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B VOORWOORD

Vereenvoudiging van remgelden

De Belgische verplichte ziekteverzekering, opgericht door een wet uit 1963, viert binnenkort haar 50e
verjaardag. Vanaf het begin had deze wet remgelden voorzien die, zoals de naam aangeeft, waren bedoeld om
de consumptie van de gezondheidszorg binnen redelijke grenzen te houden. Men vreesde toen dat er een
regelrechte verkwisting zou optreden indien de zorg volledig gratis was.

Gedurende deze 50 jaar zijn zowel de wet als haar uitvoeringsbesluiten sterk geévolueerd. Ook de remgelden
kenden talrijke evoluties, omdat men wilde tegemoetkomen aan nieuwe doelstellingen die initieel niet aan de
orde waren of die zich opdrongen als gevolg van socio-economische veranderingen. Na verloop van tijd hebben
deze nieuwe regels de situatie dermate ingewikkeld en weinig transparant gemaakt dat het RIZIV het KCE
gevraagd heeft te onderzoeken hoe de regels kunnen vereenvoudigd worden.

Natuurlijk kunnen we niet op om het even welke manier vereenvoudigen. Elke regel is de vertaling van
onderliggende doelstellingen en het is niet de taak van het KCE om te oordelen welke doelstellingen vandaag
niet langer doorwegen of minder belangrijk geworden zijn. Daarom is er gekozen om een aantal verschillende
mogelijkheden van vereenvoudiging te simuleren. Het is daarna aan de beleidsmakers om hiertussen een
keuze te maken.

De materie blijft in ieder geval complex. Elke keuze heeft mogelijks een impact op de inkomensherverdeling en
op de inzet van middelen voor de meest doeltreffende zorg van de beste kwaliteit. Vereenvoudiging is weliswaar
een goede zaak, maar we mogen hierbij deze andere doelstellingen zeker niet uit het oog verliezen. Daarom is
het onze bedoeling om hierop binnenkort terug te komen in een rapport dat deze aspecten in een bredere
context zal bekijken.

Jean-Pierre CLOSON Raf MERTENS
Adjunct Algemeen Directeur Algemeen Directeur
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ACHTERGROND

In de Belgische ziekteverzekering betalen patiénten een directe eigen
bijdrage in de kosten van de gezondheidszorg; we spreken van ‘remgeld’.
Het bedrag van het remgeld is gelijk aan het verschil tussen de
vergoedingsbasis en het terugbetalingstarief. Er bestaan twee vormen.
Ofwel betaalt de patiént een vast bedrag, ofwel een percentage van de
vergoedingsbasis. Bijvoorbeeld, in december 2011 bedroeg het
honorarium van een cardioloog € 29,51. Patiénten met een verhoogde
verzekeringstegemoetkoming (VT) betaalden een vast bedrag van € 2,5
voor een raadpleging; patiénten zonder deze VT betaalden 40% van het
honorarium. In de Engelstalige literatuur maakt men het onderscheid
tussen een co-payment (vast bedrag) en een coinsurance (percentage).

Vanaf de wet van 9 augustus 1963, die de huidige verplichte
ziekteverzekering in grote mate heeft bepaald, tot nu is een veelvoud aan
remgelden ingevoerd. Vooral voor raadplegingen en huisbezoeken van
huisartsen en raadplegingen van specialisten is de situatie complex en
ontransparant geworden voor zowel het RIZIV als de ziekenfondsen,
artsen en patiénten.

Het remgeld is de eigen bijdrage van patiénten wanneer ze gebruik maken
van de gezondheidszorg. Het remgeld wordt berekend ofwel als een vast
bedrag (co-payment), ofwel als een percentage van de vergoedingsbasis
(coinsurance).
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DOEL VAN DE STUDIE

Het doel van deze studie, die werd aangevraagd door het RIZIV, is de
financiéle impact voor het RIZIV en voor de patiénten na te gaan van
mogelijke vereenvoudigingen in de structuur van remgelden voor
raadplegingen en huisbezoeken van huisartsen en voor raadplegingen van
specialisten.

METHODEN

e Analyse van het wettelijk kader voor remgelden in Belgié;

e Berekenen van de financiéle impact van een vereenvoudiging van de
structuur van remgelden met behulp van microsimulaties.

RESULTATEN

Opeenvolging van ad hoc maatregelen sedert 1963

De huidige structuur van remgelden voor raadplegingen en huisbezoeken
van huisartsen en raadplegingen van specialisten is het resultaat van
ongeveer 50 jaar ad hoc maatregelen. De honoraria en bijhorende
remgelden worden vastgelegd in de akkoorden van de Nationale
Commissie Artsen-Ziekenfondsen. Vanaf de wet van 1963 tot 1982 waren
er twee remgeldpercentages voor raadplegingen en huisbezoeken van
huisartsen en specialisten: 0% voor patiénten met VT en 25% voor
gewone verzekerden.

Budgetgestuurde verhoging van remgeldpercentages

Onder meer de economische crisis in het begin van de jaren tachtig en het
voldoen aan de Maastrichtnorm deden de beleidsmakers beslissen de
remgeldpercentages te verhogen: maximum 30% voor raadplegingen van
huisartsen, 35% voor huisbezoeken van huisartsen en 40% voor
raadplegingen van specialisten voor de gewone verzekerden. Voor
verzekerden met VT bedroegen deze percentages respectievelijk 10%,
10% en 15%.

Vereenvoudiging van remgelden

Financiéle prikkels om zorggebruik te sturen

In het voorbije decennium werden remgelden in toenemende mate
gebruikt als een instrument om gedrag in de gezondheidszorg te sturen,
zoals het ontmoedigen van huisbezoeken en het stimuleren van het
globaal medisch dossier (GMD). Sedert 1 december 2011 wordt het
bijkomend honorarium voor een dringende raadpleging bij de huisarts
‘s avonds, s nachts, tijdens het weekend of op feestdagen volledig door
het RIZIV terugbetaald om te vermijden dat mensen onmiddellijk naar de
spoeddienst van een ziekenhuis zouden stappen. Op dezelfde datum werd
de structuur van remgelden voor raadplegingen van huisartsen aanzienlijk
vereenvoudigd om de sociale derdebetaler regeling meer veralgemeend te
kunnen toepassen.

Complexe structuur van remgelden

Momenteel betalen patiénten ofwel een vast bedrag als remgeld ofwel een
percentage op de vergoedingsbasis. Voor sommige prestaties komen
beide vormen zelfs samen voor. Bijvoorbeeld, een patiént met VT betaalt
voor een raadpleging om 22u bij een huisarts met verworven rechten een
vast bedrag (dat hetzelfde is als voor een raadpleging overdag) plus een
percentage op het bijkomend honorarium. Voor raadplegingen bij bepaalde
specialisten wordt het remgeld berekend als een percentage op het
honorarium met een plafond van € 15,5.

Vooral voor de huishezoeken van huisartsen is er een veelvoud aan
factoren die bepalen hoeveel remgeld een patiént betaalt: al dan niet recht
op VT; moment van huisbezoek; al dan niet in bezit van GMD; plaats waar
patiént verblijft; leeftijd van de patiént; al dan niet chronisch ziek;
kwalificatie van de huisarts en het aantal patiénten bij wie de huisarts een
bezoek aflegt onder hetzelfde dak.

Het remgeld voor patiénten met VT wordt meestal berekend als een vast
bedrag terwijl dit voor gewone verzekerden meestal een percentage op de
vergoedingsbasis is. Hierdoor is het verschil in remgeldbedrag tussen
beide groepen over de jaren toegenomen.
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Totale financiéle impact van beleidsopties

De financiéle impact van een hervorming is gelijk voor het RIZIV en voor
de patiénten, maar met een tegengesteld teken.

Raadplegingen huisarts

De vereenvoudiging van december 2011 (4 remgelden als vast bedrag,
met onderscheid naargelang GMD en VT) was een relatief goedkope
maatregel voor het RIZIV (1,9 miljoen euro op een totaal budget van 605,3
miljoen euro; 1,4 miljoen euro als we rekening houden met de
terugbetalingen in het kader van de maximumfactuur (MAF) die deze
vereenvoudiging meebrengt).

Huisbezoeken huisarts

Het opheffen van het onderscheid in remgeld volgens de kwalificatie van
de huisarts en volgens de plaats waar de patiént verblijft (thuis of in een
instelling) is een voor de hand liggende maatregel die het budget van het
RIZIV met ongeveer 0,23 miljoen euro doet afnemen (0,17 miljoen euro
met de MAF; op een totaal budget van 403,3 miljoen euro).

Eenzelfde vereenvoudiging maar met een verhouding van 1 tot 4 voor het
remgeld (vast bedrag) voor een patiént met en zonder VT zou het RIZIV
ongeveer 7,9 miljoen euro kosten (met een extra 0,14 miljoen euro na het
in rekening brengen van de terugbetalingen in het kader van de MAF).

Een toepassing van de maximale remgeldpercentages zoals in de wet
voorzien (respectievelijk 10% en 35% voor patiénten met en zonder VT)
levert voor het RIZIV een besparing van 4,7 miljoen euro (3,0 miljoen euro
met de MAF) op. Ditzelfde bedrag komt dan ten laste van de patiénten.
Raadplegingen specialist

De financiéle impact van een vereenvoudiging van de remgelden voor
raadplegingen bij een specialist, waarbij de huidige remgeldpercentages
vervangen worden door vaste bedragen in een verhouding van 1 tot 4 voor
patiénten met en zonder VT, is sterk afthankelijk van de grootte van deze
bedragen en varieert van een besparing voor het RIZIV van 52,3 miljoen
euro (43,0 miljoen euro met de MAF) tot een meerkost van 76,2 miljoen
euro (op een totaal budget van 474,5 miljoen euro).
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Financiéle impact voor de patiént

De globale financiéle impact van een hervorming is niet noodzakelijk gelijk
verdeeld over alle patiéntengroepen. Figuren 1-9 in het wetenschappelijke
rapport tonen de financiéle impact van de gesimuleerde
beleidshervormingen voor patiéntengroepen op basis van leeftiid en
geslacht, gezondheidstoestand, het al dan niet hebben van een GMD en
socio-economische kenmerken. De grootte en de richting van de impact
verschillen sterk naargelang de beleidsoptie en de pati&éntengroep.

BESLUIT

De opeenvolging van hervormingen van de remgelden voor raadplegingen
en huisbezoeken van huisartsen en raadplegingen van specialisten heeft
geleid tot een veelvoud aan bedragen die op diverse manieren worden
berekend.

Er zijn meerdere mogelikheden om deze complexe structuur te
vereenvoudigen. Bijvoorbeeld, het opheffen van remgeldverschillen
volgens de kwalificatie van de huisarts of volgens de verblijfplaats van een
patiént is een relatief kleine en goedkope hervorming voor de
huisbezoeken van huisartsen. Andere opties zijn ingrijpender en vaak ook
duurder voor het RIZIV of voor bepaalde patiéntengroepen.

Om te vermijden dat ook in de toekomst het remgeld op basis van ad hoc
maatregelen wordt vastgelegd, kan het definiéren van een aantal principes
en doelstellingen om de omvang en de verdeling van remgelden te
bepalen, een eerste nuttige stap zijn. Indien remgelden aan patiénten
financiéle prikkels moeten geven om gedrag te sturen, dan hebben
remgelden onder de vorm van vaste bedragen het voordeel ten opzichte
van procentuele remgelden dat ze transparanter zijn. Bovendien kunnen
vaste bedragen gemakkelijker afgerond worden wat de werking van een
systeem van (sociale) derdebetaler vereenvoudigt. Naast transparantie
kan ook coherentie een doelstelling van een vereenvoudiging zijn.
Eenzelfde bedrag aan remgeld ongeacht de kwalificatie van de huisarts of
de verblijfplaats van een patiént zijn logische ingrepen.

Recente beslissingen van de Nationale Commissie Artsen-Ziekenfondsen
lijken in die richting te gaan, maar zijn nog niet omgezet in reglementering.
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B AANBEVELINGEN®

Vereenvoudiging van remgelden

Ter attentie van de Minister na advies van het Verzekeringscomité

Vooraleer een ingrijpende hervorming ingevoerd wordt om de structuur van remgelden te
vereenvoudigen:

(o}

(o}

moeten de principes die aan de grondslag liggen van deze vereenvoudiging en de
doelstellingen die men wil bereiken of bewaren, worden bepaald,;

moet men in de politieke overwegingen ook de aanwezigheid van de supplementen
meenemen, die immers de rol van de remgelden volledig kunnen overschaduwen;

moet men de reflectie over de implicaties van een vereenvoudiging van remgelden
uitbreiden naar de maximumfactuur en de regeling met derdebetaler;

moet een formele evaluatie gemaakt worden van de aanvaardbaarheid voor de betrokken
beroepsgroep en van de praktische haalbaarheid, ondermeer op het viak van de
administratieve eenvoud.

Aangezien de principes die aan de grondslag liggen van de structuur van remgelden
gescheiden zijn van de logica achter de bepaling van de hoogte van de honoraria, zijn vaste,
afgeronde bedragen (eerder dan procentuele remgelden) te verkiezen. Dit zou het systeem
transparanter, coherenter en gebruiksvriendelijker maken.

Zonder de structuur ingrijpend te veranderen, kunnen twee voor de hand liggende concrete
vereenvoudigingen voor de remgelden aanbevolen worden:

(0]

remgeldverschillen die gebaseerd zijn op volgende kenmerken zouden moeten worden
afgeschaft:

- kwalificatie van de huisarts (erkend of met verworven rechten);
- woonplaats van de patiént (thuis, instelling met gemeenschappelijke verblijven);
- aantal patiénten per huisbezoek.

dezelfde remgeldstructuur (vast bedrag of percentage) zou moeten gelden voor patiénten
met en zonder verhoogde tegemoetkoming.

Ter attentie van de Algemene Raad van het RIZIV

Wanneer een hervorming wordt voorgesteld, zou het dossier systematisch niet alleen de
budgettaire impact voor de ziekteverzekering moeten vermelden, maar ook de financiéle en
andere gevolgen voor de patiént.

Alleen het KCE is verantwoordelijk voor de aanbevelingen aan de overheid.
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1. INLEIDING

1.1. Wijze waarop de eigen bijdragen van patiénten in de
ambulante arts-patiéntencontacten geregeld zijn, is
complex

Belgische patiénten die gebruik maken van de gezondheidszorg betalen
zelf een deel van de kosten. Deze eigen bijdagen zijn kenmerkend voor
onze ziekteverzekering. In de regel worden de kosten gedeeld tussen de
ziekteverzekering en de patiént. Op deze regel gelden uitzonderingen voor
sommige diensten of essentiéle geneesmiddelen zoals insuline, waarvoor
er geen financiéle tussenkomst van de patiént gevraagd wordt.

Grosso modo bestaan er drie directe vormen van eigen bijdragen.
Een eerste optie is een remgeld in de vorm van een vast bedrag: de

patiént betaalt een bepaald bedrag voor een prestatie en de
ziekteverzekering het restbedrag.

Tweede mogelijkheid is een remgeld als percentage van de totale
kostprijs: de patiént betaalt een bepaald percentage van de kostprijs van
een prestatie en de ziekteverzekering het overblijvende deel.

Een voorbeeld. Op 1 december 2011 bedroeg het honorarium voor een
raadpleging door de cardioloog 29,51 euro. Patiénten met recht op een
verhoogde verzekeringstegemoetkoming (VT) betalen een vast remgeld
van 2,50 euro; “gewone” patiénten een procentueel remgeld van 40%.

Deze beide vormen van eigen bijdragen zijn zeer gebruikelijk in de
Europese gezondheidszorgsystemen.

Een derde mogelijkheid is een franchiseformule waarbij de patiént de
zorgkosten tot een gelimiteerd bedrag zelf betaalt. In de Belgische
ziekteverzekering kan de maximumfactuur (MAF) gezien worden als een
voorbeeld van een franchiseformule. De MAF betaalt de remgelden van
een gezin terug vanaf een bepaald plafond, dat vastgelegd wordt in functie
van het netto belastbaar gezinsinkomen.
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Behalve de directe vormen van eigen bijdragen kunnen patiénten ook
indirect een deel van de zorgkosten voor hun rekening nemen. Dit
onder de vorm van “supplementen” — wat in de Verenigde Staten “balance
billing” heet en in Frankrijk “dépassements”. Een supplement is het
verschil in kostprijs tussen het officiéle tarief en het tarief dat de
zorgverstrekker zelf vrij kan bepalen. Ook als de kostprijs van een bepaald
voorgeschreven geneesmiddel hoger ligt dan een vastgelegde
referentieprijs betaalt de patiént het verschil uit eigen zak. Hetzelfde geldt
voor zorg die niet door de verplichte ziekteverzekering gedekt wordt.

De huidige regelgeving zit ingewikkeld in elkaar. Vooral voor de
ambulante prestaties van artsen bestaan er vele percentages en vaste
bedragen als remgeld. Door de grote complexiteit is het overzicht volledig
zoek voor het Rijksinstituut voor Ziekte- en Invaliditeitsverzekering (RIZIV),
de verzekeringsinstellingen, patiénten en zorgverstrekkers.

Het RIZIV vroeg het KCE denksporen uit te werken om het huidige
systeem van remgelden te vereenvoudigen en als dusdanig de
transparantie te verbeteren. Aangezien de complexiteit het grootst is in
de ambulante sector beperkt het opzet van de KCE-studie zich tot
huisbezoeken en raadplegingen van huisartsen en tot raadplegingen van
specialisten in hun privépraktijk.

De finaliteit is na te gaan wat de financiéle impact is van een
vereenvoudigde remgeldstructuur zowel voor het RIZIV als voor de
patiénten.
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1.2. Vereenvoudigingen binnen de grenzen van het huidige
ziekteverzekeringssysteem

Om het overzichtelijk te houden en omdat de complexiteit zich vooral in de

ambulante gezondheidszorg situeert, beperkt het KCE-rapport zich tot

raadplegingen en huisbezoeken door huisartsen en tot raadplegingen door
privaat werkende specialisten.

De vereenvoudiging is begrensd. De analyse vertrekt niet van een wit blad
maar gaat uit van vier basisprincipes van het Belgische
ziekteverzekeringssysteem. Met name stelt de studie:

e het systeem met remgelden niet in vraag;

e (dat systemen zoals de verhoogde verzekeringstegemoetkoming, die
de kosten voor de patiént bij elk contact met de arts beperken,
behouden blijven;

e de nomenclatuur, de prestatiebetaling en in het algemeen de manier
waarop artsen betaald worden niet in vraag;

e als uitgangspunt de regelgeving voor remgelden in december 2011.

Buiten het bereik van deze studie vallen indirecte vormen van kostendeling
en de minderheid van per capita betaalde huisartsen.
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2. EEN OPEENVOLGING VAN AD HOC
MAATREGELEN SINDS 1963

2.1. De Wet op de Ziekteverzekering van 9 augustus 1963
vormt de basis van het huidige systeem

De fundamenten voor de huidige structuur van eigen bijdragen gaan
terug tot de Wet op de Ziekteverzekering van 9 augustus 1963. Deze
basiswet voerde diverse substantiéle veranderingen door in de
gezondheidszorg.

Drie wijzigingen zijn bijzonder relevant voor deze studie. In essentie
gelden deze ook vandaag nog.

e Ten eerste voorzag de wet in de creatie van een lijst met
terugbetaalbare diagnostische en therapeutische procedures. Dit is de
“nomenclatuur”.

e Ten tweede werden akkoordencommissies in het leven geroepen.
Zorgverstrekkers en verzekeringsinstellingen leggen hierbij
honoraria en prijzen vast. Voor de artsen onderhandelt de Nationale
Commissie Artsen-Ziekenfondsen van het RIZIV op nationaal niveau
over deze honoraria. Ze gelden voor huisartsen,
ziekenhuisspecialisten en specialisten met een privépraktijk.
Individuele artsen kunnen kiezen of ze toetreden tot de overeenkomst.
Wie dat doet, en dus geconventioneerd is, verbindt er zich toe de
tariefovereenkomsten zoals ze vastgelegd zijn in de nomenclatuur toe
te passen. Hierdoor hebben patiénten van deze artsen tariefzekerheid.
Niet-geconventioneerde artsen kunnen hun honoraria vrij bepalen.

e Ten derde creéerde de wetgever in 1963 een categorie verzekerden
met een verhoogde verzekeringstegemoetkoming (VT). Deze geeft
recht op een verhoogde terugbetaling van gezondheidskosten. In
1963 betaalde de ziekteverzekering de kosten van deze patiénten
volledig terug terwijl in regel patiénten slechts recht hadden op 75%
terugbetaling. Een kwetsbaar segment van de populatie werd
zodoende vrijgesteld van eigen bijdragen. Al in 1965 voorzag de wet
op de ziekteverzekering echter de mogelijkheid om ook voor de
algemene bevolking de eigen bijdrage van de patiént te beperken.
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Concreet bekent dit dat als de tarieven substantieel stijgen men kan
overschakelen van een procentueel naar een vast remgeld. In 2010
werd van deze mogelijkheid voor het eerst gebruik gemaakt. Dat jaar
voerde de ziekteverzekering een plafond in van 15,50 euro voor
specialistische raadplegingen.

2.2. Budgettair geinspireerde hervormingen

Tot begin de jaren 1980 waren er nauwelijks maatregelen van toepassing
om het gebruik van gezondheidszorg te beperken via de vraagzijde. Ten
gevolge van de economische crisis en de toenemende kosten voor
gezondheidszorg verminderde de generositeit van de ziekteverzekering.
Twee op dezelfde dag in het Staatsblad gepubliceerde Koninklijke
besluiten (KBs van 23 maart 1982) breidden het procentuele remgeld
uit tot de kwetsbare populatie:

e Vooreerst werden ze financieel geresponsabiliseerd voor maximaal
10% van de honoraria voor raadplegingen en huisbezoeken van
huisartsen en voor maximaal 15% van de honoraria voor
specialistische raadplegingen.

e Daarnaast bestond voor de algemene bevolking al sinds 1965 de
mogelijkheid om een vast remgeldbedrag per prestatie te heffen. Deze
maatregel werd nu uitgebreid tot de kwetsbare groep.

Begin de jaren 1990 had een shift plaats van circa 2% van het
gezondheidszorgbudget naar de patiénten door een verhoging van de
remgelden:

e Artikel 37 van de wet betreffende de verplichte verzekering voor
Geneeskundige Verzorging en Uitkeringen gecoérdineerd op 14 juli
1994 (GVU-wet van 14 juli 1994) legde het remgeldpercentage voor
de algemene bevolking vast op 25%, zoals voorzien in de wet van
1963, en voor de rechthebbenden op de verhoogde tegemoetkoming
op 10% voor de raadplegingen en huisbezoeken van huisartsen en
15% voor de raadplegingen van specialisten, zoals vastgelegd in het
KB van 23 maart 1982.
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e Artikel 37bis daarentegen verhoogde de procentuele remgelden voor
de algemene bevolking. Voor raadplegingen en huisbezoeken van
huisartsen gold respectievelijk een procentueel remgeld van 30% en
35%. Voor specialistische raadplegingen gold 40%. Patiénten met een
preferentiéle terugbetaling vallen niet onder artikel 37bis.

Samenvattend kan men stellen dat de wetgeving voor beide
bevolkingsgroepen voorziet in de mogelijkheid van een vast en van een
procentueel remgeld. In de praktijk is de regel nochtans dat de algemene
bevolking een procentueel remgeld betaalt en de rechthebbenden op een
verhoogde verzekeringstegemoetkoming (VT) een remgeld in de vorm van
een vast bedrag.

Voor patiénten met recht op verhoogde verzekeringstegemoetkoming
bepaalt artikel 37 van de GVU-wet van 14 juli 1994 de
remgeldpercentages en het KB van 23 maart 1982 het vaste
remgeldbedrag. In de praktijk geldt een vast remgeldbedrag.

