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Key features of the 
German Health 
Insurance System
Presentation at the WPR-symposium
March 27 2026
Dr. Sonja Schillo



The views presented are my 
personal views and do not 
necessarily reflect the 
opinions of my employer.
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Social Health 
Insurance
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Supplementary
private health

insurance

About 90% 
of the

population

Mandatory
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Legal aspects

Federal law (Sozialgesetzbuch V) regulates 
● Who is covered by the statutory health insurance
● Open enrollment, premium regulation and risk equalization
● Benefit package, principle of benefits in kind
● Accreditation of healthcare providers within the SHI
● Contractual relationships between sickness funds and health care 

providers
● Establishment, internal governance, and financing of sickness 

funds
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Solidarity principle

○ Between young and old / healthy and sick / rich and poor
➢ Uniform contribution rate 

➢ Across ages
➢ Independent of health status
➢ As a percentage of the payroll

○ Between people without and with children
➢ Children and not employed spouses are covered for

free (dependent insureds versus members)
○ Between employed and unemployed

➢ Contribution rate for unemployed is paid for through
taxes
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Contributions

€ 261.9 bn

Central Health Fund

€ 283.5 bn

Sickness 

Funds

Risk-adjusted payments

Physicians RxHospitals Admin

.

Sickness Fund 

specific additional 

contribution

€ 30.2 bn

Liquidity 

Reserve

€ 5.7 bn

Tax Subsidies

€ 14.5 bn

Federal Budget

Role of the Central Health Fund

Income-adjusted payments

€ 0.38 bn
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Sickness funds

No single payer but free choice of sickness fund
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Sickness Funds

● Legal entities under public law
● Not allowed to generate profits
● Not subject to solvency regulations
● Self-governing bodies
● Supervised by different authorities depending on 

scope
● Regional sickness funds (operating in up to three 

Bundesländer) under regional supervision
● Sickness funds operating in more than three 

Bundesländer under federal supervision
● „Open“ and „closed“ sickness funds
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• Cannot own healthcare facilities; vertical integration with providers 
not allowed

• Inpatient care 
• Sickness funds have to contract with hospitals deemed 

necessary for the provision of the population (97% of hospital 
capacities)

• Hospitals are reimbursed via DRGs that are collectively 
negotiated

• Outpatient treatment
• Reimbursement for office-based general practitioners and 

specialists is also negotiated collectively
• Collective planning on the state level for number of physicians

• Selective contracting for generic drugs

Sickness Funds
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Sickness Funds

● 95% of benefit package determined by law
● Obligation to contract

Can’t exclude benefits

Can’t reject people seeking insurance

Can’t terminate insurance
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Contribution rate

● Uniform contribution rate
○ Overall contribution rate of 14.6% of income

■ 7.3% paid by employer
■ 7.3% paid by employee

○ Contribution rate applies to income up to 69,750 Euros 
(2026)

● Sickness fund specific additional contribution rate
○ On average in 2026 2.9%
○ Ranges from 2.18% to 4.39%
○ Paid half by employer and half by employee
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14,6%

75.000 €69.500 €

2,9%

17,5% 12.162 € 6.081 €

Contribution cap

Contribution rate

+
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Switching
● Mandatory 12-month minimum membership 
● Immediate switch allowed if additional contribution 

rate increases
● Under 2% of insured individuals switch annually
● Common motives: contribution rates, additional 

benefits, customer service
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Biggest / smallest Sickness Funds

TK 12,2 million

BARMER 8,2 million

DAK 5,3 million

AOK BaWü 4,6 million

AOK Bayern 4,6 million

BKK evm 2.200

BKK RRW 3.134

BKK Public 5.154

BKK KM 5.877

BKK G-B 7.518
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Competition

Differences between sickness funds are limited to
● Additional contribution rate
● Supplementary benefits (only 5% of benefit package)
● Special tarifs (only very few insureds in these tarifs)
● Service (possibilities to contact insureds are very limited)
● Marketing (possibilities are very limited)
● Quality of health care supply (differentiation very limited)
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Risk Selection

