/infopunt/gezondheidsvaardigheden/
http://www.eur.nl/fileadmin/ASSETS/ese/Nieuws/media/101129_criteriumbasispakket.jpg
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The Policy Agenda 2012 of the Ministry of Health, Welfare and Sport is consistent with this, 
mentioning ‘maximum stimulation of self-care’ as an explicit policy objective. Representatives of 
health insurers and providers of specialised medical care have, in turn, agreed in their 
Administrative Outline Agreement that they will promote the effective substitution of secondary care 
by primary care and self-care. 

2.7 A more prominent role for self-care? 

Can we safely demedicalize and assign a more prominent role to self-care? Dutch regulations 
relating to self-care offer consumers scope to take basic responsibility for good health themselves. 
In addition to the home remedies and treatments, a wide range of products is available to support 
self-care by consumers. There is supervision of the safety of self-care products and there are rules 
for the way in which self-care products are advertised or made available. These are all positive 
conditions for making it possible to take steps towards a different balance between self-care and 
formal health in a relatively safe environment. 

We have therefore investigated the savings potential of self-care and empowerment of consumers 
and how this could be realised within a short space of time. This is also consistent with the recent 
‘Prospects for Health 20/20’, in which the Council for Public Health and Health Care (RVZ) presents 
a future vision of health care in the Netherlands. It states in this that it is inevitable that part of the 
collective costs will have to be borne by individual citizens again, ‘preferably in a way that promotes 
the personal responsibility of citizens for their health …’. According to the RVZ, good health starts 
with citizens themselves, not with employers, educators, insurers or the government. 

We have investigated which measures within the existing force field are realistically feasible and 
can take effect within a relatively short space of time. This implies that we consciously remain within 
the conditions of the existing system, such as the existing allocation of tasks and powers among 
doctors, pharmacists and chemists, and the current method of assigning delivery statuses for self-
care medicines. This implies that we take account of the positions of the stakeholders in the force 
field around self-care, because balancing freedom and safety is a social ‘co-production’ in which all 
stakeholders have an interest and in which they must be involved. The measures are described in 
Chapter 6. 
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3 Self-care prominent: what does this mean for 
those concerned? 

A shift in the balance between self-care and formal care provision will have different consequences 
for all parties concerned. In order to answer the question of whether this will lead to a socially 
desirable outcome, we set up a framework in this chapter of the direct consequences and the 
related indirect consequences for all stakeholders. In the development of this framework, we argue 
how the future situation differs from the present one, namely when consumers will be more self-
reliant than at present and self-care will play a greater role in the total use of health care. 

This is followed by a description of the consequences for each stakeholder. The consequences are 
sub-divided into direct effects and indirect effects. Indirect effects are the consequences of direct 
effects. We make a distinction between the stakeholders involved (Table 2). Stakeholders 
experience indirect effects as a result of their ‘own’ direct effects and as a result of effects on other 
stakeholders. 

3.1 Consumers 

With greater demands on the personal responsibility of patients, patients or consumers will have to 
spend more time on self-diagnosis and on choosing and implementing self-therapies. This will 
mean higher personal ‘search costs’, because a care provider will no longer be deployed. Part of 
the current demand for formal care provision arises from uncertainty among consumers and can be 
regarded as a request for reassurance. The availability of the information that consumers use here 
will become wider, with the internet playing an increasingly important role, in addition to ready 
personal knowledge and the knowledge available in the consumer’s environment. The consumer 
can also address requests for information on the use of self-care products to the staff of 
pharmacies and chemists. 

In cases in which consumers exchange prescription medicines, which are compensated, for self-
care medicines, this will involve additional personal expenditure. In due course, this could be offset 
by a reduction (or a smaller increase) in premiums for basic health insurance. The consumer will 
also save time (no waiting times in GPs’ waiting rooms, since an appointment with a GP need no 
longer be made). This could also partially be working time, as a result of which the personal 
productivity will increase and employers will face fewer absences for illness. Higher labour 
productivity is beneficial for employers and in the longer term, also for employees. 

Consumers will find that with the right support, they are well able to solve simple ailments 
themselves. This will reduce concern about ailments and the dependence on care providers for 
reassurance. At the same time, their sense of control and awareness that it is possible to ‘take hold 
of the reins themselves’ will increase. 

3.2 GPs 

The direct effect on GP services consists of a reduction in the number of consultations in which 
consumers are asking for advice or reassurance. In the first instance, this will lead to lower financial 
revenues for a GP’s practice. The income from the subscription rate will remain unchanged, but 
fewer consultations will be provided.

14
 With regard to the requests for care to be handled, it is 

primarily the relatively simple requests for care that will diminish. 

 
14

 Due to the dual rate system in the Netherlands, the financial effect for GPs is less than in countries where GPs are financed 
entirely on the basis of consultations. 
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There are a number of benefits for GPs that offset the potential fall in income. The reduced 
pressure on the GPs limited time will mean that they have more time to provide more extensive 
treatment for relatively serious or demanding cases. This could have a positive effect on the quality 
of care for these patients. The time that becomes available will also give GPs more possibilities to 
perform simple treatments for which the patient would otherwise have to go to a hospital, such as 
Modernisation and Innovation (M&I) treatments.

15
 This substitution of secondary care with primary 

care is financially and substantively attractive for a GP and is socially more efficient. This is 
because the charges for simple interventions in a hospital are higher than if these are performed by 
the GP. An increase in the volume of such interventions performed by GPs will lead to broader 
experience and better quality of care. Higher volumes will also offer better opportunities for 
specialisation with GP practices with more than one GP. The improved possibilities for GPs to take 
simple work off the hands of medical specialists could be the start of better substantive cooperation, 
as a result of which these different forms of care for the patient will be better coordinated. 

3.3 Hospital and medical specialist 

The effect of an increase in self-care on hospital care will be that relatively fewer simple cases will 
be referred to hospitals, because GPs will be given scope to treat these themselves.

16
 This will lead 

to a volume increase and an increase in the burden of care for the remaining patients. Through the 
increase in the burden of care, the average costs per patient will probably rise. In the first instance, 
the total costs will fall. 

The ultimate effect is that scarce specialist time will become available. This can be deployed to take 
on new patients (higher volumes), to devote more attention to the remaining patients (better quality) 
and to improve existing working methods and treatments (more innovation).

17
 

3.4 Pharmacist 

In the first instance, pharmacists will notice a slight fall in the use of prescription medicines in 
primary care. This will lead to slightly lower income from prescription line reimbursements. Certainly 
in the short term, it is probable that consumers will request support for self-care decisions more 
often. The number of self-care queries in pharmacies will increase, because the use of self-care 
products will grow (switch from prescription medicines). More self-care advice will lead to higher 
practice costs which will not always be offset by direct income (it is not yet customary to charge for 
advice), but more self-care medicines will probably be sold. This will lead to higher volumes and 
revenue in the ‘over-the-counter’ (OTC) sales. For consumers, requests for advice on self-care 
decisions will become increasingly important, particularly when self-care products are used. 
Pharmacists have a better image than chemists for medical knowledge and reliability. As a result, 
they can probably build up a stronger position with consumers. 

 
15

 M&I stands for ‘Modernisation and Innovation. M&I interventions are a separate category of more specialised medical 
interventions that GPs can perform, subject to certain conditions, to relieve demands on hospital care. 

16
 The measures that the government is to take are also expected to have this effect. 

17
 Of these three effects, the volume effect is the least likely, since it implies that the hospital has not already prioritised the 

patients who are most seriously ill. 
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In the long term, it will become important for pharmacists to address the mix and grades of self-care 
in the right manner. Consumers are not required to and will not wish to be provided only with self-
care medicines. Pharmacists and assistant pharmacists can develop as all-round advisers on self-
care matters, for example by supporting consumers in finding and assessing self-care information. 

In the longer term, when GPs use the working time released in order to treat patients who were 
previously treated in secondary care, the use of prescription medicines in primary care will recover 
again, possibly even rising to a higher level than before. The nature of the prescribed medicines 
may change, because patients with a more severe case mix will remain in primary care for longer. 

3.5 Chemist 

In the first instance, chemists will find that consumers request more advice and self-care products 
across the entire self-care range. Self-care will consequently become a relatively more important 
part of their business. The self-care growth market can offer scope for specialisation. Certain 
chemists could focus solely on offering support for self-care, leaving the other work within the 
segment to other parties. Scope may even develop for a focus on certain types of ailment, such as 
‘exercise’, ‘psychological’ or ‘skin’. 

On the market level, self-care, as a growth market, will attract new enterprise. The growing 
involvement of pharmacists and GPs in the self-reliance of consumers, as described above, will 
mean that chemists will be dealing more frequently and more intensively with these parties. 

In line with the growing trend towards specialisation among chemists, the increasing self-reliance of 
consumers could encourage more cooperation between pharmacists and chemists. Chemists 
established in an area with consumers with strong self-care competencies could face stronger 
competition in the market for advice and self-care products. 

3.6 Health insurer 

In the first instance, health insurers will see lower costs for care because the number of GP 
consultations, prescription line compensation and prescribed medicines will fall. As an indirect 
effect, health insurers could find that the improved cooperation between care providers (particularly 
between GPs and hospitals) leads to better outcomes of care, such as faster treatment, fewer 
complications and more satisfied insureds. 

Depending on the extent to which compensation mechanisms level off the differences between 
health insurers, premium competition could increase, because health insurers will pass on the 
saved health care costs to the insureds via the premiums. However, this could also lead to adverse 
effects for health insurers if insureds for which the same investment in self-care generates fewer 
savings are over-represented among their insureds. In theory, this could even lead to an unfairly 
non-level playing field for which new compensation could be set up. 
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3.7 Review of consequences 

Table 2 Effects per stakeholder 

Stakeholder Effects 

Consumers • Investing more personal time in self-diagnosis and self-care 
• Less loss of working time through saved visits to GPs 
• Lower premium for basic insurance 
• Higher labour productivity 
• Higher personal expenditure for self-care products 
• Gradual increase in self-care experience leads to greater self-reliance 
• Higher quality of remaining non-self-care by GPs 
• Better match between GP care and care by medical specialists 
• Improved accessibility of self-care supplies at chemists and pharmacies 

GPs • More attention to consultations for more serious disorders 
• More attention for simple hospital interventions (M&I treatments) 
• Financially and substantively more attractive work 
• Better coordination between specialists and GPs 

Hospital • Fewer ‘unnecessary’ patients 
• More time for remaining patients, new patient categories and for innovation 

Pharmacy • Initially, less income from prescription line compensation, but this will recover 
later 

• Higher volumes and revenue for self-care products 
• More self-care advice requested 
• Further strengthening of the image of pharmacists in relation to chemists 
• Shift in use of medicines in primary care, due to more serious case mix on 

average 

Chemist • Self-care relatively more important in the business 
• Effect on competition unpredictable 
• Possibly more intensive cooperation with pharmacies 
• Possibly more chemists specialising in self-care 
• Market diversification: focus on segments such as ‘psychological’, ‘exercise’ 

or ‘skin’ 

Health insurer • Lower costs (GPs, pharmacies, medicines) 
• Better cooperation between care providers will lead to better outcomes of 

care 
• Degree of promotion of self-care will become a new criterion with which 

health insurers distinguish themselves from each other 
• Attention to equal distribution of benefits among health insurers in order to 

avoid risk selection for self-reliance 
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4 Self-care effects: health and economy 

In the preceding chapters, we explained that we think there is scope for more personal 
responsibility and more self-reliance. We also built up a theoretical framework of consequences in 
which we state what these developments will mean for all those directly involved. In the next 
chapter, we gather insights from the literature on the effects of self-care. These effects consist of 
health effects and economic effects. 

