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Summary  
 
Background: Undocumented migrants have the right to medical necessary care in the 

Netherlands. At the beginning of 2009 a new ruling, article 122a of the Health Insurance Act, 

was implemented that states that health care givers can ask for a financial contribution for 

provided care, if the undocumented migrant is insolvent. This study investigates the influence 

of the implementation of this ruling on the access of health care for undocumented migrants 

in the Netherlands.  

Method: It concerns a descriptive, qualitative study, using in-depth semi structured 

interviews. The College voor zorgverzekeringen (CVZ), as implementer of the ruling was 

interviewed. Also 1 GGD, 9 support organizations for migrants, 7 interest organizations for 

health professionals and 3 financial departments of hospitals were interviewed. Respondents 

were asked for their view on the implementation process and the way the new ruling affects 

the access to health care services for undocumented migrants.  

Results: Respondents feel that the new ruling influenced the accessibility of the health care 

services in the Netherlands for insolvent, undocumented migrants. They feel that general 

practice care became a little bit less accessible, because of the 80-20% measure. Dental health 

care services are since the implementation nearly inaccessible, as the term medical necessary 

care in the new ruling is limited to health care insurance package. Hospital care and 

pharmaceutical care are less accessible from the physical point of view, however it is 

expected that patients will be less hindered if they arrive at the contracted hospital or 

pharmacy. AWBZ and GGZ are assumed to become more accessible for undocumented 

patients. The accessibility of midwifery care and physiotherapeutic did not change after the 

introduction of article 122a; midwifery care is good accessible, in contrast to 

physiotherapeutic care. While the CVZ was content about the way they implemented the 

ruling, all the other respondents were critical and feel the CVZ could have taken local 

conditions more into consideration. In general they report that the implementation process 

took place in a too short time frame, ambiguous tender criteria were chosen, not all intended 

contracts with hospitals or pharmacies are closed yet, the information campaign took place at 

the wrong time of the year, the information did not reach all relevant health professionals, and 

there is no good monitoring system. Apart of this, respondents made clear that the 

accessibility is dependent on the height of the costs, the moral of the health professional, the 

presence and help of a support organization, and the municipality and region; the latter is 

related to the location and experience of the contracted pharmacy or hospital. 
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Conclusion: The new ruling makes some health care services more, and other less accessible. 

The implementation process was not employed in the most successful way. Therefore, not all 

relevant health professionals have the adequate knowledge yet to comply with the new ruling. 

In general the accessibility of health care for undocumented migrants is highly dependent on 

the municipality and region, and the willingness of the health professional to comply with the 

ruling. The latter dependents on the height of the costs, the moral of the health professional, 

and the presence and help of a support organization. 
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1 Introduction 

 

Undocumented migrants have a vulnerable position in the western world. They live in 

difficult circumstances and often have serious health problems, which are related to both their 

origin and present situation (Carballo et al., 1998; Carballo & Nerukar, 2001; Grove & Zwi, 

2006; Caulford & Vali, 2006, van Oort et al., 2001). The exact number of undocumented 

migrants in the Netherlands is unknown. Official documents report numbers of approximately 

112,000 – 165,000 (Engbersen, 2002). However, some think this might be actually as high as 

240,000. The Linking Act (Koppelingswet), introduced in 1998 denies undocumented 

migrants to obtain a health care insurance. The act denies them access to all public services; a 

residence permit is necessary in order to access public services. Three public services, 

however, remain accessible: education for children under 18 year, legal aid, and medical 

necessary care. This is in line with international treaties defending the right to health care (i.e. 

article 25 of the Universal Declaration of the Human Rights) and the duties of a health care 

professional (i.e. article 47 Wet BIG). In principal the migrant is responsible for financing the 

provided care, however many undocumented migrants do not have financial means to pay for 

the health care costs (Loue, 1992; National Council on Public Health, 1995). To protect the 

health professional from a considerable financial loss a special ! 6-million-a-year fund 

(Koppelingsfonds) was set up to reimburse 100% of primary health care costs. Secondary 

health care institutions (e.g. hospitals) were ought to budget costs for health care provided to 

undocumented migrants, who are not able to pay the bills themselves, under a special item 

line (Dubieuze Debiteuren).  

Unfortunately, access to health care for undocumented migrants in the Netherlands has been 

proven to be problematic (e.g. Commissie Medische zorg, 2007; Dokters van de Wereld, 

2008; Inspectie voor de Gezondheidszorg, 2005; Médecins du Monde, 2007, SIGRA/AGIS, 

2006). Main problems are lack of the migrants’ and the medical professionals’ knowledge 

concerning the rights of the migrant and financial regulations, complications in 

communication, complexity of morbidity and lack of adequate medical record information 

(Jones & Gill, 1998; Oord et al., 2001). More specifically the financing scheme was received 

as extremely complex (Voogt, 2008), because of the different regulations concerning 

reimbursement for primary and secondary care. Even more problematic was the lack of a 

financing arrangement for tertiary care that makes this care thus nearly inaccessible.  
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2.2.2 Dutch legislation and policy measures 

A variety of legislative measures have been undertaken the past 15 years in order to ÔcombatÕ 

irregular migration. The Identification Act (Wet op de Identificatieplicht) of 1995, the 

Prevention of Marriages of Convenience Act (Wet voorkoming schijnhuwelijken) 

implemented in 1994 make it more difficult for undocumented to legalize their stay in the 

Netherlands. Besides, the Linking Act (Koppelingswet) was introduced in 1998. Under this 

act databases containing information on legal residence are linked to a variety of databases 

with information on claimants of social benefits. Undocumented are thus excluded from 

social benefits, apart from schooling for children up to the age of 18, legal aid, and medical 

necessary care. The 1999 Undocumented Aliens Act (Wet ongedocumenteerden) and the 

current Aliens Act 2000, which came into force in April 2001, introduced another set of strict 

requirements of an asylum application and give immigration authorities legal tools to carry 

out active searching for undocumented migrants (Articles 50 and 53, Aliens Act 2000).  

