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TECHNICAL REPORT ON THE DUTCH HUMAN 
RESOURCES FOR HEALTH SITUATION 

Purpose: submission as an Independent Stakeholders Report for the 3rd Round 
of Reporting on the WHO Code of Practice on International Recruitment of 
Health Workers.  

INTRODUCTION 

Mismatches between supply and demand of jobs in the health and social sector in The 
Netherlands have a history dating back to the Second World War. Every few years there is 
either an alarming shortage of health workers for the number of positions, leading to 
measures to alleviate health care delivery challenges - or a surplus of health workers, in the 
sense that there are fewer jobs in this sector for the number of professionals available in the 
country, leading to massive lay-offs. 
 
In itself, and in a free market economy, this is a common ‘boom and bust cycle’-type 
phenomenon, where demand and supply continuously try to find an equilibrium. As long as it 
relates to non-essential products or services, this phenomenon is not necessarily bad for a 
country’s level of health or well-being. But for an essential sector such as health care, this 
cyclical development is very disruptive. Health sector employment is largely driven by the 
ability or willingness of governments to create jobs with the available budget and funds 
(demand), irrespective of the health needs of its populationi. In times of money shortage, the 
number of jobs decreases, creating problems in service delivery. In times of prosperity, the 
number of jobs increases, resulting first in many vacancies, then leading to a sharp increase in 
national health care expenditure, triggering concerns about the (financial) sustainability of the 
health and social sector, followed by new austerity measures. This cycle of investment and 
disinvestment creates an unpredictable and volatile labour market.  
 
At this point in time (July 2018), The Netherlands is facing an alarming shortage of health and 
care workers in relation to an increasing number of vacancies, in a variety of cadres, creating 
problems in service delivery. This report aims to analyze the developments leading up to this 
shortage and the current measures to resolve them. In the last paragraph, we specifically 
highlight the Dutch alignment with the WHO Code of Practice on the International 
Recruitment of Health Workers.  
 
This report is based on documents in the public domain (including research reports, 
government-issued reports, Parliamentary documents, opinions, blogs and newspaper 
articles), our own observations and conversations with stakeholders. 



 

 

Wemos | Technical report on the Dutch human resources for health situation p. 2|9 
July 2018 
 

CURRENT SITUATION AND PRIOR DEVELOPMENTS 

Approximately 1.2 million people held a job in the health and social sector in The Netherlands 
in 2016. The majority of them (367,000 people) worked in elderly care and home care, 
followed by general hospitals (211,000), and care for the disabled (165,000)ii. Over the 8 years 
before 2016, the cyclical pattern in health sector employment is clearly visible. Total health 
employment in 2008 was 1.13 million, which increased to 1.27 million in 2012, then declined, 
down to the aforementioned 1.2 million in 2016. The main reason for the shrinking health 
workforce between 2012-2016 lies in the austerity measures effectuated by the Dutch 
government, in combination with the decentralization of youth care and long-term care, 
including home care, to Municipalities. This resulted in a total loss of 61,000 jobs. 
 
Since the first quarter of 2017, however, the number of vacancies in the health sector as a 
whole has been growing steadily again. At the time of writing, the number of vacancies 
amounts to 130,000, according to UWViii. Compared to vacancies in other sectors, those in the 
health sector are harder to filliv. This is because a large number of the health professionals 
that fell victim to the austerity measures have left the health sector definitively. Also, the 
influx of new health workers, including youngsters who might consider a health profession, is 
lagging behind, because of the sector ‘s bad reputation as an employer: long working hours, 
high work load, high administrative burden, and poor pay.  
 
This most recent tightening of the labour market is a result of growing and changing demands 
for health and social care, and in a recently developed new quality criteria framework for 
nursing homes. A plan for the improvement of quality of care in nursing homes unexpectedly 
resulted in a binding commitment of the government, in the order of an additional yearly 
financial impulse of 2.1 billion Euros by the year 2021. A large part of this financial impulse to 
quality improvement goes to an increase in health staff – staff that is nowhere to be found. 
The Minister of Health, Welfare and Sports forecasts an increase in total health sector jobs of 
200,000 by the year 2022, and a potential shortage of 125,000 health workersv. 
 
The consequences of this health worker shortage are notable. In health care delivery terms, 
Drenthe, the country’s least populated province, has seen a decrease in the concentration of 
clinical paediatric care from three locations to just one location, due to a lack of 
paediatriciansvi. Zeeland and Friesland will in the very near future not have enough General 
Practitioners (GPs) to cover the ever-growing health needs of elderly people in that area, as 
many of their GPs are currently reaching pension age vii.. Recruiting agencies have rung the 
alarm bell because the demand for nurses in home care and care for the elderly now exceeds 
the supply by a factor four to fiveviii. Hospital treatments are being postponed due to staff 
shortages, so waiting lists are growingix.  
 