In the absence of available evidence (as shown later in this chapter), we make a prediction of the 
savings potential of an improved self-care balance. We do this on the basis of care consumption in 
the Netherlands in relation to ‘minor ailments’. NIVEL defined this use of care for us, making use of 
the data in the LINH database and a delineation of health complaints that was drawn up under 
scientific responsibility by the SIR Institute for Pharmacy Practice and Policy. The data on which we 
base our calculations are publicly available in a NIVEL publication.

18
 

4.1 Health effects 

No systematic description of the health effects of an improvement in the self-care balance was 
found in the literature. The literature that was found relates to the health risks of self-care 
medicines. We cannot describe any effects on the positive health effects of self-care medicines or 
on all health effects of non-pharmaceutical self-care. 

Furthermore, there is no conclusive quantitative insight into the actual occurrence of damage to 
health as a result of the use of self-care medicines. The existing insights stop at a registration of 
cases of poisoning treated in the emergency units of hospitals, and the number of requests for 
information received by the National Poisoning Information Centre. 

The one-sided summary of the theoretical health risks of self-care medicines presented below 
quickly invokes a negative picture of self-care medicines. That picture is distorted. It is important to 
be aware that all medicines carry health risks, ranging from temporary discomfort to serious 
permanent damage. With normal use, self-care medicines are precisely exceptionally safe. For this 
reason, they are available without a prescription. Nevertheless, for the purpose of the objectivity of 
this report, we consider it necessary to present the one-sided picture of the health risks of self-care 
medicines. 

4.1.1 Theoretical adverse effects 
In the medical scientific literature, various publications have appeared on the potential 
disadvantages of self-care medicines. The most important are: 
1. incorrect self-diagnosis; 
2. delays in help-seeking behaviour; 
3. interaction with other medicines; 

 
18

 J. Korevaar, S. Dorsman, R. Davids, S. Visser, W. Opstelten, M. Bouvy and I. Stirbu-Wagner, 2011. ‘Kleine kwalen in de 
huisartsenpraktijk - Contacten, verwijzingen en geneesmiddelenvoorschriften 2003-2009’ (Minor Ailments in the General 
Practitioner’s Practice - Contacts, referrals and prescription of medicines, 2003-2009). NIVEL, Utrecht. 
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4. incorrect use of self-care remedies (dosing and administration); 
5. masking of serious disorders; 
6. excessively prolonged use (often by the chronically ill); 
7. serious side-effects; 
8. incorrect type of self-care medicine for the complaints; 
9. risks of addiction and abuse (recreational and suicidal).

19, 20
 

These disadvantages are taken into account in the classification of (self-care) medicines. 
Depending on the risk of incorrect use, medicines are made freely available to a greater or lesser 
extent. The actual size of the risks is difficult to predict or to quantify. An important reason for this is 
that doctors and pharmacists are not always aware of simultaneous use of recent and self-care 
medicines by their patients, as a result of which incidents with self-care medicines cannot always 
be identified as such. As a result of this, side-effects of self-care medicines are probably reported 
less often to the supervisory bodies for pharmacological vigilance than when a doctor or pharmacist 
is involved, which makes the analysis more difficult.

21
 

Self-care medicines that are mentioned relatively frequently in connection with health risks are 
paracetamol and NSAIDs. The health problems reported are liver disorders and gastro-intestinal 
complications.

22
 These are serious complications, but it does not mean that these are unsafe 

medicines. Firstly, paracetamol and NSAIDs are the most frequently-used medicines, so that 
complications in terms of absolute numbers also occur less frequently. Secondly, the complications 
arise primarily with chronic use in high doses. Consequently, the complications do not arise 
primarily in self-care (sporadic, low doses), but in prescribed use (chronic, high doses). 

4.1.2 Risk groups 
The elderly are seen as a risk group with regard to the promotion of self-care. This group suffers 
from a higher than average rate of poor health and often uses several different types of medication 
simultaneously. The use of self-care medicines without notification of doctors or pharmacists can 
lead to interactions between medicines. 

Children, in particular newborns, also form a risk group, since the effects of medicines on them can 
differ from the effects in adults. This increases the risk of unexpected interactions, even with correct 
use of self-care medicines. The way in which medicines are kept in the home is also a point for 
attention. Medicines must always be kept out of reach of children. No figures are known on the 
Dutch situation. In an analysis of Australian data, unintentional use proved to occur ‘substantially’ 
more often with self-care medicines than with prescription medicines, but this also led less 
frequently to hospital admissions with self-care medicines.

23
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 Carmel M. Hughes, James C. McElnay and Glenda F. Fleming - Benefits and Risks of Self Medication, Drug Safety 2001; 
24 (14): 1027-1037. 

20
 Ruiz, ME - Risk of Self-Medication Practices, Curr Drug Saf. 2010 July 2. 
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 In the Netherlands, Lareb gathers and analyses the reports of side effects of all medicines reported by care providers, 

patients and registration-holders. Lareb receives more than 6,000 reports a year. Serious side-effects are involved in 20% 
of these cases. This means that, for example, a hospital admission, permanent disablement or hereditary disorders are 
involved. In order to publicise the results of Lareb’s work, about 30 publications appear each year in both Dutch and 
international journals. 
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 L. van Dijk, M. Vervloet, M. Plas, E. Breuning, E. van den Ende, ‘Negatieve effecten van normaal en verkeerd gebruik van 

zelfzorggeneesmiddelen, Een literatuurstudie’, (Negative effects of normal and incorrect use of self-medication. A literature 
study), NIVEL 2005 
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 Chien C, Marriott JL, Ashby K, Ozanne-Smith J. 2003. Unintentional ingestion of over the counter medications in children 
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A final group that merits attention in relation to the use of self-care medicines consists of women 
who may be unaware that they are pregnant. In concrete terms, this involved very young women of 
a fertile age and women in the age groups around the start of the menopause. Unknown 
pregnancies occur relatively frequently in both groups. The use of medicines at the start of a 
pregnancy can harm the development of the baby.

24
 The risk group is emphatically considerably 

smaller than the group of all potentially pregnant women. Potentially pregnant women are usually 
very well aware that the use of all medicines should be kept to a minimum during the pregnancy. 
Women who are pregnant or are trying to become pregnant will usually wish to take this carefully 
into account. 

4.1.3 Observed risks 
Described health risks of self-care medicines. Nivel (2005) analysed the scientific literature in 

relation to the concrete health risks associated with the use of self-care medicines.
25

 Nivel defined 
the described health risks of paracetamol, NSAIDs, aspirin, gastric medicines and a residual 
category of other self-care medicines, making a distinction in terms of normal and excessive use.

26
 

This analysis led to a total of 46 separate health risks, comprising 15 described risks with incorrect 
use and 31 described risks with normal use. With regard to the four main self-care medicines, 11 
(incorrect use) and 29 (normal use) described health risks were found.

27
 In response to this, Nivel 

called for more research into the materialisation of risks, precisely because the risks apparently far 
from always arose as a result of deliberate incorrect use. 

Incidence of health risks of self-care medicines in the Netherlands. Nivel (2010) analysed the 
relationship between the AV delivery status introduced in 2007 and the increase in the number of 
reports of dangerous doses of paracetamol and ibuprofen in the evaluation of the classification of 
self-care medicines.

28
 The number of exposures to ibuprofen increased before this medicine 

became generally available and cannot therefore be ascribed to the AV delivery status. The number 
of exposures to paracetamol increased after the introduction of the AV delivery status, but the 
researchers did not say that they were able to establish whether the paracetamol was purchased 
primarily in supermarkets (small packs) or chemists and pharmacies (large packs). 

We have not adopted the figures used in the evaluation here, because the study into the actual 
materialization of risks was hampered by the limited availability of data. The available data come 
from the Injury Information System (LIS), which records victims of accidents, violence and self-
harming at emergency units in hospitals, and of the National Poisoning Information Centre (NVIC) 
of the National Institute for Public Health and the Environment (RIVM), which is accessible to health 
insurers into order to provide information on them in the event of (potential) acute poisoning. 

LIS only records the cases received in the SEH, as a result of which the records do not present a 
full picture of all poisonings and only contain the severe cases. NVIC is not a reporting point for 
poisonings but a telephone information centre that records the nature of the request for information, 
as a result of which it contains only requests for information from emergency service providers with 
a need for information, who were aware of the existence of the NVIC, were able to contact in the 
NVIC and selected the NVIC at that time in preference to another source of information. 
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 See e.g. the brochure entitled ‘Zelfzorg tijdens zwangerschap en borstvoeding’ (Self-care during pregnancy and breast-
feeding), KNMP 2007. 
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 L. van Dijk, M. Vervloet, M. Plas, E. Breuning, E. van den Ende, ‘Negatieve effecten van normaal en verkeerd gebruik van 

zelfzorggeneesmiddelen, Een literatuurstudie’, (Negative effects of normal and incorrect use of self-medication. A literature 
study), NIVEL 2005 
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 It is noted here that some of the negative effects occur during the use of self-care medicines prescribed by a doctor. 
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 For a complete list, we refer to §4.4 of the relevant literature study report. 
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 Dijk, L. van; Maat, M. van der; Salimans, R.; Bouvy, M. The balance between availability and safety. Evaluation of the 

classification of self-care medicines and the role of the chemist and pharmacy in their provision. Utrecht: NIVEL, 2010. 
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In addition to the limited availability of data, reservations can also be noted in relation to the 
conclusions that the Ministry draws in response to the evaluation. For example, no investigation 
was conducted into the fact that the exposures to ibuprofen, which already began to increase 
before 2007, may be related to less correct performance of tasks by pharmacists and chemists 
rather than the introduction of the AV status. With regard to paracetamol, it would have been 
worthwhile to investigate whether the addition of supermarkets as a distribution channel led to 
pharmacists and chemists taking less care in the sales of large packs of paracetamol. 

4.1.4 Measures against damage to health 
Measures against the occurrence of damage to health can be divided into informing users about the 
correct use of self-care medicines, and the adjustment of their availability, so that there is some 
control over who can obtain which medicines, when and in which quantities. However, the primary 
rule remains that with normal use, self-care medicines are safe enough to be left to the personal 
responsibility of consumers. 

The availability is regulated pursuant to the Medicines Act. Information for consumers arises partly 
through the obligations of producers of self-care medicines and partly through initiatives of 
producers themselves. Examples include the improved legibility of the instruction leaflets, reporting 
of the most important information on the packaging of the self-care medicines and the availability of 
the self-care app for iPhones. 

In addition, measures have been taken to secure the quality of the advice by pharmacists and 
chemists on the sale of self-care medicines, the most important being the self-care standards. 
These standards (each specified according to the specific task and competencies of the pharmacist 
and chemist) provide the advisor with relevant questions and information which can be offered to 
consumers on the spot. The WASA questions for chemists and the WHAM questions for 
pharmacists belong in the same category. These are check questions which chemists and 
pharmacists can ask with every provision of a self-care medicine. 

The classification of self-care medicines (revised in 2007) and the withdrawal of the over-the-
counter obligation (in 2002) were recently evaluated by Nivel.

29
 It follows from the evaluation that 

the principle of the classification of self-care medicines into three categories is widely supported. 
Few data are available with regard to safety effects of self-care medicines in the Netherlands. The 
increase in the number of reports, in particular of paracetamol poisoning, calls for attention. 
Consumers appear to overestimate their knowledge regarding self-care medicines. This should be 
taken into account in the provision of information. Chemists inform consumers primarily about the 
use and effects of self-care medicines and less about the potential risks. 
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A survey conducted by TNS Nipo in 2007 showed that half of the Dutch public has a preference for 
provision of self-care medicines via self-service shelves, with advice available on request from 
pharmacists or chemists.

30
 One third of the respondents express a preference for the mandatory 

provision of self-care medicines over the counter. 