● Mostly self-selection via additional contribution rate
● Active Selection by sickness funds

○ Via geography
○ Online services versus office services
○ Ground floor offices versus offices on higher levels 

without elevator
○ Offices near universities
○ 5% of services in the discretion of the sickness funds
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Key differences between health insurance systems 
in Germany and the Netherlands

Reflections on the presentation by Dr. Sonja Schillo 

WPR Symposium, March 27, 2026

Erik Schut
Professor of Health Economics and Health Policy



Three important differences GE-NL

1. Public vs. private health insurance system

2. Collective vs. individual contracting of providers

3. Low vs. high (additional) premium set by health insurer
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1. Public vs private health insurance system

Germany Netherlands

Insurers are legal entities under 
public law

Insurers are private entities subject 
to EU insurance regulations

Not allowed to generate and 
distribute profit

Allowed to generate and distribute 
profit (but most are not-for-profit)

Not subject to solvency regulations Subject to solvency regulations

No vertical integration allowed Vertical integration allowed (but so 
far hardly used)
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Key questions: 
1. What drives German and Dutch sickness funds?
2. What are the pros and cons of a public vs a private system?



2. Collective vs individual contracting
Germany Netherlands

95% of expenditures are determined 
by regional collective contracts

Most expenditures are determined by 
individual contracts

Selective contracting for generic 
drugs

Selective contracting allowed but 
restricted by ‘hinderpaalcriterium’

Limited room for competition on the 
provider market

Substantial room for competition on 
provider market, but IZA encourages 
‘regional alignment of contracting’ to 
generate ‘impactful transformations’ 
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Key questions: 
1. What is the rationale for competition between German insurers?
2. Is NL (IZA) going the German way and, if so, will this be an improvement?



3. Low vs high additional premium

Germany Netherlands

Additional premium about 17% of 
total contributions

Nominal premium (rekenpremie) 
about 45% of total contributions

Additional premium income-related Nominal premium community-rated

No healthcare subsidies for lower 
income households

Income-related healthcare subsidies 
(‘zorgtoeslagen’) for lower-income 
households
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Key questions: 
1. How does the lower additional premium impact competition?
2. Could a lower additional premium be beneficial for NL?



Impact of low additional premium on competition?

• German experience shows: type and level add-on premium matters!

• Different types and levels:

2009-2014: nominal premium very low, about zero (and even negative)

2015-now: income-related premium, on average 0.9%(2015)–2.9%(2026)

• German experience:

• Low nominal premium can result in high consumer price sensitivity 
(due to ‘relative thinking’)

• Zero premium is a very strong reference point

• Low income-related premium seems to lead to lower price sensitivity 

 switching rate only 2% despite substantial premium variation (for higher incomes)
 potential reasons: premium differences less transparent, no clear reference point
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Impact of low additional premium on competition?
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https://doi.org/10.1016/j.jebo.2019.02.030editie_pdfs_662schut_tcm445-583195.pdf

https://esb.nu/wp-content/uploads/2022/11/editie_pdfs_662schut_tcm445-583195.pdf
https://esb.nu/wp-content/uploads/2022/11/editie_pdfs_662schut_tcm445-583195.pdf
https://esb.nu/wp-content/uploads/2022/11/editie_pdfs_662schut_tcm445-583195.pdf


Lower add-on premium (rekenpremie) beneficial for NL?