The Dutch policy to discourage illegal residence (illegaliteit) is mostly described in the 2003 

Policy Memorandum on Return (Terugkeernota) (TK 29 537, no. 1) and the Policy 

Memorandum on Illegal Migrants (Illegalennota) of 23 april 2004 (TK 29 537, no. 2). Illegal 

residence is defined in the second Memorandum as follows:  

ÔIllegal residence means the residence of aliens in the Netherlands who do not possess 

a valid residence permit and therefore have the obligation to leave the Netherlands.Õ 

(pg 4) 

The first Memorandum emphasizes the difficulties of return of irregular migrants and the role 

of the migrants and their countries in this perspective. A set of measures is introduced to 

stimulate the migrantÕs own responsibility to return. The second Memorandum focuses on the 

measures to be taken to deal with the effects of irregular migration inside the Netherlands, 

emphasizing increased investigatory and penalties. According to this Memorandum irregular 

migration is a burden that leads to illegal working and illegal residence, thereby competing 

with regular residents of the Netherlands, and criminality committed by undocumented 

migrants in order to survive. However, the Memorandum does recognize the underlying 

mechanism of the frail and vulnerable position of this population and recognizes that they are 

often a victim of human trafficking or landlords and employers with bad intentions, which 

leads to the above mentioned three Ôproblem areasÕ. Although the Memorandum recognizes 

the vulnerable position of undocumented, the policies remain restrictive and control-oriented, 
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like a strict cross-border control policy and the prosecution of the mentioned profiteers of 

these people (Kromhout et al., 2008).   

2.3 Health care for undocumented migrants 

As mentioned above undocumented migrants have a right to access medical necessary care. 

Within the following section at first it is discussed in what legislation the right to health care 

and the duty of care is laid down. In section 2.3.2 the term medical necessary care is 

discussed. Finally, article 122a of the Health Insurance Act and it implications are put 

forward.  

2.3.1 Right to health care and the duty of care 

In the Netherlands, the right of access to health care for undocumented migrants is based on 

the fact that medical doctors have a duty of care towards everyone regardless of whether they 

are insured and/or have a valid residency status. This explains the fact that medical necessary 

care is excluded in the Linking Act and the accessibility of health care irrespective of the 

ability to pay. Here, the general right to health care and the basic duties of a medical doctor 

will be elaborated upon.  

The right to health care for undocumented is laid down on the international and European 

level in treaties, and on the national level in laws. Duties of a medical professional are 

captured in laws on the national level.  

On the international level the right to medical care is depicted in the Universal Declaration of 

Human Rights (UDHR) and several other treaties. Article 25 of the UDHR, adopted and 

proclaimed by the United Nations in 1948, states that every human being has right to medical 

care in order to meet a certain standard of living. The International Covenant on Economic, 

Social and Cultural Rights (ICESCR) is a multilateral treaty accepted by the United Nations 

General Assembly. It consigns its parties to strive to yielding economic, social and cultural 

rights to individuals, including amongst others the right to Ôthe enjoyment of the highest 

attainable standard of physical and mental healthÕ and health care Ôwithout discrimination, 

and economically accessible to allÕ (art. 12). The Convention on the Elimination of All Forms 

of Discrimination against Women, adopted by the United Nations General Assembly in 1979, 

defends the access to health care services for women. Article 24 of the United Nations 

Convention on the Rights of the Child (UNCRC) does this for children.  
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It can be concluded that based on the duty of care, laid down in national law and international 

treaties, the access to medical necessary care has been excluded from the linking principle. 

However, as specifically depicted in the Aliens Act, only medical necessary care is 

accessible. Therefore the term medical necessary care will be described below.  

2.3.2 Medical necessary care  

At the time the Linking Act was introduced, ‘medical care in a necessary situation’ was 

excluded from the linking principle (TK, 1996/97, 24 233). After a debate (TK, 1996/97, 24 

233, no. 6) the government described certain situations in which the linking principle should 

be applied and a financial claim can be submitted at the Stichting Koppeling. It concerns care 

given in (or to prevent) a life threatening situation, care given when there is (or to prevent) 

permanent loss of the essential functions, and care given to prevent danger to a third person 

(i.e. tuberculosis, mental disorder with aggressive behavior, pregnancy. After the amendment 

Rouvoet (TK 1996/972, 24 233, no. 43) the term medical necessary care was introduced to 

capture that it is the medical professional that should assess the situation (and not supporting 

staff).  

During the following years the term medical necessary care appeared to pose difficulties in 

practice (Inspectie voor de Gezondheidszorg, 2006; Kok & Sikken, 2006; den Otter & 

Tavenier, 2006). Medical necessary care seemed to be often interpreted as acute medical care 

and diagnosed by somebody else than the medical professional. This occurred in both the 

primary as well as the secondary health care. The Inspection of Health Care (Inspectie voor de 

Gezondheidszorg) therefore declared in 2006 (IGZ, 2006) that there was need for clarification 

on this term. A special commission was asked to elaborate the concept of medical necessary 

care and present practical recommendations (Commissie Medische zorg voor (dreigend) 

uitgeprocedeerde asielzoekers en illegale vreemdelingen, 2007) (hereafter called Commission 

Klazinga).  

Particular dilemmas on which the Commission Klazinga advised were: should a medical 

professional provide only ‘medical necessary care’ or all types of care as provided in regular 

health care?; can a doctor ignore the guidelines and choose for a cheaper or no intervention 

based on a financial argument?; should the expected duration of residence in the Netherlands 

play a role in the decision whether or not to provide care? The overall conclusion of the 

Commission is that the duty of care, as laid down in the Hippocratic oath, rules of conduct 

and in legislation, lead to the conclusion that every individual in the Netherlands has access to 

the care that he or she needs. Medical necessary care should in their opinion be defined as 
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Ôresponsible and appropriate medical careÕ, which is effective, targeted, patient-oriented and 

aimed at the patientÕs needs.  Doctors should follow guidelines as used in regular health care 

and should focus on medical and care aspects, but not on financing arrangements. It is 

appropriate that financial arguments play a role, but should not become a crucial factor. 