The evaluation of the classification of self-care medicines devotes further attention to the different 
organisation of supervision of chemists and pharmacists. The CBD itself plays an important role in 
the supervision of chemists and has regulated supervision of these. Contrary to the wishes of the 
CBD, the Health Care Inspectorate (IGZ) sees no major role for itself in the supervision of chemists. 
As health care providers registered in the Occupations in Individual Health Care (BIG) register, 
pharmacists do fall under the supervision of the IGZ. The CBD and KNMP both call for a 
‘responsible mystery guest survey’ in order to measure quality and as an incentive for improvement. 

Edith Schippers, Minister of Health, Welfare and Sport, saw no reason in the outcomes of the 
evaluation to adjust the three-part classification of self-care medicines or for a reintroduction of the 
over-the-counter obligation.

31
 She did ask the CBG to review the current standard for UAD 

packaging size for paracetamol, in the light of safe use. On 1 September 2011, the CBG took the 
proposed decision to limit the packaging size for paracetamol 500 mg to 50 items in the UAD sales 
channel. In October, consultation meetings were held at which stakeholders could present their 
views. The final decision was issued on 24 November 2011. 

4.2 Economic effects 

The published measurements and estimates to which reference has already been made in the 
preceding chapters relate primarily to parameters that are relatively simple to quantify, such as the 
direct costs of care and the ‘time price’ that the patient ‘pays’ in formal care provision. This involves 
only a part of the parameters that can be affected by an improvement in the balance between self-
care and formal care provision. Other parameters that probably represent a high social value 
cannot be quantified, or can only be so with difficulty. We have in mind here, for example, the way 
in which providers in primary and secondary health care work together and the scope for 
innovations that could arise in the hospital sector (long-term effects sometimes become measurable 
only years later and usually, allocation to a particular intervention is debatable at that time). 

4.2.1 Economic estimate of self-medication EU25 

In 2004, the European sectoral organisation of producers of self-care medicines (AESGP) 
investigated the effects of an expansion of the use of self-care medicines for public health and the 
economic effects. In this study, the effects of a 5% shift (in sales revenue) for prescribes medicines 
to the self-care medicines category was calculated for Austria, France, Germany, Italy, Portugal, 
Spain and the UK. For the purpose of support, the researchers refer to German and Italian research 
results which indicate that 14% and 15% respectively of all medicine prescriptions relate to minor 
ailments. A total potential saving of EUR 11 billion is calculated. This is about EUR 35 per capita in 
the countries concerned. Similar savings for the European Union as a whole

32
 would rise to more 

than EUR 16 billion per year. 
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 Letter presenting position on the evaluation of the classification of self-care medicines and the role of chemists Letter from 

the Minister of Health, Welfare and Sport to the Second Chamber of Parliament, dated 5 November 2010, Ref. GMT/MVG 
3030545. 
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 In 2004, the European Union still consisted of 25 member states. 
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The savings calculated were divided into savings on public funds and savings for employers and 
the economy as a whole. The first category concerns avoided costs of: 

visits to doctors; 
prescriptions by doctors; 
personal contributions for prescriptions in some countries (net).

33 

The second category consists of: 
the possible substitution of GP care for specialist care in the time released, increased 
productivity through fewer absences with fewer visits to doctors during working hours and 
increased productivity through an earlier return to work

34
; 

an increase in the time available through the reduction in travelling time and travelling 
expenses, because visits to doctors are avoided. 

An important point of criticism regarding this study was aimed at the assumed shift percentage of 
5%. It is debatable whether medicines are prescribed for minor ailments to the same extent in other 
countries as in Germany and Italy. It is also not improbable that the average costs of the prescribed 
medicines for minor ailments will be lower than with other prescriptions. Finally, the extrapolation of 
the results for the seven countries studied to the 25 member states is based on assumptions that 
were not tested separately. Despite these methodological issues, it is clear that the savings 
potential is substantial. 

4.2.2 Economic and public health effects of self-medication in the UK 
A more recent study, dating from 2009, describes the potential impact of more self-care in the UK.

35
 

On the basis of a definition of minor ailments used within the UK, it was calculated that minor 
ailments are at issue in 57 million of the total 290 million GP consultations. 51.4 million 
consultations are even devoted entirely to minor ailments. Medicines are also prescribed for these. 
These 51.4 million consultations involve the following costs for the National Health Service (NHS): 
GBP 1.5 billion consultation costs and GBP 0.3 billion medicine costs. Expressed in terms of time 
spent, an English GP spends about one hour per day on minor ailments. 

This study therefore describes the maximum potential (GBP 1.8 billion, or about EUR 2 billion
36

) 
that could be transferred if, in theory, all visits to GPs for minor ailments could be avoided and 
people bought prescribed medicines independently from a pharmacy or chemist. The actual saving 
will be lower, but no study of the concrete possibilities for savings was conducted. The survey also 
contains a number of interesting observations for the UK: 

 

 
33

 In some countries, the personal contribution for some prescription medicines was so high that overall, patients nevertheless 
pay less, because the average over-the-counter (OTC) price of the medicine was less than the personal contribution for the 
prescribed medicine. 

34
 The study assumes that people who ‘treat’ themselves decide sooner to return to work than people who have consulted a 

doctor for advice or confirmation. 
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 PAGB: Driving the Self Care Agenda, IMS Health Management Consulting 
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The top ten minor ailments account for 78% of the total collective costs of treatment for minor 
ailments. In the top ten, the main ailments are back pain, heartburn, eczema, colds and 
constipation; 

The over-65 age group and women visit doctors with minor ailments significantly more 
frequently than men aged less than 65. 

The study describes a number of examples of positive effects of a growing emphasis on self-care. 
Apart from the costs of visits to doctors and the prescription of medicines that are avoided, the 
study foresees the following effects (for the UK): 
• Immediate access to a pharmacist or chemist, in contrast to waiting time of two to three days 

with a GP; 
• Reduction in travelling time and travelling expenses for patients; 
• Less loss of working hours by avoiding visits to GPs; 
• Simpler access to GPs for patients with more serious disorders, due to less pressure on GPs’ 

time; 
• More GP attention for patients with more serious disorders; 
• Lower costs for prescribing medicines; 
• Potential lower costs of use of medicines if GPs prescribe more expensive medicines than 

necessary; 
• Savings on hospital care through the possibility for GPs to offer additional services from hospital 

care which they may be able to offer more cheaply than hospitals (e.g. simple surgical 
interventions, blood tests, contraception); 

• Increased job satisfaction for GPs. 

4.3 Consumer effects 

A Flemish consumer survey (2009) considered the view of consumers on the advice they received 
at pharmacies with OTC provision of non-prescription medicines.

37
 This survey was conducted in 

view of a proposed policy change which would enable pharmacies to start up web-stores with home 
delivery. The survey showed, among other things, that Flemish consumers do not appear to 
consent to provision of medicines via a different channel than a pharmacy. The ‘community 
pharmacy’ was the only distribution channel to achieve a positive score in the survey, while ‘internet 
order and pick-up in pharmacy’, ‘drugstore’, ‘supermarket’ and ‘internet order and home delivery’ all 
had negative assessments from Flemish consumers. 

The researchers concluded that Flemish consumers are satisfied with the existing organisation, in 
which they could, if necessary, obtain some medicines without the intermediary of a doctor and with 
the advice of a pharmacist. The consumers assign an important advisory role to both doctors and 
pharmacists. In order to promote efficient and safe use of self-care medicines, the researchers take 
the view that communication between doctors and pharmacists on a patient’s use of medicines 
would need to improve. Finally, they call for a personal patient medication file in which both 
prescription and OTC medication is recorded. 

Despite the differences between the Netherlands and Belgium (no self-care medicines available 
from chemists, cultural differences regarding health perceptions), this Flemish survey is informative, 
because it is the only one found in the scientific literature which relates to making medicines that 
are already available without a prescription more freely available. 

 
37

 Steven Simoens, Marieke Lobeau, Koen Verbeke and Arthur van Aerschot 2009. Patient experiences of over-the-counter 
medicine purchases in Flemish community pharmacies. Pharmacy World & Science. Volume 31, Number 4, 450-457. 
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In the Dutch situation, very recent data on the use of online information on self-care by Dutch 
consumers have become available. These figures show that the available information is used in a 
sensible manner. Users of online information more frequently feel that they were able to make a 
good choice from the types and brands of self-care medicines and believe more frequently that they 
know exactly how to use self-care medicines safely.

38
 

Significantly more has been published on the possibility of making medicines non-prescription (or 
the ‘Rx-to-OTC switch’). In an assessment of Rx-to-OTC switches in the US, the UK and Europe, 
Hemwall names the factors that make such a change of status more difficult or successful.

39
 

Hemwall describes the progressive manner of release by the British Medicines and Healthcare 
Products Regulatory Agency (MHRA) as particularly striking, while the centralised authority for the 
European Union, the EMA, released the medicines Pantoprazole and Orlistat only with difficulty, via 
the centralised procedure, in 2009. The explanatory factor behind these differences is said to 
consist of different cultural standards, business models and resistance from the medical and 
regulatory institutions. In the view of this author, self-care will make a significant contribution to 
public health in the future, far more than the role originally assigned to self-care medicines: control 
of symptoms of ailments that would also pass without treatment. The condition, however, is patient 
empowerment: including that consumers must actually be responsible for compliance with 

instructions for the use of medicines and stopping points at which professional advice must be 
requested. 

The Austrian sectoral association of self-care medicine producers (IGEPHA) commissioned a 
consumer survey in 2010 into what consumers regard as minor ailments

40
 and how they see safe 

use of self-care medicines, the role of doctors and pharmacists and the future role of self-care 
medicines within the Austrian health care system.

41
 This provides an interesting insight, namely a 

savings potential of more than 6% of the Austrian consumers who, in the first instance, visit a 
doctor for a typical minor ailment. However, within their financial possibilities, the consumers are 
also willing to take responsibility themselves and to pay for self-care medicines. 

Synovate also recently conducted a survey of the Dutch public, commissioned by Neprofarm, 
concerning how often simple health complaints occur and how they deal with these.

42
 Synovate 

concluded: 
1. Muscle and joint pain are very common and people suffer considerable discomfort from this; 
2. GPs often prescribe prescription medicines for simple complaints; 
3. The Dutch prefer to first give the body a chance to recover by itself, and only then will they use 

a self-care remedy; 
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 J. Hermsen, L. van Dijk. Fact Sheet: Use of the internet as a source of information in combined use of self-care and 
prescription medicines. Utrecht, NIVEL 2011. 
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 E L Hemwall 2010. Increasing Access to Nonprescription Medicines: A Global Public Health Challenge and Opportunity. 

Clinical Pharmacology & Therapeutics (2010) 87 3, 267-269. 
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 These are also referred to as ‘non-serious illnesses’, ‘minor illnesses’ or ‘everyday ailments’. 
41

 The 664 respondents in this survey think primarily of colds (89.5%) and pain (42.9%) as minor ailments. In most cases 
(40.2%), the respondents initially wait to see how the ailment progresses. A minority (6.6%) visits a doctor in the first 
instance. Three quarters of the respondents did not think that self-care medicines have fewer side-effects than prescription 
medicines. About 60% of the respondents said that, within their own financial possibilities, they have a high or average 
willingness to pay for self-care medicines in order to save costs for the health care system. 
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4. The Dutch believe that they have enough knowledge to be able to treat their complaints and 
otherwise, they will ask a pharmacist. 

4.4 Concrete savings potential in the Netherlands 

The savings potential of a country depends heavily on the local regulations and culture. It would 
therefore be unwise to base estimates for the Dutch savings potential on measurements in other 
countries (paragraph 4.2). We have calculated the savings potential of the existing Dutch situation 
by making use of a validated definition of ‘minor ailments’ and reliable figures on use of GP care. 
The necessary research work was performed by independent researchers. For a detailed 
description of the calculations, we refer to Appendix V. The appealing factor of this method is that 
the same working method can also be applied in other countries, and that will produce results that 
allow international comparisons to be made. 