Lower nominal add-on premium (e.g. €600 instead of €1800 pppy)

• Reinforces competition

• Reduces the need for income-related household subsidies (zorgtoeslagen)

 reducing the problems due to limited health insurance literacy (toeslagenaffaire)

• Reduces the problem of defaulters

• Reduces administrative costs (e.g. for individual subsidies and debt collection)
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Coalition Agreement 2012 … a missed opportunity

9

• Substantially lower add-on premium initially 
included in Coalition Agreement 2012

• But … eventually withdrawn due to income 
redistribution effects 

• And other objections, including alleged 
violations of European state aid rules

• A missed opportunity …

690-693_ESB4648_schut.pdf

https://esb.nu/wp-content/uploads/2022/11/690-693_ESB4648_schut.pdf
https://esb.nu/wp-content/uploads/2022/11/690-693_ESB4648_schut.pdf
https://esb.nu/wp-content/uploads/2022/11/690-693_ESB4648_schut.pdf


New chances for a new coalition cabinet?

10

In a 2020 paper we show:

• Lowering add-on premiums can 
be done without income effects

• And does not have to violate
European state aid rules 

• Meanwhile problems with 
individual subsidies escalated

• So: a new opportunity for the new
coalition cabinet?

11 maart 2020

Schaf zorgtoeslag af, zonder inkomenseffecten - Me Judice

https://www.mejudice.nl/artikelen/detail/schaf-zorgtoeslag-af-zonder-inkomenseffecten
https://www.mejudice.nl/artikelen/detail/schaf-zorgtoeslag-af-zonder-inkomenseffecten
https://www.mejudice.nl/artikelen/detail/schaf-zorgtoeslag-af-zonder-inkomenseffecten
https://www.mejudice.nl/artikelen/detail/schaf-zorgtoeslag-af-zonder-inkomenseffecten


Stelling: Het verlagen van de rekenpremie (op inkomensneutrale wijze) is een 
goed idee.

62%20%

18%

62% Eens

20% Oneens

18% Weet ik niet

Results
Option Score

Eens 62%
Oneens 20%

Weet ik niet18%

2 50 50 / 



Key features of the 
German Risk 
Adjustment System
Presentation at the WPR-symposium
March 27 2026
Dr. Sonja Schillo



Mental 
Health
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Treatments for Mental Health 
covered in SHI

● All eligible pharmaceuticals
● In- and outpatient Psychotherapy, if mental disorder is medically

significant („Krankheitswert“)
○ For example disorders (anxiety, eating, personality, psychosomatic, 

behavioral, obsessive-compulsive disorders) depression, addiction
● Psychotherapy „method“ needs to be one of the approved:

○ Behaviour therapy
○ depth psychology-based psychotherapy
○ analytical psychotherapy
○ Systemic therapy
○ In some cases EMDR (Eye Movement Desensitization and 

Reprocessing) for PTSD
● In some cases sociotherapy
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Data
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Data

Basic Data 

• Year of birth
• Gender
• Zip code
• Days insured
• Days residing abroad
• Days inscribed in DMP
• Etc.
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Data

Basic Data Outpatient

• All ICD-10 GM codes
• Diagnosis Type (confirmed)
• Quarter of year

• All Rx
• Active agent
• DDD
• Date of prescription etc.
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Data

Basic Data Outpatient Inpatient

• All ICD-10 discharge diagnoses
• Month of discharge

• No inpatient Rx
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Data

Basic Data Outpatient Inpatient

• Outpatient expenditure including dental care
• Rx expenditure
• Inpatient expenditure

• Hemopurification
• Transportation 
• Etc.

Cost
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Data

Basic Data Outpatient Inpatient Cost

Years
t and t-1

Year 
t-1

Year 
t-1

Year 
t

Change of pseudonym every year!!!

One-year prospective model
Morbidity of year t-1 on cost of year t
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Risk 
adjustment 
modules
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Adjustment modules

Individual risk
adjustment

High cost
pool

Sick-leave 
payments

Insured 
residing 
abroad

Admini-
stration

cost

Prevention 
and DMPEx post

Exclusion

Region
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High cost
pool

• 80% actual cost > 115.000 € reimbursed
• Subtracted from total cost (without sick 

leave payment) before regression
• 20% of actual cost > 115.000 € remain in 

the responsibility of sickness funds and 
enter the regression 

• Threshold increases according to 
increase in actual cost from year to year
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Total cost=individual expenses for all treatments