Moreover the Commission feels that medical professionals are not able to predict how long 

irregular migrants remain in the Netherlands and thus should aim for continuity of appropriate 

medical care. Whether and how this advice is applied in practice is discussed in the 

subsequent section.  

2.3.3 Financial ar rangements  

From the above it follows that if an undocumented migrant is unable to pay for the provided 

health care service, he/she still has the right to medical necessary care. When a medical 

necessity is diagnosed and if the patient is unable to pay for the consult and/or treatment the 

health care professional can claim the costs for the provided health care services. It is 

expected that the health care provider investigates whether the patient is able to cover the 

expenxes, and only if the health care provider suffers a reasonable financial loss 

reimbursement can be requested (TK, 1996/97, 24 233). A special financial scheme was 

designed to arrange the reimbursement, however currently the scheme has been altered by the 

introduction of article 122a in the Health Insurance Act.  

Under the former financial scheme only primary and secondary health care were reimbursed; 

tertiary care, care provided under the Exceptional Medical Expenses Act (AWBZ), was 

excluded from the financial regulations (TK 29 689, no. 126). Primary health care 

professionals (general practitioners, midwives, dentists, and pharmacists) could appeal to the 

Linking fund, Koppelingsfonds, a fund managed by the Stichting Koppeling and subsidized by 

the Ministry of Health. The Stichting Koppeling provided the regional GGD, Gemeentelijke 

Gezondheidsdiensten (Community Health Services), with a budget based on the prospected 

cost. The GGDs would receive 50% in advance, 50% at the end of the year. Individual health 

care professionals could claim costs at their regional GGD; accepted appeals were 100% 

reimbursed. Secondary health care providers (mostly hospitals) were ought to budget these 

costs under a special item line (beleidsregeling afschrijving dubieuze debiteuren).  These 

budgeted costs, up to an agreed maximum, were reimbursed by the health care insurers. 

Actual costs higher than budgeted were the hospitalÕs responsibility. In general all primary 

and secondary health care providers were prompted to stimulate the patient to finance the 

cost. The tertiary health care sector was partly excluded from reimbursement; health care 
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Figure 1: Policy analysis triangle based on Walt and Gilson (1994)  

 

3.2.1 Content  

The specific content of article 122a in the Health Insurance Act is elaborated upon in the 

Background section. This thesis will study the effect of article 122a on the accessibility of 

health care for undocumented, with a focus on the implementation phase. The specific aspect 

of the content will be analyzed in relation to the three factors actors, process and context.  

3.2.2 Process  

Process within the health policy triangle stands for the way in which policies are initiated, 

developed, negotiated, communicated, implemented, and evaluated. It is common to think of 

policy making in different stages, the stages heuristic (Lasswell, 1956; Brewer and deLeon, 

1983): (1) problem identification and issue recognition, (2) policy formulation, (3) policy 

implementation and (4) policy evaluation. Problem identification and issue recognition refers 

to the phase in which issues are put on the agenda, or not.  Policy formulation is the period in 

which is decided who formulates the policy, how policies are arrived at, agreed upon, and 

how they are communicated, followed by the stage of policy implementation. At last, a policy 

is evaluated and it is explored what the effects of a policy are, and whether the policy should 

be changed. The focus of this thesis will lie on the implementation stage; therefore the 

concept of policy implementation will be shortly elaborated upon.  

It is only since the 1970s that analysts actually study the implementation phase of policies 

(Gerston, 2004; Hill, 2005; Howlett & Ramesh, 2003). One can distinguish between a top-
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Coolsma (2008) gave a general overview of the factors, both top-down and bottom-up, that he 

identified as the most common factors that influence the successful implementation of policy. 

He states that implementers of the policy should have the knowledge, willingness, capability 

and the duty to execute the policy. Here knowledge refers to whether implementers are 

familiar with the content of the law, are they properly informed concerning the aims of article 

122a, and the regulations and implications coming forth out of the new act. Whether the act is 

implemented successfully also depends highly on the willingness of the implementers that is 

determined by the degree that they agree with the aims and regulations. Capability refers to 

the competency of the executers, the financial means, and the legal power to act according to 

the new act. At last, the actor’s duty influences the degree of successful implementation. To 

what extent do implementers have to follow up certain regulations? Is there room for 

interpretation, or are all aspects strictly defined? The extent to which these four variables are 

met depends on the specific content of the policy, the characteristics of the implementers, and 

contextual factors.  

3.2.3 Actors  

Actors play a significant role in policy making. The term actor can refer to an individual, a 

group or an organization. They can influence policy at the local, regional, national or 

international level (Buse et al., 2005). The way and ability actors influence policy is closely 

linked to the concept of power (Buse et al., 2005). With regard to the influence actors have on 

policy, they are always limited to their perceived or actual power. This in turn is dependent on 

certain factors: individual wealth, personality, level of or access to knowledge, authority, and 

the organization and structures within which the individual actor works and lives. 

Policymaking is hence not a rational process but the outcome of power struggles between 

different interest groups. In a liberal democracy as the Netherlands, it is assumed that 

different interest groups have influence on the policy process.  