As can be deduced from Chapter 3, many of the effects of a better balance between self-care and 
formal care provision are not of a substantive nature and/or are not easily measurable. In this study, 
we opted for a cautious approach to the estimates of the Dutch savings potential. We exercised 
caution in order to avoid creating over-optimistic expectations. The savings potential of rebalancing 
self-care and formal care provision calculated below is a (potentially severe) underestimate of the 
actual potential. 

NIVEL defined the time spent by GPs in connection with minor ailments.
43 

The data gathered 
relates to all health problems (expressed in ICPC codes), of which professionals estimate that on 
average, more than 50% of the complaints presented to GPs could be satisfactorily addressed 
through self-care. NIVEL published an assessment based only on the ICPC codes, in which 75% of 
the complaints are ‘self-treatable’. We based our calculation on all ICPC codes following from the 
Delphi rounds of the experts, because this provides a better picture of the overall scale of the health 
care use in question. If an ICPC code has a ‘low self-care score’ (between 50 and 75%), this does 
not always mean that there are doubts as to whether this is self-treatable. A low self-care score 
may also be caused by the fact that the relevant ICPC code is very broadly defined, and as a result, 
covers a heterogeneity of more and less self-treatable ailments. 

4.4.1 Patient contacts of GPs 
In 2009, Dutch GPs had 12.5 million patient contacts in connection with minor ailments. They saw 
patients in surgery hours about 6.8 million times, wrote 3.5 million repeat prescriptions and 
conducted almost 1.8 million consultations by telephone. In addition, there were smaller numbers of 
visits and consultations by e-mail. In 2006, there were more than 9.2 million patient contacts in all 
related to minor ailments. The total care costs for these contacts rose from EUR 71 million in 2006 
to almost EUR 96 million in 2009. About 12.5% of the number and costs of patient contacts of GPs 
in 2009 related to minor ailments, compared with about 10.8% of the number of contacts in 2006. 
The total number of patient contacts of GPs (i.e. not only for minor ailments) was about 100.9 
million in 2009 and 85.2 million in 2006.

44
 The total costs involved were about EUR 770 million in 

2009.
45

 The increase in the number of contacts and in the costs of GP care for minor ailments 
amounted to 35% in comparison with 2006 and 45% in comparison with 2003. The highest increase 
took place in repeat prescriptions (+95% in comparison with 2003). Use of GP care for minor 
ailments is therefore not only growing, but is growing even faster than the total use of GP care. GPs 
are therefore contacted for minor ailments in a growing share of their working time. 
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Table 3 Volume and costs of patient contacts in connection with minor ailments 

 2003 2006 2009 

Consultations <20 min. Number 5,354,701 4,995,917 6,170,985 

 Costs € 48,192,311 € 44,963,255 € 55,538,867 

Consultations > 20 min. Number  282,415 671,164 

 Costs  € 5,083,467 € 12,080,953 

Visits <20 min. Number 261,031 201,562 237,333 

 Costs € 3,523,921 € 2,721,081 € 3,203,996 

Visits > 20 min. Number  74,973 53,086 

 Costs  € 1,686,894 € 1,194,424 

Telephone consultations Number 1,169,782 1,090,621 1,789,553 

 Costs € 5,264,020 € 4,907,795 € 8,052,989 

E-mail consultation Number  2,777 5,880 

 Costs  € 12,496 € 26,461 

Repeat prescription Number 1,810,539 2,594,166 3,530,594 

 Costs € 8,147,427 € 11,673,746 € 15,887,673 

Total GP consultations Number 8,596,054 9,242,431 12,458,595 

 Costs € 65,127,679 € 71,048,735 € 95,985,363 

Source: NIVEL 2011, processing by Ecorys. 

For the sake of order, we emphasise that this is a cautious estimate: complaints are included only if 
the experts expect that at least half of these are self-treatable. In the cost calculation, we focus only 
on the direct (variable) costs of GP care, i.e. the treatment charges.

46
 At almost EUR 16 million, the 

costs of repeat prescriptions account for a significant proportion of the total costs. Since 2010, it 
has no longer been possible to claim repeat prescriptions as a separate GP treatment, but these 
are funded from the fixed income per registered patient (subscription fees).

47
 

4.4.2 Prescribed medicines in connection with minor ailments 
The total use of prescribed medicines in connection with minor ailments cannot be defined precisely 
on the basis of the NIVEL data. For this reason, we have not assigned any savings potential to this. 
One of the problems in determining the self-treatable share of the medicine prescriptions is the 
fundamental question of whether a particular ailment can be self-treatable if a GP has decided to 
prescribe a medicine for it. We cannot answer that question within the scope of this study. The total 
value of the use of prescribed medicines (pharmacist’s costs plus medicines) is therefore high. 

 
46

 Subscription fees (fixed annual amounts per registered patient) account for about half of the macro GP costs. 
47

 From 2010, it will therefore no longer be possible to distinguish these costs separately. Nevertheless, GPs will continue to 
spend time on repeat prescriptions - which, of course, also represents a cost item. 
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Further to the NIVEL analysis, which reports that a medicine is prescribed in 55% of consultations 
for complaints with a self-care score of more than 75%, we calculated that a total of 37 million 
prescriptions were issued in 2009 for the 55 ICPC codes with a self-care score of at least 50% 
(22,495 prescriptions per 10,000 registered patients). Given the total of 12.5 million GP contacts in 
connection with minor ailments in 2009, this raises the question, so far unanswered, of how it is 
possible that about 3 prescriptions are issued per contact. 

4.4.3 Notable disorders and prescriptions 
ICPC codes for minor ailments that stand out in relation to the use of GP care are dermatomycosis 
(S74), coughs (R05), warts (S03) and hay fever/allergic rhinitis (R97). Dermatomycosis and coughs 
are both in the top 3 for consultations and number of repeat prescriptions. Warts are the third most 
common ailment in the consultations; hay fever/allergic rhinitis is the most common ailment in 
relation to repeat prescriptions. Proton pump inhibitors are the most commonly-prescribed 
medicines for minor ailments. 

We estimate the total costs of medicines and prescription costs for prescriptions for hay 
fever/allergic rhinitis at about EUR 63 million. The most commonly-prescribed medicines for this 
ailment are corticosteroids (ATC code R01AD), with 514 prescriptions per 10,000 registered 
patients. This is consistent with about 37% of the total number of prescriptions, or about EUR 19.8 
million. 

The costs of GP contacts in connection with dermatomycosis in 2009 amounted to about EUR 15 
million. The costs of the prescribed medicines amount to about EUR 180 million. The large increase 
in medicine costs is striking, for in 2006, these costs still amounted to about EUR 60 million. This 
cost increase is related to the sharply higher average costs per prescription for imidazole and 
triazole derivatives, which tripled between 2006 and 2010.

48
 

The costs of GP contacts in relation to coughs in 2009 amounted to about EUR 9.5 million. The 
costs of prescribed medicines amount to about EUR 32 million. The costs of GP contacts in relation 
to warts in 2009 amounted to about EUR 4.8 million. 

Proton pump inhibitors
49

 (ATC code A02BC) were prescribed almost 10.2 million times in 2009 for 
minor and non-minor ailments, representing some EUR 226 million in claimed costs.

50
 Proton pump 

inhibitors are the most commonly prescribed medicines in the Netherlands. Proton pump inhibitors 
were prescribed more than 1,300 times per 10,000 registered patients in 2009 in connection with 
minor ailments - on a national level, this is equivalent to more than 2 million prescriptions. So about 
20% of the prescriptions for proton pump inhibitors relate to a minor ailment. Proton pump inhibitors 
are also the most commonly-prescribed medicines for minor ailments. 

 
48

 Source: GIP/Health Insurance Board, 2011. 
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 Proton pump inhibitors have a particular molecular structure, as a result of which they can be used, for example, to reduce 
the acidity of gastric acid. They are therefore often used chronically for gastric ulcers and reflux complaints. 
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4.5 Conclusion 

In theory, the economic effects of an optimal balance between self-care and care provision can be 
predicted with some accuracy (see Chapter 3). However, the availability of usable data on empirical 
measurements is limited. International comparisons are possible only to a limited extent, due to 
differences in health care systems and methodological issues in the available publications. 
Furthermore, the scope of the ailments concerned is often not clearly defined. 

We have made a cautious estimate of the quantifiable benefits of optimizing the balance between 
self-care and care provision. The savings potential of self-care on the use of GP care in 2009 
amounts to EUR 96 million. The costs of pharmacy care and the costs of prescribed medicines are 
not included here. The medicine costs that are also covered under the basic health insurance are a 
multiple of EUR 96 million. 

The potential health risks of self-care medicines attract a great deal of attention from researchers 
and are consequently a regular subject of publications. However, the actual negative effects 
occurring are poorly measured and the measurements that exist are therefore surrounded by 
considerable uncertainty. The fact that the risks are under control is shown by the recent evaluation 
of the classification of self-care medicines, in which the Minister of Health, Welfare and Sport saw 
no reason to change the classification. 
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5 What are the views of the stakeholders? 

The fact that formal care provision is charged with care issues that do not automatically belong at 
that level of care is broadly endorsed, both socially and professionally. GPs, in particular, are 
contacted for minor ailments and simple repeat treatments. If part of this workload could be 
absorbed by making better use of self-care, this could lead to savings. In order to realise these 
savings, the different stakeholders must take action together. For self-care and individual health 
care are related, and the way in which health care is provided partly determines the way in which 
self-care can be performed. 

5.1 GPs 

GPs take a very positive view of self-care and of promotion of the self-reliance of consumers.
51

 
They regard self-care as a normal form of personal responsibility, but regret that people accept this 
increasingly less often. This is partly because people no longer have the correct knowledge and 
skills (reduced self-reliance). It is also partly due to the fact that the entire society has become more 
service-dependent (it is becoming increasingly customary to ‘hire’ external advice on individual 
matters, preferably on a 24/7 basis). Excessive demands on formal care provision lead to 
unnecessarily high care costs. Doctors endorse the fact that formal care provision is often burdened 
with less urgent matters and problems.

52,53
 Patients therefore appear to have become more 

demanding and more articulate, but not necessarily also more self-reliant. 

According to GPs, the diminishing self-reliance of patients, in particular, constitutes an obstacle to 
stimulating an expansion of self-care without further ado. Firstly, the GPs point out that 80% of the 
simple complaints presented to them will pass without treatment. But fewer and fewer people 
succeed in recognising these symptoms. In addition, people lack the knowledge of home remedies 
for everyday ailments that was common knowledge in the past. One of the explanations for this is 
the disappearance of three-generation families, in which grandmothers, in particular, played an 
active role in relation to self-care and passed on their years of experience with home remedies to 
young mothers. They therefore note that ‘genuine self-care’ (fully independent self-care without the 
advice or supervision of trained professionals) is becoming increasingly less common. According to 
the GPs, expansion of the use of self-care medicines within this status quo without measures to 
promote self-reliance, will lead to health risks. 

This is offset by the fact that the attitudes of patients to GPs have changed. In the past, patients 
accepted what the doctor told them more easily. Today, many patients gather information at home 
and expect their doctors to confirm their suspicions or convince them of the contrary. 
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 The insights in this paragraph are based on an expert meeting with 7 GPs in September 2010. 
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 Duursma Healthcare Research (2010). De HuisartsenOmnibus of May 2010. 
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 However, research conducted into the workload of GPs in 2009 indicates that GPs were visited less often with ‘minor 
matters’ in 2001 than in 1987. [http://www.nivel.nl/oc2/page.asp?PageID=13111] 
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In measures intended to restore the balance between self-care and care provision, attention must 
be devoted to the role of doctors. They do not want to be held responsible for damage to health as 
a result of incorrect self-care decisions, but do not have the resources at present to monitor and 
supervise individual cases. 