- High cost pool reimbursement

- Individual level rebates for pharmaceuticals

- Sickness fund rebates for certain service areas 
(e.g. inpatient care, integrated care)

Cost entering regression
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Classification
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Outpatient 
and 

Inpatient
ICD 10 
codes
(18.000)

DxG
(1.256)

Rx active

agents

(H)MG
(368)

C
la

ss
ifi

ca
tio

n 
m

od
el

Regression 
on total 

cost
(minus pool 
and rebates)

Age

gender

region

Payment to
sickness

fund

Sick leave

payments

Foreign

country

groups

High cost

pool 

payments
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F25.0F21F20.1

F20.2

F20.3

F20.4

F20.5

F20.6

F20.8

F20.9

F25.1

F25.2

F25.8

F25.9

F30.0

F30.1

F30.2

F30.8

F30.9

F31.0

F31.1

F31.2

F31.3

F31.4

F31.5

F31.6

F31.7

F31.8

F31.9

F34.0

F31.8

F31.9

ICD 10 Codes

F50.0

F50.1

F50.2

F50.3
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F25.0F21F20.1F20.2F20.3F20.4F20.5F20.6F20.8F20.9F25.1F25.2F25.8F25.9
F30.0F30.1F30.2
F30.8
F30.9
F31.0F31.1F31.2F31.3F31.4F31.5F31.6F31.7F31.8F31.9F34.0F31.8F31.9

DxG

F50.0
F50.1F50.2F50.3DxG0262 DxG0263 DxG0275

DxG0267 DxG0268 DxG0264 DxG0265 DxG0269
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(H)MG

DxG0262

DxG0263

DxG0275

DxG0267

DxG0268

DxG0264

DxG0265

DxG0269

MG0058

MG0056

MG0055

MG0054

2009

Mental Health Hierarchy
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2025

0053

0069

H14
0075

0012

0243

0054

0055

0052

0058

0067

0066

0064

0057

0656

0048

0517

0014

0230

0442

0645

0060

0643

neurological

Psychological and cognitive disorders

and substance abuse
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Classification DxG

Base case: two-quarter rule (no Rx needed) – M2Q

● Secondary inpatient diagnoses and outpatient treated 
the same

if coded in at least two quarters of the year => 
classification

● Primary inpatient diagnoses get classified at once => 
high validity
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2025

0053

0069

H14
0075

0012

0243

0054

0055

0052

0058

0067

0066

0064

0057

0656

0048

0517

0014

0230

0442

0645

0060

0643

neurological

Psychological and cognitive disorders

and substance abuse
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2025
Psychological and cognitive disorders

and substance abuse

0069

M2Q validation

Drug 

addiction
DxG0258
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Classification

● Age / gender restrictions
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2025
Psychological and cognitive disorders

and substance abuse

0053

0069

H14
0075

0012

0243

0054

0055

0052

0058

0067

0066

0064

0057

0656

0048

0517

0014

0230

0442

0645

0060

0643

neurological

A

A

A

A

A
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2025
Psychological and cognitive disorders

and substance abuse

0656

Age / gender

restrictions

Other mental 

disorders

DxG0687

11 other DxGs
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Classification

● Pharmaceutical validation
○ diagnoses need to be 

backed by Rx-prescriptions
○ Different DDD-threshold for 

acute / chronic condition
○ Inpatient diagnoses lead to 

reduced DDD-threshold

● Pharmaceutical  differentiation
○ Groups with 

■ Permanent medication
■ On demand
■ No medication
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2025

0053

0069

H14
0075

0012

0243

0054

0055

0052
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0067
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A

A

A

A

Psychological and cognitive disorders
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28