Voor de algemene bevolking bepaalt artikel 37bis van de GVU-wet van
14 juli 1994 de remgeldpercentages en artikel 37 het maximale vaste
remgeldbedrag. In de praktijk gelden eigen bijdragen in de vorm van
remgeldpercentages.
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2.3. Financiéle prikkels sturen gedrag

De jongste tien jaar gebruikt het beleid remgelden steeds vaker om het
medische consumptiegedrag te beinvioeden:

e Zo werden in de periode 2000-2011 expliciet maatregelen genomen
om huisbezoeken te ontmoedigen en het gebruik van het Globaal
Medisch Dossier (GMD) te stimuleren. Patiénten met een GMD
betalen een lager vast of procentueel remgeld als ze op raadpleging
gaan bij de GMD-houdende huisarts.

e Patiénten hebben rechtstreeks toegang tot de medische specialist. De
overheid wil hen evenwel stimuleren om eerst hun huisarts te
raadplegen alvorens naar een specialist te gaan. Daarom voorziet de
wet sinds 2007 in een lagere eigen bijdrage voor wie na verwijzing
door een huisarts naar de specialist gaat. Een in draagwijdte
beperkte maatregel want de vermindering geldt enkel voor de eerste
specialistische raadpleging per kalenderjaar en per specialisme.

e Sinds 1 december 2011 betaalt het RIZIV het bijkomende honorarium
voor (urgente) huisartsenconsultaties buiten de uren volledig terug
voor alle patiénten. Zo wil men het onnodig gebruik van de
spoeddienst in de ziekenhuizen verminderen.

e 0ok het systeem van eigen bijdragen voor huisartsenconsultaties
werd op 1 december 2001 vereenvoudigd. De vele vaste en
procentuele remgelden werden vervangen door vier onderscheiden
vaste bedragen. Bedoeling was de sociale derdebetalersregeling te
vergemakkelijken.
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3. BELEIDSOPTIES OM DE HUIDIGE
REMGELDSTRUCTUUR BIJ ARTS-
PATIENTENCONTACTEN TE
VEREENVOUDIGEN

Er zijn verschillende mogelijkheden om de huidige remgeldstructuur voor
de arts-pati€ntencontacten te vereenvoudigen.

Extreem gesteld kan men bijvoorbeeld alle vaste en procentuele
remgeldtarieven schrappen en slechts één vast remgeldbedrag
overhouden. Dat zou voor alle partijen een drastische vereenvoudiging
betekenen. Maar afhankelijk van de hoogte van dit eenvormig tarief kan de
impact op het RIZIV-budget of op de eigen bijdrage van de patiént - en dus
op de financiéle toegankelijkheid voor kwetsbare groepen - onrealistisch
zijn. Voor alle hervormingsvoorstellen werd daarom de financiéle impact
voor het RIZIV en voor diverse subgroepen van de bevolking berekend.

Tabel 1 vat de huidige toestand (december 2011) samen: welke
mogelijkheden zijn er qua vaste en procentuele remgelden voor
raadplegingen en huisbezoeken door huisartsen en voor raadplegingen
door specialisten?
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Tabel 1: Factoren die de hoogte van de eigen bijdrage bepalen voor raadplegingen en huisbezoeken door huisartsen en voor raadplegingen door
specialisten

Raadplegingen door huisartsen Huisbezoeken door huisartsen Raadplegingen door specialisten
Statuut patiént (met of zonder Vast remgeldbedrag voor alle Procentueel remgeld voor de algemene Procentueel remgeld met een plafond voor de
VT*) patiénten maar gedifferentieerd bevolking en een vast remgeldbedrag voor  algemene bevolking en een vast
volgens VT patiénten met VT remgeldbedrag voor patiénten met VT
Overdag/buiten de kantooruren** RIZIV betaalt het bijkomende Tijdens kantooruren is eigen bijdrage Procentueel remgeld op bijkomend honorarium
honorarium voor raadplegingen buiten  berekend op één enkel honorarium, buiten  voor raadplegingen buiten kantooruren
kantooruren volledig terug de kantooruren op twee honoraria gedifferentieerd volgens VT. Voor de algemene
bevolking geldt een plafond
Globaal Medisch Dossier 33% vermindering op het remgeld Remgeld vermindert met 30% voor patiént  Vermindering van het remgeld na verwijzing
met VT, voor chronisch zieken en voor door de huisarts voor de eerste specialistische
ouderen (75-plus) en kinderen (<10) consultatie per kalenderjaar en per specialisme
Verblijfplaats patiént - Eigen bijdrage is berekend op één enkel -
Thuis honorarium voor huisbezoeken thuis en op

twee honoraria voor huisbezoeken in een

e Instelling met - . :
gemeenschappelijke residentie

gemeenschappelijke
verblijven of residentiéle

ouderenzorg

Leeftijd patiént - Remgeld is lager voor ouderen (75-plus) -
met een GMD tijdens kantooruren en voor
kinderen jonger dan tien jaar

Chronisch ziek - Remgeld is lager voor chronisch zieken met -
een GMD tijdens kantooruren

Kwalificatie arts - Bepaalt zowel het bedrag als de vorm Voor patiénten met VT varieert het vaste
(procentueel of vast remgeldbedrag) van de  remgeldbedrag met het specialisme. Voor de
eigen bijdrage algemene bevolking varieert het procentuele

remgeld met het specialisme
Aantal patiénten gedurende het - Bepaalt het bedrag, de vorm en de -
huisbezoek of de consultatie berekening (één versus twee tarieven) van

het remgeld

*VVerhoogde verzekeringstegemoetkoming
** Na 18u en tijdens weekend of feestdag



De voorgestelde hervormingen
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houden rekening met volgende

principes van vereenvoudiging:

een gebruiksvriendelijke structuur van eigen bijdragen. Indien de
beleidsmakers een systeem van (sociale) derdebetaler wil
aanmoedigen, dan zijn afgeronde bedragen gemakkelijker om mee te
werken.

een coherente structuur van eigen bijdragen. Een differentiatie in
eigen bedragen volgens de kwalificatie van de huisarts kan moeilijk
gerechtvaardigd worden aangezien patiénten vaak niet op de hoogte
zijn van de kwalificatie van hun huisarts. Evenzo beschouwen we
verschillen in eigen bijdragen op basis van de woonplaats van de
patiént (thuis of in een instelling met gemeenschappelijke verblijven)
als ongerechtvaardigd. Patiénten hebben immers recht op dezelfde
zorg waar ze ook wonen, alle andere factoren constant gehouden. Om
dezelfde reden beschouwen we ook het verschil in remgeld volgens
het aantal patiénten dat de huisarts per contact ziet, als incoherent.

meer transparantie. Indien eigen bijdragen bedoeld zijn om patiénten
te sturen naar bepaalde zorg, dan moeten de signalen transparant
zijn. Bijgevolg mag de vorm van de eigen bijdrage (vast bedrag of
percentage) niet afhankelijk zijn van patiéntenkenmerken. Beide
vormen hebben hun voordelen, maar deze voordelen worden niet
bepaald door patiéntenkenmerken  zoals de  verhoogde
verzekeringstegemoetkoming.

bepaling van remgelden volgens principes onafhankelijk van
principes voor bepaling van de hoogte van de honoraria. De
factoren die de honoraria van huisartsen en specialisten bepalen en
de keuzes die aan de grondslag liggen van de hoogte van het
remgeld, zijn fundamenteel verschillend en wederzijds onafhankelijk.
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Bovendien gaan de voorgestelde hervormingen ook uit van een aantal
principes die remgeldverschillen kunnen noodzaken:

het behoud van bepaalde keuzes inzake toegankelijkheid/billijkheid.
Aan de huidige maatregelen die het remgeld verminderen voor elk
contact met de gezondheidszorg, zoals de verhoogde
verzekeringstegemoetkoming, werd niet getornd.

het aanmoedigen van waardevolle diensten. Een efficiént gebruik
van gezondheidszorg is een voor de hand liggende beleidskeuze.
Indien beleidmakers ervan overtuigd zijn, zoals nu het geval is, dat
een GMD een positieve impact kan hebben op gezondheidskosten
en/of op de gezondheid van patiénten, kan een remgeldvermindering
voor patiénten met een GMD gerechtvaardigd zijn. Voorwaarde is wel
dat de patiént zelf de beslissing neemt om een GMD te openen.

In de meeste simulaties blijven de huidige wettelijke bepalingen van
toepassing. Bovendien hebben we geprobeerd om de financiéle impact
beperkt te houden, vooral voor kwetsbare groepen van patiénten.

Het

is aan het beleid om te beoordelen of deze principes

aanvaardbaar zijn.



KCE Report 180

3.1. Globale financiéle impact van elke maatregel voor het
RIZIV en de patiénten

Microsimulaties

De financiéle impact van de hervormingsvoorstellen op de eigen
bijdragen en op het RIZIV-budget werd berekend met behulp van
microsimulaties. Alle analyses baseren zich op de Permanente
Steekproef (EPS) van sociaal verzekerden, jaar 2009. Het gaat om
gewogen resultaten zodat ze de financiéle impact op nationaal niveau
weerspiegelen.

In een eerste fase geeft een basissimulatie de huidige situatie (2011)
weer. Dit is de referentie. De overige simulaties van de financiéle impact
van diverse maatregelen worden hieraan afgetoetst. Een berekening van
de financiéle impact van diverse maatregelen gebeurde ook voor
subpopulaties aan de hand van kenmerken als leeftild, geslacht,
invaliditeit, al dan niet chronisch ziek, met of zonder GMD, werkloos of
niet, al dan niet rechthebbend op de verhoogde
verzekeringstegemoetkoming en in functie van de totale individuele
uitgaven voor gezondheidszorg. Gegevens over prijselasticiteiten
ontbreken echter. Het was dus onmogelijk om de manier waarop patiénten
en verstrekkers zullen reageren op beleidsmaatregelen te verrekenen. De
resultaten geven de effecten op korte termijn weer.

Financiéle impact en terugbetalingen door de maximumfactuur

Tabel 2 geeft de uitgaven voor het RIZIV en voor de patiénten weer in de
basissimulatie en simulaties van de impact van alle hervormingen met
betrekking tot raadplegingen en huisbezoeken door huisartsen en met
betrekking tot specialistische raadplegingen. In de basissimulatie werd
geen rekening gehouden met terugbetalingen door de maximumfactuur
(MAF). Voor de simulaties met de voorgestelde hervormingen, geven we
de financiéle impact met en zonder de MAF-terugbetalingen. Indien een
patiént een hogere eigen bijdrage moet betalen door een bepaalde
beleidssimulatie, dan zal deze toename volledig ten laste zijn van het
RIZIV indien die patiént reeds in de data (jaar 2009) MAF-terugbetalingen
ontving. Voor een patiént zonder terugbetalingen door de MAF in 2009
wordt de financiéle impact van een maatregel berekend zonder de MAF in
rekening te brengen. Dit geldt ook voor een patiént die het remgeldplafond
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bereikt had in 2009 maar die door de hervorming minder eigen bedragen
moet betalen. De achterliggende veronderstelling is dat een stijging of
daling van de eigen bijdrage een patiént niet boven of onder het
remgeldplafond zal brengen.

De financiéle impact voor de patiénten is dezelfde als voor het RIZIV maar
dan met het tegengestelde teken.

3.1.1. Raadplegingen van huisartsen

e Duidelijk is dat de remgeldvereenvoudiging in december 2011 geen
overdreven meerkost betekende voor het RIZIV-budget: circa 1,9
miljoen euro (C1). Deze meerkost daalt tot 1,4 miljoen euro als we
rekening houden met de minderuitgaven in de MAF.

e De vervanging van de huidige, niet-geindexeerde, vaste remgelden
door procentuele remgelden - respectievelik 10% en 30% voor
patiénten met en zonder VT - is bijna budgetneutraal. Een opvallend
resultaat uit de vergelijking van C2 en C3 is dat de financiéle impact
voor het RIZIV zeer verschillend is, maar de terugbetalingen door de
MAF exact dezelfde zijn. De verklaring hiervoor is dat in beide
simulaties patiénten zonder VT lagere remgelden betalen dan
momenteel het geval is, terwijl patiénten met VT iets meer betalen.
Een procentueel remgeld van 10% in C2 en C3 geeft een hoger
bedrag dan de huidige vaste bedragen. In C5 en C6 kan de
nulbetaling voor de MAF op een vergelijkbare wijze verklaard worden.

3.1.2. Huisbezoeken van huisartsen

e Bij het berekenen van de eigen bijdrage geen rekening houden met
de plaats waar de huisarts op huisbezoek gaat en met zijn
kwalificatie is eveneens een hervorming met een beperkte
budgetverandering voor het RIZIV (V1). Daar staat tegenover dat de
voorgaande simulatie combineren met een scenario met vaste
remgeldbedragen voor alle patiénten - in een verhouding van 1 op 4
naargelang de VT zoals nu het geval is voor de raadplegingen van
huisartsen - een extra RIZIV-budget van 7,9 miljoen euro vergt (V2).
De terugbetalingen door de MAF zijn zeer beperkt (0,1 miljoen euro)
aangezien voor het merendeel van de patiénten de huidige remgelden
lager zijn dan onder V2.
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e Indien alle patiénten procentuele remgelden zouden betalen (V3),
zou de kost voor het RIZIV verminderen met 4,7 miljoen euro zonder
en 3,0 miljoen euro met terugbetalingen door de MAF. Immers, 10%
remgeld voor mensen met VT geeft een hoger bedrag dan de huidige
vaste bedragen.

e De financiéle impact van eenvormig toegepaste
beschermingsmaatregelen voor kinderen, ouderen en chronisch
zieken hangt af van de manier waarop deze worden doorgevoerd.

3.1.3. Raadplegingen van specialisten

e Het verschil in financiéle impact tussen S1 en S2 is aanzienlijk, maar
de MAF-terugbetalingen zijn exact dezelfde. Dit resultaat is
vergelijkbaar met simulaties C2 en C3 voor raadplegingen van
huisartsen.

e De actueel geldende procentuele en absolute remgelden vervangen
door absolute bedragen zoals in S4-S7 wordt uitgetekend, heeft een
substantiéle financiéle impact.

e Besluit het beleid ertoe alle patiénten voor raadplegingen door
huisartsen én voor raadplegingen door specialisten dezelfde
vaste remgeldbedragen op te leggen, dan vergt dit een extra budget
van 76,2 miljoen euro (S4). S6 heeft de kleinste financiéle impact,
waarvan de helft bestaat uit terugbetalingen in het kader van de
maximumfactuur.
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3.2. Financiéle impact van hervormingen op bepaalde
groepen van patiénten

Sectie 3.1. geeft de globale financiéle impact weer van diverse
gesimuleerde beleidsmaatregelen. Die impact is echter niet noodzakelijk
evenredig verdeeld over alle subgroepen van patiénten. In het
wetenschappelijke rapport geven de grafieken 1-9 de financiéle impact
weer van de maatregelen op deze subgroepen, naargelang leeftijd en
geslacht, gezondheidsstatus, met of zonder GMD en sociaaleconomische
kenmerken. De omvang en de richting van de financiéle impact hangen
nauw samen met de wijze waarop het remgeld bepaald wordt. Het
resultaat is ook zeer divers naargelang de subgroep van patiénten.
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Tabel 2: Financiéle impact voor het RIZIV en voor patiénten per beleidsvoorstel, als verschil met de basissimulatie

RIZIV zonder RIZIV met MAF MAF
MAF* terugbetalingen

Simulatie Patiénten

Raadplegingen huisarts

Basissimulatie €137 497 114 €605 274 730

C1: Situatie voor december 2011 € -1 859 891 €-1448 681 €411 210
C2: 10% met VT** - 25% zonder VT €21 788 295 €22 156 577 € 368 282
C3: 10% met VT - 30% zonder VT €800 972 €1169 254 € 368 282
C4: 10% met VT - 40% zonder VT €-41173 675 €-36 384 139 €4 789536
C5: €1,5 met VT - € 3,75 zonder VT €48 232 681 € 48 232 681 €0
C6: € 1,5 met VT - € 4,5 zonder VT €32155120 € 32155120 €0

Huisbezoeken huisarts

Basissimulatie €101 897 437 € 403 295 589

V1: Huidig remgeld (geen verschil volgens kwalificatie huisarts and woonplaats) €-233 780 € -165 396 €68 384
V2: Vast remgeldbedrag, ratio 1 met VT tot 4 zonder VT (geen verschil volgens €7876 675 €8021 208 €144 533
kwalificatie huisarts and woonplaats)

V3: 10% met VT - 35% zonder VT €-4659 175 €-2960 187 € 1698988
V4: Regeling van ouderen en chronisch zieken toegepast op kinderen €-1738873 € -1 548 906 € 189 968
V5: Regeling van kinderen toegepast op ouderen en chronisch zieken € 5393 252 €6 043615 € 650 363

Raadplegingen specialist

Basissimulatie €209 313 946 €474 523 137

S1: 15% met VT - 25% zonder VT €64 912 414 € 66 575 540 €1663 126
S2: 15% met VT - 40% met limiet van € 15,5;zonder VT € -5562 505 €-3899 379 €1663126
S3: 15% met VT - 40% zonder limiet; zonder VT € -8 400 866 €-6 116 824 €2283941
S4: €1,5met VT - € 6 zonder VT €76 189 945 € 76 247 496 €57 551
S5: € 2 met VT - € 8 zonder VT €33077 272 € 33715749 €638 477
S6: €2,5met VT - € 10 zonder VT € -9 500 894 €-4983 829 €4517 064
S7: €3 met VT - € 12 zonder VT € -52 346 313 € -42 957 636 €9388677

*MAF: maximumfactuur; **VT: verhoogde verzekeringstegemoetkoming
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4. DISCUSSIE EN BESLUIT

4.1. Een gecodrdineerde aanpak ontbreekt

Opeenvolgende politieke keuzes liggen aan de basis van de huidige
complexe remgeldstructuur met procentuele en absolute remgelden voor
raadplegingen en huisbezoeken door huisartsen en voor raadplegingen
door specialisten. Het gaat om budgettaire keuzes maar ook over het
gebruik van remgelden om patiénten aan te zetten tot
gedragsveranderingen en tot een meer wenselijk geachte medische
consumptie. Ook tracht het beleid kwetsbare patiéntengroepen via de
remgelden een financieel toegankelijke gezondheidszorg te garanderen.

Elk systeem moet moeilijke keuzes maken en compromissen sluiten. De
finaliteit daarvan is het bereiken van maatschappelijke doelstellingen zoals
efficiéntie, billijkheid en een goede zorgkwaliteit met beperkte middelen.
Het logische maar impliciete gevolg is dat de complexe structuur van
remgelden de waarden weerspiegelt die het beleid hecht aan elk van
deze doelstellingen. Wat ontbreekt is een gecodrdineerde benadering
op basis van duidelijke uitgangspunten.

Remgelden structureel vereenvoudigen is niet noodzakelijk neutraal.
Vraag is bijvoorbeeld of hierbij een maatschappelijke waarde zoals een
financieel toegankelijke gezondheidszorg gerespecteerd wordt. Minder
complexe procentuele en vaste remgeldstructuren kunnen bijvoorbeeld de
toegankelijkheid voor bepaalde kwetsbare groepen in het gedrang
brengen.

Te noteren valt bovendien dat een algemeen beeld - de mate waarin
kosten gedeeld worden en de zorg toegankelijk is of blijft - ontbreekt. Om
een globaal overzicht te hebben, dient men ook indirecte vormen van
eigen bijdragen, vooral dan supplementen, bij de dienstverlening door
huisartsen en specialisten mee te nemen. Momenteel ontbreken echter de
nodige gegevens over het aanrekenen van supplementen door huisartsen
en ambulant werkende specialisten.
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4.2. Een andere mogelijke verklaring voor de complexiteit

Een andere mogelijke verklaring voor de complexe structuur is de manier
waarop in Belgié de tarieven voor huisartsen en specialisten tot stand
komen. Over de hoogte daarvan onderhandelt de Nationale Commissie
Artsen-Ziekenfondsen. Bij tariefverhogingen maken akkoorden echter
slechts zelden gewag van de financiéle implicaties voor de patiént. En
het procentueel remgeld volgt automatisch op de tariefverhoging. Enkel in
2010 werd een niet-geindexeerd plafond van 15,50 euro voor
raadplegingen door specialisten ingevoerd.

4.3. Vaste versus procentuele remgelden

Zowel aan vaste als aan procentuele remgelden zijn voor- en nadelen
verbonden. De keuze van de remgeldvorm hangt af van de
doelstellingen die het beleid nastreeft.

Op 1 december 2011 vereenvoudigde de remgeldstructuur voor
raadplegingen door huisartsen. Dat verhoogde de transparantie voor
huisartsen en patiénten. De vier resterende vaste remgeldbedragen zijn
niet gelinkt aan de index. Het bedrag dat huisartsen hun patiénten
aanrekenen, is dus precies gekend en blijft gedurende een lange periode
hetzelfde. Ook voor de patiénten is het duidelijk hoeveel ze betalen. Zeker
in een systeem van (sociale) derdebetaler zijn afgeronde bedragen
gemakkelijk.

Anderzijds hebben procentuele remgelden één belangrijk voordeel ten
opzichte van vaste remgelden. Met name, en gegeven de wijze waarop de
tarieven in Belgié tot stand komen, wordt voor het RIZIV de budgettaire
impact van een indexering van de honoraria gedeeltelijk tenietgedaan door
de procentuele remgelden. Een gelijkaardig resultaat bekomen met vaste
remgeldbedragen vergt regelmatige wetswijzigingen. Uiteraard kan men
het bedrag ook jarenlang ongewijzigd laten en enkel om de zoveel jaar het
vaste remgeldbedrag substantieel laten stijgen. Zo zou dezelfde
budgettaire impact gerealiseerd kunnen worden als met procentuele
remgelden.
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In het voordeel van procentuele remgelden pleit ook het principe dat
patiénten hierdoor meer bijdragen voor duurdere diensten. De keerzijde is
dat de patiénten ook de negatieve neveneffecten van de
tariefonderhandelingen ondergaan. Want hun argumenten komen niet aan
bod of zijn totaal niet relevant in het onderhandelingsproces dat tot een
verhoging van de huisartsen- en specialistentarieven leidt. Bovendien stijgt
het aandeel van de patiént via een systeem van procentuele remgelden
automatisch en zonder onderscheid of de tarieven nu geindexeerd dan wel
verhoogd worden.

Een afweging van de voor- en de nadelen van procentuele versus
vaste remgelden doet de balans doorslaan in de richting van een
systeem met vaste bedragen. In een derdebetalerssysteem is dat
gemakkelijker hanteerbaar. En het laat beleidsmakers ook toe expliciete
besluiten te nemen: moet het aandeel van de patiént de tariefverhoging
volgen of niet? Uiteraard spelen ook de praktische haalbaarheid en de
aanvaardbaarheid door huisartsen en specialisten van een systeem met
vaste en/of procentuele remgelden een rol in een proces van
vereenvoudiging.

Historisch gesproken zijn procentuele remgelden vooral van toepassing op
de algemene bevolking en vaste remgeldbedragen vooral op kwetsbare
bevolkingssegmenten. Een systeem met procentuele remgelden
veroorzaakt een automatische stijging van het bedrag dat patiénten uit
eigen zak moeten betalen. Hierdoor is de kloof tussen de twee groepen in
de loop der jaren gegroeid. Doordat meer aandacht ging naar de zwakste
groepen in de samenleving nam ook de selectiviteit in het
ziekteverzekeringssysteem toe. Of dit een expliciete beleidskeuze was, is
niet duidelijk.
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4.4. Transparantie

We overdrijven niet als we stellen dat we op een keerpunt staan. De
tarievenstructuur en de daarmee gepaarde manier om kosten te
delen, is zodanig complex geworden dat stappen in de richting van
meer transparantie en coherentie in het systeem aangewezen zijn.

Expliciete principes vastleggen die de hoogte van de eigen bijdragen
omschrijven, kan een nuttige eerste stap zijn. Fundamentele vragen zijn in
elk geval aan de orde indien men wil komen tot een transparant systeem.
Welke criteria bepalen de hoogte van de eigen bijdragen? Moet dit
variéren naargelang de waarde van het product of de dienst? Zijn variaties
gerechtvaardigd in functie van aantal opleidingsjaren van de arts of
naargelang het belang dat de samenleving hecht aan het specialisme?

De complexiteit en diversiteit in de vaste en procentuele remgeldstructuur
terugschroeven is één manier om de transparantie te verhogen, wat al een
doel op zichzelf kan zijn. In dit rapport wordt dit in een aantal concrete
situaties uitgewerkt, met een simulatie van de financiéle impact op de
ziekteverzekering en op de patiént.