GPs are predominantly critical of the current provision of self-care medicines. Although most self-
care medicines are safe with normal use, they are genuine medicines with serious risks. According 
to the GPs, the quality of advice from chemists on UAD medicines is insufficient to guarantee 
correct use. 

Solutions for a responsible expansion of self-care can be sought primarily in increasing self-
reliance. Concrete possibilities for this include provision of information through a publicity 
campaign, teaching schoolchildren something about self-reliance during illness and by providing 
better information on the safe use of self-care medicines. The latter point refers to information on 
‘stopping points’: when a patient should stop, how long the self-care can continue and when they 
should not use certain medicines. This is possible, for instance, through a web application and 
through colour coding on the packaging of self-care medicines. 
With regard to the classification of medicines the GPs mentioned a number of remedies that should 
be less easily available (in particular NSAIDs) and which could be made more easily available 
(corticosteroid cream, intimate preparations, fungus treatments and shampoos for skin disorders). 

5.2 Chemists 

Like the GPs, the chemists endorsed the view that self-care is a personal responsibility.
54

 The role 
that chemists play in this is laid down by law in the Medicines Act. However, the chemists that we 
interviewed for this analysis were unanimously concerned about the provision of self-care 
medicines. 

Training 

Training for chemists is allegedly being increasingly restricted. The training was said to have been 
shortened and less attention is allegedly devoted to the most important subjects. Chemists and 
assistant chemists are young and ill-prepared for the responsibilities assigned to them in chemist 
outlets. The lack of knowledge not only concerns ready knowledge of self-care medicines, but also 
communication and advisory skills such as continuing to ask questions and conviction and 
adequate ethical awareness of the dual role of chemists as vendors and advisers. 

System 

The rules that apply for the provision of self-care medicines also allegedly do not contribute towards 
a reduction of the risks. 
For example, some self-care medicines are generally supplied in small packs with low doses 
(status AV) without the supervision of a chemist. The larger packs and higher doses of the same 
medicines have UAD status. Chemists state that this situation creates a non-level playing field 
between chemists and supermarkets and petrol stations, as a result of which consumers no longer 
take the role of chemists seriously. 

 
54

 The insights in this paragraph are based on an expert meeting with 5 chemists in September 2010, 2 interviews with 
chemists in December 2010 and an interview with representatives of the Central Chemist Businesses Bureau in January 
2011. 
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Secondly, some of the chemists referred to the sharp separation between pharmacies and 
chemists, which in their view means that much of the potential of pharmacies and chemists remains 
unused. Under the supervision or coaching of a pharmacist, chemists could take on more tasks and 
be assigned greater responsibilities. More intensive cooperation could lead to a low-threshold 
supply of pharmaceutical advice and medicines, so that consumers could be offered the right 
intensity of assistance at the right time. 

Implementation 

A third important observation after the consultation of chemists is that some chemists see a division 
in the profession. Certain chemists and supermarkets with a chemists section allegedly fail to 
observe the training requirements for shop staff or to implement the regulations, such as asking the 
WASA questions. In the view of these chemists, supervision of compliance with the regulations also 
leaves something to be desired, which is said to cause a non-level playing field between 
‘discounters’ and ‘quality chemists’. The chemists segment should check self-certification more 
intensively and expending IGZ supervision to the working methods of chemists should be 
considered.

55
 

5.3 Pharmacists 

The views of the pharmacists consulted on self-care and self-care medicines vary sharply.
56

 

One pharmacist is established in a deprived area in which the local residents face all sorts of social 
and economic problems. In that setting, the self-reliance of consumers would be entirely inadequate 
for the stimulation of self-care in a responsible manner. This pharmacist has set up intensive 
cooperation with the local GP in order to take over some of the GP’s recurring care tasks. Self-care 
plays no role in this whatsoever; the vision is based precisely on intensive supervision of patient 
control by the pharmacist and the GP. 

Another pharmacist’s view of self-care medicines is that in which self-care/OTC plays an 
increasingly important role in the business operations of pharmacists. According to this pharmacist, 
pharmacists (in particular pharmacy start-ups) badly need the OTC sales in order to compensate 
for falling revenue from the provision of prescription medicines. In this view, there is more scope for 
the personal responsibility of consumers. Consumers need not always be indemnified against all 
risks, as long as they remain aware of the risks and can take a justified decision on the use of self-
care medicines. Provision of information by an expert is appropriate here. In current practice, this 
pharmacist is of the opinion that chemists do not take their responsibilities adequately in this regard 
and it would therefore be good to expand the role of pharmacies. However, this pharmacist also 
called for stricter supervision of compliance with the UA standards by pharmacists. 

A third view shows that there can also be virtually no interest in self-care medicines in a pharmacy. 
The revenue from self-care medicines is small and the need for advice or guidance is minimal. In 
the local situation, five GPs and the pharmacist also face little or no demand for treatment of minor 
ailments. Furthermore, this pharmacist doubts whether more self-care would actually lead to 
savings if all the ‘costs’ are taken into account. The time that a patient must spend on self-diagnosis 
and treatment is no less free of charge than the time of a care provider. A well-trained professional 
needs less time than the patient, so overall, could therefore be cheaper. In this view, the promotion 
of self-care is more likely to lead to a shift in the costs (of time) from the collective sector to the 
individual than to generate any actual savings. 

 
55

 At present, the involvement of the IGZ in self-care medicines does not extend beyond the production and distribution 
process of the pharmaceuticals. 
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 The insights in this paragraph are based on three interviews with chemists in January 2011 and an interview with 

representatives of the KNMP in December 2010. 
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In addition to a view of their own role, the pharmacists consulted also had opinions on the operation 
of chemists within the distribution channel. The pharmacists unanimously expressed serious 
concerns about the performance of the chemists’ tasks, which were said to make too little 
contribution to limiting health risks. Some felt that, with the right incentives, chemists would be able 
to perform these tasks well, while others doubted whether chemists are adequately equipped 
(trained) to deal with the provision of self-care medicines. 

At the sectoral level, reference was made to the operation of the current funding regime. As a result 
of this, efforts by pharmacists to assign a more important role to self-care within the health care 
system and to expand the role of pharmacists within self-care would in any event not be rewarded 
financially. The increased revenue from self-care would be deducted at the sectoral level by the 
Netherlands Health Care Authority (NZa) from the regulated revenue from the provision of 
prescription medicines.

57
 

5.4 Health insurers 

The ZN sectoral association has no position on self-care and self-care medicines. If health insurers 
wish to formulate views on this at present, then these will be individual policies. ZN said that it was 
aware of the potential for savings on ‘unnecessary treatment’, but is not actively aiming for this at 
present, for the following reasons: 

The position of GPs as freely accessible care providers cannot simply be harmed. 
It is not clear precisely how high the potential savings are. 
It is not clear which tactics health insurers could deploy in order to (help to) realise the savings. 
The cost-benefit analysis is not yet known. In the view of health insurers, the costs consist 

primarily of implementing costs and potential reputational damage. The benefits are lower care 
costs, but the extent to which the savings will be borne by individual insurers or spread over all 
health insurers in the post-calculation is not known. 

Health insurers take a positive view of free access to GPs, because this offers good protection 
against health risks, is a valued service for insureds and GPs are relatively cheap in comparison 
with hospital care. 

With regard to the tactics, one issue is the question of whether health insurers would have to try to 
influence the behaviour of their insureds themselves, or should agree with GPs that GPs will do 
this. It is also not known which method is effective, such as providing only information and advice or 
also active steering by means of financial incentives. Furthermore, with some tactics, the question 
of practical feasibility is an issue. For example the tactic in which doctors’ assistants would deal 
with self-care cases by means of selection by telephone would only be feasible in practice if all 
health insurers took part. 
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 However, the NZa does not recognise this effect. 
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With regard to the cost-benefit analysis, health insurers are aware that the division of consumer 
loyalty between doctors and insurers usually favours the doctor. If a health insurer becomes too 
closely involved in the care process and cannot offset this with an adequate premium discount, the 
costs of damage suffered to reputation and lost insureds would be higher than the proceeds of cost 
savings on the use of care. Individual policy of health insurers is therefore a ‘high-risk strategy’ and 
health insurers are said to prefer to pursue collective policies. Furthermore, the direct implementing 
costs could be high. 

The partitions in funding form a partial explanation of that phenomenon. By relieving GPs of work 
and shifting treatment from secondary to primary care, the benefits of better use of self-care 
medicines would probably largely end up in secondary care. The method of funding secondary care 
(diagnosis-treatment combinations (DBCs)) and the far-reaching post-calculation (temporarily) 
introduced between health insurers on the entry into force of the Health Insurance Act in 2006, 
means that savings in secondary care will not benefit the health insurer itself, or will do so only to a 
limited extent. The health insurer that pursues the individual policy will recover too little of the costs 
savings itself to be able to offer insureds an adequate premium discount. The recent proposal of the 
Minister of Health, Welfare and Sport to soon bring an end to the ex-post compensation for health 
insurers does not eliminate this brake on self-care.

58
 

In more general terms, health insurers are concerned about developments in the field of marketing 
in health care. Symptom advertising for medicines

59
 and ‘draw clinics’ at hospitals create new 

demand for care, the value of and need for which are in debate. People have less and less health 
knowledge and at the same time, the technological possibilities and communication on this are 
growing. It is therefore logical that people increasingly contact GPs with non-concrete queries. ZN 
expects the need for health coaches to steadily increase in the future: people can no longer search 
for the information themselves. In the light of the Dutch tradition that a GP should be a freely 
accessible ‘gatekeeper’, it is not inconceivable that in the future, GPs will increasingly play the role 
of guides. This does not mean that non-prescription medicines will disappear as a result, but they 
could distract from ‘genuinely independent’ self-care in which consumers decide for themselves 
what is wrong with them and what they can do about this. 

5.5 Consumer’s views 

The consumer does not exist. Health care users are represented by NPCF and the patient 
associations. Consumers of self-care medicines comprise a broader group, in principle including all 
citizens: young and old, healthy and sick, male and female, poor and rich. Ultimately, the Minister of 
Health, Welfare and Sport can be regarded as the representative of all citizens in the field of health 
and health care. The Minister has recently sided with the findings on the accessibility, advice on 
and safety of self-care medicines in her response to the evaluation of the classification of self-care 
medicines.

60
 The Minister refers here to the fact that the researchers report that consumers have 

more confidence in pharmacists than in chemists - although, with a 75% score for reliability, the 
image of chemists is not immediately so low as to cause concern. 

 
58

 Care that pays, Letter from the Minister of Health, Welfare and Sport to the Second Chamber of Parliament, 14 March 
2011. 

59
 See e.g. the letter from the Minister of Health, Welfare and Sport to the Second Chamber of Parliament (‘NZa charges for 

pharmacists 2009, TROS Radar broadcast on symptom advertising and outstanding questions from the AO Medicines 
Policy of 25 June 2009’), dated 1-10-2009, Ref. GMT/VDG-2960542; and www.hetluchtop.nl. 

60
 See the aforementioned Letter presenting position on the evaluation of the classification of self-care medicines and the role 

of chemists Letter from the Minister of Health, Welfare and Sport to the Second Chamber of Parliament, dated 5 November 
2010, Ref. GMT/MVG 3030545. 

http://www.hetluchtop.nl/
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The aforementioned consumer survey by Synovate
61

 shows that the attitude of consumers can be 
described as followed: 

The Dutch prefer to give the body a chance to recover naturally, before taking self-care 
medicines. 

In the case of ailments for which good remedies are known to be available, such as headaches, 
colds, flu and itching, they are more likely to use self-medication without the intervention of a 
doctor. 