2025
0058

Pharmaceutical 

restriction

Manic/bipolar disorder

Major depression…

DxG0843

5 other DxGs
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Classification

Hospitalization required
● Illness NEEDS to be treated in hospital
● Inpatient diagnoses get classified at once
● No inpatient diagnosis => no classification
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2025
Psychological and cognitive disorders

and substance abuse

0053
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2025
Psychological and cognitive disorders

and substance abuse

0243

Hospitalization

required

Poisoning by drugs and 

other psychotropic 

substances

DxG0792
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2025
Psychological and cognitive disorders

and substance abuse

0053

0069

H14
0075

0012

0243

0054

0055

0052

0058

0067

0066

0064

0057

0656

0048

0517
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neurological

5.973€

1.980€
6.417€

1.875€

5.857€

2.817€

2.605€

819€

651€

3.410€

772€

2.394€

460€

1.124€

1.639€

1.443€

1.090€

810€

520€

372€

144€144€

6417€
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Payment Weights



Timeline
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Scope of yearly Updates

● Within the discretion of the BAS
○ Composition of HMGs

■ ICDs
■ DxGs
■ Validation (Rx)
■ Hierarchies and dominances

● Outside the discretion of the BAS
○ New elements (HCP, ex post exclusion)
○ Generel structural changes (data base, PCG)

35



Update Cycle for 2026
Nov 
24 

Jun 
25 

Aug 
25

Sep 
25

Start

Publication
of Draft

Comments from
Sickness Funds

Publication
of Model
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Calculation Cycle for 2026

2025

Development of model and calculation
of preliminary payment weights on
- Morbidity data from 2022
- Cost data from 2023
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Calculationcycle for 2026

2025

2026 Move to newer data base as soon as
available. But no recalculation
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Calculationcycle for 2026

2025

2026

2027
Final calculation
- Morbidity data from 2025
- Cost data from 2026
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Calculationcycle for 2026

2025

2026

2027

2028

Correction of final calculation
- Morbidity data from 2025
- Corrected Cost data from 2026
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Evaluation
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Prevention of 

Risk Selection
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Additional Goals

Risk Adjustment not supposed to set adverse incentives
• „outpatient over inpatient“ 
• Efficient treatment
• Prevention over curation
• …
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Evaluation

Regular Evaluation
- Every four years
- Last one published 2025 on Model 2021

Special Evaluation
- Can be commissioned by Ministry of Health
- Last one published 2025

44



Criteria

● R2, CPM, MAPE, wMAPE, wMAPD
● Predictive Ratios, over- / undercompensation for specific

groups

Problem
● Data availability => Very hard to form meaningful subgroups
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Payments 2021
Payments Percentage

AGG + RGG 98.4 bn € 42,40%
HMG 126.7 bn € 54,59%
KEG 0.1 bn € 0,06%
High Cost Pool 6.8 bn € 2,95%
Total 232.2 bn € 100,00%
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Measures of Fit 2021

R2 57,62%
CPM 28,00%
MAPE 2.641 € 

Without HCP
25,39%
24,64%
2.764 € 

Without HCP
29,27%
27,32%
2.736 € 

2025
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Measures of Fit 2021

not deceased 155 € 
deceased - 24.538 € 
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Percentiles of residual spending 
(prior year)
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Risk equalization in Germany & the Netherlands
WPR-symposium 

2026

Similarities & key differences

Richard van Kleef



Risk equalization: 
Germany versus Netherlands

Many similarities!! See, for instance: McGuire, Schillo & Van Kleef (2021) 

• Morbidity-based risk adjustment

• Prospective morbidity indicators (i.e., based on information from year t-1)

• Annual recalibration of payment weights (based on a ‘new’ data year)

• High-Cost Pool (in Dutch: Hoge Kosten Compensatie)

• […]

Similarities

https://link.springer.com/article/10.1007/s10198-020-01227-3


Risk equalization: 
Germany versus Netherlands

Institutional 

context

Key difference #1

Werkgroep Ontwikkeling 

Risicoverevening (WOR)