This thesis is interested in the influence of actors on the implementation process of the new 

act. Above the four variables, as described by Coolsma (1998), are given that influence the 

successful implementation of a policy. Relevant actors in this implementation process are the 

College voor zorgverzekeringen, interest organizations representing health care professionals, 

and the health care professionals themselves. Another actor, which is not an official 

implementer of the act, is the support organizations for migrants. They are often approached 

by migrants who experienced problems in the access to health care. These organizations 

inform the patients about their rights and occasionally act as their mediator within conflicts. 
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Consequently, they have a major influence in the implementation process. The College voor 

zorgverzekeringen co-ordinates the implementation and funding of the Health Insurance Act 

and the Exceptional Medical Expenses Act. It has an independent position as it is in between 

policy and practice. Furthermore it is between central government on the one hand and the 

health insurers, care-professionals, and citizens on the other. Interest groups for health care 

professionals, are independent from the government and support the interest of the caregiver, 

however they do consider the patients interests too. Migration support groups are non-

governmental organizations representing the interest of (undocumented) migrants.  

In this thesis the actors have a rather special role. First of all, they are subject of the study. 

Secondly, they function as a source of information in order to answer the research questions. 

Information from the actors will be gathered through a stakeholder analysis, which is an 

appropriate tool to gather knowledge about actors’ behaviors, intentions and interest and to 

analyze their influence on decision-making and implementation processes (Varvasovszky & 

Brugha, 2000). Here the stakeholder analysis will be used to gain insights into the 

implementation process of article 122a of the Health Insurance Act.   

3.2.4 Context 

The content of a policy is always dependent on a broader context, where the term context is 

used to denote the contextual factors that affect policy. Leichter (1997) categorizes these 

factors by distinguishing between situational, structural, cultural, and international/exogenous 

factors. Relevant to mention here is that the Dutch stance towards immigrants in general is not 

positive (Essed & Nimako, 2006) and the Dutch policy with regards to irregular migrants is 

mainly aimed at discouraging illegal residence and bringing down the number of 

undocumented resided in the Netherlands, as mentioned above. This would be considered a 

cultural factor. The other factors, structural, situational and international/exogenous factors 

probably have a certain influence on the implementation process too. However the relation 

between the different contextual factors and there influence on the implementation process is 

very complex. As it is not the aim of this thesis to describe this relation, the different factors 

will not be elaborated upon in more detail here. Contextual factors will be taken into 

consideration in the analysis only if mentioned by stakeholders in the interviews.   
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5 Results  

The following section gives an overview of the results gathered through face-to-face and 

telephone interviews. Section 5.1 provides the views of the interviewees on the execution of 

the act by the College voor zorgverzekeringen (CVZ). The respondents’ comments 

concerning general aspects that determine the accessibility of health care services are 

discussed in section 5.2. Section 5.3 puts forward the respondents’ views on the influence of 

the act and the execution by the CVZ on the actual access of health care. The initiatives that 

were undertaken to make health care more accessible, are presented in section 5.4. To give 

insight into the results the quotes are labeled.  

5.1 Execution by the College voor zorgverzekeringen  

The CVZ was assigned the task to perform and monitor the execution of article 122a of the 

Health Insurance Act. This means that they give further direction to the implementation of the 

act and monitor the act in practice. Hereafter follow the results of the views of the 

interviewees on the execution by the CVZ.   

5.1.1 General  

The opinion between the CVZ and the support and interest organizations about the way the 

CVZ implemented and executes the ruling differs. While the CVZ is content about the 

execution of their task, some support organizations feel that the CVZ is very inflexible in the 

way they carried out the implementation of article 122a.  

Incredible inflexible rules concerning the execution of the regulation, those pose 
enormous barriers for the access of health care. (Support organization)  

The regulation should follow the practice. It might look nice on paper, but if it is 
different in practice, that would be nonsense. If the regulation is not proper, it should 
be adapted. (Interest organization) 

They feel they should have taken the local conditions more into consideration and they should 

have taken more responsibility for those issues that turned out not to work well in practice.  

During the interviews it turns out that there is ambiguity about the extent to which the CVZ 

had to follow specific regulations set by the Ministry. Most support and interest organizations 

feel that the CVZ was assigned the task to execute the ruling with very specific instructions. 

Two support organizations however are of the opinion that the CVZ had a great deal in setting 
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 At the end of September we got access to the information concerning the tender. We 
were supposed to respond before the end of October. This was one of the reasons we 
did not apply for the tender. (Financial department) 

Thirdly, the procedure was received as complex.  

We had to search for the specific document that we needed to fill in at a certain 
website ourselves. Well, of course nobody wanted to do that, it was too complicated. 
(Interest organization) 

Complexity of the procedure was also given as an argument not to apply for the tender. For 

this reason the CVZ decided to put forward a more simple second procedure. However, one 

interviewee reported that at the first of January not all contracts were signed yet and from then 

on the pharmacy or hospital that applied first for the contract was assigned the contract.    

Two support organizations are afraid that the CVZ will set out a new tender within two years.  

 At the time they finally understand how it works, there will be a new tender. That is 
wearisome. (Support organization) 

 No, we are not intended to do that, in my opinion that would be a waste of money to 
start a tender again. (CVZ) 

Tender criteria  

All of the support organizations are apart from the above very critical on the used tender 

criteria. The only precondition to apply for a contract was the possession of a certificate, in 

case of the pharmacy. A hospital was ought to be able to offer 95% of all the possible medical 

treatments. In the procedure of assigning contracts, the price played the biggest role, bigger 

than qualitative criteria. This was confirmed by the CVZ during the interviews. 

 The price weighted for 80%. (CVZ) 

   (É) how it went down; contracted purely on money and not on present knowledge 
that is bad. (É) If they had said, letÕs weigh experience with undocumented and 
migrants considerably; it would have turned out very different. (Support organization) 

Support and interest organizations are afraid that the choice of criteria will directly influence 

the access and quality to care.  

The overall opinion of all the actors is that the procedure started too late. Support and interest 

organizations and the financial departments agree that that the tender procedure was complex 

and irrelevant criteria were used.    
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5.1.3 Information provision  

Information and communication by the CVZ  

In order to inform all involved in the health care sector, the CVZ informed the health care 

providers, the interest organizations and the support organizations. The CVZ feels content 

about the way they provided and still provides information. 