In the meantime, working conditions are worsening because the lack of staff creates immense 
pressure on remaining care workers, who have to accomplish the same amount of work with 
less people. This leads to overburdened staff members, increased stress levels and more sick 
leave, thus aggravating the situation even more.  
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DECENTRALIZATION 

Adding insult to injury, wages in home care - the sector with the most painful shortages - are 
decreasing. This is a result of the decentralization that took place alongside the austerity 
measures: youth care and long-term care, including home care, were delegated to 
municipalities. Although this was accompanied by a budget transfer from state to 
municipalities, there were numerous indications that this money did not suffice to fulfil health 
and care needsx. Municipalities were concerned, but also saw an opportunity to deliver better 
and more tailor-made health and care services for their inhabitants. It also fitted with an 
earlier delegated responsibility in the context of the Social Support Act in 2007.  
 
But because The Netherlands does not have a municipality-led health or care delivery 
infrastructure, such services are tendered by municipalities. Criteria for the quality of care to 
be delivered are set, but low costs are very important in such a context. A race to the bottom 
had already started as early as 2007, but became even more disconcerting as of 2015. In May 
2018, a study by branch organization for home care Branchebelang Thuiszorg Nederland 
(BTN) showed that 178 municipalities pay their contracted home care organizations less than 
what is needed to cover costs (the study included 297 municipalities, out of 380 in total in The 
Netherlands)xi. As a result, many care organizations have gone bankrupt, resulting in 
unemployment of thousands of much-needed care workers. 

THE LONG TERM VISION 

The question is warranted whether this situation could have been predicted or not. The Dutch 
government is well-organized and supported by solid research institutions and ditto advisory 
boards. Of particular importance in this context is the work of the Commissions Kaljouw and 
Kervezee of the Innovation of Health Care Professions & Education Programme, named after 
their respective chairpersons, Mrs. Marjan Kaljouw and Mrs. Kete Kervezee. The Dutch 
Minister of Health had commissioned this programme in 2012 to prepare for future changes 
in health and social care needs, based on predicted demographic and epidemiological 
changes.  
 
The Commission Kaljouw produced the advisory report ‘Moving towards new health care and 
new health care professions (the contours)’ (2015)xii. It presents “a dynamic continuum of 
skills, customised to care that will enable people to continue to live independently as far as 
possible and to be able to function in their own environment. This demands a turnabout in 
health care. The key aspect is not the diseases or disorders of our citizens, but how they 
function, their resilience and self-management.” In 2016, the follow-on Commission Kervezee 
presented its report ‘A paradigm shift in perception, learning and action. Boundary-crossing 
learning and educating in health care and welfare in the digital age’, detailing the implications 
of this new concept of health for equipping our citizens and professionalsxiii.  
 
Both reports are based on the philosophy of ‘positive health’, a term coined by Machteld 
Huber in 2012. Health is not just the absence of something negative (disease), but also the 
presence of something positive, namely the ability of individuals to cope with physical, social 
and emotional challenges in life, their resilience and ability for self-management. As a 
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consequence, health care focuses on prevention and support, and avoids unnecessary 
medicalization. This new concept of health has been received rather positively, but has also 
been met with criticism. Its philosophy seems to be driven by the overall political desire to 
contain health care expenditure, carries the risk that individuals are increasingly left to fend 
for themselves, and may ultimately lead to increases in Out-Of-Pocket expenditures, implying 
that health inequalities might increasexivxv. 
 
The Netherlands is also blessed with its Advisory Committee on Medical Manpower Planning 
(‘Capaciteitsorgaan’)xvi. Established in 1999, it is the exclusive advisory body for advice on 
intake in all specialized postgraduate training programmes in The Netherlands. The Advisory 
Committee is supported by a workforce forecasting model for doctors developed by the 
Netherlands Institute for Health Services Research, or NIVELxvii. And since 1994 already, The 
Netherlands has the research programme Labour Market Care and Welfare: AZWInfo. It aims 
to provide reliable information about the developments in this labour market, including 
interpretation of this data. With this programme, the Dutch government enables social 
partners in the health and social sector to develop future-proof labour market policies. It 
includes components like continuous data gathering, periodic surveys among both employers 
and employees, and forecasting studies. It is a high-quality instrument, almost unparalleled 
internationally. 
 