Vaste en procentuele remgeldtarieven worden echter steeds vaker
gebruikt om het medische consumptiegedrag te beinvloeden. Als het de
bedoeling is om via remgelden patiénten te sturen in de richting van
bepaalde zorgverlening dan moet men ook hierin transparant zijn. Een
mogelijk principe daarbij is de introductie van een “value-based Insurance”
hoewel dit niet noodzakelijk tot een vereenvoudiging leidt. Dit model
concentreert zich op wat vanuit maatschappelijk oogpunt de meest
waardevolle behandeling is. Uiteraard overlappen beide benaderingen
elkaar op een aantal punten.
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Maar momenteel primeren andere overwegingen dan de maatschappelijke
waarde bij de bepaling van de honorarium-tarieven. Bijvoorbeeld houdt
men bij tariefonderhandelingen rekening met het relatieve aandeel aan
technische prestaties dat specialisten kunnen aanrekenen vergeleken met
de intellectuele prestaties. Dat heeft niets met de waarde op zich te maken
hoewel de gevolgen van tariefverschillen tussen specialisten niet min zijn
wanneer het gaat over procentuele remgelden. Voor de patiént is zorg
verstrekt door een pediater bijvoorbeeld duurder dan cardiologische zorg,
terwijl beide vormen van zorg even waardevol kunnen zijn. Ten gronde
stelt zich de vraag waarom een patiént meer uit eigen zak betaalt louter
omdat zijn ziekte de tussenkomst vereist van een specialist waarvoor de
nomenclatuur een hoog tarief voorziet? In een volgend KCE rapport zal
dieper ingegaan worden op de mogelijkheden en limieten van “value-
based Insurance” binnen onze ziekteverzekering.
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1. INTRODUCTION

1.1. General background

The Belgian system of compulsory health insurance covers the entire
population for a wide range of services. The health insurance system does
not provide medical services but reimburses consumption. All diagnostic
and therapeutic procedures that can be reimbursed by the National
Institute for Health and Disability Insurance (RIZIV/INAMI) are described in
a list, the nomenclature, which is determined by Royal Decree and
updated regularly. This list gives a detailed description of the intervention,
the fee and the conditions for reimbursement. In general, services not
covered by the fee schedule are not reimbursable. The type of
reimbursable benefits and their amounts (total fee and reimbursement) are
determined through a process of negotiations with the various parties
involved (sickness funds, representatives of healthcare professionals...)
within RIZIV/INAMI, all within preset budgetary limits. The negotiated fee
or convention tariff is settled in agreements (for physicians and dentists)
and conventions (for other healthcare providers). For drugs, the procedure
is somewhat different. Only inpatient and outpatient drugs included on a
positive list of reimbursement are covered by the compulsory health
insurance. This positive list contains drugs that got a positive decision from
the Minister of Social Affairs, following a motivated reimbursement
proposal from the Drug Reimbursement Committee.

The healthcare system is mainly financed through social security
contributions and direct and indirect taxes. However, patients also
contribute to the costs of healthcare at the point of use. In general, three
direct forms of cost sharing can be identified: co-payments, coinsurance
and deductibles. A co-payment is a fixed fee (flat rate) per item or service.

B SCIENTIFIC REPORT
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In case of coinsurance the patient pays a percentage of the cost of the
service. Both forms are dominant in most European healthcare systems.?
With a deductible, patients have to pay all healthcare costs up to a certain
limit before coverage begins. The system of maximum billing (MAB) could
be interpreted as a deductible. The MAB puts a ceiling on the total amount
of co-payments and coinsurance rates at the level of a household, where
the ceiling is a function of the net taxable income of the household.

In addition to co-payments, coinsurance and deductibles, some indirect
forms of cost sharing exist. These include the difference between official
tariffs and freely set fees by providers, called “supplements” in Belgium,
“dépassements” in France and “balance billing” in the U.S., charges in
excess of some amount (e.g., the cost of prescription drugs in excess of a
reference price) and healthcare services not covered by the insurer. For
inpatient care and for drugs, a third-party payer system applies. For
outpatient care, patients are in principle required to pay upfront the full fee
and claim reimbursement with their sickness fund.

Different kinds of arguments for co-payments or coinsurance have been
offered in the literature. First, co-payments and coinsurance may be
implemented for budgetary reasons since increasing healthcare costs also
increase the financial burden on health insurance and governments.
Second, they are often used as a tool to reduce moral hazard and hence to
increase efficiency and reduce overconsumption. A third rationale for co-
payments and coinsurance is to provide patients with monetary incentives
to alter their behaviour towards the consumption of specific services or
drugs. However, due to a multitude of different co-payments and
coinsurance rates in Belgium, particularly for ambulatory physician
services, the situation has become rather complicated and non-transparent
for RIZIV/INAMI, the sickness funds, the providers and the patients. Of
course, this complexity can to a certain extent be explained by the concern
of Belgian policymakers to keep the healthcare system financially
accessible for vulnerable groups. Special measures have been taken to
protect low-income and/or high-cost persons against paying increasing
amounts out-of-pocket.

There is no appropriate term in Dutch or in French making a distinction
between co-payment and coinsurance. For both forms the word “remgeld” is
used in Dutch and “ticket modérateur” in French.

An important step towards simplifying patient cost-sharing arrangements
was the replacement of 16 different co-payments and coinsurance rates for
consultations of general practitioners (GPs) by only four co-payments on
1 December 2011. However, for GP visits and specialist consultations the
situation is still complex. Therefore, KCE was asked by RIZIV/INAMI to
study reform options that simplify the current structure of co-payments and
coinsurance rates for ambulatory physician services (office consultations
and home visits) in Belgium.

A co-payment is when a patient pays a fixed fee (flat rate) per item or
service.

A coinsurance is when a patient pays a percentage of the cost of a
product or service and the public payer (insurer) pays the remaining part.

An example: On 1 December 2011 the fee of a non-accredited cardiologist
was € 29.51. Patients entitled to increased reimbursement paid a co-
payment of € 2.5. Patients not entitled to increased reimbursement paid a
coinsurance of 40%.

1.2. Research questions and scope of the study

1.2.1. Scope of the study

Cost-sharing arrangements between public authorities and patients are
part of health insurance coverage. The choice of an optimal health
insurance scheme involves a trade-off between the gains from reducing
financial risk on the one hand and the welfare losses from inappropriate
incentives to increase healthcare consumption on the other hand. The way
this trade-off is resolved depends crucially on the weight attached to
principal values of a healthcare system, such as efficiency, access to good
quality care and equity. The tension between these values has always
been present in the Belgian healthcare and health insurance system.
Depending on the source, out-of-pocket (OOP)-payments have been
estimated to account for about 20-25% of total health expenditures. To
address concerns of distributive justice, the financial burden of the poor
and the sick has been shifted to the public authorities by a wide range of
protection measures. These measures can be classified into two groups.
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The first group consists of measures that reduce the patient cost at the
level of a drug or a specific item in the nomenclature. The preferential tariff
system, in which patients with a specific social status (e.g., long-term
unemployed or pensioners with a limited gross taxable household income)
or households below a certain income level, are entitled to reduced co-
payments and coinsurance rates is an example of a protection measure
that alleviates the cost of healthcare for each encounter with the
healthcare system. The second group of protection measures puts a cap
on a patient’s total healthcare costs. The most important measure that
belongs to the second group is the system of maximum billing (MAB)
introduced in 2002.

The overall objective of this study is to assess the global financial impact
for RIZIV/IINAMI and distributional effects for patient groups of a
simplification of the co-payment and coinsurance structure for GP
consultations and visits and specialist consultations.

The scope is limited to general practitioner (GP) and ambulatory specialist
office consultations and home visits to keep the study tractable and
because of the largest complexity found in this sector.

The analysis rests on the acceptance of four basic principles in the current

Belgian health insurance system, which determine the boundaries of the

simplification:

1. The existence of co-payments and coinsurance as such is not
questioned,;

2. Current measures that reduce patient cost sharing for each encounter
with the healthcare system, such as the preferential reimbursement
scheme, are maintained,;

3. The way physicians are reimbursed, i.e. the physician fee schedule
and the fee-for-service payment, is not questioned;

4. All reform options depart from patient cost-sharing rules in December
2011.

Indirect forms of cost sharing such as supplements and the minority of
GPs who are paid by capitation, are out-of-scope.

Throughout the study, it should be kept in mind that increasing
transparency by simplifying the co-payment and coinsurance structure will
not necessarily contribute to the principal values of efficiency, access to
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good quality care and equity. For example, age is currently one of the
determining factors of patient cost sharing for GP visits. It could be
envisaged that removing the distinction in co-payment or coinsurance rate
according to age may reduce access to care for some patient groups.
Moreover, there are other ways to design a transparent structure of co-
payments or coinsurance rates than by merely reducing their complexity
and diversity. One way is the so-called “value-based insurance design”
that concentrates on what would be the most valuable treatment from a
societal point of view. The level of cost sharing for products or services is a
function of the value of the benefits of these products or services: the
higher the value, the lower the level of cost sharing. The main purpose of
this alternative approach is to avoid reduced use of appropriate healthcare
due to cost sharing. This approach is the topic of a second KCE report on
cost sharing that will be published in the course of 2012. Of course, some
overlap exists between both approaches. Proposals to simplify the
structure of co-payments and coinsurance rates can be value-based.

A third KCE report on cost sharing, planned for the end of 2012, will
elaborate on the problem of optimal demand-side healthcare cost sharing,
with a focus on protection measures.

1.2.2. Research questions
The report addresses two research questions:

1. How are co-payments and coinsurance rates for ambulatory physician
services structured in Belgium?

2. How can the current structure of co-payments and coinsurance rates
be simplified?
a. According to what principles can the policy reforms be defined?
b. What are the financial consequences of the policy reforms?
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1.3. Methods

The main purpose of the study is to make methodological
recommendations for a less complex structure of co-payments and
coinsurance rates for GP and ambulatory specialist care. The
recommendations will be based on an assessment of the current practice
in Belgium and an analysis of Belgian data.

The first research question will be studied by a review of the legislative
framework for co-payments and coinsurance rates in Belgium and by
consultation of experts to validate the interpretation and application of the
legislative documents.

Different options to simplify the current structure of co-payments and
coinsurance rate are assessed using a microsimulation technique, applied
to a dataset with demographic and socioeconomic information, and
healthcare expenditures for a random sample of Belgian residents with
public health insurance coverage.

More details on the methods and dataset will be provided in the following
chapters.

1.4. Content of the report
The report is organized as follows.

Chapter 2 presents a brief overview of the main legislative reforms of co-
payments and coinsurance rates for GP and ambulatory specialist care
since 1963, as well as a more detailed description of the current
(December 2011) situation.

In Chapter 3 we define the general principles and look in detail at the
global financial impact and distributional effects of different policy options
to simplify the co-payments and coinsurance structure by using the
technique of microsimulation.
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2. A HISTORICAL OVERVIEW OF THE
STRUCTURE OF CO-PAYMENTS AND
COINSURANCE RATES FOR GP AND
SPECIALIST- PATIENT CONTACTS

2.1. Main legislative reforms since 1963

To fully understand the current structure of cost-sharing arrangements
between patients and public authorities, we must go back to the Health
Insurance Act of 9 August 1963. Of course, in a time span of almost fifty
years, countless changes were made. Therefore, in the overview of the
legislation between 1963 and 2011, we will focus on the main changes
concerning the benefits provided by the health insurance system, the
amount of the benefits and fees for different categories of beneficiaries.
The description of the evolution of cost-sharing schemes in sections 2.1.1
and 2.1.2 closely follows the report of Carette (2009)", which summarizes
the regulation on co-payments and coinsurance rates for GP and
specialists services and provides some examples of the complexity of and
contradictions within the current system. For the legislation underlying this
evolution, we refer to the report in question.

2.1.1. The Health Insurance Act of 1963

Although the foundations of a compulsory health insurance system were
established immediately after World War 1l, the Health Insurance Act of
1963 was a major turning point in the history of Belgian health insurance.
The law introduced several substantial changes, of which three of them are
particularly relevant for this study.”® First, an official list of reimbursable
services, the so-called “nomenclature”, was created. Second, a system of
conventions and agreements between representatives of the sickness
funds and of healthcare providers came into effect. Third, a new category
of beneficiaries, entitled to preferential reimbursement of healthcare costs,
was defined. Contrary to the general population, they were exempted from
patient cost sharing. We briefly describe the essential features of each
reform.
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The nomenclature

The list of reimbursable diagnostic and therapeutic procedures, the
nomenclature, contains for each item the professional qualification needed
to be eligible for reimbursement by the health insurance system, a code-
number, a description of the item, a key letter according to the medical
specialty, a coefficient and application rules. The coefficient gives for each
procedure the relative value compared to other procedures with the same
key letter. Multiplying the coefficient by the value of the key letter
determines the amount of payment to medical providers. For example, the
key letter N refers to consultations, visits, advice and technical acts of GPs
and specialists and the key letter E to travel costs. Application rules may
refer to GP qualification, beyond the specialism. The Health Insurance Act
of 1963 contained nine categories of reimbursed services (Article 23). The
nomenclature was created primarily as a tool for distributing the healthcare
budget among the various healthcare providers, based on a fee-for-service
payment system.* At present, the nomenclature contains ten chapters,
classified into 36 articles. Chapter 2 (consisting of article 2) mainly refers to
consultations and visits of GPs and specialists.

The National Commission of Representatives of Physicians and
Sickness Funds

An essential innovation of the Health Insurance Act of 1963 was the
establishment of official fees and prices to be respected by providers. The
objective was to establish price certainty for patients. The fees for GPs,
specialists in hospitals and office-based specialists are negotiated at the
national level in the National Commission of Representatives of Physicians
and Sickness Funds of RIZIV/IINAMI. The resulting agreement is valid only
after approval by the “General Council” of RIZIV/INAMI, composed of
representatives of the government, employers, trade unions, sickness
funds and providers of care (consultative voice only), the “Insurance
Committee”, composed of representatives of the sickness funds and
providers of care and of employers and trade unions (consultative voice
only) and the endorsement of the Minister of Social Affairs. Individual
physicians have a choice whether or not to join the agreement. The
agreement enters into force unless more than 40% of all physicians within
a region have notified their refusal to adhere to it, or if more than 50% of
GPs and 50% of specialists have refused to adhere to it.
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In case of non-agreement or rejection, the government has three options:
to impose fees unilaterally for some or all services; to submit an alternative
draft agreement; or to set the reimbursement levels, leaving physicians
free to set their own fees.?

Physicians who accede to the agreement (who are “conventioned”) have to
adhere to the fee schedule as determined in the nomenclature. Non-
conventioned physicians can set their fees freely. A physician can also
choose to be only partially conventioned (for instance during some days of
the week). The difference between these freely set fees and the
convention tariff is not a co-payment or a coinsurance rate but is called a
“supplement” in Belgium. We abstract from these supplementary payments
and their regulation in the remainder of the report.

Patient cost sharing for the general and vulnerable population

In February 1960, a Parliamentary Working Group was designated to
identify the problems encountered in the compulsory health insurance
system, established since 1945.° Recommendations of the group
highlighted that in order to attain a sustainable system, it was necessary to
better coordinate healthcare services, to increase financial resources to
cover the cost of care as well as to evenly distribute responsibilities among
all partners (the State, employees, employers, sickness funds, physicians,
pharmacists and in general all individuals working in the healthcare
sector). Also patient responsibility for financing healthcare costs was
recommended. This recommendation was adopted in the final version of
the Health Insurance Act of 1963. Article 25 stipulates that for usual care
(at that time mainly consultations and visits of GPs and specialists;
currently also nursing care, physiotherapy and dental care) patients are
reimbursed 75% of the fee, except for a vulnerable patient who is fully
reimbursed. Vulnerable patients were defined as widows, pensioners,
disabled and their dependents persons (Article 21 and 25). In 1965, an
income limit was imposed to be eligible for increased reimbursement.®’
Over the years, the definition of the vulnerable population was extended to
other groups. Throughout the description of the legislation on patient cost-
sharing for GP and specialist services, the wording “vulnerable population”
refers to patients entitled to preferential or increased reimbursement.
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Article 25 also states that the general population should pay part of the
cost of reimbursable pharmaceuticals, without being specific about a fixed
amount or a percentage of the cost. All other services included in the
nomenclature are fully reimbursed for both the general and the vulnerable
population.

Already in 1965, the possibility of a ceiling on the patient share (0% and
25% for the vulnerable and general population respectively) was provided
for in the Health Insurance Act. In case of a substantial increase in the cost
of care, a co-payment could be used to guarantee a patient payment limit.*

2.1.2. Changes in cost-sharing rules as a response to a new
economic context

Two decades later, in the wake of the economic crisis of the 1980s, two
Royal Decrees” published on the same date profoundly modified cost-
sharing rules for certain acts, in particular for physician’s consultations and
visits. The Royal Decree No.22 of 1982 extended the coinsurance
scheme to the vulnerable population by making them financially
responsible for maximum 10% of the fees for GP consultations and visits
and for maximum 15% of the fees for specialist consultations.? At the same
time, the Royal Decree of 23 March 1982 established a maximum co-
payment for all individuals, whether belonging to the general or to the
vulnerable population, for GP and specialist consultations and visits. As a
consequence, patient cost sharing could be determined as a coinsurance
rate with a limit. For instance, a patient belonging to the general population
contributed 25% of the official fee of a specialist consultation, but with a
maximum of € 1.61.

In the beginning of the 1990s, with Belgium’s ratification of the Maastricht
Treaty of 10 December 1991 and in order to attain the convergence
criteria, about 2% of the healthcare budget was shifted from the health
insurance budget to the patients in the form of increased co-payments or
coinsurance rates.” In the same period, the general principles of
compulsory health insurance were coordinated in one law. Article 37 of this
“Law regarding compulsory insurance for healthcare and indemnities,

Because both Royal Decrees have the same promulgation date
(23 March 1982), the first decree is cited as Royal Decree No. 22 of 1982
and the second one as Royal Decree of 23 March 1982.
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coordinated on 14 July 1994" (hereafter Health Insurance Act of
14 July 1994) defines the new cost-sharing schemes for 18 categories of
health services. As previously established by the law of 9 August 1963, the
reimbursement level for different health services was dependent on
belonging either to the general population or to the vulnerable population.

Article 37 of the Health Insurance Act of 14 July 1994 adopted the 25%
coinsurance rate for the general population as stipulated in the Act of 1963
and the 10%/15% coinsurance rates for the vulnerable population for GP
visits and consultations and specialist consultations respectively, as
determined in Royal Decree No.22 of 1982. However, article 37his,
appended to the Health Insurance Act of 1994 on 21 September 1994,
introduced new coinsurance rates for the general population: 30% for GP
consultations, 35% for GP visits and 40% for specialist consultations. No
coinsurance rates for specialist visits were included. In Belgium, only
paediatricians are allowed to pay a visit to a patient's home (Chapter 2 of
nomenclature). Article 37bis does not bear on the vulnerable population.

Since a Health Insurance Act has precedence over a Royal Decree, the
legal references for patients entitled to increased reimbursement are clear:
article 37 of the Health Insurance Act of 1994 for coinsurance rates and
the Royal Decree of 23 March 1982 for the maximum co-payment. In
practice, the co-payment and not the coinsurance rates has been applied
since then. However, since 1994 there is a contradiction in the law
concerning the coinsurance rates for the general population. Articles 37
and 37bis mention different coinsurance rates. There is no hierarchy of
legal documents here, since both articles belong to the same Health
Insurance Act. Where does this contradiction stem from? The coinsurance
rates of 30, 35 and 40% were in fact introduced (in the Health Insurance
Act of 1993) by the Royal Decree of 21 September 1993 and were
afterwards included in article 37bis of the coordinated law of 1994. For the
maximum co-payment, article 37 of the Health Insurance Act is the legal
reference. In practice, the coinsurance rates are applied.
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For patients entitled to increased reimbursement of co-payments and
coinsurance, article 37 of the Health Insurance Act of 14 July 1994
determines coinsurance rates and the Royal Decree of 23 March 1982
determines the maximum co-payment. In practice, a co-payment is
applied.

For the general population, article 37bis of the Health Insurance Act of
14 July 1994 determines coinsurance rates and article 37 determines the
maximum co-payment. In practice, coinsurance rates are applied.

2.1.3. Changes in cost-sharing rules to steer patient demand

In the last decade, co-payments and coinsurance rates have increasingly
been used as a tool for influencing consumption behaviour. Table 1 gives
an overview of measures related to the fee schedules and reimbursement
for GPs and specialists as determined in the agreements between
representatives of the sickness funds and of the organisations of
physicians for the period 2000-2011. The agreements are usually signed
for a period of one or two years (2001-2002; 2003; 2004-2005; 2006-2007;
2008; 2009-2010; 2011). The table provides information about the
application period of the agreement, measures related to GP and specialist
fees for consultations and visits, to having a global medical record
(GMD/DMG) and to patient cost sharing. Sometimes the stipulations in an
agreement are rather vague or deviate from the concrete amounts which
are applied. Therefore, we did not use the text of the agreements as such
but completed Table 1 with the data in the circular letters of RIZIV/INAMI,
which are the basis for application.>**#*341>1® We make a distinction
between the measures mentioned in the column “patient cost sharing” and
those in the other columns. The first measures were taken with the explicit
intention of interfering with the level of patient cost sharing. The measures
in the other columns in Table 1 primarily focus on GP and specialist fees,
and only indirectly have an impact on patient cost sharing.
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Increase in GP and specialist fees

When we go through Table 1, some general conclusions can be drawn
concerning physician fees. For most years, an indexation of GP and
specialist fees was determined. In addition to the indexation, fees for GP
and specialist consultations or visits were increased by a certain
percentage or by a fixed amount. Increases relate to regular or out-of-
hours patient contacts, to visits or consultations, to transport costs, to
single or multiple visits, to GP characteristics (whether or not accredited®)
or to the medical specialism. The GP fee for the management of a patient’s
global medical record has increased several times (from € 13.06 in 2001 to
€ 28.15 in 2011). Except for this last fee, which is fully reimbursed, every
change (indexation and extra increase) in GP or specialist fees has an
effect on patient cost sharing.

Incentives to promote GMD/DMG and discourage home visits

Explicit patient cost-sharing measures taken in the period from 2000 to
2011 mainly had the intention to deter patients from home visits and to
encourage patients to have a medical record. Patients with a global
medical record pay reduced coinsurance rates (-30%; augmented to -33%
since 1 December 2011) for consultations with the GP who manages or
has access to the GMD/DMG. The measure was introduced on
1 May 1999 for patients over 60 years and extended to patients over 50
years and to all ages on 1 May 2001 and 1 May 2002 respectively. On
1 June 2000 the range of application was extended to GP visits of patients
over 75 years and to some chronically ill. In the agreement of 2009-2010
the representatives of sickness funds and physician organizations linked
the central role of the GP in prevention to the GMD/DMG. The agreement
was put into practice on 1 April 2011. A prevention module that facilitates
preventive healthcare maintenance of patients was added to the
GMD/DMG for patients aged 45-75.

Quality accreditation is granted if the following conditions are met: the
physician (1) keeps a medical record for each patient; (2) follows a
programme of ongoing training; (3) reaches a minimum level of activity
(1 250 patient contacts per year) and (4) does not have an outlier
prescription profile.3
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Based on a checklist, once a year the GP discusses with the patient which
preventive health measures could be useful. The patient pays € 10.14 (in
the agreement of 2009-2010 € 10 was mentioned) but this amount is fully
reimbursed.

Other patient cost-sharing measures

The increase in the fees for GP out-of-hours consultations and visits in
2002 was not (completely) passed on to the patient. The coinsurance rate
of 35% for out-of-hours visits for the general population was reduced to a
percentage in the range of 23.03%-33.58% depending on the
nomenclature code.'” For out-of-hours GP consultations a comparable
reduction was introduced; the 30% coinsurance rate for the general
population was reduced to 23.03%-26.65% depending on the code.’

A similar measure was taken in 2008: the increase in fees for out-of-hours
consultations of GPs had no influence on the cost-sharing amount for
patients with a GMD/DMG.

In general, an increase in the fee of accredited GPs has no impact on
patient cost sharing because the cost-sharing amount is calculated on the
fee without accreditation.

Patients have direct access to specialist care in Belgium. To stimulate
patients to see their GP before consulting a specialist, a reduction in
patient cost sharing for specialist care for patients who are referred by their
GP was introduced in 2007. The measure, however, was limited in scope.
The reduction only applies to the first specialist consultation per calendar
year and per specialism. The reduction amounts to €5 for the general
population and € 2 for patients eligible for preferential reimbursement.
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In 2010 and 2011 some measures directly affecting the structure of patient
cost sharing were taken. Since 1 November 2010 coinsurance rates for
specialist consultations are subject to a ceiling limit of € 15.50 to prevent
patients from incurring high expenses for certain types of specialist care
(e.g., haematologist, oncologist, rheumatologist). The ceiling limit of
€ 15.50 is not index-linked. Since 1 December 2011 supplementary fees
for (urgent) out-of-hours GP consultations are fully reimbursed for all
patients. At the same date, 16 co-payments and coinsurance rates for GP
consultations were replaced by four co-payments, where the co-payment
depends on eligibility for preferential reimbursement and on having a
GMD/DMG (see section 2.2.1). In fact, the prevailing co-payments and
amounts to be paid as coinsurance were rounded off to simplify the
structure of patient cost sharing for GPs and for the sickness funds but
also to facilitate the social third-party payer system for vulnerable groups,
which was extended on 1 July 2011.
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Table 1: Overview of measures related to the fee schedules and patient cost sharing for GPs and specialists for the period 2000-2011

Application
period of

agreement

Index (%)

Fee for Fee GP Consultation Fee GP Visit

GMD/DMG?