 We gave [the support organizations] a presentation (…) Moreover we send every 
caregiver a letter (…) we set up a website, a phone line so people can reach us, and a 
special e-mail address, through which people can pose questions. (CVZ) 

 Well at this manner you try to figure out how people can reach their information. 
Well, I think we did well; we received quite a lot of questions. (CVZ) 

Two of the support organizations are positive about the fact that the involved parties are 

informed formally, as this never happened in the past. 

 At least they approached all health professions. (Support organization) 

However they, and the 5 other support organizations, do feel that the CVZ could have done 

better.  

(…) the communication was extremely minimal. At the CVZ they said we send 
everybody a letter, but if you really want information not to land, you should send a 
letter in December. (Support organization) 

  (…) the letter by the CVZ is written in officialese language and it is not concrete. It is 
a useful letter, however difficult to use in practice. (Support organization) 

They reason that the information was send around too late and at a very busy time of the year, 

the information was too abstract, and specific information for the supporting staff who are 

usually confronted with patients first, is lacking.   

Information and communication by support and interest organizations  

The support organizations and all the interest organizations ventilated the information too.  

 (...) we approached the interest organizations ourselves (…) concerning the 
communication. We asked interest organizations, ‘could you inform your members 
through your websites’.  (CVZ) 

Well, we did inform everybody. The KNMG did that through Medisch Contact. 
(Interest organization) 

Support and interest organizations informed their members or network through a letter, their 

websites or special folders, as asked by the CVZ or on their own initiative.  
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GGD, guarding and promoting the public health, which implies preventing infections 
between groups. (GGD) 

The CVZ acknowledges that is was difficult to keep the structures exactly the same as they 

were in times of the Stichting Koppeling.  

 We tried to keep up the old structures (…) but that is difficult to work out in practice, as it 
is a law now. (CVZ) 

However, the CVZ does not recognize this as a problem. They argue that the regional 

platforms cover the monitoring at the local level.  

5.1.5 Expense claims 

Effectiveness of activities to collect money from the patient   

The CVZ developed special forms, which the individual health care givers, the pharmacists, 

and the institutions are supposed to fill out and send along with the bill. The pharmacies, 

hospitals and AWBZ and GGZ institutions are supposed to indicate explicitly on the form 

what activities were set forward to collect money from the migrant. Individual health care 

providers are not expected to do so. The expenses claim forms are included as Appendix 3. 

One of the activities entails engaging a debt collection agency. Three interviewees, and one of 

the financial departments, are of the opinion that some of these activities are not realistic and 

effective, especially engaging a debt collection agency. First of all, these patients usually do 

not have any financial means.  

 In 90 to 95% of all the cases, the activities that I employ to collect money from the 
patients brings me not 1 Euro. (Financial department) 

 Two-third of my patients do not have money to contribute financially to the bill. 
(Interest organization) 

Second, the financial departments indicate that it is often not possible to send an invoice or a 

reminder, as the migrant usually does not have an address.  

 Moreover, often the migrant does not have an address, so we cannot send a bill or 
engage a debt collection agency. (Financial department) 

The CVZ confirms that the use of a debt collection agency should be considered as an option 

however only in certain situations.  

 If it concerns community money, a hospital should do more to stimulate the patient to 
pay than only sending a reminder. (…) However we do not consider it necessary to 
engage a debt collection agency if you know there is no money to collect. (CVZ) 
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5.1.6 Monitor ing  

The CVZ was assigned the task to monitor the act. They were asked in more specific to 

monitor the effect of the limited possibilities for the access to dental care services. This 

monitor elicited fierce responses during the interview. First of all, the CVZ acknowledges that 

they have little instruments themselves to monitor the access to health care for undocumented 

migrants, however they are positive they will gain good insights in the situation applying 

different methods.  

 (...) we have limited possibilities. [But] we receive numbers and we can do something 
with that (…), we tell organizations that we are open for cases (…) and we will try to 
ask crucial caregivers [(like oral surgeons)], ‘can you tell us more about that’. (CVZ) 

The other parties, except for 3 interest organisations and the financial departments that did not 

report on this issue, are sceptical about the quality of the monitor. First of all they are of the 

opinion that the monitor will not be objective.  

 I do not expect the monitor of the CVZ to be very objective. All in all, what they are 
doing is monitoring them selves. (Support organization) 

Secondly, they foresee that problems regarding access to dental care will and cannot be 

investigated properly. The methods proposed by the CVZ are regarded inadequate.  

 Yes, but our big friend will monitor [the problems concerning dental care]. The 
question remains, what will he monitor exactly? He will not receive signals; yeah he 
will consult the oral surgeon, but no [patient visits the oral surgeon]. (GGD) 

While the support and interest organizations were beforehand pleased that the CVZ would 

execute a (bi)annual monitor, now they are very critical on the exact execution of this 

monitor. They are afraid that it will give a biased view on the access to health care for 

undocumented migrants because of inadequate methodology.  

5.2 General issues influencing access to health care 

Before discussing the accessibility per type of health care some specific issues that influence 

the accessibility of health care will be highlighted.  

5.2.1 Verhaalplicht and 80-20% measure 

Opinion about the 80-20% measure  

The notion of the verhaalplicht is not something new. Under the Koppelingsfonds caregivers 

were also encouraged to ask the migrant for a financial contribution to the costs. However, at 

that time it was usually the hospital that put this in practice, as they had to finance not paid 
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Four of the respondents where not familiar with the exact description of medical necessary 

care in the act, and its relation to the Klazinga report.   