In short, from a policy point of view, The Netherlands is well prepared for the future. But a 
well-thought-out vision of the future and corresponding policy plans do not take into account 
recurring political and macro-economical whims.  

CURRENT MEASURES TO SOLVE HEALTH WORKER SHORTAGES 

The alarming and ever increasing health worker shortages, in relation to the growing number 
of jobs, have led to a number of policy actions by the respective Ministers and State 
Secretaries of Healthxviii, only a few of which are highlighted here. In July 2017, the then State 
Secretary for Health presented his ‘Labour Market Agenda Working for the elderly 2023’, with 
recommendations for health worker retention measures: increasing the influx of health 
workers, decreasing dependency of patients and clients on care by using technological 
innovations, and improving quality of care. A campaign to improve the reputation of health 
work forms part of this agenda. In March 2018, the new Ministers for Health and the State 
Secretary for Health – also on behalf of the Ministers of Social Affairs and Education - 
presented their Action Programme Working in health care in a letter to Parliament. In 
essence, the Action Programme intensifies the measures presented in the Labour Market 
Agenda 2023, including several financial instruments.  
 
The actual implementation of the action plans and the responsibility to provide sufficient 
health workers for intramural care, including retention measures, is explicitly left to different 
stakeholders, including hospitals, nursing homes and other health care institutions, 
employers’ and employees’ organizations and education institutesxix. The Dutch government 
has established supporting programmes such as ‘Zorgpact’ (‘Pact for care’) and ‘RegioPlus’ to 
foster these innovative collaborations, as a follow-up to the work of the Commissions on the 
Innovation Health Care Professions & Education. 
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These multi-stakeholder collaborations are mainly active at regional level, covering one or 
more provinces, and seem to be working well in the sense that parties enthusiastically 
cooperate with each other. Some individuals and organizations, however, have shared with us 
their doubts that such solutions are effective. They have a much higher sense of urgency 
about the present shortages than our Ministry of Health, because they are faced with the day 
to day challenges of the health worker shortages: hospital procedures are postponed, waiting 
lists are growing, and with the upcoming summer holiday period they feel compelled to 
temporarily employ unqualified students to fill some of the gaps. These individuals also miss a 
longer-term perspective on the situation and commensurate measures from the government, 
including sustainable financial investments in a resilient health workforce. They feel that the 
government should not be leaving solutions to the field, but should take more directive 
measures, to ensure lasting, future-proof solutions.  

ROLE OF MIGRANT HEALTH PERSONNEL IN DUTCH PLANS 

To date, references to the employment of migrant health personnel to alleviate Dutch health 
worker shortages have been minimal, although the Labour Market Agenda 2023 does include 
a statement to “facilitate the process of employing foreign health professionals and 
immigrants with a residents’ visa”. From 2000-2002, the Ministry of Social Affairs issued 192 
work permits to (mostly) nurses from South Africa, Indonesia, Croatia, Macedonia, Slovakia, 
Poland and Surinam. But such earlier experiments with foreign health workers turned out 
rather unsuccessful due to cultural and language barriersxx. In conversations with us, health 
policy makers, employers’ organizations and unions still mention these barriers as the main 
reason not to employ health professionals from abroad.  
 
This is supported by the facts: according to AZWInfo, 86.1% of all health care workers in The 
Netherlands is Dutch, 6.9% comes from other Western countries, and another 6.9% hails from 
non-Western countriesxxi. In long-term care, however, it is a known fact that health 
professionals from Central and Eastern European countries are employed as live-in carers, 
mainly for the elderly. The exact size of this group is unknown, unfortunately, but thought to 
be more in the tens, rather than in the hundreds. A draining effect on their homelands’ health 
systems is therefore not likely. As far as can be established, the majority of these workers are 
recruited under Dutch law and therefore enjoy the same rights as native Dutch colleagues, 
although a few cases have been uncovered where this type of work came with risks for both 
care providers and receivers of carexxii.  
 
There have been incidental news items about ideas to employ foreign health workers, for 
instance for ambulance services in Rotterdamxxiii, and efforts to attract GPs from Belgium to 
work in the neighbouring province Zeeland - much to the dismay of Belgian colleagues who 
are also suffering from GP shortagesxxiv. Whether these ideas have been put into practice is 
not known to us. In this context, it is noteworthy that some cross-border collaboration efforts 
with Belgium and Germany have taken place to alleviate common health workforce 
challengesxxvxxvi. 
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During our conversations with various stakeholders, we noticed a decline in the awareness of 
the WHO Code of Practice. We have come across persons and organizations active in the 
health workers recruitment business, including those who actively recruit abroad to promote 
intra-EU mobility, who had not heard of the Code before we mentioned it. It has been noted 
before that awareness of the WHO Code needs continuous attention, but that - in general - 
there are limited resources for dissemination, advocacy and policy supportxxvii. 