Fee Specialist Consultation

Patient cost sharing
measures

2001 1.53 +22% transport costs Extension of GMD/DMG to 50+
(before 60+)
2002 2.82 (01/02) + €2 (01/07) + €2 out-of-hours + 3.45% for multiple + 7.55% for internist, New coinsurance rates for out-
(01/07) visits (01/04) paediatrician, neurologist, of-hours visits (<35%) and
+ 2€ out-of-hours psychiatrist, neuropsychiatrist consultations (<30%) for the
(01/07) and rheumatologist (01/09) general population (01/07)
+ €7.97 for neurologist Extension of GMD/DMG to
(01/09) entire population (01/05)
2003 1.97 +€1.94 (01/01) Accredited GP Regular hours + €0.73 for specialists using Patients without preferential
+ €1 (01/10) +€1.47 (01/01) +€0.73 (01/04) code 102535 (=accredited reimbursement: + €1 for GP
+ €1 (01/10) +€3.42 (01/10) specialist) (01/01) visits, except for chronically ill
' Alignment of fees for accredited @nd <10 and >75 with
gastroenterologist, lung GMD/DMG
specialist and cardiologist to
that of accredited internist
(01/01)
+ €1.30 for accredited internist,
psychiatrist, neurologist,
rheumatologist, lung expert,
cardiologist and paediatrician
(01/04)
+ €1.30 for psychotherapy
(01/04)
+ €1 for specialists using code
102535 (=accredited specialist)
(01/10)
2004 1.38 + €1 (01/10) + €2.67 + €1.30 for dermatologist
(01/10) (01/04)

(indexed 01/04)

+ 15.29% for rheumatologist
(01/10)




Application
period of
agreement

Index (%)

Fee for
GMD/DMG?
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Fee GP Consultation

Fee GP Visit

Fee Specialist Consultation
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Patient cost sharing
measures

2005 - + €1 (01/04) +€0.74 (01/04) + €1 (01/04) Increase equivalent to GP
+ €1 (01/12) + €1 (01/12) consultation (01/04 and 01/12)
2006 2.26 + €2 (01/02) Regular hours: Regular hours:
(not indexed) Fc=Consultation Fv= Visit
(€20) (€30)
Out-of-hours: Out-of-hours:
Evening=1.33*Fc Evening=1.33*Fv
Weekend=1.5*Fc Weekend=1.5*Fv
Night =2*Fc Night= 2.3*Fv
Multiple visits on
regular hours:
2 patients=0.8*Fv
3 patients=0.75*Fv
+ €0.68 for visit regular
hours (licensed)
(01/04)
2007 1.65 + €3 (01/10) Reduced patient cost sharing
for specialist consultation if
referred by GP (01/02)
2008 1.62 (1.52 for +€0.67 + 2% accredited GP + 2% (including out-of-  + 2% for specialists using code  Experiments within the

some
specialists)

(including out-of-
hours)

Increase in fee for out-
of-hours (experiments
within the framework
of GP organized duty
centres) (01/07)

hours)

102535 (=accredited specialist)

framework of GP organized
duty centres: no patient cost-
sharing if holding a GMD/DMG




KCE Report 180

Application Index (%)
period of

agreement

Fee for
GMD/DMG?

Simplification of patient cost sharing

Fee GP Consultation

Fee GP Visit

Fee Specialist Consultation

Patient cost sharing
(EENIES

2009 4.32 +€1.33 Limit in patient cost sharing for
+ €10 prevention G*P visits for children <10 to
module 2 cost-shanng for GP

consultation (1/10)

2010 0.93 Simplification of codes  + €4.24 rheumatologist and Ceiling limit of € 15.50 (not
eliminating difference + €1.57 neurologist (01/10) index-linked) for specialist
due to i) children’s Introduction of 12 nomenclature  consultations (1/11)
res@gpce; ii) palliative  codes for specialists during
care; iii) (nursing) 2010 (e.g., geriatrician,
home for the elderly haematologist, oncologist)
(1/11)

2011 1.40 For all patients full

reimbursement of GP out-of-
hours consultations (01/12)
Simplification in patient cost-
sharing for GP consultations
(01/12)

*Global medical record
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2.2. Determining factors of the current structure of co-
payments and coinsurance rates

Based on an analysis of Chapter 2 of the nomenclature, it can be
concluded that the current structure of co-payments and coinsurance rates
for GP and specialist consultations and visits depends on the place and
time of the service, on the type of service (visit or consultation), on patient
characteristics, on the physician’s qualification and on the number of
patients seen per contact. We structure the overview of the situation on
31 December 2011 along the type of service for GPs (visit and
consultation) and specialists (consultation).

The overview in the present section and the analyses in Chapter 3 are
limited to GP consultations and visits and to specialist consultations.
Nomenclature codes related to paediatricians’ visits (negligible number of
contacts), GPs visiting patients in or accompanying patients to a hospital,
advice (prescription without consultation or visit), psychotherapies and
child and youth psychiatric treatment and evaluation are excluded.
Palliative patients are fully reimbursed.'® They are included in the analysis,
but in all reforms their amount of cost sharing is set equal to zero. Another
exclusion concerns the supplementary fee for the use of a diabetes
passport by a licensed GP (code 102852). Codes relating to experiments
within the framework of GP organized duty centres (see agreement of
2008"; codes 101091 and 101113) and codes relating to healthcare
pathways are excluded as well. These codes are not part of Chapter 2 of
the nomenclature, but we mention them since they are included in the
circular letters from the RIZIV/INAMI with respect to Chapter 2. Fees and
cost-sharing rules for trainee physicians are taken into account.
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2.2.1. GP office consultations

Before 1 December 2011, cost-sharing arrangements for GP office
consultations were applied as provided for by article 37bis of the Health
Insurance Act of 1994 for the general population and by the Royal Decree
of 23 March 1982 for individuals eligible for increased reimbursement.
Patient cost sharing depended on having a GMD/DMG, on eligibility for
preferential reimbursement, regular or out-of-hours consultations and GP
qualification (acquired rights or Iicensed)d. Accreditation did not have an
impact on patient cost sharing since the fee without accreditation was the
basis for the amount to be paid out-of-pocket. For consultations during
regular and evening hours, the general population paid a coinsurance rate
of 30%, patients entitled to preferential reimbursement paid a co-payment.
Patients with a GMD/DMG were entitled to a reduction of 30%. The
reduction did not apply to consultations during the weekend, holidays and
night. For these out-of-hours consultations a supplementary fee with cost
sharing was due. For example, a consultation with a licensed GP in the
weekend for a patient without preferential reimbursement and without a
GMD/DMG amounted to € 5.88 + € 2.76 = € 8.64.

GP with acquired rights (in French “médecin généraliste avec droits acquis”/
in Dutch “algemeen geneeskundige met verworven rechten”; Licensed GP
without an accreditation (in French “médecin généraliste agréé”/ in Dutch
“erkende huisarts”) and licensed GP with an accreditation (in French
“médecin généraliste agréé accrédité”/ in Dutch “geaccrediteerde erkende
huisarts”). A GP with acquired rights is a GP who had a physician diploma
on 31 December 1994, but who does not have a certificate of
supplementary training (for example, who did not do a work placement).
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Table 2: Co-payments and coinsurance rates for GP consultations on 30 November 2011

General population Preferential reimbursement

GP qualification GP qualification
Acquired rights Licensed Acquired rights  Licensed

No GMD/DMG* Regular hours and evening  30% (€4.15) 30% (€5.88) €1.01 €1.51
(18:00-21:00)

GMD/DMG Regular hours and evening  30% (€2.98)** 30% (€£4.12) €0.77 €1.36
(18:00-21:00)

No GMD/DMG Regular hours and evening  30% (€4.15) 30% (€5.88) €1.01 €1.51
(18:00-21:00)

With and without GMD/DMG Weekend or holidays 23.03% (€2.30) 24% (€2.76) 7.68% (€0.76) €0.74
(8:00-21:00)
Night (21:00-8:00) 26.31% (€5.00) 26.65% (€6.12) 8.77% (€1.66) €1.54

* Global medical record

** A coinsurance rate of 30% is applied to the official fee, which equalled € 14.18 for a GP with acquired rights in November 2011. In addition, a reduction of 30% is applied for
a patient with a GMD/DMG which gives an amount of cost sharing equal to € 2.98. The other amounts in brackets were calculated in the same way. Amounts not in brackets
are co-payments.



Simplification of patient cost sharing

Since 1 December 2011 all patients pay a fixed co-payment for each office
consultation.®”° Table 3 shows the exact amounts of the co-payments.
Since the same date, supplementary fees for out-of-hours consultations
are fully reimbursed by RIZIV/INAMI.

Table 3: Co-payments for GP consultations since 1 December 2011

General population Preferential reimbursement

No GMD/DMG* € 6.50 €1.50

GMD/DMG €4.00 €1.00

*Global medical record

2.2.2. GP home visits

Table 4 gives an overview of the current determining factors of patient cost
sharing for GP visits (31 December 2011). Consistent with the determining
factors of GP consultations before the simplification of 1 December 2011,
patient cost sharing for GP visits depends on having a GMD/DMG, on
eligibility for preferential reimbursement, on the time of the day the visit is
made and on GP qualification. Additional determining factors are a
patient’s residence, the number of patients visited during one visit, age and
chronic illness. Chronically ill patients are entitled to a reduction in cost
sharing if they have a GMD/DMG. Being chronically ill is defined here as
being entitled to one of the lump sum allowances for the chronically ill.
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Table 4: Determining factors of patient cost sharing for GP visits

Impact on patient cost sharing

Patient status (preferential reimbursement or not) Coinsurance for general population and co-payment for patients eligible for preferential
reimbursement.

Regular hours/out-of-hours Patient cost sharing is based on a single fee for regular hours and on two fees for out-
of-hours.

Global medical record Reduction of 30% in patient share depending on patient status, age and being
chronically ill.

Patient residence: Patient cost sharing is based on a single fee for visits at the private home and on two

e Private home fees for visits at a collective home.

e Living in an institution with collective accommodation (not
including residential care facilities)

e Residential care facilities (home for the elderly or a
nursing home)

Patient age Reduction in patient share for elderly (+75) with a GMD/DMG during regular hours and
for children (<10) during regular hours and out-of-hours.

Being chronically ill Reduction in patient share for chronically ill with a GMD/DMG during regular hours.

GP qualification Determines the amount as well as the form (coinsurance or co-payment) of cost
sharing.

Number of patients visited by the GP Determines the amount, the form and calculation (one versus two fees) of cost sharing.
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2.2.2.1. Cost sharing for a “baseline” patient

To detail the complicated structure of co-payments and coinsurance for GP
visits, we split up patients into two groups. The first group consists of
individuals aged between 10 and 75 years, who are not chronically ill, who
have a GMD/DMG and who belong to the general population. We call
these patients “baseline” patients since they are the only group still paying
a 35% coinsurance rate for GP visits during regular hours. All other patient
groups pay reduced coinsurance rates or co-payments. The term
“baseline” has no normative connotation but is only used as a technical aid
to structure co-payments and coinsurance rates for GP visits.

The exact amount to be paid out-of-pocket by a baseline patient depends
on three additional elements: the patient’s residence, the GP’s qualification
and the number of patients seen per visit. These characteristics are
structured in Table 5.

We also give the cost-sharing amounts for a patient entitled to preferential
reimbursement but with otherwise the same characteristics as a baseline
patient.
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Table 5: Cost sharing of a baseline patient for GP visits on 1 December 2011
General population Preferential reimbursement

GP qualification GP qualification

Acquired rights Licensed Acquired rights Licensed

Private home Regular hours 35% 35% €2.72
(€9.86)* (€12.07)
Evening (18:00-21:00) 32% 32.44% €4.31 €4.20
(€10.28) (€14.88)
Weekend or holidays 32.16% 32.60% €4.62 €4.47
(8:00-21:00) (€11.13) (€16.87)
Night (21:00-8:00) 33.16% 33.58% €5.97 €6.27
(€16.37) (€26.65)
Institution with Regular hours 35% 35% €2.57 €2.66
collective (€9.86) (€12.07)
accommodation k :
Supplementary fees increased by increased by
Evening (18:00-21:00) 25.63% 26.28% 7.27% €0.51
(€2.26) (€2.99) (€0.64)
Weekend or holidays 26.87% 27.97% 7.68% €0.74
(8:00-21:00) (€2.69) (€4.82) (€0.76)
Night (21:00-8:00) 30.67% 32.66% 8.77% €1.54
(€5.86) (€14.65) (€1.63)

* A coinsurance rate of 35% is applied to the official fee, which equalled € 28.18 for a GP with acquired rights and a patient
with a GMD/DMG in December 2011. The other amounts in brackets were calculated in the same way.
Amounts not in brackets are co-payments.
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Eligibility for preferential reimbursement

As a general rule, patients belonging to the general population pay a
coinsurance rate for a GP visit, while patients eligible for preferential
reimbursement pay a co-payment. However, a mix of a co-payment and
coinsurance rates is used for a visit during out-of-hours by a GP with
acquired rights to a patient eligible for preferential reimbursement living in
an institution with collective accommodation (collective home): a co-
payment of € 2.57 (as for a visit during regular hours) plus a coinsurance
ranging from 7.27% to 8.77%.

Patient residence

Also the patient’s residence determines how much is charged for a GP
visit. Patients entitled to preferential reimbursement pay a higher co-
payment for a visit in a private home than for a visit in a collective home
during regular hours. For patients belonging to the general population, the
residence is not a differentiating factor during regular hours: a coinsurance
rate of 35% is applied whatever the place of residence. Outside regular
hours, the final payment differs between patients with and without
entitlement to preferential reimbursement for both locations. For instance,
for a visit during the night with a licensed GP, a patient with preferential
reimbursement and living in a private or a collective home will pay
respectively € 6.27 and € 4.2 (= € 2.66 + € 1.54). For a patient not eligible
for preferential reimbursement and living in a collective home, the patient
cost for out-of-hours visits by a GP with acquired rights is calculated by
raising the 35% coinsurance rate on the fee for a visit during regular hours
(€ 9.86) with a coinsurance on the supplementary fee for out-of-hours
(30.67% or € 5.86 for a visit during the night).

GP qualification

Two patients, identical in terms of entitlement to increased reimbursement,
of residence and of the moment of the day they ask for a GP visit, pay a
different amount out-of-pocket for a GP visit, depending on the GP’s
qualification. For patients without entitlement to preferential reimbursement
a lower coinsurance is charged (and also amount to be paid) for a visit
from a GP with acquired rights than for a visit from a licensed GP. The
opposite holds for patients with preferential reimbursement: they pay a
higher co-payment and also a higher supplementary payment for out-of-
hours visits for a GP with acquired rights.
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Number of patients visited

If the GP pays a visit to more than one patient at the same time, patient
cost-sharing rules for one patient living in an institution with collective
accommodation apply. There is one exception: the co-payment for a visit in
regular hours for a patient entitled to increased reimbursement is slightly
different (see Table 6).

Table 6: Cost sharing of a baseline patient for GP visits on
1 December 2011 according to the number of patients visited

Preferential reimbursement

GP qualification

Licensed

Acquired rights

Regular hours

e 1 patient €2.57 €2.66
e 2 patients €2.12 €2.13
e 3 o0r more patients €1.78 €1.79
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2.2.2.2. Cost sharing for the chronically ill and for patients
younger than 10 and older than 75

Specific measures for patients younger than 10 and older than 75, and for
the chronically ill were introduced. Their patient share is expressed by
comparison with cost sharing for a baseline patient. An overview is given in
Table 7.

For patients above the age of 75 and chronically ill with a GMD/DMG, the
exact amount to be paid out-of-pocket depends on whether the visit takes
place during regular hours or out-of-hours. For visits during regular hours,
they are entitled to a reduction of 30% compared to the amount paid by a
baseline patient. Eligibility to preferential reimbursement is not a
differentiating factor. The reduction does not apply to patients living in a
nursing home or a home for the elderly when the visit is made by a GP
with acquired rights. In this case, patients pay the same amount as a
baseline patient.

For children under the age of ten, cost sharing for a GP visit is limited to
two times the amount for an office consultation with a GMD/DMG for
regular hours plus part of the supplementary fee for out-of-hours. Having a
GMD/DMG is not a differentiating factor.

All patients, other than children under the age of ten, without a GMD/DMG
pay the same amount as a baseline patient for a GP visit, irrespective of
the time of the day and of entitlement to preferential reimbursement. There
is one exception to this rule. Patients between the age of 10 and 75 and
belonging to the general population pay one extra euro if they do not have
a GMD/DMG.
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Table 7: Cost sharing for GP visits on 1 December 2011 according to age, chronic illness and having a GMD/DMG

With a GMD/DMG* Without a GMD/DMG

Regular hours® Out-of-hours Regular hours  Out-of-hours
Preferential Adult (10 to 75) 00P,CMPe ooP, P
reimbursement
Elderly 75+ 0.7 * OOP,"P oop,°MP oop,°MP
Chronically ill 0.7 * OOP,°P OOoP,°MP 0O0P,°¥P
Children<10 00P,*®  put limited to 2 * ( OOP,°™P ) + supplementary payment for
out-of-hours
General population  Adult (10 to 75) oop,°MP 00P,°M + €1
Elderly 75+ 0.7 * OOP,°P OOoP,°MP OO0P,°YP
Chronically ill 0.7 * OOP,°"P oop,°MP oop,°MP
Children<10 00P,™®  put limited to 2 * ( OOP,°™"®) + supplementary payment

for out-of-hours

*Global medical record

bExcegHgn: if the patient lives in a nursing home or a home for the elderly, the patient share for a visit in regular hours by a GP with acquired rights is not reduced to 0.7 *
OOP,

‘oop,°MP corresponds to the patient share for a visit for the baseline patient; 00P,°MP corresponds to the final patient share for an office consultation.
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2.2.3. Specialist consultations

Since 1 November 2010 coinsurance rates for specialist care (40% as
established in the Health Insurance Act of 1994) are subject to a ceiling of
€ 15.50 for individuals not eligible for preferential reimbursement. For
patients with increased reimbursement a different rule applies: the Royal
Decree of 23 March 1982 fixes co-payments that vary according to
physician specialism (5 different co-payment levels; see Table 8).

As is the case for GPs, patient cost sharing does not depend on whether
or not a specialist is accredited. Coinsurance rates for the general
population are based on the fee for a non-accredited specialist, even if the
patient is treated by an accredited specialist. For instance, a patient
without increased reimbursement who visits an accredited cardiologist
pays € 11.8 (40% of € 29.51) and not € 13.8 (40% of € 34.5). Special tariffs
apply to consultations to diagnose dementia (coinsurance of 10% for all
individuals), to the first consultation with an internist for patients with a
complex pathology and no clear diagnosis and for a geriatric evaluation

Table 8: Cost sharing for specialist consultations on 1 December 2011

(10% and 25% coinsurance for patients with and without preferential
reimbursement respectively).

Taking a closer look at the fees and the amounts to be paid out-of-pocket
by patients reveals two remarkable features. First, the same fee level does
not necessarily result in the same amount of patient cost sharing and vice
versa. For example, although geriatricians, internists and paediatricians
share the same fee level (€ 31.74), patient cost sharing is higher for
paediatricians and this irrespective of eligibility for preferential
reimbursement. Also, along the same reasoning, fees for anaesthetists are
lower than for lung experts, geriatricians, internists, paediatricians,
cardiologists and gastroenterologist. Yet, patients with preferential
reimbursement pay a higher co-payment for a consultation with an
anaesthetist. Second, accredited lung experts, geriatricians, internists,
paediatricians, cardiologists and gastroenterologists share the same fee
level. However, a lower fee is due for non-accredited cardiologists and
gastroenterologists as compared to the other specialists.

Patient cost

Specialism Fees (€)

Patient cost sharing as a percentage

sharing (€) of the fee of a non-accredited
specialist (%)
Non-accredited  Accredited Preferential General Preferential General
reimbursement* population2 reimbursement population
Cardiologist 29.51 34.50 2.50 11.80 8.47 39.99
Gastroenterologist 29.51 34.50 2.50 11.80 8.47 39.99
Lung expert 29.51 34.50 2.50 11.80 8.47 39.99
Geriatrician 31.74 34.50 2.50 11.80 7.88 37.18
Internist 31.74 34.50 2.50 11.80 7.88 37.18
Anaesthetist 19.32 22.55 2.64 7.72 13.66 39.96
Other specialist 19.32 22.98 2.64 7.72 13.66 39.96

Paediatrician 31.74 34.50 2.68 12.69 8.44 39.98
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Psychiatrist 39.67 42.48 2.68 15.50° 6.76 39.07
Neuropsychiatrist 39.67 42.48 2.68 15.50° 6.76 39.07
Neurologists or neuropaediatrician 41.26 44.14 2.68 15.50° 6.50 37.57
Haematologist 52.45 53.38 2.68 15.50° 5.11 29.55
Internist, endocrinologist- diabetes 52.45 53.38 2.68 15.50° 5.11 29.55
specialist

Oncologist 52.45 53.38 2.68 15.50° 5.11 29.55
Oncologist and haematologist paediatrician  52.45 53.38 2.68 15.50° 5.11 29.55
Dermatologist 26.00 27.09 2.82 10.40 10.85 40.00
Rheumatologist 41.89 45.24 3.10 15.50° 7.40 37.00
Diagnostic check-up for dementia with a 59.51 63.26 5.95 5.95 10.00 10.00
neurologist, psychiatrist or geriatrician

First consultation with internist for patient 77.03 80.07 7.70 19.25 10.00 24.99
with complex pathology and no clear

diagnosis

Geriatric evaluation® 97.03 9.70 24.25 10.00 24.99
Supplements for urgent consultations at 8.06 0.80 3.22 9.93 39.95

the specialist office on a Saturday, SundaX

or holiday between 8:00AM and 21:00PM

Supplements for urgent consultations at 17.46 1.74 6.98 9.97 39.98
the sPeciaIist office between 21:00PM and

8:00

“For patients with preferential reimbursement, the amount of patient cost sharing is a co-payment.

“For the general population, the amount of cost sharing is the result of applying a coinsurance to the fee of a non-accredited specialist.

3A ceiling limit of € 15.5 is applied.

“There is no distinction in fee between an accredited and a non-accredited specialist.
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Key Messages

Evolution and current structure of patient cost sharing

e Patient cost sharing for ambulatory physician-patient contacts
has evolved from two coinsurance rates in 1963 to a multitude of
co-payments and coinsurance rates.

o Different combinations of co-payments and coinsurance rates
exist: only co-payment, only coinsurance, a mix of a co-payment
and coinsurance rate, a coinsurance rate with a maximum patient
share.

e Determining factors of current patient cost sharing for GP office
consultations are

(o] Having a global medical record (GMD/DMG)
(o] Eligibility for preferential reimbursement

Determining factors of current patient cost sharing for GP home
visits are

Having a global medical record (GMD/DMG)
Eligibility for preferential reimbursement
Patient age and health status

Patient residence

GP qualification

Number of patients visited

Regular or out-of-hours visit

Determining factors of current patient cost sharing for specialist
consultations are

(o] Referral by GP
Eligibility for preferential reimbursement
Physician specialism

O O 0O OO O O .

o O
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3. PATHWAYS TO SIMPLIFY THE
STRUCTURE OF CO-PAYMENTS AND
COINSURANCE RATES FOR
PHYSICIAN-PATIENT CONTACTS

The analysis in Chapter 2 of the evolution and current structure of co-
payments and coinsurance rates for GP and specialist consultations and
visits clearly reveals that the system of cost-sharing arrangements has
developed in an ad hoc manner without a coordinated approach. The
original coinsurance of 0% (for patients entitled to preferential
reimbursement) and 25% (for the general population) for usual care acts
rapidly evolved into a more complex system of co-payments and an
increased number of coinsurance rates.