The Dutch are more likely to consult a GP for ailments of which they have little knowledge (or 
believe they do). Decisions on whether to visit a GP are made primarily on an emotional basis. 
They obtain information via the internet here. 

If they have doubts about which self-care medicine to use, they consult the pharmacist. 

5.6 Conclusion 

The views of the stakeholders offer important information on the problems at issue in practice and 
the feasibility of measures to solve these problems. Before presenting the views of the stakeholders 
on the possibilities and risks, a note on the representativeness of the stakeholder analysis is 
appropriate here. We did not interview any consumers, medical specialists or representatives of 
hospitals, or the sectoral organisations of GPs. The views of health insurers follow from a meeting 
with the sectoral organisation. Because of the tangibility of the subject, stakeholders primarily 
responded to the question of expanding the use of self-care medicines. This is only one of the 
processes that will lead to a better balance between self-care and care provision, but it is the most 
controversial aspect. 

• The views of the GPs interviewed present a mixed picture. GPs see benefits in the form of more 
active involvement of consumers in their own health and the release of working time for other or 
more seriously ill patients. But they also see risks in an expansion, through an observed sharp 
reduction in the self-reliance of consumers and on the basis of their awareness that self-care 
medicines are serious medicines with serious risks. Another important point of concern relates 
to the quality of advice provided by chemists. 

• The pharmacists appear to be reasonably unanimous about the benefits, namely that they will 
be able to play more of a role as care providers in the treatment of minor ailments. This would 
amount to them needing to be given authorisation to make diagnoses to a certain extent. The 
views of pharmacists concerning the risks of expansion vary, which is partly to do with 
differences between the competencies and socio-economic positions of the consumers. 

• The chemists see a limited role for themselves. They refer to their image among consumers and 
care providers, the burden of extra responsibility in relation to the current knowledge and skills 
of many chemists, and compliance with their own quality requirements, which is not always 
perfect. In view of this, it is understandable that they tend more to see the risks of insufficient 
self-reliance than the opportunities for increasing self-reliance. 
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 GP or self-care? How do consumers deal with simple ailments? Synovate, on commission from Neprofarm. Amsterdam, 
June 2011. 
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• In the first instance, health insurers see little benefit in an expansion. Saving may be possible on 
primary care costs, but these are offset by a deterioration in the service for insureds (which 
leads to costly damage to their reputations in the health insurance market). Furthermore, it is 
doubtful whether the primary care savings could lead to savings in secondary care, or whether 
these savings will benefit health insurers and whether the savings will benefit the health insurers 
or be evened out via the post-calculation. 

The most important professional stakeholders point out the same development from their own point 
of view; the self-reliance of consumers is diminishing, which leads to unnecessarily heavy demands 
on the care circuit, resulting in high costs. With the right preparation and support, consumers can 
cope with more responsibility. 
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6 Savings: what can we do, in concrete terms? 

Medical care is a wonderful service. Medical developments and facilities are of untold value to our 
present standards of welfare and development. No-one wants to go back to the past, when large 
sections of the population died unnecessary deaths or were seriously handicapped by relatively 
simple health problems. But times have changed since medicalization began its rise about 100 
years ago. Because the disadvantages of medicalization (over-consumption, high social costs and 
diminishing self-reliance) are slowly starting to outweigh the benefits, we must seek a new optimum 
balance. 

The current status of ‘self-care’ in the Netherlands has been described above. We have outlined the 
developments that led to the present situation, with continually rising health care costs, 
overburdened primary care providers and increasingly less self-reliant citizens. We have also 
shown which positive effects can be expected of an effective basic self-care level as a foundation 
for the advanced medical care system. We have also argued for the changes that the stakeholders 
must undergo. In most cases, these are very positive changes that will immediately produce 
benefits for them and for other parties. Finally, we have made a conservative estimate of the 
collective savings that appear to be feasible with an improvement in the balance between self-care 
and formal health care provision. 

In this chapter, we describe concrete measures that we envisage in order to realise the required 
improvement in the balance. 

6.1 It starts with self-reliance 

The fundamental idea behind the following measures is that consumers should themselves be 
responsible for and may take responsibility for the use of self-care products and seeking help. Self-
care medicines are safe when used normally under normal circumstances. The regulation of public 
advertisements and the delivery status offer additional protection against incorrect use. Many self-
care matters are now presented to GPs, because consumers are seeking reassurance or are too 
uncertain to rely on their own judgement. In order to enable consumers to take personal 
responsibility independently, we propose ten measures that strengthen self-reliance and encourage 
independence. The measures can be grouped in accordance with three leads: 

Training and education for consumers; 
Health care professionals and their working methods; 
Health insurers and care procurement. 

In the following paragraphs, we develop these three leads in more detail and explain how the 
different stakeholders are involved. Appendix VI contains ten ‘score cards’ in which we summarise 
the ten measures. 
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6.2 Consumers 

The ready self-care knowledge of consumers must be increased and/or (re)activated. Because for 
several generations now, this knowledge has been passed on by our parents less and less 
frequently, a concrete educational programme must be set up. The backbone of this programme 
consists of adult training courses and mandatory education for children aged 12 to 16. 

The courses will be provided by GPs, pharmacists and their assistants in the local health centres. In 
these courses, the participants learn how to recognise and treat the main ailments that qualify for 
self-care. They also learn where the limits to self-care lie and when they should seek professional 
health care. Finally, it must be made clear why it is important to have a certain degree of self-
reliance. 

In secondary education (the mandatory subjects of pre-university, higher secondary education and 
vocational training), the self-care insights of young people will be expanded. Attractive and 
innovative forms of education must be sought.

62
 Giving them an awareness of personal 

responsibility and their own limitations in relation to illness and care in the foundation for their 
independent life will enable them to take better decisions for themselves and their children later. 

In addition to the courses and secondary education, a regularly repeated media campaign must be 
created, financed from general funds. This will convey awareness of the possibilities of self-care to 
the general public. Various Ministries (including the Ministry of Health, Welfare and Sport, the 
Ministry of Education, Culture and Science and the Ministry of Social Affairs and Employment) have 
an interest in this. The campaign could be coordinated under the responsibility of the Ministry of 
General Affairs by Postbus 51. In these campaigns, the self-care knowledge of citizens will be 
(re)activated and social and personal interests in self-reliance will be clarified. 

6.3 Health care professionals 

Health care providers have the day-to-day contacts with patients. They are confronted with the 
concrete cases of unnecessary use of formal health care, but also see the possibilities for patients 
to make the right choices themselves between self-care and use of formal health care. We must 
therefore ensure that care providers help to achieve the required rebalancing. Via the care 
providers, who, in turn, are in contact with large numbers of patients, we can reach a very large 
patient population with a limited investment. 

In the first instance, the care providers must be trained as self-care coaches for ‘new self-care 
patients’. They must learn the communicative skills necessary in order to realise a genuine change 
in patient behaviour. In addition, they must be trained to recognise self-care competencies in 
patients. In special self-care coaching courses, GPs, pharmacists and assistants will learn how they 
can assess the amount of assistance a patient will need in self-care and how they can motivate 
patients to perform self-care well. 

GPs, pharmacists and assistants will have to create time in their daily work to serve as a source of 
information for ‘new self-care patients’. It is the intention that self-care patients will care for 
themselves independently. However, while new self-care patients still have too little self-confidence 
to be able to act entirely independently, they will need a source of information. New self-care 
patients will temporarily make use of the information service. But there will always be new self-care 
patients, as a result of which the information service will be a permanent task for care providers, 
which must be included as a fixed part of their day-to-day work. 
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 For example, in Belgium, positive results have been achieved by using ‘gaming’ in the financial education of schoolchildren. 
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The demedicalization of ailments that qualify for self-care will largely take place in the relationship 
between the doctor and the patient. Through coaching and stimulation, care providers will help to 
ensure that the right patient is placed quickly in the right ‘care circuit’. Different care providers must 
use uniform principles here. It is therefore desirable for NHG and KNMP to jointly establish self-care 
standards in which the allocation of work to GPs and pharmacists is recorded. These standards can 
be based on the existing separate standards of the GPs and the pharmacists. In the new joint self-
care standards, not only must agreements between GPs and pharmacists be recorded, but also the 
new scope and which ailments qualify for self-care. 

6.4 Health insurers 

Health insurers have the role of directors in the (medical) care system, by offering policies with the 
best care arrangements for the most competitive premiums possible, in competition with each 
other. As a result, they have a direct interest in an optimal balance between self-care and formal 
care provision. Furthermore, health insurers have the tools (policy terms and conditions and health 
care contracts) and resources (financial, manpower) to contribute towards the rebalancing. They 
can do this by influencing the behaviour of citizens directly, by promoting general awareness of the 
importance of self-care, and by influencing the behaviour of health care providers. 

Health insurers can influence consumer behaviour directly. We have in mind here positive 
incentives such as gift vouchers, premium discounts or a reduced deductible if the insured makes 
use of self-care at the right time and calls on the assistance of a health care provider at the right 
time. Health insurers can also promote this by, for example, paying the costs of the training courses 
(paragraph 6.2). 

In addition, health insurers can easily support the media campaign (paragraph 6.2) to promote 
general awareness. For example, they could (partially) finance the media campaign. They would 
then have an opportunity to show that their commitment goes beyond reducing medical over-
consumption. For example, health insurers could show that specialists will gain more time for 
patients who badly need the care, and that the collective costs do not only need to continue to rise. 

Health insurers could also make efforts to influence the behaviour of care providers in order to 
avoid unnecessary use of formal health care. The main instrument available to them for this is the 
care procurement agreements that they contract with care providers. For example, they could 
include in these that care providers can claim higher fees for necessary formal care provision if they 
comply with the measures in paragraph 6.3 (trained self-care coach, information source for new 
self-treating patients, compliance with self-care standards). 
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Finally, the possibilities also include package measures. The health insurers cannot decide on the 
scale of the package, but will be deployed as administrators of the measure if the Minister of 
Health, Welfare and Sport decides to limit the insurance package. For example, the government 
has already announced the intention to limit compensation of health care costs for ailments with a 
low burden of disease. One concrete development of this, for example, is to exclude repeat 
consultations and prescriptions for medicines in connection with health complaints that qualify for 
self-care (see also Appendices V and VI). 
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Appendix I: Promotion of self-reliance in other 
countries 

As the administrator of the National Health Service (NHS), the British government has a major 
interest in promoting efficient use of health care services. It has actively supported the stimulation 
of self-reliance. Various measures are described in that regard: 

63; 64
 

• Training for patients 
• Training for care providers, in order to learn how self-care can be integrated with treatment 
• Major publicity campaigns 
• Offering psycho-social support 
• Circulating self-care assistance via guides and online information 
• Telephone advice line manned by nurses 
• Supporting self-management (chronic illnesses) with diagnostic aids 
• Setting up (online) support networks 
• Support by pharmacists for taking self-care decisions. 

In the meagre research reporting on the effectiveness of measures, it is concluded that an 
approach aimed at the general public is more effective than an individual approach.

65
 Timely and 

accurate support for consumer decisions with adequate information improves the quality and 
effectiveness of self-care. 

In the UK, self-care training packages exist for consumers.
66

 For example, the ‘Self care for you’ 
course consists of six modules of 80 minutes each, in which consumers learn about health and 
care, healthy behaviour and the social, psychological and physical aspects of self-care. The 
courses are offered by Primary Care Trusts (local NHS organisations which, as care providers and 
financiers, are responsible for 80% of the total care), but can also be organised by employers or 
voluntary organisations, for example. The course was tested and evaluated in three Primary Care 
Trusts.