CONCLUSIONS 

Conclusions can be drawn on different levels. First, despite a well-founded vision of the future 
of health care in The Netherlands - including ramifications for the education of health workers 
‘new-style’ and the use of innovative technology - and despite the excellent quality data on 
the health labour market, the actual occurrences on the health labour market of the last few 
years have been determined by the available budgets for health personnel. Availability of 
budgets in its turn was a political decision based on the felt need to save money on health 
care costs and disinvest in health. 
 
Secondly, by alternately restricting and expanding the budgets available for jobs in the health 
and social sector, the Dutch government severely disrupts the health labour market by 
triggering massive lay-offs, a worsening of working conditions for remaining health staff, a 
substantial outflow of health workers from the health and social sector and a reduction of the 
number of new health students. When jobs in the health and social sector start to become 
available again, health workers are nowhere to be found.  
 
Thirdly, by simultaneously decentralizing health and social care responsibilities to 
municipalities, and by leaving the solutions to health care delivery problems to field parties 
(such as hospitals, nursing homes and other health care providers, employers organizations 
and education institutes), the Dutch government is shirking away from its duty to ensure the 
right to health and health care of its population. It is too early to assess whether the health 
service delivery challenges observed are impacting morbidity and mortality in the Dutch 
population. One could argue, though, that the progressive and incremental fulfilment of the 
right to health in The Netherlands is compromised when waiting times for medical treatment 
or care become longer, larger distances have to be covered to reach adequate care, or Out-
Of-Pocket expenditures increase. 
 
Fourthly and lastly, we have observed that the awareness about the existence and 
implications of the WHO Code of Practice on International Recruitment of Health Workers has 
declined.  

ON WHO CODE IMPLEMENTATION 

A major guiding principle of the Code is that it is based on the right of all people to the highest 
attainable standard of health. The presence of, and equitable access to, health personnel can 
be considered central to the full realization of the right to health, both in destination and 



 

 

Wemos | Technical report on the Dutch human resources for health situation p. 7|9 
July 2018 
 

source countries.xxviii This calls for the Dutch government to sustainably invest in its health 
workforce regardless of economic ups and downs. The principle source of funding for this 
comes from Dutch citizens via insurance premiums and a progressive taxation system based 
on the principle of solidarity. Economizing on health expenditures creates unnecessary 
scarcity and will ultimately mean that some costs for health care are transferred to individual 
citizens, eventually leading to increased health inequity. 
 
With regards to specific articles in the Code, we have observed the following:  
 
 In line with the WHO Code, the Dutch policy focus is to develop and maintain a self-

sustainable health workforce and does not rely on international recruitment of health 
personnel (3.6, 5.4). 

 All workers in the Dutch health and social sector, including those from abroad, can be 
assured of fair and just treatment, in accordance with Dutch employment laws, including 
minimum salary levels (4.4, 4.5). 

 The Dutch Ministry of Health has great policies but allows budget availability to determine 
the demand for health and social workers, instead of making budget available for the jobs 
needed to meet its population’s health needs in a sustainable and consistent manner. This 
undermines the stability of the health system (5.4, 5.6). 

 On the matter of ‘adopt’[ing] a multisectoral approach addressing these issues in national 
health and development policies’ (5.6), it is of note that the Dutch Ministry for 
Development Cooperation has no policy to invest in health systems, and specifically 
human resources for health, in its development aid programmes.  

 Geographical maldistribution of health workers is a growing concern (5.7). As far as we 
have been able to establish, the Dutch government has not taken active retention 
measures for underserved areas. To some extent, cross-border collaboration with Belgium 
and Germany is used to alleviate common health workforce challenges in the border 
regions (5.1).  

 On Article 6 (Data gathering and research) and Article 7 (Information exchange), the Dutch 
government performs quite well, as has been demonstrated earlier in this report.  

 There is work to be done by the Dutch Ministry of Health to actively publicize and 
implement the Code in collaboration with all stakeholders (8.1). We recommend this to be 
done together with the EPSU-HOSPEEM Code of Conduct on Ethical Cross-Border 
Recruitment and Retention. 
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