The representatives of physicians and sickness funds pleaded in their
agreement of 2004-2005 in favour of a harmonization and simplification of
cost-sharing arrangements. However, instead of a global revision, some
isolated measures have been introduced in 2010 and 2011. Due to the
simplification of 2010, the number of codes for GP visits was reduced
substantially. Since 1 December 2011, all co-payments and coinsurance
rates for GP consultations were replaced by four co-payments, where the
amount of the co-payment depends on eligibility for preferential
reimbursement and on having a GMD/DMG.

Nevertheless, cost-sharing arrangements for GP and specialist services
are still complex. Complexity mainly comes from the multiplication of
nomenclature codes reflecting particular needs, such as the introduction of
new codes for haematology and oncology in 2010, as well as from the mix
of co-payments and coinsurance rates and their relation with the physician
fee. This mix of co-payments and coinsurance rates, sometimes for the
same type of physician-patient contact, is an obvious cause of complexity
for all parties involved. As an example, imposing coinsurance rates on the
general population and co-payments on patients eligible for preferential
reimbursement has created an increasing gap in the level of cost-sharing
between the two groups. Whether this increase is compensated by
protection measures such as the system of maximum billing, is beyond the
scope of this study.
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There is little theoretical or empirical literature on the impact of price
framing on price sensitivity in the healthcare market. We refer to Schmitz
and Ziebarth (2011)** and Dor and Encinosa (2010)** and the references
therein for two interesting applications. The first paper investigates the
impact on health plan choice of changing the framing of price differences
to absolute Euro values. Before the reform, health plan premiums were
expressed in the form of a mandatory payroll tax rate, independently set by
each health plan. Switching rates were very low. The reform equalized and
froze the tax rate across all health plans who had to report the difference to
this standardized price in absolute Euro values. As a result, switching
probability increased by a factor of six and demand elasticity by a factor of
three. Dor and Encinosa developed a theoretical model and analysed
empirically whether price framing (co-payment versus coinsurance) has an
impact on refill purchases of drugs. Using claims data for diabetes from
eight large firms, they found that when co-payments and coinsurance have
the same expected amount of cost sharing ($9), at least 34% of patients
under co-payments would refill their medication over the next 90 days
against 24% of patients under coinsurance.

The main purpose of this study is to provide possible directions of reform
to reduce the complex structure of co-payments and coinsurance rates for
GP and specialist consultations and visits. We first describe the data and
the data manipulation operations that were performed (section 3.1).The
global budgetary impact of different reform options for RIZIV/INAMI and
the distributional effects for subgroups of the population will be calculated
using a microsimulation technique (section 3.2). Next, we discuss some
possible principles governing simplifying reforms (section 3.3). The results
of the microsimulations are described in section 3.4.
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3.1. Description of the data

The analyses are based on the Permanent Sample of socially insured
persons (EPS) for 2009. The EPS® release 5 (EPSgs) is a sample of all
data available within the Belgian sickness funds as far as they are related
to the compulsory insurance for healthcare. The permanent sample is an
instrument created and maintained by the IMA-AIM" and is accessible to a
limited number of Belgian government agencies (RIZIV/INAMI, Federal
Public Service (FPS) Public Health, WIV-ISP (Wetenschappelijk Instituut
Volksgezondheid - Institut Scientifique de Santé Publique), FPS Social
Security, KCE, and the Federal Planning Bureau). The sampling fractions
are 1/40 for the population aged 0-64, and 1/20 for the population aged 65
and over.

The EPS links three administrative databases at the individual level
containing population characteristics (Population database), billing data for
reimbursed health services (Health Services database) as well as for
reimbursed pharmaceuticals from public pharmacies (Reimbursed drugs
database). For this report we only used data from the Population and the
Health Services database. The EPS contains data on the specific
reimbursement codes by procedure, service, admission, drug delivery,
etc., including date, provider, institution and cost. Reimbursed amounts as
well as patient cost sharing are available at these detailed levels. Hence,
each record gives information on a reimbursed nomenclature code. The
(oversampled) EPS for 2009 contains 320 286 individuals. Only individuals
who received a reimbursement for at least one of the nomenclature codes
of Chapter 2 of the nomenclature, were retained (see Appendix 1.1 for the
selection of the nomenclature codes). The microsimulations were
performed for GP consultations (227 491 individuals), GP visits
(97 654 individuals) and specialist consultations (199 549 individuals)
separately.

Data analyses and graphs were produced with SAS 9.1.3%, and R 2.15*
with additional package lattice.”

http://www.riziv.be/information/nl/sampling/index.htm (Dutch);
http://www.riziv.be/information/fr/sampling/index.htm (French).

Intermutualistisch Agentschap — Agence Intermutualiste (http://www.cin-
aim.be/)
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3.2. Microsimulation technique as a tool for the analysis of
policy measures

A microsimulation model is a model that uses simulation techniques to
investigate the effects of social policies at the individual level. In KCE
report 80A”® a microsimulation technique was used to calculate the impact
of the system of maximum biling on the financial accessibility of
healthcare. We refer to this report for further details on how a
microsimulation model works. Simulation results give an ex ante evaluation
of a policy measure, controlling for confounding factors. On the contrary,
ex post evaluations, comparing the situation before and after a policy
change, do not allow to control for changes that occur concurrently.

A second advantage of a microsimulation approach is that it is possible to
evaluate the distributional effects of a policy change since it takes micro
level units (e.g. individuals, households, firms) as the basic units of
analysis. An analysis at the macro level does not give (much) information
on the distributional effects of a policy since the unit of analysis is at the
very best the level of specific “types” of agents.

In this report, static microsimulation modelling is applied since own-price or
cross-price elasticities are not available. Hence, possible behavioural
changes after a policy intervention could not be taken into account. There
is, however, some information that these elasticities are rather small for
GPs and specialists in Belgium.?” 82
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3.3. Principles governing simplifying reforms

For a theoretical analysis of the problem of optimal cost sharing and a
recent overview of empirical studies on demand response, we refer to
Baicker and Goldman (2011)*°, McGuire (2012)* and Swartz (2010)*".

To explore possible principles for simplification of the cost-sharing
structure, we start from the most extreme case where only one amount of
cost sharing is applied to all GP consultations and visits and specialist
consultations. We then consider according to which principles cost-sharing
differentiation could be justified and how this is currently translated in the
Belgian cost-sharing structure. Similarly, we tried to identify principles that
would justify no differentiation and hence simplification in cost sharing and
explore to what extent the current structure in Belgium conforms with these
principles.

In general, the following principles underpin cost-sharing decisions. The
actual degree of desirability and acceptability of these principles is to be
judged by the decision makers.

3.3.1. General principles governing cost-sharing differentiation

Control moral hazard

Moral hazard can be defined as the incentive of insured individuals to
consume more of the insured service than they would if they faced the full
price.

According to standard economic theory, the smaller the risk, the higher
should be the cost sharing, since in that case insurance is less valuable. In
addition, insurance coverage should be inversely related to demand
elasticity: the more elastic the demand for a particular medical service, the
lower the insurance coverage and the higher the degree of cost sharing.

Take into account cross-price elasticities

Healthcare is not a single good. Cost sharing will not only affect the
consumption of services for which the price has changed, but also the
consumption of their complements and substitutes. In other words, optimal
cost sharing not only depends on own-price elasticities but also on cross-
price elasticities. For example, raising the cost-sharing amount for GP
home visits may influence the number of home visits, but also the number
of GP consultations.

KCE Report 180

The theory suggests that an insured service with many interchangeable
substitutes could have lower cost sharing, even if it has a highly elastic
demand, when one wants to discourage additional use of the substitutable
services. In the example of GP office consultations and home visits,
increased cost sharing for GP home visits with the intention of replacing
GP home visits by GP consultations implicitly assumes that both GP
contacts are substitutes.

On the contrary, if the service affected by a price change entails many
complementary (i.e. additional) services society wants to avoid, optimal
cost sharing for that service will be higher. Of course, if the use of these
complementary services is appropriate and adds to the quality of care, this
conclusion does no longer hold.

As mentioned before, due to a lack of data on price elasticities, it was
impossible to take account of how patients (or providers) could respond to
policy changes in the microsimulation model.

Maintain specific equity/accessibility choices

From the onset of this study, it was decided that current measures that
reduce patient cost sharing for each encounter with the healthcare system,
such as the preferential reimbursement scheme, are maintained. In
defining an optimal cost sharing structure, the system of preferential

reimbursement might be reconsidered. But this is out of the scope of this
report.

Encourage the use of valuable services

Efficiency in healthcare utilization is one straightforward policy option. If
health authorities believe, as they currently do, that having a GMD/DMG
may have a positive effect on healthcare costs and/or on the health of
patients, reduced cost sharing for patients with a GMD/DMG can be
justified as long as the decision to have a GMD/DMG is up to the individual
patient. More generally, the principles of value-based insurance will be
developed in a subsequent KCE report.
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3.3.2. General principles governing cost-sharing simplification

Make the cost-sharing structure user-friendly

If health authorities want to promote the (social) third-party payer system,
round figures are easier to work with.

Increase coherence of cost-sharing structure

An office consultation or a home visit by a GP with acquired rights or by a
licensed GP can be considered as almost perfect substitutes, since
patients often do not know the qualification of their GP. Hence, a
differentiation in cost sharing according to GP qualification is not
regarded as a justifiable reason. Likewise, since patients are entitled to the
same care wherever they reside (holding other factors constant), we
consider cost sharing differentiation according to patient residence (at
home or in an institution with collective accommodation) as unjustifiable.
Along the same lines, we propose to remove the current difference in cost
sharing according to the number of patients visited during the same visit.

Improve transparency

If cost sharing is meant to steer patients towards particular services,
signals should be transparent. For example, a combination of a
coinsurance rate and a co-payment for the same type of physician contact
could be considered as being non-transparent.

The form of patient cost sharing (coinsurance or co-payment) should not
differ according to patient characteristics. There are arguments in favour of
both forms of cost sharing, but these arguments do not differentiate
between patient characteristics such as preferential reimbursement. This
principle is currently not applied in Belgium, as cost-sharing arrangements
do differ between patients with and without preferential reimbursement.

Dissociate patient cost sharing from provider fee

The determining factors of GP and specialist fees and the choices behind
the amount of cost sharing, are basically distinct and mutually
independent. Fees are the result of a negotiating process and do not
necessarily reflect what can be influenced by the patient. So, why should a
patient be “punished” and pay a larger amount of cost sharing if his illness
requires the intervention of a specialist for whom the nomenclature
determines a high fee?
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3.3.3. Limited financial impact and in line with current legal
stipulations

Of course, taking account of the abovementioned principles leaves room
for a wide range of cost-sharing reforms. Therefore, we aimed at reforms
with a limited financial impact, especially for vulnerable groups, in order
to mitigate the effect on financial accessibility.

Second, in the simulations current legal stipulations remain applicable.
For example, proposed coinsurance rates for GP visits do not exceed the
maximum coinsurance in the Health Insurance Act of 1994.

The microsimulations do not meet all principles and the additional
restriction of limited financial impact at the same time. The main reason is
that we tried to calculate the global financial impact and distributional
effects of different policy options separately, each taking account of a
selection of the principles.

3.4. Simulation results: financial impact for RIZIV/INAMI and
for patients

Baseline simulation

Our data (EPSgs for 2009) reflect the regulation in effect in 2009. Hence,
the first step is to compute the status quo, providing a realistic picture of
the cost-sharing structure, reimbursements and patient cost-sharing
amounts at one point in time, namely December 2011. Going from the data
for 2009 to the status quo, involves two major interventions. First, the data
need to be updated to 2011 prices. Second, some variables (GMD/DMG
and preferential reimbursement) need to be adjusted so that policy
measures can be introduced in a coherent way. A detailed description of
the different steps involved, is given in Appendix 1.2. and Appendix 1.3.
The baseline simulation is the reference for all subsequent simulations. For
each simulation a documentation sheet containing all technical details is
given in Appendix 2.2.
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Simulations of reforms

The financial impact of different reform options for subgroups of the
population was calculated, separately for GP consultations (section 3.4.1),
GP visits (section 3.4.2) and specialist consultations (section 0). For each
simulation, we mention the principle(s) underlying the reform and explain
the concrete choice of coinsurance rates and/or co-payments. The global
financial impact of each simulation, for RIZIV/IINAMI and for patients, is
given in section 3.4.4. Unless otherwise mentioned, all sample results are
extrapolated to reflect the financial impact at the national level. As
mentioned before, it was impossible to take account of how patients or
providers could respond to policy changes. Hence, all results should be
interpreted as short-term effects.

If health authorities would introduce reforms for GP consultations, GP visits
and specialist consultations simultaneously, the global financial impact for
RIZIV/INAMI and for patients can easily be calculated by adding up the
financial impact of each separate reform. On the contrary, total
distributional effects can not immediately be derived from the results of the
separate reforms. At the patient level, effects can be cumulative, but they
can also be compensating. We decided, however, not to present the
results of joint simulations because of the large number of possible
combinations of reforms.

Although microsimulation allows to look at the impact of policy measures at
the level of each individual decision unit (e.g., a patient), it is of course
impossible to present results for each individual patient. Therefore, we
created subgroups of the population according to demographic,
socioeconomic, health status and reimbursement-related variables. A
detailed description of these variables is provided in Appendix 1.4.

Reimbursements by the system of maximum billing

The MAB reimburses co-payments and coinsurance above given ceilings
to households, where the ceilings depend on the net taxable income of the
household. Ceilings for co-payments and coinsurance are in the range of
€ 450 to € 1 800, with a reduction of € 100 for chronically ill patients. For a
detaizlsed description of the system of the MAB, we refer to KCE report
80A.
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The EPSgs for 2009 contains two variables that indicate whether a patient
received MAB reimbursements or not (see Appendix 1.4). Another variable
gives the exact amount of the reimbursement. However, a patient may be
reimbursed because of a high cost-sharing amount of a household
member. Therefore, it was not possible to calculate the amount of cost
sharing after MAB reimbursements for the baseline simulation. Hence, in
the baseline simulation the financial cost for RIZIV/IINAMI is
underestimated and the amounts really paid by patients are overestimated.

For the simulations of policy reforms, we assumed that the increase or
decrease in cost-sharing amounts would not bring an individual above or
below the MAB ceiling as compared to the current situation. However, for a
patient who already had MAB reimbursements in 2009, an increase in the
cost-sharing amount due to a policy reform was attributed completely to
the RIZIV/IINAMI. For patients below the ceiling in 2009 (and hence without
MAB reimbursements in the data) or for patients above the ceiling but with
a decrease in the cost-sharing amount due to the policy reform, the
financial impact was calculated without taking account of the system of the
MAB since we do not know whether the policy reform would bring
household cost sharing above or below the relevant ceiling.

3.4.1. Financial impact for patient subgroups of reforms for GP
consultations

227 491 patients (extrapolated to 7 597 437 patients) with a nomenclature
code referring to GP consultations were selected. The number of patients
and the average number of consultations (which remains constant over all
simulations since we cannot take changes in consumption behaviour into
account) per subgroup of the population is given in Appendix 2.1.

Figure 1 - Figure 3 show:

1. the median amount of cost sharing in the baseline simulation for each
subgroup of the population;

2. the financial impact of each simulated reform, expressed in terms of
the median, the first quartile (Q1) and the third quartile (Q3) of the
distribution of cost-sharing amounts.
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The results for demographic subgroups are given in Figure 1; Figure 2
includes health status variables and having or not a GMD/DMG;
socioeconomic characteristics are shown in Figure 3. The classification of
subgroups slightly deviates from the table in Appendix 2.1; some of the
reimbursement-related variables were included in Figure 2 (health status
and GMD/DMG), others were interpreted as reflecting socioeconomic
status (Figure 3).

We give a detailed description of the information that can be deduced from
Figure 1 for one subgroup. All other figures contain the same kind of
information for other population groups or for other physician-patient
contacts (GP visits and specialist consultations).

We take the example of males between the age of 65 and 74. In the
baseline simulation the median amount of cost sharing for one year (2011)
equals € 18. As explained before, the amount really paid may be lower
since MAB reimbursements were not taken into account. The + sign is
used to draw attention to this possible overestimation. We used the
median instead of the mean value as a measure of central tendency to
avoid that extreme outliers would skew the results. Since patients with
large cost-sharing amounts are more likely to have MAB reimbursements,
the median is less sensitive to the neglect of these reimbursements.

Next, the financial impact of six possible reforms is given. These results
are corrected for MAB reimbursements. For example, for the first
simulation (C1) the financial impact, expressed in terms of the median, is
negligible. C4 increases the median to almost € 24; C5 reduces the
median to € 12.5. Q1 and Q3 give an indication of the skewness of the
distribution of cost sharing within the group of males between the age of 65
and 74. Since the median is closer to Q1 for C1-C6, we can say that the
distribution is positively skewed (right tail). The larger the difference
between Q3 and Q1 (called interquartile range), the larger the variability in
cost-sharing amount. Hence, the variability of C4 is substantially larger
than for C5. Or, although C1 and C3 have a comparable median amount of
cost sharing, their variability differs (larger for C1). Of course, variability
should not only be interpreted in statistical terms. A high variability and/or a
large value for Q3 also should be interpreted in social terms.

A comparison of Q3 between the baseline simulation and the reform
simulations is less straightforward since Q3 for the reform simulations is
corrected for the MAB reimbursements and Q3 for the baseline simulation
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is not. However, we also computed Q3 for each reform simulation without
MAB reimbursements and compared it with the values with
reimbursements. The mean difference (Q3 with MAB minus Q3 without
MAB) equalled € -0.2 (SD=0.54) for GP consultations, € 0 (SD=0) for GP
visits and € -1.18 (SD=6.33) for specialist consultations. We could not do
the same exercise for the baseline simulation but we assumed that the
difference between Q3 with and without MAB reimbursements will be small
too. In this way, a comparison of Q3 between the baseline simulation and
the reform simulations becomes possible. Since MAB reimbursements are
more likely to be concentrated in groups with larger cost-sharing amounts,
a comparison of Q1 between the baseline simulation and the reform
simulations is not likely to cause major bias.

Note that the figures relating to different characteristics (Figure 1 - Figure
3) have different scales.

Principles and concrete choice of co-payments and coinsurance

The three figures show the results for six simulations (C1-C6). The first
simulation, C1, goes back to the situation just before the policy reforms
applied on 1 December 2011 when four co-payments replaced a large
number of co-payments and coinsurance rates, including cost sharing for
supplementary fees for out-of-hours consultations. Hence, in Cl co-
payments and coinsurance rates as given in Table 2 apply.

An additional two sets of simulations were performed. One set is based on
only co-payments, the other set exclusively on coinsurance rates. In all
simulations starting from the situation in December 2011 (C2-C6), we
differentiated the amount of co-payment or the coinsurance rate according
to entittement to increased reimbursement; reduced cost sharing for
patients with a GMD/DMG (minus 33%) was taken into account; the same
form of cost sharing was applied to patients with and without entitlement to
preferential reimbursement. Since the fee for a licensed GP is higher than
for a GP with acquired rights, in the simulations based on coinsurance (C2-
C4) the amount of cost sharing is still differentiated according to GP
qualification, reducing coherence of the system.
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The concrete coinsurance rates and co-payments comply with the
stipulations of the Health Insurance Act of 1994, except for C4. A
coinsurance rate of 10% for patients entitled to preferential reimbursement
is provided for in article 37, as well as a 25% rate for the general
population. Article 37bis stipulates a coinsurance rate of 30% for the
general population for GP consultations. A rate of 40% (as in C4) is
provided for in article 37bis, but only for specialist consultations. The co-
payments have a ratio of 1 to 2.5 (C5) and 1 to 3 (C6) which are the same
ratios as for the coinsurance rates in C2 and C3. A co-payment ratio of 1 to
4 (as the ratio of coinsurance rates in C4) corresponds to the baseline
simulation.

Results

In the baseline simulation, the median cost-sharing amount substantially
varies by subgroup of the population. For example, patients entitled to
preferential reimbursement (PR; see Figure 3) pay on average a lower
amount of cost sharing than patients without preferential reimbursement
(€ 4.5 versus € 16). This difference can be completely ascribed to the
reimbursement policy, protecting low-income households, since the
average number of consultations is comparable between both groups (see
Appendix 2.1). On the other hand, the average amount of cost sharing for
patients with a GMD/DMG is slightly larger than for patients with a
GMD/DMG although a GMD/DMG reduces cost sharing per consultation
with 33%. Here, the average number of consultations is larger for patients
with a GMD/DMG (5.04 consultations per year versus 3.24 for patients
without a GMD/DMG).

e C1 (situation before December 2011): for all patient subgroups, the
two measures introduced on 1 December 2011 resulted in the same
median amount of cost sharing as in the baseline simulation. Also the
values for Q1 and Q3 hardly differ from the baseline simulation (see
Table A. 9 in Appendix 2.1 for Q3 in the baseline simulation). Hence,
the distributional effects of the reform of December 2011 can be
considered as negligible.
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The results for C2-C6 clearly show that the magnitude and the direction of
the financial impact are strongly related to the cost-sharing arrangement of
the policy reform and varies between patient subgroups. We discuss some
striking results.

e C3 (coinsurance of 10% for PR and 30% for non-PR) has the
smallest financial impact, both expressed in terms of the median as in
terms of Q1 and Q3. However, for most socioeconomic groups (low
income, preferential reimbursement) and for disability and chronic
illness the financial impact is larger and is to the detriment of the
lowest income groups. This negative financial impact is due to the fact
that a coinsurance rate of 10% gives an amount of cost sharing which
is larger than the current € 1.5 for patients without a GMD/DMG.

e C2 (coinsurance of 10% for PR and 25% for non-PR) reduces
average cost sharing for all subgroups compared to the baseline
simulation, except for low income patients, patients with preferential
reimbursement and the disabled or chronically ill, which are exactly
the same groups who were also worse off under C3.

e C4 (coinsurance of 10% for PR and 40% for non-PR) has a
negative financial impact for all subgroups, but it is larger for patients
not entitled to PR. The variability in cost sharing is larger than under
C2 and C3.

e An alternative would be to keep the current system of co-payments
for all patients, but with another ratio between patients with and
without PR (C5 and C6). The current ratio is 1/4 (€ 1.5 versus € 6 for
patients without a GMD/DMG). As expected, cost sharing is reduced
for all patient groups, except for patients entitled to PR since for them
C5 and C6 do not change their cost-sharing amount per consultation.
For all subgroups, variability decreases too.
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Figure 1: Simulated financial impact on patient cost sharing of policy reforms for GP consultations, by age-gender groups
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B Median Q1—- Q3 C1: Situation before December 2011
C2: Coinsurance for all 10% (PR) and 25% (non-PR)
C3: Coinsurance for all 10% (PR) and 30% (non-PR)
C4: Coinsurance for all 10% (PR) and 40% (non-PR)
C5: Co-payment for all € 1.5 (PR) and € 3.75 (non-PR)
C6: Co-payment for all € 1.5 (PR) and € 4.5 (non-PR)
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Figure 2: Simulated financial impact on patient cost sharing of policy reforms for GP consultations, by health status, GMD/DMG and quartiles of
total co-payments

B Median Q1-—- Q3 C1: Situation before December 2011
C2: Coinsurance for all 10% (PR) and 25% (non-PR)
C3: Coinsurance for all 10% (PR) and 30% (non-PR)
C4: Coinsurance for all 10% (PR) and 40% (non-PR)
C5: Co-payment for all € 1.5 (PR) and € 3.75 (non-PR)
C6: Co-payment for all € 1.5 (PR) and € 4.5 (non-PR)
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Figure 3: Simulated financial impact on patient cost sharing of policy reforms for GP consultations, by socioeconomic group

B Median Q1 - Q3 C1: Situation before December 2011
C2: Coinsurance for all 10% (PR) and 25% (non-PR)
C3: Coinsurance for all 10% (PR) and 30% (non-PR)
C4: Coinsurance for all 10% (PR) and 40% (non-PR)
C5: Co-payment for all € 1.5 (PR) and € 3.75 (non-PR)
C6: Co-payment for all € 1.5 (PR) and € 4.5 (non-PR)
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3.4.2. Financial impact for patient subgroups of reforms for GP
visits

97 654 patients (extrapolated to 2 801 821 patients) with a nomenclature

code referring to GP visits were selected. The number of patients and the

average number of consultations per subgroup of the population is given in

Appendix 2.1.

Figure 4-Figure 6 are constructed in the same way as Figure 1-Figure 3.
They show the results for five simulations for GP visits.