 I donÕt know exactly what is written down in the act. Although I think it is broader 
than Ôlife-threatheningÕ care.  (Support organization) 

 But the terminology has changed right? First it was medical necessary care, now it is 
responsible and appropriate medical care. (Support organization) 

Thus, CVZ declares that article 122a only provides the maximum frame for what could be 

considered medical necessary care: the basic health insurance package with the exclusion of 

IVF and sex-reassignment surgery. The medical professional should assess within this 

framework what he regards medical necessary. According to the CVZ, the report by the 

Commission Klazinga gives practical recommendations how to deal with the latter. In this 

report medical necessary care is defined as responsible and appropriate medical care. The 

CVZ concludes that the combination of the act and the report allow that medical professionals 

in certain situations only provide care in life-threatening situations, while the support 

organizations argue that medical necessary care is always broader than this.  

Role of the medical professional   

All respondents were informed that only the medical professional is privileged to assess the 

medical necessity. They are content that this is put down in the act.  

 Well I think it is pretty good. (É) The medical professional only can determine 
whether it concerns medical necessary care. (Support organization) 

In respect to the latter, the CVZ indicated that it does not interfere with the assessment of 

medical necessary care, as long as the claim concerns care included in the health insurance 

basic package.  

 The legislator does not want the government to sit on the chair of the caregiver. (...) 
We will monitor whether care falls within [the basic health care package], however we 
do not assess the medical necessity of the provided care. (CVZ) 

Medical necessary care and the basic health insurance package  

All parties except for one support organization think that the definition creates a dilemma, as 

certain care does not fall under the basic health insurance package, which the respondents 

consider medical necessary for this population. They mainly refer to dental care and 

physiotherapeutic care, however also sex reassignment surgery and medications were 

mentioned.  
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If we [would not have committed ourselves] for all those years I donÕt know [if the 
hospital in this town would have noticed the new ruling]. (Support organization) 

 People often come here before they consulted a general practitioner (...) and because 
we have contact with a certain number of doctors who are experienced, we do not 
experience these problems. (Support organization) 

The organizations appear to play an important role in informing the patients as well as the 

individual caregivers and institutions. Moreover in some regions they support the 

undocumented with every step within the health care trajectory. Often these organizations 

have a considerable role in mediation between the patient and the health care professional if 

problems occurred. The organizations fear that those who do not have help from such an 

organization will have more difficulties in finding access to health care services.  

5.3 Actual access to health care services 

The following section will address the views on the actual accessibility to health care services 

for undocumented in the Netherlands. It is important to remember that interviewees stated that 

concerning the actual accessibility of the health care services for undocumented and the 

influence of article 122a, they could only give opinions and share what kind of signals they 

received. They are aware of the fact that they could not give exact numbers to strengthen their 

argument.  

 Many things we donÕt know. All we know is the top of the iceberg. (GGD) 

 We do not have any numbers, so we cannot really say whether this act improved or 
decreased the access to health care. (Interest organization) 

5.3.1 General  

The opinion whether health care services are good accessible for undocumented migrants and 

the influence of article 122a on the accessibility, differs between the interviewees. Here first 

follows the views of the respondents on the first, second, and third line health care in general. 

In the subsequent sections, the types of care giving will be discussed separately. If 

appropriate, some types of care are discussed together.  

The CVZ feels that the primary health care in general was and is still good accessible, 

however several support and interest organizations are more negative.  

 Look the access for primary health care was good. And I think it was the challenge to 
keep this good and I think we succeeded. I do not notice a backdrop (É). (CVZ) 

I think the access to primary care worsened on a national scale, substantially. 
(Support organization) 
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The CVZ, as well as the other organizations, have the impression that access to the second 

line health care is improving.  

 Secondary care improved and is still improving. (CVZ) 

 I am positive about the fact that hospitals can ask for reimbursement too. (GGD) 

 Secondary health care is a little bit easier [to access]. (Support organization) 

At last, all interviewees are positive that the AWBZ and GGZ institutions now have the legal 

right to ask for a financial compensation at the CVZ if the patient is not able to pay (a share 

of) the costs.  

 Concerning the AWBZ, I feel that improved as well. Institutions were very reluctant; 
there is no reason for that anymore. (CVZ) 

 It is a substantial improvement for the tertiary health care (...). (Support organization) 

In general it seems that the act will improve the access to the second and tertiary health care, 

but makes the first line less accessible. However, respondents also reported problems and 

bottlenecks for different types of caregivers in specific. These are discussed below.  

5.3.2 General practice care  

There are distinct opinions about whether the general practitioner is more or less accessible. 

First of all, two support organizations and one interest organization feel that the general 

practitioner is substantially less accessible than before the introduction of article 122a of the 

Health Insurance Act because of the 80-20% measure.  

 Primary care did not become better accessible (...). It used to be no issue [to provide 
undocumented care], now they loose 20%. (Support organization) 

Secondly, the burden of administration is mentioned as a reason not to provide care to 

undocumented migrants. In order to reimburse costs at the CVZ, special forms need to be 

filled out. All interviewees indeed yield that some general practitioners are not willing to 

invest time to get familiar with these forms. Patients are for this reason referred to another 

general practitioner.  

 It takes quite some time to get costs reimbursed. Since general practitioners already 
have to spend so much time on claiming costs they don’t feel like that. (Interest 
organization) 

On the other hand there are those respondents that admit that some GPs will not provide care 

anymore, but are of the opinion that the 80-20% measure does not have so much influence.  
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to finance the costs. Dentist and physiotherapists in general do not give free treatments or 

treatments against low costs, due to the high material costs (in case of dental care) and due to 

moral considerations.   

5.3.4 Obstetr ic care 

Hundred percent of the costs of obstetric care that cannot be paid by the migrant, can be 

remunerated at the CVZ. Not only midwifes but also general practitioners and hospitals can 

make use of this regulation.  

 The best is the fact that care concerning the woman, the child and the pregnancy is 
arranged. (…) a general practitioner can claim those costs for 100% too. (Support 
organization) 

All parties are very content concerning this matter. Even more because undocumented women 

often visit a midwife too late and have more complications than other patients, which makes 

the work more complicated and time consuming. Even though 100% of the cost can be 

reimbursed the respondents representing midwifes pointed out that women are always asked 

to pay a share of the bill. 