67
 The conclusion was that the course was well-received, including by population groups that 

are hard to reach, such as the elderly and ethnic minorities. One year after the course, the 
participants still had significantly more confidence in the possibilities for improving and protecting 
their own health through behaviour and lifestyle choices. No significant reduction in demand for 
formal care provision had yet been observed, but the researchers note that the evaluation term may 
have been too short to be able to measure that effect. 

A training course was also offered for care providers: Self Care for Primary Care. This sounds like a 
contradiction, but in the training course, doctors, pharmacists and their personnel learn over a 
period of 6 to 12 months in three workshops how they can encourage self-care in their patients and 
gain an insight into the ways in which self-care can contribute towards all aspects of formal care 
provision. 
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 Ruth Chambers, 2006. What do we know about the practice and impact of self care. In: Supporting selfcare in primary care. 
64

 Hibbart et al 2001, The impact of a community-wide self care information project on self care and medical utilisation, 
Evaluation & the Health Professions 24(4):404-423 
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 Ibid. 
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 http://www.selfcareconnect.co.uk/wipp-resources 

67
 White et al. 2009. An evaluation of the Working in Partnership programme Self Care for People Initiative. Leeds University, 

Faculty of Health, April 2009. 

http://www.selfcareconnect.co.uk/wipp-resources
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For eight 
68

ailments, pathways are described in which the promotion of self-care by primary care 

providers is illustrated: 

 

 
68

 Sore throats, back pain, asthma, coughs, raised blood pressure, middle ear infections, eczema and mild depression. 
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Appendix II: Delivery status of self-care 
medicines 

A medicine must have a trading permit (registration) from the CBG. The CBD also assigns a 
delivery status to a medicine (Table 4). Most medicines can be obtained only on prescription from a 
doctor at a pharmacy (delivery status UR). If none of the European safety criteria apply, the 
medicine is assigned a non-prescription delivery status. For the non-prescription medicines (self-
care medicines), CBG uses its own (Dutch) criteria (for the further classification as pharmacy only 
(UA), pharmacy and chemist only (UAD) and generally available (AV). If one or more of the UA 
criteria apply, the self-care medicine is only available from pharmacies. However, if a self-care 
medicine complies with all the AV criteria, it becomes generally available in all possible retail 
outlets. If the trading permit alone offers too few guarantees for safe use in day-to-day practice (the 
AV category), but there is no reason to apply the more stringent UA regime, the self-care medicine 
is assigned to the ‘intermediate’ category, UAD. This category contains the majority of self-care 
medicines. 

Table 4 Criteria for classification of medicines 

UR 
°)
 UA

°)
 UAD 

*)
 AV 

*)
 

Prescription medicines Non-prescription medicines (self-care medicines) 

(In)direct health risk if 
used without the 
supervision of a doctor, 
even with normal use 

Monitoring of medicines 
by pharmacist is 
necessary in order to 
prevent interactions or 
significant side-effects 

The medicine does not 
comply with any of the 
UA criteria 

At least five years of 
experience with non-
prescription status in 
the EU or US 

Frequent and very high 
use under abnormal 
circumstances 

Advice or information is 
necessary when the 
medicine is provided, for 
effective and safe use 

The medicine does not 
comply with all AV 
criteria 

No disproportionate risk 
of damage 

Contains (preparations 
of) substances 
requiring further study 

Supervision of use is 
necessary to prevent 
improper use 

 No indications of 
abnormal use 

Parenteral 
administration

6969
 

  Relatively limited 
number of units per 
pack 

   Packaging and 
instruction leaflet 
contain additional 
warning on specific 
risks 

 Pharmacy  

 Pharmacy or chemist 

 All possible retail 
outlets 
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 Parenteral administration is administration outside the gastro-intestinal canal, so by means of an injection. The forms are 
subcutaneous, intra-muscular, intravenous, intra-arterial, intrathecal and intra-lumbar. 
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°)
 One criterion is enough 

*)
 All criteria must be met 

Sources: 
UR: European Directive 2001/83/EC Article 71.1 (also the Medicines Act, Article 57.1) 
UA: Medicines Act Regulation, Article 4.1 
UAD: Medicines Act, Article 58.3 
AV: Medicines Act Regulation, Article 4.2 
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Appendix III: Tasks and powers of 
pharmacists and chemists 

Chemists are not care providers in individual health care. As a result, they have no authorisation, 
for example, to perform reserved actions (the Individual Health Care Professions Act does not 
apply) or care provider’s responsibility for their clients as ‘patients’ (the Medical Treatment 
Contracts Act does not apply). 
It is important to note that chemists may not make diagnoses or write prescriptions for medicines 
and/or prescription medicines. Nevertheless, chemists play a formal role in the provision of UAD 
medicines. Article 62(2) of the Medicines Act provides that chemists or chemists departments in 
stores where UAD medicines are sold must provide responsible care. This means that provision 
must take place under the supervision and responsibility of a chemist, that the consumer, if 
required, can be provided with information by a chemist or assistant chemist on the nature, purpose 
and health risks of the medicine and that sufficient chemists or assistant chemists are available in 
the store. 
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Appendix IV: Top-up health insurance for 
compensation for self-care medicines 

In principle, self-care medicines are not covered by basic health insurance (Health Insurance Act). 
In order to meet the needs of patients with chronic illnesses who are dependent on non-prescription 
medicines for their treatment, a decision has been made to allow compensation for five groups of 
self-care medicines, subject to conditions. These conditions are that the patient must be reliant on 
the use of a self-care medicine for at least six months and that a doctor prescribes the medicine for 
a chronic disorder. These self-care medicines are listed in Appendix 2 of the Health Insurance 
Regulation. 

As a top-up for the restricted compensation for self-care medicines in the basic health insurance, 
some health insurers have included compensation in top-up insurance policies. The cover provided 
by the policies and the maximum annual amount of compensation vary. All policies that were 
available in the Netherlands in 2010 with coverage of the costs of self-care medicines can be 
summarised in the following 15 variants. 

Table 5 Review of available top-up health insurance for self-care medicines 

Policy Cover, Maximum compensation 

1 All self-care medicines Unlimited 

2 Partial (exclusions unknown) Unlimited 

3 Vitamin supplements in cases of vitamin deficiency due to 
certain chronic illnesses 

Unlimited 

4 All self-care medicines € 4,540 

5 All self-care medicines € 4,500 

6 All self-care medicines € 500 

7 All self-care medicines € 475 

8 All self-care medicines € 375 

9 All self-care medicines € 250 

10 All self-care medicines € 200 

11 
Vitamin supplements in cases of vitamin deficiency due to 
certain chronic illnesses 

€ 200 

12 Potency improvement € 150 

13 All self-care medicines € 100 

14 Erectile dysfunction € 100 

15 All self-care medicines € 75 

Data: www.kiesbeter.nl (processing by Ecorys) 

 

http://www.kiesbeter.nl/


 

 



Self-care 
 

53 

 

Appendix V: Explanation of calculation 
method for savings potential 

In order to calculate the savings potential of the rebalancing of self-care, we assigned a value to the 
scale of the formal care provision currently provided for ailments qualifying for self-care (minor 
ailments). To that end, we obtained answers to two questions: 
• What are ‘minor ailments qualifying for self-care’? 
• How much formal care is provided for these specific ailments? 

In our assignment, these questions were answered by independent researchers. Prof. Marcel 
Bouvy answered the first question. His results were used by the NIVEL research institute to answer 
the second question. The answers to both questions are described in the report entitled ‘Kleine 
kwalen in de huisartsenpraktijk’ (Minor ailments in the GP’s practice), which has been made freely 

available on the NIVEL website. 

What are ailments qualifying for self-care 

In our assignment, an expert group of doctors and pharmacists, moderated by Prof. Marcel Bouvy, 
using a scientifically validated Delphi method, developed a delineation of ailments that in principle 
qualify for self-care in the first instance. The delineation was drawn up within the internationally 
customary primary health complaints classification system ICPC.

70
 This resulted in a list of ICPC 

codes, each of which was assigned a self-care score. This is a percentage that can be regarded as 
the frequency with which such an ailment is presented to a GP, while the patient could address the 
ailment through self-care. 

The validity of the list of 55 ailments qualifying for self-care is time and place-bound. In a different 
cultural or geographical setting and in the (distant) future or the (distant) past, the list and the 
scores are not valid. For this reason, the list cannot be used automatically in cross-sectional or 
longitudinal research (for example, current use of care in another country, or the use of care in the 
Netherlands in the year 1980). However, the working method by which the list was realised can be 
applied independently of place and time. This makes it possible to perform the same 
measurements in other countries now or in the future in the Netherlands in order to be able to make 
comparisons of the use of care for minor ailments. 

How much formal care is requested for ailments qualifying for self-care 

NIVEL manages the LINH database, to which a representative sample of Dutch GPs supplies 
annual measurements of the expenditure of time in practice. For each patient contact, the GPs 
administer the nature of the contact, the reason(s) for the contact (expressed as an ICPC code) and 
any referrals or prescriptions. NIVEL has analysed the number of contacts that took place in 2003, 
2006 and 2009 in connection with ailments qualifying for self-care. The self-care score was taken 
into account in the counts, by multiplying the number of contacts by the self-care score for the 
relevant ICPC code.

71
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 International Classification of Primary Care. 
71

 Thus if a particular ICPC code has a self-care score of 68%, 68% of the contacts that took place in relation to this ICPC 
code are counted in the time spent by GPs on ailments qualifying for self-care. 
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What is the savings potential of self-care? 

On the basis of a conservative estimate of ailments qualifying for self-care and LINH registrations, 
Ecorys calculated a concrete economic value of the savings potential of self-care. Chapter 3 works 
out which effects the rebalancing of self-care and formal care provision could have. We worked with 
caution and only calculated the value of the time spent by GPs in connection with ailments that 
qualify for self-care by multiplying the observed expenditure of time by the accompanying GP fees. 

Important effects that we did not quantify are the reduced pressure on the working time of medical 
specialists (more quality and innovation in hospital care) and the intrinsic value of citizens who 
regain a sense of control over their own health. 
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Appendix VI: Measures to restore the balance 

In Chapter 6, we surveyed the directions that can be taken to find solutions for realising the 
improvements in the balance between self-care and formal care provision. In this Appendix, the 
possible measures are developed in more concrete terms. We have also mentioned the drawbacks 
that should be borne in mind in the implementation. The following development is explicitly not 
intended as a ready-made scenario for implementation. 

Measures 

Aimed at consumers 

Self-care education for consumers by care providers: education can also be offered to Dutch 
consumers on the (lack of) possibilities to care for your own health. Such courses are also applied 
in the UK. See the Appendix on ‘Promotion of self-reliance in other countries’ for examples. 

1. Self-care education for consumers by care providers 

What: 

Consumers learn: 
• To distinguish major and minor ailments 
• What healthy behaviour is and how behavioural changes can be maintained 
• To use self-care medicines safely 
• When a doctor should be consulted (stopping points) 

Who: 

• Consumers 

How: 

Tailoring the content, 
duration, format and design of 
courses to Dutch consumers 

Determining the 
qualifications of course 
managers 
• Surveying and using 

innovative forms (e-learning, 
etc.) 

Points for attention: 

Financing: public or 
individual health care? 

Contributions by 
stakeholders? 

Independence of training 
supply - objective information 

Issue diploma or skills 
certificate? 

• Devote attention in schools to self-reliance in the case of minor ailments: by teaching children 
that you can solve a great deal yourself without the help of a doctor, they will become more self-
reliant in the future. Furthermore, parents can share the benefits of their children’s knowledge, 
both now and in the future. 

2. In education, attention is devoted to self-reliance in the case of minor ailments 

What: 

• In the teaching package of all children aged between 12 and 16 in mandatory education, 
attention is devoted to healthy behaviour, personal possibilities for remaining healthy, the 
organisation of Dutch health care and the need to deal economically with the publicly financed 
provision of health care. 