Principles and concrete choice of co-payments and coinsurance

V1 and V2 are based on only co-payments. Moreover, differences in cost
sharing according to GP qualification (licensed versus acquired rights) and
according to patient residence were removed. Both simulations are based
on cost-sharing arrangements for a licensed GP (majority of GPs) and for
a patient living at home. Specific protection for children, the elderly and
chronically ill is maintained, as well as the reduction in cost sharing for
patients with a GMD/DMG.

V3 applies coinsurance (10% for patients with preferential reimbursement
and 35% for the general population) to all selected nomenclature codes.

V4 and V5 remove differences in protection between children on the one
hand and the elderly and chronically ill on the other hand. V4 applies the
specific arrangement for the elderly and chronically ill to children and V5
does the opposite. In V4 and V5 a different form of cost sharing is applied
to patients entitled to increased reimbursement (co-payment) and the
general population (coinsurance).

All simulated policy options comply with the stipulations of the Health
Insurance Act of 1994. V1 is based on current cost-sharing amounts
(December 2011). Patients entitled to preferential reimbursement already
pay co-payments. For them, current co-payments were maintained. Cost
sharing for patients without increased reimbursement is now calculated as
a percentage on official fees (coinsurance). For this group, current
amounts were kept but were interpreted as a co-payment. For example, for
a visit during regular hours a baseline patient living at home pays a
coinsurance of 35% on the official fee, representing an amount of € 12.07
(see Table 5).
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V2 is based on the same assumptions, except for the co-payments to be
paid by patients without preferential reimbursement. In V2, their co-
payments are four times larger than co-payments for patients without
preferential reimbursement. The ratio of 1 to four makes the structure of
co-payments compatible with the current structure for GP consultations. In
the above example, our patient does no longer pay a co-payment of
€ 12.07, but he pays 4 x € 2.69 = € 10.76 instead.

A coinsurance rate of 10% for patients entitted to preferential
reimbursement is provided for in article 37. Article 37bis stipulates a
coinsurance rate of 30% for the general population for GP consultations.

Results

The variation in the average of cost sharing over subgroups in the
baseline simulation is much larger than it was for GP consultations. For
the age-gender groups, this variation can be explained by differences in
the average number of visits (see Appendix 2.1), which increases by age.
For some subgroups based on health status and socioeconomic variables,
the difference is less pronounced than for age-gender groups. Patients
with a low income, with unemployment benefits, with preferential
reimbursement or disabled patients all have a substantial larger number of
home visits. However, due to entitlement to preferential reimbursement,
the larger number of visits is not reflected in higher average cost-sharing
amounts. The median amount of cost sharing for patients with a
GMD/DMG, with a chronic illness, entitled to lump sum B or C for chronic
illness and with large cost-sharing amounts is larger than for those without
these characteristics or entitlements. The largest difference in median
value is found between patients with and without a lump sum B or C for
chronic illness.

As expected, the financial impact of V1 is negligible since the simulation
resembles very well actual cost-sharing arrangements. V2 reduces the
difference in co-payments between patients without and with preferential
reimbursement to a factor of four. Again, the average financial impact is
very small. Both simulations have hardly any effect on the variability in
cost-sharing amounts; for most subgroups Q1 and Q3 have exactly the
same value as in the baseline simulation (see Table A. 10 in Appendix 2.1
for Q3 in the baseline simulation).
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Introducing coinsurance for all patients (V3) increases cost sharing for
all patient subgroups, but relatively more for patients with a bad health
status and/or low income. V3 is, however, only one possible simulation
replacing co-payments by coinsurance. Other percentages of coinsurance
could change the picture considerably. The variability in cost-sharing
amounts is comparable with the baseline simulation. However, for patients
with a low income, entitled to preferential reimbursement, disabled patients
and especially for patients with a chronic illness and the elderly variability
is substantial.

V4 and V5 remove the difference between two groups who are currently
protected by special measures, namely children and the elderly and
chronically ill (see Table 7). The financial impact of V4 is very small, except
for children who would pay an extra € 4 (median value). Currently, children
are better protected than the elderly and chronically ill. In V5, especially
patients entitled to lump sum B or C pay less on average. Variability in cost
sharing decreases for patients entitled to lump sum B or C, for patients
aged 75 and older and for patients with large amounts of cost sharing

(Q4).
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Figure 4: Simulated financial impact on patient cost sharing of policy reforms for GP visits, by age-gender groups

B Median Q1—- Q3 V1: Co-payments, no difference GP training and patient residence
V2: Co-payments, (ratio 1 to 4) no difference GP training and patient residence
V3: Coinsurance 10% - 30%
V4: Current cost-sharing structure for the elderly and chronically ill covers children

V5: Current cost-sharing structure for children covers the elderly and chronically ill
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Figure 5: Simulated financial impact on patient cost sharing of policy reforms for GP visits, by health status, GMD/DMG and quartiles of total co-
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payments
B Median Q1 -+ Q3 WV1: Co-payments, no difference GP training and patient residence
V2: Co-payments, (ratio 1 to 4) no difference GP training and patient residence
V3: Coinsurance 10% - 30%
V4: Current cost-sharing structure for the elderly and chronically ill covers children
W5: Current cost-sharing structure for children covers the elderly and chronically ill
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Figure 6: Simulated financial impact on patient cost sharing of policy reforms for GP visits, by socioeconomic group

B Median Q1 Q3 W1: Co-payments, no difference GP training and patient residence
W2: Co-payments, (ratio 1 to 4) no difference GP training and patient residence
V3: Coinsurance 10% - 30%
W4: Current cost-sharing structure for the elderly and chronically ill covers children
W5: Current cost-sharing structure for children covers the elderly and chronically ill
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3.4.3. Financial impact for patient subgroups of reforms for
specialist consultations

199 549 patients (extrapolated to 6 454 673 patients) with a nomenclature
code referring to specialist consultations were selected. The number of
patients and the average number of consultations per subgroup of the
population is given in Appendix 2.1.

Figure 7-Figure 9 show the results for seven simulations for specialist
consultations.

Principles and concrete choice of co-payments and coinsurance

S1-S3 are based on only coinsurance except that S2 reflects the current
situation with a coinsurance rate of 40% limited to an amount of € 15.5 for
the general population.

S4-S7 are based on only co-payments. No distinction is made according to
the specialism which reflects the idea that patients should not be held
financially responsible for higher-priced services. In the four simulations a
ratio of 1 (for patients with preferential reimbursement) to 4 (for patients
without preferential reimbursement) is applied, in accordance with the
current ratio for GP consultations. The concrete amounts of the co-
payments range from € 1.5 to € 3 and from € 6 to € 12, for patients with
and without preferential reimbursement respectively.

All simulated policy options comply with the stipulations of the Health
Insurance Act of 1994. A coinsurance rate of 15% for patients with
preferential reimbursement corresponds to the percentage as provided in
article 37 of the Health Insurance Act of 1994; a coinsurance rate of 40%
for the general population corresponds to article 37bis of the same act.
The maximum patient share (€ 15.5) for the general population also
complies with article 37 of the Health Insurance Act.

Simplification of patient cost sharing

Results

The average (median) amount of cost sharing in the baseline simulation
is between € 23 and € 27, except for all patients aged 10-19, males aged
20-49 and females aged 85+. They have a median value of cost sharing of
about € 15. Patients with a weaker socioeconomic profile (low income,
preferential reimbursement), disabled patients and patients entitled to a
lump sum B or C pay on average a significantly lower average amount of
cost sharing for specialist care while they have a comparable average
number of consultations as wealthier or healthier patients. As was the case
for GP consultations, this difference in patient share can be completely
ascribed to the reimbursement policy, protecting low-income households.
There is also a sharp increase in average cost sharing for specialist
consultations with the quartile of total cost sharing (€ 7.72 for patients in
the first quartile and € 47.21 for patients in the fourth quatrtile).

Compared to the baseline situation, patients pay considerably less for
specialist consultations in S1, except for patients entitled to preferential
reimbursement (including low-income patients and the disabled). A
coinsurance rate of 15% results in a larger amount of cost sharing than
with current co-payments. For the general population, a coinsurance of
25% is substantially lower than the current 40% or 40% with a maximum of
€ 15.5. The variability in cost sharing changes in line with the median
value.

The impact of S2 and S3 is very small, but for weaker socioeconomic
groups (low income, preferential reimbursement and some categories of
unemployment benefits) and for the disabled, the average amount of cost
sharing slightly increases.

The co-payments in S4-S7 show the expected pattern. In general, the
median and variability increase with the amount of co-payments.
Especially for patients without preferential reimbursement, the median
amount of cost sharing in the four simulations increases faster than is the
case for most other subgroups. The variability for S6 is most in line with
the variability in the baseline simulation (see Table A. 9 in Appendix 2.1 for
Q3 in the baseline simulation).
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Figure 7: Simulated financial impact on patient cost sharing of policy reforms for specialist consultations, by age-gender groups
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S5: Co-payment for all € 2 (PR) and € 8 (non-PR)
S6: Co-payment for all € 2.5 (PR) and € 10 (non-PR)
S7: Co-payment for all € 3 (PR) and € 12 (non-PR)
6 12 18 24 30 36 42 48 54 60 6 12 18 24 30 36 42 48 54 60
1 | 1 | 1 1 L I I I 1 1 L | I I 1 L 1
Female 0 - 9 (baseline median + € 23.18) Male 0 - 9 (baseline median + € 25.39)
s1 — = s1
82 i 'l s2
S3 = L S3
sS4 e — = sS4
S5 L L S5
86 L L S6
S7 = . s s7
Female 10 - 19 (baseline median £ € 15.45) Male 10 - 19 (baseline median £ € 15.45)
$1 S1
s2 —_— —_— s2
s3 D ———— D S——— s3
sS4 —_— —_— s4
s5 —_— -_— S5
S6 —_—— —_ S6
s7 57
Female 20 - 49 (baseline median + € 23.18) Male 20 - 49 (baseline median + € 15.45)
3$1 L S1
82 = I 52
s3 L . S3
S4 = —— S4
S5 - —_—l S5
S6 . . —— S6
s7 i . s s7
Female 50 - 64 (baseline median + € 23.22) Male 50 - 84 (baseline median + € 23.18)
S1 = L2 S1
s2 = — s2
S3 = L 83
sS4 L L 84
S5 = = S5
S6 L = SB
s7 . 87
Female 65 - 74 (baseline median + € 26.08) Male 65 - 74 (baseline median + € 27.26)
S1 - i S1
S2 L L 82
83 L L 83
S4 ol = sS4
S5 L - S5
S6 L L S8
s7 L3 57
Female 75 - 84 (baseline median + € 23.18) Male 75 - 84 (baseline median + € 27.30)
s1 - = s1
s2 i 5 s2
83 = i S3
sS4 - - sS4
S5 L . S5
S6 L L S6
87 s7
Female 85+ (baseline median + € 15.45) Male 85+ (baseline median + € 23.60)
81 . 81
82 L i s2
S3 L L S3
sS4 —— 'S sS4
85 —— i 85
S6 i L S6
s7 s i s7
T T T T T T T T T T T T T T T T T T T T
6 12 18 24 30 36 42 48 54 60 6 12 18 24 30 36 42 48 54 60

Total patient share (€) for one year



KCE Report 180

Figure 8: Simulated financial impact on patient

co-payments

Simplification of patient cost sharing

cost sharing of policy reforms for specialist consultations, by health status and quartiles of total
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Figure 9: Simulated financial impact on patient cost sharing of policy reforms for specialist consultations, by socioeconomic group
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3.4.4. Global financial impact for RIZIV/INAMI and patients per
policy reform

Table 9 shows expenditures for RIZIV/INAMI and for patients in the
baseline simulation and the simulated financial impact of all policy reforms
of GP consultations, GP visits and specialist consultations. In the baseline
simulation, MAB reimbursements are not taken into account. For the
reform simulations, we give the financial impact for RIZIV/INAMI both with
and without MAB reimbursements. As explained before, for a patient who
already had MAB reimbursements in 2009, an increase in the cost-sharing
amount due to a policy reform was attributed completely to the
RIZIV/INAMI. For patients below the ceiling in 2009 or for patients above
the ceiling but with a decrease in the cost-sharing amount due to the policy
reform, the financial impact was calculated without taking account of the
system of the MAB.

The financial impact for patients is the same as for RIZIV/INAMI but with
the opposite sign.

GP consultations

The measures taken in December 2011 were a rather cheap reform with
an increase in the budget of RIZIV/INAMI of about 1.9 million euros (C1).
The increase reduces to 1.4 million euros if we take the MAB into account.
By construction, shifting the patient share on supplementary fees for out-
of-hours consultations to RIZIV/INAMI, increases the RIZIV/INAMI
reimbursement. The simplification of patient cost sharing (four co-
payments) has a mixed effect on the RIZIV/INAMI budget, determined by
the age category of patients. Due to the rounding off of patient cost-sharing
amounts, the RIZIV/INAMI pays less for patients younger than 50 years
and more for those above the age of 50 (results not shown). Comparable
calculations were made by RIZIV/INAMI, before the introduction of both
measures. They were based on the EPS for 2008. For the simplification
measure a budget of 0.763 million euros was allocated. To compensate for
the full reimbursement of out-of-hours consultations, an additional budget
of 1.334 million euros was reserved.*

Simplification of patient cost sharing

Replacing current (non index-linked) co-payments by coinsurance rates of
10% and 30% for patients with and without preferential reimbursement
respectively is almost budget neutral. Of course, as soon as official fees
increase or are indexed, the choice between coinsurance and co-
payments will matter more for the financial impact for RIZIV/IINAMI and
patients.

A remarkable result is that, although the financial impact for RIZIV/INAMI
of C2 (10% coinsurance for PR and 25% for non-PR) and C3 (10%
coinsurance for PR and 30% for non-PR) varies substantially, the amount
of MAB reimbursements is exactly the same between the two scenarios.
This is due to the fact that, in both simulations, patients without preferential
reimbursement pay an amount of cost sharing that is lower than the
current co-payment of € 6 or € 4 for patients without and with a GMD/DMG
respectively. Hence, no MAB reimbursements were calculated. For
patients entitled to preferential reimbursement, the 10% coinsurance rate
in C2 and C3 gives a slightly larger cost-sharing amount than the current
co-payments (€ 1.5 and € 1 for patients without and with a GMD/DMG
respectively). The zero amount of MAB reimbursements for C5 and C6 can
be explained along the same lines.

GP visits

Removing the difference in cost sharing according to GP qualification and
patient residence for GP visits is also a reform resulting in a limited budget
decrease for RIZIV/IINAMI (V1). On the other hand, applying co-payments
for all patients in a ratio of 1 to 4 for patients with and without preferential
reimbursement respectively, as currently is the case for GP consultations,
demands an extra RIZIV/INAMI budget of 7.9 million euros (V2). MAB
reimbursements in this scenario are very small (0.1 million euros) since for
the majority of patients current cost sharing amounts are lower than in V2.

Introducing coinsurance rates for all patients (V3) reduces the cost for
RIZIV/INAMI with 4.7 million euros or 3.0 million euros if MAB
reimbursements are taken into account. A 10% coinsurance rate for
patients with preferential reimbursement is larger than current co-
payments.
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The financial impact of removing differences in protection between children
and the chronically and elderly depends on the direction in which
differences are removed. Applying the cost-sharing structure of children to
the elderly and chronically ill, would increase the RIZIV/INAMI budget by
5.4 million euros without and 6.0 million euros with MAB reimbursements.
The financial impact of applying current cost sharing of the elderly and
chronically ill to children is smaller and leads to a reduction in the cost for
RIZIV/INAMI. These results again show that children are better protected
against cost sharing for GP visits than the elderly and chronically ill.

Specialist consultations

S2 has the smallest financial impact. For patients without preferential
reimbursement, there is only one difference with the baseline simulation: a
coinsurance rate of 40% with a ceiling limit of € 15.5 is applied to all
nomenclature codes for specialist consultations, while for example in the
baseline for a geriatric evaluation a coinsurance rate of 25% without a limit
is used. For patients with entitlement to increased reimbursement, a 15%
coinsurance rate results in a larger amount of cost sharing than with
current co-payments, which can also be derived from the MAB
reimbursements.

As was the case for C2 and C3, the financial impact of S1 and S2 differs
substantially, but the MAB reimbursements are exactly the same.

Replacing current coinsurance and co-payments by the selected co-
payments in S4-S7 has a substantial financial impact. If policy makers
would decide that patients should pay the same co-payment for a
specialist consultation as for a GP consultation, an extra budget of 76.2
million euros would be necessary (S4). S6 has the smallest financial
impact, of which half consists of MAB reimbursements. The large amount
of MAB reimbursements in S6 and S7 can be explained by the increase in
cost sharing for “other specialists” (not given in the table). Current amounts
equal € 2.64 for patients entitled to preferential reimbursement and € 7.72
for the general population (see Table 8). For the general population, the
co-payments in S6 and S7 are substantially larger. Moreover, the
nomenclature codes for “other specialists” are the most frequently used
codes for specialists.
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Table 9: Financial impact for RIZIV/IINAMI and patients per policy reform as a difference with baseline simulations

Simulation Patients RIZIV/IINAMI RIZIV/IINAMI MAB
without MAB with MAB reimbursements

GP consultations

Baseline €137 497 114 €605 274 730

C1: Situation before December 2011 €-1 859 891 €-1448 681 €411 210
C2: 10% - 25% €21 788 295 €22 156 577 € 368 282
C3: 10% - 30% €800 972 €1169 254 € 368 282
C4: 10% - 40% €-41 173 675 €-36 384 139 € 4789 536
C5:€15-€3.75 €48 232 681 € 48 232 681 €0
C6:€15-€45 €32 155120 € 32155120 €0
Baseline € 101 897 437 € 403 295 589

V1: Current patient share (no difference for GP qualification and patient residence) €-233780 € -165 396 € 68 384
V2: Co-payments, ratio 1 to 4 (no difference for GP qualification and patient residence) €7876 675 €8 021 208 €144 533
V3: 10% - 35% €-4659 175 €-2960 187 €1698 988
V4: Arrangement of elderly and chronically ill for children €-1738873 €-1548 906 € 189 968
V5: Arrangement of children for elderly and chronically ill €5 393252 €6043 615 € 650 363

Specialist consultations

Baseline € 209 313 946 €474 523 137

S1: 15% - 25% €64912 414 €66 575 540 €1663 126
S2: 15% - 40% with limit of € 15.5 € -5 562 505 €-3899 379 €1663126
S3: 15% - 40% no limit € -8 400 866 €-6 116 824 €2283941
S4:€15-€6 €76 189 945 € 76 247 496 €57 551
S5:€2-€8 €33077 272 €33715749 €638 477
S6: €25-€10 € -9 500 894 €-4983 829 € 4517 064
S7:€3-€12 € -52 346 313 € -42 957 636 €9388677
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Key Messages
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Financial impact of policy reforms to reduce the complex structure of
co-payments and coinsurance rates for GP and specialist
consultations and GP visits

e Proposals for simplification were defined in accordance with the
following principles:

User-friendliness

Coherence

Transparency

Independence of criteria to determine cost sharing and fee

e A microsimulation model was used to calculate the financial
impact of reform proposals for RIZIV/IINAMI and for patient
subgroups. All analyses are based on the Permanent Sample of
socially insured persons (EPS) for 2009, adapted to 2011.

e The simplification of cost sharing for GP consultations,
introduced on 1 December 2011, had a limited financial impact for
all patient subgroups.

e The financial impact of removing the distinction in patient share
according to GP qualification and patient residence for GP visits,
is limited if current amounts of cost sharing are maintained (0.2
million euros increase in patient share) but is much larger if a
ratio of 1 to 4 is introduced for patients with and without
preferential reimbursement respectively (7.9 million euros
increase in the budget of RIZIV/INAMI).

e Removing the distinction in patient share according to
specialism (including the difference between a GP and specialist)
by imposing a co-payment of € 1.5 for patients entitled to
preferential reimbursement and € 6 for patients without
preferential reimbursement, is an expensive reform for
RIZIV/INAMI (76.2 million euros). Applying other co-payments in a
ratio of 1 to 4 are cheaper for RIZIV/IINAMI or may increase patient
cost sharing.

The effect of taking account of reimbursements by the system of
maximum billing depends on the simulation. In any case, reform
simulations without correction for MAB reimbursements may
substantially overestimate the impact on patient cost sharing.

In addition to the global financial impact, distributional effects of
reforms may be significant. Some reforms have a
disproportionately detrimental effect on the weakest groups.
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B APPENDICES APPENDIX 1. CONSTRUCTION OF THE
FINAL DATASET

Appendix 1.1. Selection of nomenclature codes

The (oversampled) EPS for 2009 contains 320 286 individuals. Only those
individuals who received reimbursement for at least one nomenclature
code of Chapter 2 of the nomenclature (Article 2) were selected, which
reduces the number of individuals to 281 939 (=88%). Table A. 1 gives the
selected nomenclature codes (column Year 2009). They all refer to
consultations, visits, advice, psychotherapy and other services.

As explained in section 3.4, the first step of the microsimulation exercise is
to construct a baseline simulation which is coherent with regulation
applicable in 2011. The column Year_2011 of Table A. 1 gives the valid
nomenclature codes for 2011. Between 2009 and 2011 some codes were
created (mainly in 2010), others were removed. On 1 November 2010 the
nomenclature codes for GP visits were simplified (see Table 1). Removed
codes were replaced with valid codes for 2011 as described in
http://www.inami.fgov.be/care/fr/doctors/nomenclature/simplification_art 2/
index.htm (French) and

http://www.inami.fgov.be/care/nl/doctors/nomenclature/simplification _art 2/
index.htm (Dutch).
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Table A. 1: Nomenclature codes in Chapter 2 of the nomenclature

Provider Type of service Year_2009 Year_2011
GP consultations Consultations 101054 101054
101010 101010
101032 101032
101076 101076
Supplementary fees for out-of-hours consultations 101091 101091
101113 101113
102410 102410
102432 102432
102454 102454
102476 102476
Diabetes passport 102852 102852
GMD/DMG 102771 102771
102793 102793
GP visits GP called by a physician to the patient's home 104355 104355
104650 104650
Visits 103110 103110
104672 103110
103132 103132
104370 103132
103213 103213

103331 103213
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Provider Type of service Year_2009 Year_2011
104134 103213
103235 103235
103353 103235
104156 103235
103412 103412
103530 103412
103935 103412
103434 103434
103552 103434
103950 103434
103515 103913
103913 103913
103316 104112
104112 104112
104215 104215
104392 104215
104230 104230
104414 104230
104252 104252
104274 104252
104436 104252

104451 104252
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Provider Type of service Year_2009 Year_2011

104510 104510

104694 104510

104532 104532

104716 104532

104753 104554

104554 104554

104576 104554

104731 104554

Supplements for out-of-hours visits 104296 104296

104311 104311

104333 104333

104591 104591

104613 104613

104635 104635

GPs visiting patients in or accompanying patients to a hospital 109701 109701

109723 109723

109734 109734

Specialist Anaesthesiologist 102815 102815
102830 102830

Cardiologist 102093 102093

102594 102594

Consultation neurologist or neuropaediatrician 102174 102174
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Provider Type of service Year_2009 Year_2011
102675 102675
Dermatologist 102734 102734
102756 102756
Gastroenterologist 102115 102115
102616 102616
Geriatrics evaluation 102233 102233
Internist 102034 102034
102550 102550
Internist, endocrinologist-diabetes specialist 102255 102255
102874 102874
Lung expert 102130 102130
102631 102631
Neuropsychiatrist 102211 102211
102712 102712
Other specialist 102012 102012
102535 102535
Paediatrician 102071 102071
102572 102572
Paediatrician visit 103736 103736
103751 103751
103773 103773

103795 103795
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Provider Type of service Year_2009 Year_2011
103810 103810
103832 103832
103854 103854
103876 103876
103891 103891
104812 104812
104834 104834
104856 104856
104871 104871
Psychiatrist 102196 102196
102690 102690
Rheumatologist 102152 102152
102653 102653
Specialist called by physician to a patient's home 103014 103014
103051 103051
103073 103073
Supplements for urgent consultations at the specialist office 102491 102491
102513 102513
Advice Advice 109012 109012
Psychotherapy Psychotherapy 109513 109513
109631 109631

109535 109535
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Provider Type of service Year_2009 Year_2011

109550 109550

109572 109572

109653 109653

Child and youth psychiatry 109410 109410

109675 109675

New codes Geriatrician 102896

102911

Haematologist 102314

102336

Oncologist 102270

102292

Haematologist and oncologist (paediatrics) 102351

102373

Diagnqstic check-up for dementia with a neurologist, psychiatrist or 102933

geriatrist

102992

First consultation with internist for patient with complex pathology 102955
and no clear diagnosis

102970

Child and youth psychiatry 109432

109454

Prevention module GMD/DMG 102395
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However, not all codes in Table A 1 were included in the analysis. Since
the scope of the report is limited to GP consultations and visits and
specialist consultations, the codes in Table A. 2 were excluded.