All stakeholders are involved,                     
including insurers

Continuous scope for bigger and               
smaller changes/improvements

Wissenschaftlicher Beirat zur 
Weiterentwicklung des 
Risikostrukturausgleichs

Less involvement of insurers

Limited scope for bigger 
changes/improvements



Risk equalization: 
Germany versus Netherlands

Morbidity 

classification

Key difference #2

Risk adjusters based on prior spending

Multiple separate morbidity classifications 
(DCG, PCG,…) based on hospital diagnoses, 

prescribed drugs, diagnoses for 
physiotherapy and prior spending, with 

some rules/restrictions within classifications

No risk adjusters based on prior spending

One integrated morbidity classification 
(HMG) with disease hierarchies based on 
hospital diagnoses, ambulatory diagnoses 
and prescribed drugs, and with rules and 

restrictions within and between hierarchies 



Risk equalization: 
Germany versus Netherlands

Payment weights

(normbedragen)

Key difference #3

Payment weights for year t are 
calibrated on cost data from year t-3

Payment weights for year t are         
recalibrated on cost data from year t

Advantages of German approach: 1) no need to make cost data from year t-3 representative for year t (which              
saves time, money & trouble) and 2) no need for ex-post corrections such as ‘criteriumneutraliteit’

Disadvantage of German approach: at the time insurers must publish their premiums,                                                           
the final payment weights are unknown



Stelling: Het herschatten van de normbedragen op de zorgkosten van jaar t is 
een goed idee.

39%

43%

19%

39% Eens

43% Oneens

19% Weet ik niet

Results
Option Score

Eens 39%
Oneens 43%

Weet ik niet19%

2 54 54 / 



Analyse vereveningssysteem 2026: uitkomsten 
voor subgroepen o.b.v. psychische gezondheid

WPR-symposium 
2026

Key findings

Richard van Kleef



Doelstellingen WPR

Via wetenschappelijk onderzoek en kennisdeling bijdragen aan de evaluatie, 
doorontwikkeling en borging van het risicovereveningssysteem.

1. Het uitvoeren van een jaarlijkse analyse van de verevenende werking en power 
op basis van ‘externe’ gezondheidsinformatie en innovatieve maatstaven. 

2. Bedenken en uitvoeren van verkennend onderzoek naar innovatieve methoden 
voor het verbeteren van de risicoverevening. 

3. Bevorderen van kennisdeling tussen wetenschap, beleid, uitvoering en praktijk.



Analyse verevenende 
werking en power RV26

26 januari 2024, Erasmus Universiteit Rotterdam

WPR

Wat is de verevenende werking van het risicovereveningssysteem 

2026? Dat wil zeggen: in hoeverre compenseert het 

vereveningssysteem voor de voorspelbare winsten en verliezen van 

subgroepen met een specifiek risicoprofiel? 

Wat is de power van het risicovereveningssysteem 2026? D.w.z. wat 

houdt een verzekeraar gemiddeld over aan een kostenbesparing?

Extra analyse: In hoeverre zijn er verschillen in het keuze- en 

overstapgedrag van verzekerden in 2023 tussen subgroepen met 

een specifiek risicoprofiel? 



Met veel dank aan: WPR

WPR-klankbordgroep

& meelezers



Gemiddeld vereveningsresultaat in jaar t voor subgroepen  
o.b.v. ‘risico op angst en depressie’ in t-1 volgens Kessler 
Psychological Distress Scale (Gezondheidsmonitor 18+) 

Key finding

Na toepassing van het 
vereveningssysteem 
2026 resteert een 

substantieel 
voorspelbaar verlies 

voor mensen met een 
slechte psychische 

gezondheid. 
     

     

     

     

     

     

    

 

   

    

                   
       

           
       

           
      

                                              



Gemiddeld vereveningsresultaat in jaar t voor subgroepen  
o.b.v. ‘psychische klachten’ in t-1  volgens Mental Health 
Inventory – 5 (Gezondheidsmonitor 18+) 

Key finding

Na toepassing van het 
vereveningssysteem 
2026 resteert een 

substantieel 
voorspelbaar verlies 

voor mensen met een 
slechte psychische 

gezondheid. 
     