 I think it is good to ask for some contributions that they at least notice that health care 
is not for free. (Interest organization) 

 A third of the women pay something; that might be only 5 Euros though. (Interest 
organization) 

As mentioned above, it seems that undocumented women usually go to certain midwifes.  

Here, there are a couple of midwife practices that are visited by undocumented 
women.  (Interest organization)  

These practices are known in the community as being open for undocumented women. 

Respondents also reported that other practices refer their to these midwifes.  

5.3.5 Pharmaceutical care and hospital care  

Types of access  

Two support organizations and one interest organization feel that the pharmacies and 

hospitals in general are less accessible.   

(…) the pharmacies are more difficult to access than they used to be (…). (Interest 
organization) 

Most respondents however, make a distinction between the physical access of these services 

and the access within the institution whenever the pharmacy or hospital is reached. They feel 
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and hospitals themselves need to know exactly who is contracted and where to refer to. The 

support organizations experience that this is not always the case.   

 More than before one needs somebody to pave the way, who knows the way, to put it 
like that. Before, that was not necessary. (Support organization) 

 There is a lack of knowledge with the general practitioners who are not in our 
network. General practitioners respond like ‘why should I refer to this hospital in the 
other town, what a nonsense’. (Support organization) 

Furthermore a contract with only 1 hospital per regions appears to be a problem. Sometimes a 

GGD region includes more than one bigger city with a significant population of irregular 

migrants. It seems that referrals to hospitals in these towns where there is no contracted 

hospitals is a problem.  

 Referring from Tilburg to a hospital is a very big problem. General practitioners are 
not used to refer to a hospital outside their town. (Support organization) 

Thirdly, two respondents reported difficulties to occur whenever patients where referred from 

one hospital to the other. For example, if a medical specialism is not presented in the 

contracted hospital. The same was reported for those situations in which a patient is provided 

care in an acute situation and needs to be referred to the contracted hospital for follow-up 

consults. Moreover, sometimes there are no free beds in the contracted hospital.  

 We already experience problems with the referral of patients that are admitted in the 

Emergency Room. (Financial department) 

Information provision  

The pharmacies are well informed about the new act. In hospitals however, not everybody is 

familiar with the regulations.  

(…) I can imagine that het CVZ did inform the institution, however it did not reach 
those people at the intake or front desks (…). (Support organisation) 

 The hospitals should inform their personnel internally. That does not happen always. 
That might be one of the biggest bottlenecks. (Support organization) 

 (…) if somebody is undocumented than no insurance shows up in our computer system 
[in a pharmacy]. So we know if somebody is not insured. (Interest organization) 

Respondents think this is due to the big size of a hospital and the lack of internal 

communication and information of the relevant staff. Moreover, at a pharmacy one notices 

directly whether a patient has an insurance or not, as the patient is entered in the computer 

system directly.  
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I asked the GGD for a fund from the municipality. They rejected that proposal, as they 

are of the opinion that this concerns national policy. (Support organisation) 

Two other municipalities (who would like to stay anonymous) however do support 

comparable projects in their town.  
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organization, and their expected financial loss. The relationship between the professionals’ 

attitude and willingness to comply with the ruling is elaborated on above. In those cities and 

regions were support organizations have good relations with the health professionals, 

pharmacies and institutions, the access for migrants is better. A good relationship appears to 

stimulate the caregiver’s willingness to comply with the ruling and cooperate in mediations. 

The height of the expected financial loss interrelates with whether the professional is 

informed about article 122a and the possibility to ask for a financial compensation. If the 

caregiver is aware of the fact that a financial compensation can be requested, the chance is 

higher that care is given. However, interviewees also reported about caregivers who did not 

care about the money (mainly general practitioners). Participants believe that most of the 

health professionals who know about article 122a will provide care. However they did signal 

that some did not want to provide care as they regarded the 80-20% as unfair or considered 

the administration as too much a burden. The latter is in line with previous studies that show 

that extra administration is an argument not to help irregular migrants (Van der Leun, 2003; 

Van den Muijsenbergh, 2004).  

The second aspect of this research question is compliance with the act if health professionals 

actually decided to apply the act. As stated above the respondents still feel like some 

professionals do not apply the term medical necessary care as explained in article 122a. Also, 

it has been reported that some general practitioners book double consults to compensate the 

financial loss. Other then this, no other signals of non-compliance was reported in a situation 

that the act is applied.  

 

Accessibility of health care services  

Regarding the fourth research question, how the new act affects the accessibility of health 

care services for undocumented migrants in the Netherlands, a number of things can be 

concluded. From the results it appears that the implementation of article 122a of the Health 

Insurance act has influence on the accessibility of health care services for undocumented 

migrants. Concerning direct health care, most interviewees have the feeling that the general 

practitioner  is about as accessible as before. However, they presume the most care to be 

concentrated at a limited number of practices. Indeed, this is in line with the literature; a study 

among 1,148 general practitioners shows that approximately 76% of the respondents never 

saw an undocumented patient, almost 21% were confronted with 1 to 10 irregular migrants a 

week and 3,5% saw between 10 to 28 during one week (Reijnenveld et al., 2009). Another 

national study from 2001 shows similar results; van Oort et al. (2009) report that only 15% of 
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the 245 general practitioners participating in the study have an undocumented patient in their 

practice. Some respondents reported that they heard of general practitioners who did not 

deliver care anymore because of the 80-20% measure, however the majority continues to do 

so as they highly respect their duty of care. Nevertheless, the stakeholders feel that a majority 

of the general practitioners are not familiar with article 122a and the possibility to claim costs 

at the CVZ. The new act surely does not stimulate migrants to spread out over more general 

practitioners; in fact it makes the provision of health care to undocumented patients less 

attractive due to the 80-20% measure.  