• Teach children that you can solve a great deal yourself without going to the doctor. These 
children will later have greater self-reliance. 

• Their parents are reached to some degree by the knowledge that these children take home 
with them. 

Who: How: Points for attention: 

• Children 
• Parents 

• Written teaching methods 
• Practical exercises 

• Additional lesson pressure: 
is this possible in addition to 
the existing teaching 
package or will something 
else have to be dropped? 
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 • Excursions 
• Games 

• Objectivity and reliability of 
teaching material 

• Issue diploma or skills 
certificate? 

• Public campaign: greater awareness in the general public via a major campaign (savings 
potential, availability of self-care medicines, good self-care practice, etc.) 

3. The social importance of self-care is publicly promoted 

What: 

Mass media campaign in which 
the benefits of self-reliance are made clear, 
people hear what they can do for themselves, 
the reason why it is good to ‘try it yourself first’ is explained. 

Who: How: Points for attention: 

• General public • Different media (TV, radio, 
internet, advertising flyers, 
bill boards, etc.) 

• Non-commercial 
advertising? 

• Joint role for the 
stakeholders: government, 
producers, health insurers, 
consumer organisations, 
care providers 

Aimed at the care provider 

• Train the professional: care providers are trained in ways to communicate with consumers in 
order to promote self-care. The British training course ‘Self Care for Primary Care’ can serve as 
an example here. 

4. Train the professional to promote self-care 

What: 

Care providers must have the skills to promote behavioural changes among patients. 
• Identify self-care competencies in consumers 
• Call on competencies effectively 
• Replace formal care treatments with self-care as far as possible 

Who: How: Points for attention: 

• GPs 
• Pharmacists 
• Practice assistants 

• Attention to self-care and 
self-reliance in training 
courses for care 
professionals 

• Discuss treatment methods 
that promote self-care in 
FTOs

72
 (such as how to 

communicate with patients) 
• Information campaign for 

care providers 

• Costs of investments 
• Strengthening the evidence 

base 
• Ensure the independence 

and objectivity of the 
knowledge transfer via 
accreditation 
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 In order to promote the quality of the provision of medicines, pharmacists conduct talks with GPs in the pharmaco-
therapeutic consultative platform (FTO). See e.g. Nationaal Kompas Volksgezondheid\Zorg\Eerstelijnszorg\Openbare 
apotheken. 
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 • Circulating information 
material 

• Accreditation of follow-up 
training and upgrading 
courses that contribute 
towards the promotion of 
self-care 

 

• Self-confidence: in addition to the skills to find and assess facts, the consumer also needs self-
confidence. As is already the case in chain DBCs, the GP can supervise a new self-care patient. 

5. The GP and assistants as a source of information for new self-care patients 

What: 

• GPs and their assistants must, on request, encourage and help new self-care patients who do 
not yet have enough self-confidence to take self-care decisions, including by providing advice. 

• Advice: the consumer presents his proposed self-care decision and the GP gives an opinion on 
whether this is the right decision. 

• It is not the intention that the GP should make a diagnosis or take treatment decisions, unless 
this is necessary to avoid damage to health. 

Who: 

• GPs and assistants 

How: 

• By telephone 
• Online 
• Face-to-face consultation 
• Group consultations 

Points for attention: 

• This is already part of the 
GP’s tasks - its importance 
will grow with efforts to 
increase self-reliance 

• Investigate the desirability of 
a protocol in order to 
establish uniform 
implementation. 

• Absorbing requests for treatment for ailments with a low burden of disease: the withdrawal of 
compensation for GP treatment for ailments with a low burden of disease will result in a shift in 
patient flows. It is extremely important that the right patient receives treatment in the right 
‘circuit’. But the increased choices do not always make matters simpler for consumers. For this 
reason, clear agreements must be established at a national level in joint care standards for 
physicians and pharmacists. These will describe precisely what is and is not compensated, what 
is and is not included in GP care and what the limits (stopping points) are for responsible self-
care, in relation to which pharmacists can play an advisory role. 

6. Working agreements between doctors and pharmacists on ailments with a low burden of 
disease 

What: 

• Clarity regarding the correct treatment setting for care needs for ailments with a low burden of 
disease 

• This is important because compensation decisions influence patient flows 
• Joint care standards for doctors and pharmacists provide clarity regarding compensation for 

care and the allocation to GP care/self-care 

Who: How: Points for attention: 

• NHG and KNMP • Sufficiently recognisable 
descriptions of ailments with 
a low burden of disease for 
doctors, pharmacists and 
assistants 

• Investigating and identifying 
stopping points and contra-
indications for self-care 

• Self-care advice a normal 
part of the work in 
pharmacies 

• Survey the relationship with 
patient-centred collaborative 
care: resort to self-care for 
chronic illnesses as far as 
possible, while incidental 
care (inexperienced 
patients) remains more 
professionally-driven 
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 • Check compliance with the 
standard as an aspect of 
professional treatment 

• Provide practically usable 
information material for 
practice employees 

• Also make the material 
usable for informing 
patients. 

Aimed at health insurers 

• Rewarding desirable behaviour: The aim is to reward responsible self-care in the most direct 
way possible, with positive incentives from the health insurer. This may be an individual policy of 
health insurers, but can also be deployed jointly by health insurers. 

7. Rewards for required self-care behaviour from health insurers 

What: 

The desired consumer behaviour (responsible self-care) must be rewarded as directly as 
possible 
The health insurer is not able to observe the behaviour as such 
The best alternative is to reward the demonstrable competency for the required behaviour 

Who: How: Points for attention: 

• Health insurers Rewards can consist of e.g.: 
• Gift coupons 
• Premium discounts 
• Exemption from deductible 
• Payment of costs of skills 

development 

• Determination of satisfactory 
competency level? ‘Self-
care skills certificate’? 

• Social acceptability of 
distinction between 
consumers (duality)? 

• Individual policy or joint 
policy of health insurers? 

• Health insurers inform consumers of what they can achieve with self-care and why they should 
want to do this (social benefits). Health insurers will be encouraged to do this after adjustment of 
the responsibility to bear the risks for the costs of care, as envisaged in the proposed policy of 
the Minister of Health, Welfare and Sport. 

8. Health insurers communicate the importance of self-reliance 

What: 

Health insurers actively encourage self-care through information and stimulation of consumers 
Increase the effectiveness of the campaign by gearing it to insureds with relevant care profiles 

Who: How: Points for attention: 

Health insurers Mass media campaigns. 
Personalised messages tailored 
to the observed use of care. 

How much intervention in 
personal privacy is permissible? 

Substantive accuracy of the 
messages from health insurers? 

Will this mean that health 
insurers are ‘stepping into the 
doctor’s shoes’? 
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• Health insurers reach measurable performance agreements with contracted GPs on the self-
care to be promoted and exercising restraint in starting a course of treatment. Result-based 
remuneration can also be linked to this. 

9. Contract health insurers to promote self-care 

What: 

• Promotion of self-care and exercising restraint in the provision of formal care will be included in 
the care contracts between health insurers and GPs 

• Health insurers measure the extent to which GPs comply with the contracts 

Who: How: Points for attention: 

• Health insurers 
• GPs 

• Describe ‘promotion of self-
care’ and ‘restraint in formal 
care provision’ and make 
these measurable 

• Negotiations with GPs for 
the inclusion of this in care 
contracts 

• Actual measurement of the 
GP’s efforts or performance 

• Increase interest of health 
insurers in self-care by 
stimulating them to make 
this procurement effort 

• Effort obligation or result 
obligation for GPs 

• Is the objective sufficiently 
measurable as a base for 
awarding remuneration? 

• Limitation of the basic package: It is proposed government policy to save costs by reducing 
compensation of care costs for ailments with a low burden of disease. We recommend that 
compensation be restricted only if a good self-care alternative exists. This can be designed by 
designating the minor ailments as defined in this report as ailments with a low burden of 
disease. Repeat consultations and prescriptions for ailments with a low burden of disease will 
no longer be compensated.

73
 

10. Treatment for minor ailments withdrawn from the basic health insurance package under 
the Health Insurance Act 

What: 

Prescribed medicines and second and subsequent GP consultations for ailments with a low 
burden of disease will no longer be covered by the basic health insurance package. 

The first consultation, in which it is determined whether this involves a minor ailment, must be 
compensated. 

Who: How: Points for attention: 

Minister of Health, Welfare 
and Sport, CVZ 

Health insurers 
Doctors 

Regulations in which the 
package is described must be 
revised. 

GPs must be able to refer to 
or provide support for 
responsible self-care. 

CVZ will publish an 
implementing test on this policy 
proposal 

How should it be 
determined whether a 
consultation relates purely to 
the original request for care, 
which is not compensated, or 
whether, because new 
circumstances have arisen, this 
(partly) involves a new initial 
consultation? 

Flanking policy 

The proposed measures sometimes require flanking policy in order to be effective. For example, 
health insurers play a major role in the implementation of measures 7, 8 and 9. However, in the 
existing system, health insurers appear to have little incentive for this. We therefore recommend the 
following flanking policy measures. 
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 The first consultation, in which it is determined whether this involves a minor ailment, must be compensated. 
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Ways to strengthen the incentives of health insurers to promote self-care What is the problem: 

Health insurers have stated that they currently still have little financial interest in promoting self-
care. 
What you can do about it: The Minister of Health, Welfare and Sport already intends to increase 

the risks borne by health insurers by withdrawing ex-post compensation.
74

 As a result, health 
insurers will have a stronger incentive to promote rational use of secondary care. This interest will 
grow as a result of the withdrawal of the ex-post compensation. Other ways in which health insurers 
can be stimulated to make efforts for self-care promotion include, for example, awarding 
remuneration via the resources that health insurers receive from the CVZ, or by imposing a 
statutory obligation on health insurers to contract certain performance agreements with care 
providers. 

Pressure on diagnosis by GPs: the diagnosis may determine whether a person receives 
compensation or not. If required, developments relating to this pressure can be temporarily 
monitored. 
What is the problem: The measures to call on the personal responsibility of consumers include 

(financial) incentives for consumers to make less use of formal health care services for minor 
ailments. These incentives will therefore become dependent on the diagnosis made. GPs may face 
pressure from patients to make or not to make a particular diagnosis. 
What you can do about it: There is no flanking measure that will eliminate this pressure on GPs. It 

is possible to investigate whether one GP makes notably different diagnoses from another. This 
could be an indication that the GP is not resisting the pressure. It is also possible to regularly 
investigate whether GPs perceive an unacceptable increase in pressure on diagnosis. 

Ensuring solidarity between insureds and preventing risk selection by health insurers What is 
the problem: One health insurer will have more self-reliant insureds than another and will therefore 

also benefit more. The differences will grow if the social benefits are increasingly realised. This 
could ultimately lead to risk selection in the health insurance market, if a self-reliant insured is 
significantly more attractive for a health insurer than a less self-reliant insured. This is undesirable 
from the point of view of solidarity in access to health insurance. 
What you can do about it: Once the social benefits become more tangible, the NZa must start to 

monitor whether health insurers apply risk selection in this regard. If there are reasons to do so, the 
CVZ must include the self-reliance of insureds as a factor in the ex-ante risk equalisation between 
health insurers. 

Involve the employer in the promotion of self-care 
What is the problem: How can employers be encouraged to promote a better self-care balance 

among their employees, in addition to efforts already made for safe and healthy working 
processes? 
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What you can do about it: The interest of an employer in a better self-care balance is lower 

absence costs and better deployment of the personnel. The company doctor can provide 
information on forms of self-care that are relevant for the employees concerned. In one 
occupational group this information may consist of tips on dealing with stress, while in another 
occupational group, it could consist of information on how to recover from heavy physical labour. 
Programmes can be developed by agreement with employers’ organisations and organisations of 
company doctors. 
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