Table A. 2 also provides the amount and legal basis of patient cost sharing
for each excluded code.

Table A. 2: Patient cost sharing for nomenclature codes in Chapter 2 of the nomenclature excluded from the analysis (01/12/2011)

Description Preferential General population Legal basis for preferential Legal basis for general
reimbursement reimbursement population
Consultation with a GP holding a diploma 101054 €1.5 (€1 with €6 (€4 with Art. 1, RD 19827 (Art.3, 1° for Art. 37bis, 81, A,1° (Art.
in dental care GMD/DMG") GMD/DMG ) GMD/DMG) 37bis,Bbis,1° for GMD/DMG),
HIA 1994°
Paediatrician visit 103736 Full reimbursement €0.79 Art. 8, RD 1982
103751 €1.54 35% (€5.12) Art. 2, 83, RD 1982 Art. 37bis, §1.B,Section 2, HIA
103773 €1.31 35% (€4.68) 1994
103795 €1.62 35% (€5.81)
103810 €1.54 35% (€5.12)
103832 €1.31 35% (€4.68)
103854 10% (€0.8) 35% (€2.82) Art. 37, §1, Section 2, HIA
103876 10% (€1.74) 35% (€6.11) 1994
103891 10% (€0,8) 35% (€2.82)
104812 10% (€2.07) 35% (€£7.25)
104834 10% (€3.83) 35% (€13.43)
104856 10% (€2.32) 35% (€8.13)
104871 10% (€2.32) 35% (€8.13)
ﬁpecialist called by a GP to the patient's 103014 Full reimbursement 40% (€12.5) Art. 10, 81, RD 1982 Art. 37bis C, HIA 1994
ome
103051 Full reimbursement 40% (€12.5)

103073 Full reimbursement 40% (€12.5)
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Preferential
reimbursement

Description General population Legal basis for preferential Legal basis for general

reimbursement population

Psychotherapy; child and youth 109410 10% 25% Art. 7, 81, RD 1982
psychiatric treatment and evaluation and
109675

limited to €4.34

limited to €8.68

Art. 7, 83, RD 1982

109432 Full reimbursement Full reimbursement Art. 7, 84, RD 1982
109454 Full reimbursement Full reimbursement
109513 10% (€6.5) 25% (€16.27) Art. 7, 81, RD 1982
109631 As 109513 As 109513
10% (€6.5) 25% (€16.27)
109550 10% (€2.31) 25% (€5.78)
109572 10% (€2.31) 25% (€5.78)
109535 10% (€4.39) 25% (€10.98)
109653* As 109550 As 109550
10% (€4.34) 25% (€10.98)
Advice 109012 10% (€0.34) 25% (€0.87) Art. 37, 81st, Section 2, HIA 1994
GPs visiting patients in or accompanying 109701 Full reimbursement Full reimbursement Art. 7octies, 81st. 2°, RD 1982
patients to a hospital
109723 10% (€3.45) 25% (€8.62) Art. 37, 8ler, Section 2, HIA 1994
109734 10% (€8.13) 25% (€20.34)

! Global medical record

® Royal Decree of 23 March 1982

% Health Insurance Act of 14 July 1994

* Should relate to code 109535 and not to code 109550. The codes 109535 (for an accredited psychiatrist) and 109653 (for a non-accredited psychiatrist) correspond to a
psychotherapy session of sixty minutes for two individuals belonging to the same family. The code 109550 corresponds to a psychotherapy session of sixty minutes with a
psychiatrist (non-accredited) for three individuals belonging to the same family.
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A certain number of pseudo-nomenclature codes (not included in Chapter
2 of the nomenclature) are included in the official circular letters from
RIZIV/INAMI to the sickness funds. They refer to travel costs of GPs and
specialists (109955, 109970, 109911) and to healthcare pathways
(107015, 107096, 107052, 107133, 107013, 107111, 107074, 107155).
These codes are not included in the analysis either.

Appendix 1.2. Setting up the baseline simulation

Step 1: matching nomenclature codes between 2009 and 2011

For all selected nomenclature codes in 2009, the corresponding codes for
2011 were identified (see Table A. 1). Removed codes were replaced
according to RIZIV/INAMI rules. New nomenclature codes created
between 2009 and 2011 were not taken into account.

Step 2: update from 2009 to 2011 on the basis of tariff codes

The update of each observation in the dataset from 2009 to 2011 was
done on the basis of tariff codes. A tariff code is defined as a code
corresponding to a well-defined tariff.° Most consultations and visits have
several tariffs depending on e.g. patient characteristics (increased
reimbursement, age) and the physician (acquired rights, licensed).
RIZIV/IINAMI has defined for each nomenclature code several
corresponding tariff codes for each specific case (e.g. tariff code 1300 =
“intervention for beneficiary with increased reimbursement”). Tariff codes
were identified as follows:

e For 2009 and 2011, the list of all tariff codes for the selected

nomenclatures were obtained from the table
REFERER_TARIFCODES.
9 The database is a local copy of the table REFERER_TARIFCODES from

the database Nomensoft(R) from RIZIV/INAMI (downloadable at
http://www.inami.fgov.be/care/fr/nomenclature/nomensoft.ntm in French or
http://www.inami.fgov.be/care/fr/nomenclature/nomensoft.ntm in Dutch). A
description note is available in the technical description of the structure and
content of the tables at http://www.inami.be/care/fr/nomenclature/pdf-
nomensoft/Referencetables nomensoft.pdf in French and at
http://www.inami.be/care/nl/nomenclature/pdf-

nomensoft/Referencetables nomensoft.pdf in Dutch, page 29.
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e The amount of patient cost sharing for a nomenclature code (variable
ss00160 in the Health Services database of 2009) was matched with
that of the tariff codes from RIZIV/INAMI for 2009 (x+ € 0.10). When the
tariffs changed in 2009, we took the date of the service into account.

e For all records for which the above procedure resulted in a unique
tariff code, the amount was updated to the 2011 tariffs.

Problems and how they were solved:

e One intervention could correspond to several tariff codes (either
exactly the same amount or within the + € 0.10 margin): the choice for
a corresponding tariff code was done on a case by case basis. In
general, preference was given to a match with a tariff code
corresponding to a patient cost-sharing amount (not to a fee).

e For some interventions there was no match with a tariff code: these
records were excluded from the analysis.

Step 3: regularisation

Since the sickness funds do not change false into correct values (e.g., of
reimbursements) directly in the record in question but add a second record
with the correct value, some adjustments (called regularisations) were
needed. The quantitative variables in records with the same date,
nomenclature code, patient identifier and provider qualification were
summed.

Step 4: delete records with the number of occurrence equal to zero

Records without number of cases (variable SS00050 = 0) were excluded
from the analysis.
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Step 5: identification of having a GMD/DMG and being entitled to
preferential reimbursement

Entitlement to preferential reimbursement and having a GMD/DMG are two
patient characteristics that are available in the Population database and in
the Health Services database (in combination with the tariff code). Both
variables are defined in a different way in both databases. We first provide
the definition of both variables in each source and then motivate our choice
for one of two possible definitions.

e Entitlement to preferential reimbursement can be inferred from
variable pp0030 in the Population database (snapshot on
31 December 2009) and from the value of the tariff code at the time of
the service (see step2). Since entittement to preferential
reimbursement can evolve along the year (as is the case in the Health
Services database), we extracted the information from the Population
database.

e Having a GMD/DMG can be inferred from two variables in the Health
Services database (in combination with the tariff code). The first
variable is the nomenclature code of a service (e.g., GP consultation
during regular hours for a patient entitted to preferential
reimbursement) combined with the value of the tariff code. The second
possibility is to base the variable, indicating whether a patient has a
GMD/DMG, on two specific homenclature codes that relate to the
opening (or the extension) of a GMD/DMG (codes 102771 and
102793). The second option was chosen as the former could not be
applied for every record. However, patients with a GMD/DMG pay
reduced cost-sharing amounts only for a consultation or a visit with a
GP who can access the GMD/DMG (also a GP beloning to the same
registered GP group, such as a group practice). For consultations and
visits with another GP, they pay the same amount as patients without
a GMD/DMG. Therefore, an additional variable was created indicating
whether patients with a GMD/DMG received the reduction in cost-
sharing amounts. The value of this additional variable (0 for reduced
cost sharing and 1 otherwise) was based on the value of the tariff
code.

Simplification of patient cost sharing

Step 6: negative values

Remaining observations with negative values for physician fees were not
included in the analysis. As the physician fee is not directly available in the
Health Services database of 2009, it was calculated as the sum of the
RIZIV/INAMI reimbursement (variable ss00060) and the amount of patient
cost sharing (variable ss00160).

Table A. 3 summarizes the number of records after each of the preceding
steps, including the elimination of codes given in Table A. 2.

Each record represents one physician-patient contact.

Table A. 3: Number of included records per step in constructing the
baseline simulation

Initial database 2885125
After regularisation 2 850 336
After eliminating observations with missing tariff code 2740 688
After eliminating observations with SS00050=0 2731393
After eliminating values with negative fees 2715989

After eliminating codes not included in the analysis (see 2 566 992
Table A. 2)

Final number of records 2 566 992

Excluding the records according to Table A. 3 reduces the number of
individuals to 280 921.
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Appendix 1.3. Adapting the sample to the evolution of
preferential reimbursement and GMD/DMG
between 2009 and 2011

Introduction

With the introduction of the Omnio regulation (patients are entitled to
preferential reimbursement if their household income is below a certain
threshold) and the measures to stimulate the use of the GMD/DMG, there
is a risk that the adaptations needed to update the 2009 EPSgs sample to
2011 might underestimate the number of patients with GMD/DMG and
preferential reimbursement. To reduce this risk, we adapted the weights in
the 2009 data to take into account changes in the number of patients with
GMD/DMG and preferential reimbursement.

In EPSRgs, We only dispose of patient level information for 2010 but not for
2011. We opted to predict the 2011 number of patients by linearly
extrapolating the evolution between 2009 and 2010. The assumption of
linearity is based on the evolution of patients with preferential
reimbursement as published by RIZIV/INAMI". We assume that the
increase (or decrease) in the proportion of patients with or without
GMD/DMG and with or without preferential reimbursement continues in the
same way from 2010 to 2011 as it has from 2009 to 2010.

The following section details how we adjusted the number of patients with

or without GMD/DMG and with or without preferential reimbursement to
reflect 2011 levels rather than 2009 levels.

n http://www.riziv.fgov.be/information/nl/statistics/people/index.htm (NL),

http://www.riziv.fgov.be/information/fr/statistics/people/index.htm (FR)
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Methodology

For the following variables', we calculated the number of patients with and
without GMD/DMG and with and without preferential reimbursement in
2009 and 2010 EPSkgg.

e Age category

e Gender

e Low income

e Unemployment status

e Disability

e Chronical illness

e EntitledtoalumpsumBorC

All variables were crossed: e.g., we calculated the number of women aged
20-49, with a low income, employed, without disability, not chronically ill,
without entitlement to a lump sum B or C. We refer to this as a cell.

The following algorithm is used (see also Figure A. 1):

1. For each of the cells, we determine the proportion of patients with or
without GMD/DMG and with or without preferential reimbursement for
2009 and 2010.

2. The difference in proportion between 2009 and 2010 is calculated as
P2010 — P200g-

3. This difference in proportion is multiplied by 2 to reflect the relation
from 2010 to 2011, equal to the relation from 2009 to 2010.

4. The number of patients in 2011 is calculated by applying the
Nigss = Niggs X {M_ 1:]

difference in proportion from step 3: Pzoos
where N = number of patients and p = proportion of patients along

GMD/DMG and preferential reimbursement dimensions within a cell.

See Table A. 7 for the definition of these variables.



KCE Report 180

Figure A. 1: Example scheme of the algorithm used to adapt the sample to the evolution of nhumber of patients with or without GMD/DMG and with
or without preferential reimbursement (+ = with, — = without, GMD/DMG = global medical record, PR = preferential reimbursement; the numbers

refer to the steps described in the text).

N cell 2009

— GMD/DMG —-PR 2278
—GMD/DMG + PR 413
+ GMD/DMG -PR 2144
+ GMD/DMG + PR 553
Total cell 5388
— GMD/DMG -PR 1927
—GMD/DMG + PR 433
+ GMD/DMG —PR 2008,
+ GMD/DMG + PR 632
Total cell 5000

% of cell 2009
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42.3%
7.7%
39.8%
100.0% , 2010- 2009
L < 5 — GMD/DMG —PR -3.74%
— GMD/DMG + PR +0.99%
+ GMD/DMG -PR +0.37%
38.5% + GMD/DMG + PR +2.38%
8.7% 3
40.2% l
12.6% Differencein %

—GMD/DMG—-PR | -3.74%x 2= -7.48%

—GMD/DMG + PR | +0.99% x 2 = +1.99%

+ GMD/DMG —-PR| +0.37%Xx 2 =+0.74%

+ GMD/DMG +PR| +2.38%Xx 2 = +4.75%

4
—>

N cell 2011

2278[ - 7.48%] = 1875
413[ +1.99%] = 520
21441 +0.74%] = 2184
553 [ + 4.75%] = 809
Total cel = 5388
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Results

Over all variables, our calculations resulted in an increase both of patients
with a GMD/DMG and of patients with preferential reimbursement between
2009 and 2011 (see Table A. 4).

Table A. 4: Predicted change in proportion of patients with GMD/DMG
or preferential reimbursement between 2009 and 2011

Group GMD/DMG Preferential reimbursement

GP consultations +3.31% +0.51%
GP visits +7.59% +3.61%
Specialist consultations +6.03% +1.12%

For each of the cells, a different predicted change between 2009 and 2011
is calculated. Summary statistics of the predicted changes per cell are
found in Table A. 5 (by GMD/DMG), and Table A. 6 (by preferential
reimbursement). As the results show, the changes between 2009 and
2011 differ widely between cells. Some cells show a strong decrease while
others show a large increase. This is reflected in the large standard
deviation compared to the mean.
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Table A. 5: Summary statistics of predicted changes per cell between 2009 and 2011 by simulation group and GDM/DMG

Group GDM/DMG Min Max Mean SD Q1 Median Q3

GP consultations No -150.00% +150.00% -1.27% +26.94% -6.41% -0.45% +3.41%
Yes -133.33% +150.00% +0.29% +29.52% -4.94% +0.28% +7.57%

GP visits No -120.00% +133.33% -1.71% +28.71% -10.19% -0.85% +4.84%
Yes -150.00% +133.33% +4.26% +32.71% -4.34% +2.30% +13.33%

Specialist consultations No -160.00% +133.33% -2.82% +29.79% -10.57% -1.57% +3.72%
Yes -133.33% +133.33% +2.99% +31.56% -4.23% +1.94% +11.38%

Table A. 6: Summary statistics of predicted changes per cell between 2009 and 2011 by simulation group and

Preferential

preferential reimbursement

reimbursement Median
GP consultations No -133.33% +150.00% -0.32% +27.56% -5.48% +0.00% +4.65%
Yes -150.00% +150.00% -0.43% +28.96% -6.35% +0.00% +7.20%
GP visits No -150.00% +133.33% -0.41% +24.46% -7.89% +0.00% +5.92%
Yes -150.00% +133.33% +2.39% +33.83% -8.59% +0.00% +12.83%
Specialist consultations No -114.29% +133.33% +0.64% +27.36% -7.78% -0.31% +6.44%
Yes -160.00% +133.33% -0.05% +32.64% -9.21% +0.00% +10.84%

Appendix 1.4. Definition of variables used in the analysis

We used variables and flags from Population and Health services
databases. The difference between a variable and a flag is that the latter

results from combining different variables or

regrouping different

categories from one single variable. Flags were created with the purpose
of providing well documented and coherent analysis tools (or variables) to
the different users of the EPS. Variables and flags selected for the analysis
provide information on individuals’ demographic and socioeconomic
characteristics, indicators of health status and on variables related to the
reimbursement level of different health services.
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Table A. 7: Definition of variables used in the analysis

Variable

Definition and category

Source
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Variable/flag in database

Demographic

Gender and age

The variable age was grouped into seven categories: 0-9, 10-
19, 20-49, 50-64, 65-74, 75-84 and 85+, separately for men
and women. A second classification was created (<10, 10-75
and 75+) which corresponds to GMD/DMG-related measures
for GP visits.

Population

PPO015A (year of birth) and PP0020 (gender)

Health status

Disability

Dichotomous variable giving information on whether the person
was recognized as disabled.

Population

Flag recognition_YN. This flag is based on the
variable PP1009 “origin of the recognition of
disability”. If PP1009 is equal to zero, the
individual is not considered as being disabled. If
PP1009 is not equal to zero (categories one to
seven), the individual has an official recognition
of disability. Disability recognition can be (1;iven
by: the Medical control service (PP1009=1)", the
Belgian Federal Public Service Social Security
(PP1009=2)2, to handicapped children (physical
or mental handicap evaluated at least at 66%°,
PP1009=3,4), to self-employed individuals
receiving invalidity benefits (and to their
widow/widower, PP1009=5,6,7)*

Lump sum B or C

Dichotomous variable giving information on individuals who
received a lump sum that compensates extra expenses
accompanied by a chronic illness. Two conditions have to be
fulfiled at the same time. First, the amount of co-payments
exceeds a threshold of € 450 for patients without preferential
reimbursement and € 365 for patients with preferential
reimbursement during two consecutive years. A second
condition concerns the degree of dependency during the
current calendar year.

Population

Computed combining PP2001 (equal to one for
a person receiving a lump sum B) and PP2002
(equal to one for a person receiving a lump
sum C). A value of one on either of these was
sufficient.

Having a chronic
illness or
handicap

Dichotomous variable giving information on whether the person
received a lump sum or an allowance relating to having a
chronic illness or handicap during the year.

Population

Uses the flag chronical_YN. This flag combines
variables PP2001 to PP2011 and PP3011.
PP2001 to PP2003 provide information on
different lump sums (PP2001=lump sum B,
PP2002=lump sum C, PP2003=physiotherapy
E). PP2004 to PP2009 provide information on
allowances attributed to disabled individuals
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(both for disability related to old age and
handicap). Allowances include increased family
allowance (PP2004), integration allowance for
handicapped (PP2005), allowance for
assistance to the elderly person (PP2006),
allowance for assistance to a third person
(PP2007), increased disability allowance for
assistance to a third person (PP2008), lump sum
allowance for assistance to a third person
(PP2009) and income replacement allowance for
individuals aged 21 to 65 years old (PP3003).
PP2010 and 2011 provide information on long-
term hospitalisation (PP2010 being hospitalized
for at least 120 days and PP2011 being
hospitalized at least 6 times during the reference
year).

Reimbursement Preferential Dichotomous variable giving information whether the patient Population Computed based on variable PP0030
related variables reimbursement has right to increased reimbursement of patient cost sharing.
Chronic illness, Dichotomous variable giving information on whether individuals Health Computed based on the tariff code
higher aged between 10 and 75 years old were eligible to reduced services
reimbursement patient cost sharing for visits because of chronic illness. This
for GP visits variable was created based on the tariff codes and was used
only for analysis relating to GP visits.
Global Medical Dichotomous variable giving information on whether a patient Health Computed based on two nomenclature codes
Record has a GMD/DMG (either opened GMD/DMG in 2007, 2008 or services 102711 and 102793 from the variable SS00020
(GMD/DMG) 2009 or having extended its opening right ).
Level of patient Quartiles based on the sum of patient cost-sharing amounts for Health
cost sharing all healthcare services paid by each individual in 2009 services
excluding maximum billing reimbursements.
Socioeconomic Unemployment Five categories are included for this variable. Individuals can Population Uses the flag unemployment_YN. The flag is
status either receive: i) Full unemployment benefits, ii) Partial based on the variable PP1004 which contains
unemployment benefits, iii) Pre-retirement benefits, iv) Not information on codes included in the
considered as unemployed and v) Missing information. unemployment certificates. PP1004 has ninety-
nine categories®.
Guaranteed Dichotomous variable indicating whether a person receives a Population PP3010 and PP3013 were combined to create
Income minimum guaranteed income or assistance from a public this variable (a large overlap between both

municipal welfare centre.

variables exists). PP3010 is equal to one for
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individuals receiving an income guarantee for
the elderly or a subsistence level income (zero
otherwise).

PP3013 is equal to one for individuals receiving
support from a municipal welfare centre®.

YIn French Service de controle Médical; in Dutch Dienst Geneeskundige Controle

% In French Service public fédéral Sécurité sociale; in Dutch Federale Overheidsdienst Sociale Zekerheid

% Measure based on: 1) disability level; 2 ) impact of handicap on learning and social skills ; 3) family’s efforts on dealing with the handicap
(http://handicap.fgov.be/fr/news/index.htm)

“In French indemnités d'invalidité; in Dutch invaliditeitsuitkeringen.

® Detailed information on the 99 categories can be found in the EPS lay-outs (http:/www.riziv.be/information/nl/sampling/index.htm(Dutch);
http://www.riziv.be/information/fr/sampling/index.htm(French).

e Receiving an income guarantee for the elderly (in French Droit au revenu minimum garanti aux personnes agées ou garantie de revenus aux personnes ageées - in Dutch
Recht op gewaarborgd inkomen voor bejaarden). Subsistence level income (in French Droit au revenu de moyens d’existence ou Minimex (CPAS) ou revenu d'intégration
sociale ou RIS —in Dutch Recht op minimaal leefloon of bestaansminimum (OCMW) of sociale integratieinkomens of SlI.

Table A. 8: Definition of variables used to determine whether a patient has MAB reimbursements

Variable Definition and category Source Variable/flag in database
Reimbursement  Six values are possible: no reimbursement; reimbursement with  Population PP3004 (reimbursement and ceiling-household)
and ceiling- a ceiling of € 450, € 650; € 1 000; € 1 400; € 1 800 with for all
household ceilings a reduction of € 100 for patients entitled to the MAB for
chronically ill.
Reimbursement  Four values are possible: no reimbursement; reimbursement Population PP3005 (reimbursement and ceiling-individual or
and ceiling- for a child (<19 years) with a ceiling of € 650; reimbursement part of a household)
individual or for a handicapped child with a ceiling of € 450; reimbursement
part of a for the social MAB as part of a household with the income MAB

household - ceiling of € 450.
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APPENDIX 2. TECHNICAL DETAILS OF
THE SIMULATIONS

For all simulations (including the baseline simulations for GP consultations,
GP visits and specialist consultations) we provide a documentation sheet
with technical details of the simulation, such as selected codes, status quo
regulation (2011), definition of reform, objective of reform (Appendix 2.2).