Obstetric care delivered by midwifes is regarded as good accessible care. From the interviews 

it follows that undocumented patients usually visit a limited number of midwife practices of 

which they know through their local network. In general, the two regional interest 

organizations for midwifes and the support organizations do not have signals that midwifes 

would refuse undocumented women care. As stated above, one study suggests that only a 

limited number of midwifes would only provide acute care or refer the patient to a colleague 

(van Oort, 2009). As reported in other studies (Delvaux et al., 2001; Reed et al., 2005; Wolff 

et al., 2005), respondents reported a delay in the search for pregnancy care.  

Dental care is considered to be less accessible by all participants. The support organizations 

all knew several patients who needed a treatment to cure acute pain, but did not receive this 

care. Considering the accessibility of dental care for children they did not have signals yet to 

base a statement on, the CVZ however expects that also these services will become less 

accessible. Physiotherapists could not request for reimbursement before 2009 and after the 

implementation of the new act it remains inaccessible for those undocumented patients that 

cannot cover the costs.  

With regard to the hospitals one has to take into consideration the two aspects of physical 

access and access within the hospital. The limited amount of contracted hospitals creates a 

physical barrier for the patient to go to the hospital. Travel time is longer and the travel costs 

are higher and might withhold patients to seek secondary care. The medical as well as 

financial service towards undocumented patients within the contracted hospitals is expected to 

improve. The support and interest organizations foresee that patients will be less confronted 

with high bills and payment arrangements that they cannot fulfill, however only if all relevant 

supporting staff is informed properly. Pharmaceutical care faces the same obstacles as 

hospitals. A general remark concerning access to hospital and pharmaceutical care is that it 

highly depends on the municipality whether this care is received as more or less accessible, 

depending on the experience and the location of the contracted pharmacy or hospital. 
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there is no good monitoring system. All these factors influence the necessary knowledge for 

the health professionals to comply with the ruling.  

Finally, in general the accessibility is highly dependent on the willingness of the health 

professional to comply with the ruling, which is dependent of the height of the costs, the 

moral of the health professional, the presence and help of a support organization, the 

municipality, and region; the latter is related to the location and experience of the contracted 

pharmacy or hospital.   

6.4 Recommendations  

Based on the results and conclusion several recommendations can be drawn up. First a 

recommendation concerning the specific content of article 122a follows, then some 

recommendations concerning the execution of the ruling are presented and finally some 

recommendations towards the support organizations follow.  

Concerning the content of article 122a it is recommended to include the option for dentists to 

reimburse treatments that take away acute pain or that retain the masticatory function. The 

annual report of 2007 of the Stichting Koppeling (Stichting Koppeling, 2008) shows that 

dental care covered 16.4% (! 974,522) of the total budget of 2007 (! 5,9 mln). This covered 

7,726 treatments to take away acute pain and to retain the masticatory function. As the dental 

costs would only cover a fraction of the ‘new’ budget (! 44 mln) and the influence of dental 

pain is substantial, it can be argued that dental cost for treatments to cure acute pain or to 

retain the masticatory function should be considered medical necessary care and thus be 

reimbursed. 

Regarding the execution of the ruling it is advisable that first of all more hospitals and 

pharmacies are contracted. At least one hospital and several pharmacies in every city, taking 

into account travel time and costs, should be contracted. Qualitative criteria such as 

experience with undocumented migrants should be accounted for at least as much as the price. 

Further, all health care professionals should be offered adequate information, specified per 

position in the health care system (medical professional, supporting staff, financial 

department), and specified per region (information about the contracted hospitals and 

pharmacies in the region). These could be created by the CVZ and be spread out among the 

health professionals with the help of the GGD, interest and support organizations. Institutions 

should create and ventilate internal policies regarding care for undocumented migrants. An 

objective monitoring system could evaluate whether the ruling and (internal) policies are lived 
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Topic guide interest organizations 
 

 1 Could you introduce yourself? 
2 Are the health professionals that you present often encountered with undocumented 

patients?  
3 How do they deal with these patients?  
4 What problems are experienced with the provision of health care to this population, 

concerning the financials?  
a How do you obtain this information?  
b How often do you encounter these problems? 
c Are patients refused care?  
d Did the nature and size of the problems change after the introduction of the article 

122a of the Health Insurance Act? 
e Do you have contact with the CVZ concerning these problems?  

5  What do you think is the cause of these problems? 
a Do you feel the problems are caused by the specific content of the act? 
b  Do you feel the problems are caused by the implementation of the act?  

   Are all your members informed about the new act? Who is 
responsible for the information provision? 
 

 Are all your members willing to provide care to 
undocumented patients and are they willing to comply with 
the new act? 

   Do all executers have the means to comply with the new 
act? 
 
 

  How much space do the executers have within the 
regulations? 
 

6 To what extent is your organization responsible for the execution of the act in relation to 
the CVZ?  

7 Do you have contact with the CVZ concerning experienced problems? 

8 What is considered medical necessary care under the new act? Do all your members act 
accordingly?  

9 Do health professionals set up initiatives do to solve experienced problems?  
 

10 Does your organization set up initiatives to solve experienced problems?  
 

11 How do you feel about the new act?  
 

12 Do you think the new act improved or deteriorated the access to health care? 
 

13 Would you like to add something yourself?  
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1  Could you introduce yourself? 
2  Does your hospital receive many undocumented patients?  
3  How do you handle does patients, from a financial point of view?  
4  Does your hospital have a protocol how to deal with undocumented patients, 
concerning finances? 

5  Your hospital was contracted by the College voor zorgverzekeringen, could you tell 
more about the tender procedure?  

a  Did you have enough time to respond to the tender invitation? 
b  What criteria were used? 
c  Do you experience problems concerning the tender? 

6   Are all relevant health professionals informed about the contract? 
7  What activities does your hospital employ to prompt the patient to pay the bill?  
8  Do you think your hospital is more or less accessible due to the implementation of 
this act?  

9  Would you like to add something? 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Appendix 3: Expenses claim and protocol forms 
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