     

     

     

     

    

   

             
       

               
       

              
      

                
      

                                            



Gemiddeld vereveningsresultaat in jaar t voor subgroepen  
op basis van ‘psychische klachten’ in t-1 volgens ICPC-
diagnoses uit huisartspraktijken (Nivel Zorgregistraties) 

Key finding

Voor 16 van de 41 
subgroepen o.b.v. 
psychische ICPC-
diagnose in het 
voorgaande jaar 

resteert bij zowel RV24 
als RV25 als RV26 een 
statistisch significant 
voorspelbaar verlies.

                             

                         

                                              

                                     

                                 

                                             

                                 

                                              

                                         

                                  

                                           

                     

                                              

                                          

                        

                         

                                      

                                         

                      

                      



Gemiddeld vereveningsresultaat in jaar t voor de subgroep 
met tenminste 1 ‘psychische klacht’ in t-1 (20,8%) volgens 
ICPC-diagnoses uit huisartspraktijken (Nivel Zorgregistraties) 

Key finding

De subgroep met 
tenminste 1 van de 41 

psychische ICPC-
diagnoses in t-1 heeft 

een negatief 
vereveningsresultaat 
voor zowel GGZ als 
somatische zorg.

    

    

    

    

   

   

   

   

 

  

  

                                       
            



Wat is volgens u de beste maatregel voor het verminderen van de 
ondercompensatie voor mensen met psychische gezondheidsproblemen?

18%

29%

12%
10%

22%

8%

18% Nieuwe vereveningscriteria

29% Psychische DKG/FKG o.b.v. jaar t (gevalsnormering)

12% Meer/betere ex-post kostencompensatie

10% Andere schattingsmethode normbedragen

22% Combinatie van maatregelen

2% Andere maatregel

0% Geen maatregel nodig (ondercompensatie = geen 

probleem)

8% Geen idee

Results
Option Score

Nieuwe vereveningscriteria 18%
Psychische DKG/FKG o.b.v. jaar t (gevalsnormering) 29%

Meer/betere ex-post kostencompensatie 12%
Andere schattingsmethode normbedragen 10%

Combinatie van maatregelen 22%

Andere maatregel 2%
Geen maatregel nodig (ondercompensatie = geen probleem)0%

Geen idee 8%

2 51 51 / 



Analyse vereveningssysteem 2026: power WPR-symposium 
2026

Key findings

Richard van Kleef



Power

26 januari 2024, Erasmus Universiteit Rotterdam

Wat houdt een individuele 
verzekeraar gemiddeld over 
aan een kostenbesparing, na 

toepassing van het 
vereveningssysteem?

Lagere prijzen onder 
gelijkhouding van volume 

(prijs-powermaatstaf)

&

Lager volume onder 
gelijkhouding van prijzen 
(volume-powermaatstaf)

Twee typen 
kostenbesparingen:



Wat houdt een individuele verzekeraar gemiddeld 
over aan een prijsbesparing onder gelijk houding 
van volume? (prijs-powermaatstaf)

Een prijsbesparing op 
hulpmiddelen kan 

nadelig uitpakken voor 
een verzekeraar.

Key finding

    

    

    

  

   

   

   

   

   

   

   

   

   

    

                          

            



Wat houdt een individuele verzekeraar gemiddeld 
over aan een volumebesparing onder gelijk 
houding van prijzen? (volume-powermaatstaf)

Een volumebesparing 
op hulpmiddelen kan 

nadelig uitpakken voor 
een verzekeraar.

Key finding

    

    

    

  

   

   

   

   

   

   

   

   

   

    

                          

            



Stelling: De negatieve power voor hulpmiddelen is problematisch.

71%

16%

12%

71% Eens

16% Oneens

12% Weet ik niet

Results
Option Score

Eens 71%
Oneens 16%

Weet ik niet12%

49 49 / 



Paneldiscussie
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