We first show the (weighted) number of patients and the average number
of GP consultations, GP visits and specialist consultations per patient
subgroup (Appendix 2.1).
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Appendix 2.1. Number of patients and average number of consultations and visits per patient subgroup

Table A. 9: Number of patients (N), average number of GP consultations and third quartile (Q3) of cost sharing in baseline simulation per patient

subgroup
Variable Category N (weighted) Average number of Q3 of cost sharing in
GP consultations baseline simulation (€)
Demographic Age/sex M 09 375 310 3.14 18.00
M_10-19 405 542 2.87 18.00
M_20-49 1422 452 3.50 22.00
M_50-64 781633 4.75 28.00
M_65-74 351 834 5.82 31.34
M_75-84 214 860 6.40 32.00
M_85+ 37011 5.63 28.00
W_0_9 353 206 311 18.68
W_10-19 427 897 3.33 20.00
W_20-49 1674 465 4.30 26.00
W_50-64 843 856 5.25 30.00
W_65-74 397 464 5.98 31.34
W_75-84 260 280 6.07 30.00
W_85+ 51 627 4.23 18.00
Health status Disability No 7556 221 4.34 24.00
Yes 41 216 5.15 10.34
Having a chronic No 7 287 570 4.28 24.00
illness
Yes 309 867 5.80 19.00
LumpsumBorC No 7 584 903 4.35 24.00

Yes 12 534 3.14 8.00




KCE Report 180 Simplification of patient cost sharing

Variable Category N (weighted) Average number of Q3 of cost sharing in
GP consultations baseline simulation (€)
Reimbursement GMD/DMG No 2951 799 3.24 24.00
related variables
Yes 4 645 638 5.04 26.00
Quartiles for Q1 1951 759 2.28 12.00
patient share
Q2 2108 921 3.57 20.00
Q3 1960 661 5.09 30.00
Q4 1576 096 7.00 42.00
Socioeconomic Low income No 7 432 862 4.32 24.00
Yes 164 575 5.24 10.34
Preferential No 6 519 874 4.24 28.00
reimbursement
Yes 1077 563 4.99 8.84
Unemployment Full 454 644 4.59 24.00
status unemployment
benefit
Not receiving 6810 131 4.33 24.00
unemployment
benefits
Other benefits 3983 4.06 24.00
Partial 240 219 4.20 24.00
unemployment
benefit
Pre-retirement 88 460 4.80 28.00
benefits

Total 7597 437
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Table A. 10: Number of patients (N), average number of GP visits and third quartile (Q3) of cost sharing in baseline simulation per patient subgroup

Variable Category N (weighted) Average number of Q3 of cost sharing in
GP visits baseline simulation (€)
Demographic Age/sex M_0_9 141 636 2.14 16.00
M_10-19 119 995 1.94 23.74
M_20-49 304 922 2.23 26.16
M_50-64 221544 3.60 31.98
M_65-74 136 222 5.68 52.32
M_75-84 165 572 8.81 72.48
M_85+ 62 763 12.08 99.71
W_0_9 138 372 2.07 16.00
W_10-19 125 017 2.11 26.16
W_20-49 436 341 2.45 26.16
W_50-64 285 330 4.17 36.82
W_65-74 198 794 6.81 60.56
W_75-84 295 108 10.74 84.50
W_85+ 170 205 14.77 106.47
Health status Disability No 2 752 560 5.21 39.24
Yes 49 261 10.53 3251
Having a chronic No 2411777 4.10 36.82
illness
Yes 390 044 12.73 55.95
LumpsumBorC No 2 755 556 5.10 39.24
Yes 46 265 16.98 98.02
Reimbursement GMD/DMG No 1031633 3.79 33.61

related variables

Yes 1770188 6.18 42.05
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Variable Category N (weighted) Average number of Q3 of cost sharing in

GP visits baseline simulation (€)

Quartiles for Q1 419 115 2.04 13.08
patient share

Q2 599 701 2.92 25.32

Q3 750 790 4,55 34.71

Q4 1032215 8.56 86.58

Socioeconomic Low income No 2 703 809 5.16 39.24

Yes 98 012 9.28 29.93
Preferential No 2 065 399 3.94 44.06
reimbursement

Yes 736 422 9.12 28.27
Unemployment Full 134 356 3.07 26.16
status unemployment

benefit

Not receiving 2585720 5.51 39.24

unemployment

benefits

Other benefits 520 1.23 13.08

Partial 60 042 2.17 26.16

unemployment

benefit

Pre-retirement 21183 2.54 28.97

benefits

Total

2801 821
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Table A. 11: Number of patients (N), average number of specialist consultations and third quartile (Q3) of cost sharing in baseline simulation per
patient subgroup

Variable Category N (weighted) Average number of Q3 of cost sharing in

specialist consultations baseline simulation (€)

Demographic Age/sex M_0_9 391 997 3.64 50.78
M_10-19 302 449 2.43 26.40
M_20-49 879 741 2.88 31.00
M_50-64 590 935 3.82 46.36
M_65-74 308 545 4.66 54.52
M_75-84 223820 5.03 56.81
M_85+ 51872 4.47 46.79
W_0_9 353315 3.42 46.65
W_10-19 323120 251 25.85
W_20-49 1503 086 4.15 46.36
W_50-64 749 232 4.40 49.32
W_65-74 365 650 4.89 54.09
W_75-84 307 357 4.82 47.21
W_85+ 103 554 3.65 31.33
Health status Disability No 6 402 135 3.86 43.14
Yes 52 538 4.54 23.20
Having a chronic No 6 030 870 3.72 42.76
illness
Yes 423 803 6.03 50.44
LumpsumBorC No 6 426 895 3.87 43.14
Yes 27778 4.12 30.42
Reimbursement GMD/DMG No / / /

related variables

Yes / / /
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Variable Category N (weighted) Average number of Q3 of cost sharing in
specialist consultations baseline simulation (€)
Quartiles for Q1 1118988 1.70 15.45
patient share
Q2 1671 486 2.50 25.85
Q3 1867 079 3.74 43.14
Q4 1797 120 6.62 82.20
Socioeconomic Low income No 6 290 244 3.85 43.98
Yes 164 429 4.68 23.42
Preferential No 5 368 547 3.75 48.57
reimbursement
Yes 1086 126 4.44 20.30
Unemployment Full 373214 411 38.72
status unemployment
benefit
Not receiving 5 859 986 3.86 43.64
unemployment
benefits
Other benefits 3966 3.43 54.09
Partial 150 211 3.53 38.64
unemployment
benefit
Pre-retirement 67 296 3.72 46.41
benefits
Total 6 454 673
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Appendix 2.2. Technical documentation sheets
We provide for all simulations a documentation sheet containing all technical details of the simulation.

Appendix 2.2.1. GP consultations

Table A. 12: Technical documentation sheet for the baseline simulation for GP consultations

Technical documentation

Selected nomenclature codes 101010, 101032, 101076

GMD/DMG and preferential See step 5 of Appendix 1.2

reltmbL:rsement assigned to each Since 1 December 2011, all patients pay a fixed co-payment for a GP office consultation. One equation was used to set the baseline
patien situation.

Co-payment: Reimbursement=Fee™" — Co-payment™" x (1 — GMD/DMG_reduction x GMD/DMG x Ben_GMD/DMG ) x (1 —
Trainee_reduction x Trainee)

Fee™" is the fee for a given nomenclature code.

nom

Co-payment " can vary between nomenclature codes and patient status (preferential reimbursement or not).

GMD/DMG_reduction is equal to the reduction obtained when having a GMD/DMG (30% until 1 December 2011; 33% (1/3) since
1 December 2011).

GMD/DMG is equal to one if the patient has a global medical record (GMD/GMD) (zero otherwise)

Ben_GMD/DMG is equal to one if the patient benefited from the GMD/DMG related reduction (zero otherwise) (only benefits if
consultation takes place with GP who manages or has access to the GMD/DMG)

Trainee_reduction is equal to the reduction obtained when the consultation is performed by a trainee physician if the surveillance
conditions are not fulfilled. This reduction is only applied to co-payments (i.e. 25%).

Trainee is equal to one if the consultation is performed by a trainee physician (zero otherwise)

Baseline situation 1 December 2011

Patient cost sharing Co-payments for all individuals
o Preferential reimbursement: € 1.5
e  General population : € 6
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33% (1/3) reduction on co-payments for patients with a GMD/DMG
o  Preferential reimbursement: € 1
e General population : € 4

Trainee reduction is equal to 0

Table A. 13: Technical documentation sheet for policy reforms for GP consultations

Technical documentation

Selected nomenclature codes 101010, 101032, 101076

Objective C1: Comparing patient share before the simplification of co-payments (situation before 1 December 2011).

C2-C6: Reforms within current legal stipulations (except for C4). Apply coinsurance or co-payments to general population and
patients with preferential reimbursement.

GMD/DMG and preferential For simulations based on co-payments, the equation corresponds to that applied for the baseline situation (see previous table). For
reimbursement assigned to each simulations based on a co-insurance, the following equation was used:
patient Coinsurance: Reimbursement=Fee™" — FegM™-"o-fccreditaton y coinsurance™™ x (1 — GMD/DMG_reduction x GMD/DMG  x

Ben_GMD/DMG)

Feg"om-no-acerediation o4 rasponds to the fee for a given nomenclature code for a non-accredited physician. The patient share is

always based on the fee without accreditation. The variable “Trainee_reduction” is not introduced in this equation. In the case of a
coinsurance the reduction is automatically applied because the fee for a trainee physician is reduced.

Cost-sharing setting (1)

e Patients with preferential C1: € 1.51 or € 1.01 co-payment, for a licensed GP or for a GP with acquired rights respectively (Reimbursement = Fee™" — Co-
reimbursement payment™™ x (1 —0.3x GMD/DMG x Ben_GMD/DMG ) x (1 —0.25 x Trainee)
C5 and C6: € 1.5 co-payment (Reimbursement= Fee™" — € 1.5 x (1-1/3 x GMD/DMG x Ben_GMD/DMG))
e General population C5: € 3.75 co-payment (Reimbursement=Fee™" — € 3.75 x (1-1/3 x GMD/DMG x Ben_GMD/DMG) (=1/2.5 ratio))
C6: € 4.50 co-payment (Reimbursement=Fee™™ — € 4.50 x (1-1/3 x GMD/DMG x Ben_GMD/DMG) (=1/3 ratio))
e GMD/DMG C1: 30% (0.3)

C5-C6: -33% (1/3)

Cost-sharing setting (2)
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e Patients with preferential C2, C3 and C4: 10% coinsurance (Reimbursement=Fee — Fee -2 y 0 1 x (1-1/3 x GMD/DMG x Ben_GMD/DMG)
reimbursement
e General population C1: 30% coinsurance (Reimbursement=Fee"™" — Fee"*-2°°"ed"ain y g 30 x (1-0.3 x GMD/DMG x Ben_GMD/DMG)

C2: 25% coinsurance (Reimbursement=Fee™™ — Fee"°-2°c"edtaon y g 25 x (1-1/3 x GMD/DMG x Ben_GMD/DMG)
C3: 30% coinsurance (Reimbursement=Fee™™ — Fee"*-2cc"edtaton y 5 30 x (1-1/3 x GMD/DMG x Ben_GMD/DMG)
C4: 40% coinsurance (Reimbursement=Fee™™ — Fee"°-2°c"edtan y g 40 x (1-1/3 x GMD/DMG x Ben_GMD/DMG)

e GMD/DMG C1: 30% (0.3)
C2-C4 -33% (1/3)

Appendix 2.2.2. GP visits

Table A. 14: Technical documentation sheet for the baseline simulation for GP visits during regular hours

Technical documentation

Selected nomenclature codes 103110,103132,104112,103213,103235,103913,103412,103434

GMD/DMG, preferential See step 5 of Appendix 1.2

reimbursement and additional Four different equations were used depending on patient age and on whether patient cost sharing is a co-payment or a coinsurance.
protection assigned to each

patient
Individuals aged less than 10 years old

Co-payment:

Reimbursement= Fee"™ — Minimum { Co-payment
Coinsurance:

Reimbursement= Fee™" — Minimum { Fee"" x Coinsurance™"; 2 x Co-payment

nom office }

X (1 — Trainee_reduction x Trainee); 2 x Co-payment

office }

Individuals aged 10 years or older

Co-payment:

Reimbursement=Fee"" — Co-payment™™ x [1 — (Protection_reduction ™™ x Protection x GMD/DMG x Ben_GMD/DMG ) x (1 —
Trainee_reduction*Trainee)] — Penalty x (1 — Protection) x (1 — GMD/DMG x Ben_GMD/DMG)

Coinsurance:

Reimbursement=Fee™" x [1 — Coinsurance™" x (1 — Protection_reduction "" x Protection x GMD/DMG x Ben_GMD/DMG )] —
Penalty™™ *(1 — Protection) x (1 — GMD/DMG x Ben_GMD/DMG)
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Co-payment®™® is equal to the co-payment for an office consultation for a patient with a GMD/DMG (depends on preferential

reimbursement or not).

nom

Co-payment™™ and Coinsurance™" vary between nomenclature codes (nom) and patient status.

Patient cost sharing is always based on the fee™™ for a specific nomenclature code. Fees vary between licensed GP and GP with
acquired rights.

Protection_reduction™" refers to an additional reduction in patient share for specific nomenclature codes (30% since 1 December
2011). Protection is equal to one if an individual is eligible for the additional reduction in patient share

nom

Penalty ™" corresponds to an increase of patient share. It can vary between nomenclature codes (nom) and patient status.
Baseline situation 1 December 2011
Patient cost sharing Co-payments for all individuals with preferential reimbursement

eGP with acquired rights € 2.72 (103110 - one patient at private home), € 2.57 (104112 - one patient living in an institution with
collective accommodation’), € 2.12 (103213 - two patients), € 1.78 (103235 - three patients)

e Licensed GP € 2.69 (103132 - one patient at private home), € 2.66 (103913 - one patient living in an institution with collective
accommodation), € 2.13 (103412 - two patients), € 1.79 (103434 - three patients)

Coinsurance for the general population
e 35% (no difference according to GP qualification)

Co-payment®™®

e £ 1 preferential reimbursement, € 4 general population

Trainee_reduction
o 25%

i Includes nursing homes and homes for the elderly, since the data did not allow us to make a distinction between institutions for the elderly and other collective housing

arrangements.
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Protection_reduction
e 30% for all codes

Protection: this variable is equal to one for individuals with GMD/DMG who are 75 years or older or who are chronically ill (otherwise
it is equal to zero).

nom

Penalty

e €1 for all codes but only for patients from the general population, who are aged between 10 and 75 years old who do not have
a GMD/DMG

Table A. 15: Technical documentation sheet for policy reforms for GP visits during regular hours

Technical documentation

Selected nomenclature codes 103110,103132,104112,103213,103235,103913,103412,103434

Objective V1 and V2: no difference in patient share according to GP qualification or patient residence (using the arrangement of a visit to one
patient living in his private home). A single cost-sharing arrangement is used (only co-payments). Specific protection for children
and the elderly or chronically ill is maintained.

V3: single cost-sharing arrangement (coinsurance for all individuals) with no difference according to GP qualification or patient
residence.

V4 and V5: only one protection mechanism is used for patients aged less than 10 years, more than 75 years old or chronically ill.

Cost-sharing setting (1)

e Patients with preferential Co-payment:
reimbursement Visit to children aged less than 10 years old
V1 and V2 : € 2.69 co-payment: (Reimbursement=Fee"™"™ — Minimum { € 2.69 x (1 — 0.25x Trainee); €2 })

For all other patients

V1 and V2 : € 2.69 co-payment: (Reimbursement=Fee"" — € 2.69 x [1 — (0.3x Protection x GMD/DMG x Ben_GMD/DMG ) x (1 —
0.25 x Trainee)]

For a visit to two patients the co-payment is equal to € 2.13 instead of € 2.69
For a visit to more than two patients the co-payment is equal to € 1.79 instead of € 2.69




KCE Report 180

Simplification of patient cost sharing

General population

Co-payment:
Visit to children aged less than 10 years old
V1: € 12.07 co-payment (Reimbursement=Fee"®" — Minimum { € 12.07 x (1 — 0.25 x Trainee); € 8}) (current patient share)

V2: € 10.76 co-payment (Reimbursement=Fee"™™ — Minimum { € 10.76 x (1 — 0.25 x Trainee); € 8}) (=1/4 ratio as for the GP
consultations)

For all other patients

V1: € 12.07 co-payment (Reimbursement=Fee"™" — € 12.07 x [1 — (0.3 x Protection x GMD/DMG x Ben_GMD/DMG ) x (1 — 0.25 x
Trainee)] — €1 x (1 — Protection) x (1 — GMD/DMG x Ben_GMD/DMG))

V2: € 10.76 co-payment (Reimbursement=Fee"™" — € 10.76 x [1 — (0.3 x Protection x GMD/DMG x Ben_GMD/DMG ) x (1 — 0.25 x
Trainee)] — €1 x (1 — Protection) x (1 — GMD/DMG x Ben_GMD/DMG))

V1
For a visit to two patients the co-payment is equal to € 9.66 instead of € 12.07
For a visit to more than two patients the co-payment is equal to € 9.55 instead of € 12.07

V2
For a visit to two patients the co-payment is equal to € 8.52 instead of € 10.76
For a visit to more than two patients the co-payment is equal to € 7.16 instead of € 10.76

GMD/DMG

30%

Cost-sharing setting (2)

Patients with preferential
reimbursement

Visit to children aged less than 10 years old
V3: 10% co-insurance: (Reimbursement= Fee"™" — Minimum { Fee™"x 0.1; €2 })

For all other patients
V3: 10% co-insurance: Reimbursement=Fee"" x [1 — 0.10 x (1 — 0.3 x Protection x GMD/DMG x Ben_GMD/DMG )]

General population

Visit to children aged less than 10 years old
V3: 35% co-insurance: (Reimbursement= Fee™" — Minimum { Fee""x 0.35; € 8})

For all other patients




Simplification of patient cost sharing KCE Report 180

V3: 35% co-insurance: (Reimbursement=Fee™" x [1 — 0.35 x (1 — 0.3 x Protection x GMD/DMG x Ben_GMD/DMG )] - € 1 x (1 —
Protection) x (1 — GMD/DMG x Ben_GMD/DMG))

¢ GMD/DMG

30%

Specific setting for V4 and V5

For these simulations the cost-sharing structure follows the current settings (see the technical documentation sheet for the
baseline simulation for GP visits on regular hours on 1 December 2011), except for the specific protection for children, the elderly
and the chronically ill.

V4: current cost-sharing structure for the elderly and chronically ill also covers children
Only two equations are used for all individuals (the specific equation for children is no longer applied)
Co-payment for patients with preferential reimbursement

Reimbursement=Fee"" — Co-payment™" x [1 — (Protection_reduction "" x Protection x GMD/DMG x Ben_GMD/DMG ) x (1 —
Trainee_reduction*Trainee)]

Coinsurance for patients from the general population

Reimbursement=Fee"™" x [1 — Coinsurance™™ x (1 — Protection_reduction "" x Protection x GMD/DMG x Ben_GMD/DMG )] —
Penalty™™ *(1 — Protection) x (1 — GMD/DMG x Ben_GMD/DMG)

V5: current cost-sharing structure for the children is applied to the elderly and chronically ill

Individuals aged less than 10 years old, individuals aged 75 years or older or chronically ill

Co-payment for patients with preferential reimbursement

Reimbursement= Fee"" — Minimum { Co-payment™" x (1 — Trainee_reduction x Trainee); 2 x Co-payment
Coinsurance for patients from the general population

Reimbursement= Fee"™ — Minimunm{ Fee"" x Coinsurance™" ; 2 x Co-payment

office }

office }

Individuals aged 10 to 75 years old and not chronically ill
Co-payment for patients with preferential reimbursement

Reimbursement=Fee"™" — Co-payment™" x [1 — (Protection_reduction ™™ x Protection x GMD/DMG x Ben_GMD/DMG ) x (1 —
Trainee_reduction*Trainee)]

Coinsurance for patients from the general population

Reimbursement=Fee"™" x [1 — Coinsurance™" x (1 — Protection_reduction "" x Protection x GMD/DMG x Ben_GMD/DMG )] —
Penalty™™ *(1 — Protection) x (1 —- GMD/DMG x Ben_GMD/DMG)




KCE Report 180

Simplification of patient cost sharing

Table A. 16: Technical documentation sheet for the baseline simulation for GP visits during out-of- hours

Technical documentation

Selected nomenclature codes

Codes for out-of-hours visits for a patient living in his private home: 104510,104532,104554,104215,104230,104252

Codes for supplementary fees for patients living in an institution with collective accommodation and for multiple visits:
104635,104613,104591,104333,104311,104296

GMD/DMG, preferential
reimbursement and specific
protection mechanism assigned to
each patient

See step 5 of Appendix 1.2
Eight different equations were used depending on patient age and on whether patient cost sharing is a co-payment or a coinsurance.

Individuals aged less than 10 years old living in their private home
Co-payment:

nom office Supplements

Reimbursement=Fee"*" — Minimum{Co-payment"™" x (1 — Trainee_reduction*Trainee); 2 x Co-payment + Co-payment X
(1 — Trainee_reduction x Trainee) }

Coinsurance:

Reimbursement=Fee™" — Minimum{ Fee™™ x Coinsurance™™; 2 x Co-payment®™ + FeesS"PPeMe"s y CoinsuranceS PPemens}
Individuals aged less than 10 years old living in an institution with collective accommodation (visit to one or more patients)
Co-payment:

Reimbursement:Feenom_regular_hours + FeeSSup;Iemems Minimumi(co_paymentnom_regular_hours + Co_paymentSupplemems) X (l _
Trainee_reduction x Trainee); 2 x Co-payment®™®® + Co-payment>*"P*™"* x (1 — Trainee_reduction x Trainee) }

Coinsurance:

Reimbursement:Feenom_regular_hours + FeeSSupplements _ Minimum{Fees nom_regular_hours x Coinsurance nom_regular_hours + FeeSSuppIements X
CoinsuranceS"PPe™e™s - 2 y Co-payment®™® + FeesS!PPeMeMs y CoinsuranceSUPPemensy

Visit to one individual aged 10 years or older living in his private home
Co-payment:

Reimbursement=Fee"" — Co-payment™™ x (1 — Trainee_reduction x Trainee) — Penalty™" x (1 — Protection) x (1 — GMD/DMG x
Ben_GMD/DMG)

Coinsurance:
Reimbursement=Fee"™" x (1 — Coinsurance™™ ) — Penalty™" x (1 — Protection) x (1 — GMD/DMG x Ben_GMD/DMG)

Visit to one individual aged 10 years or older living in an institution with collective accommodation or visit to multiple individuals
Co-payment:
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Supplements Supplements

Reimbursement=Reimbursement_regular_hours™" + Fees
Coinsurance:
Reimbursement=Reimbursement_regular_hours

— Co-payment X (1 — Trainee_reduction*Trainee)

nom Supplements Supplements)

+ Fees x (1-Coinsurance

Fegnom-reguiar_hours | c_nayment™m-"20U-"0U'S 5 Coinsurance "M% correspond to specific codes for visits on regular hours.

Reimbursement_regular_hours™™ as calculated for each specific nomenclature code and according to patient status (see the

technical documentation sheet for the baseline simulation for GP visits during regular hours).

FeesSUPPeMents yary according to GP qualification (licensed vs. acquired rights) and the time of the visit (evening, night or weekend).
Co-payment*PPe™"S and Coinsurance®PP°™™ can vary according to the time of the visit and GP qualification.

Baseline situation 1 December 2011

Patient cost sharing Visit to one individual with preferential reimbursement living in his private home

e Co-payments GP with acquired rights € 4.31 (104510 — evening), € 5.97 (104532 — night), € 4.62 (104554 - weekend)
e Co-payments Licensed GP € 4.20 (104215 — evening), € 6.27 (104230 — night), € 4.47 (104252 - weekend)

Visit to one individual from the general population living in his private home
e Coinsurance GP with acquired rights 32% (104510 — evening), 33.16% (104532 — night), 32.16% (104554 - weekend)
e Coinsurance Licensed GP 32.44% (104215 — evening), 33.58% (104230 — night), 32.60% (104252 - weekend)

Supplementary fees for out-of-hours visits for patients with preferential reimbursement living in an institution with collective
accommodation or for multiple visits

e Coinsurance for GP with acquired rights 7.27% (104635 —evening), 8.77% (104613 - night), 7.68% (104591- weekend )
e Co-payment for Licensed GP € 0.51 (104333 — evening), € 1.54 (104311 — night), € 0.74 (104296 - weekend)

Supplementary fees for out-of-hours visits for patients from the general population living in an institution with collective
accommodation or for multiple visits

e Coinsurance for GP with acquired rights 25.63% (104635 —evening), 30.67% (104613 - night), 26.87% (104591- weekend )
e Coinsurance for Licensed GP 26.28% (104333 — evening), 27.97% (104311 — night), 32.66% (104296 - weekend)
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nom

Penalty

e €1 for 104510,104532,104554,104215,104230,104252 but only for patients from the general population aged between 10 and
75 years old who do not have a GMD/DMG. For other codes for out-of-hours, the penalty is included in the reimbursement for a
visit during regular hours (Reimbursement_regular_hours™™).

Table A. 17: Technical documentation sheet for policy reforms for GP visits during out-of-hours

Technical documentation

Selected nomenclature codes Codes for out-of-hours visits for a patient living in his private home:104510,104532,104554,104215,104230,104252

Codes for supplementary fees for patients living in an institution with collective accommodation and for multiple visits:
104635,104613,104591,104333,104311,104296

Objective V1 and V2: no difference in patient share according to GP qualification or patient residence (using the settings of a visit to one
patient living in his private home). Supplementary co-payments for out-of-hours are calculated based on the amount paid by a
patient living in his private home (i.e. for a visit during the evening (supplementary co-payment € 1.51) it is equal to the co-payment
for a visit during the evening (€ 4.20) minus the amount paid for a regular visit (€ 2.69)). Specific protection for children and the
elderly or chronically ill is maintained.

V3: single cost-sharing arrangement (co-insurance for all individuals) with no difference according to GP qualification and time of
visit.
V4 and V5: only one protection mechanism is used for patients aged less than 10 years, more than 75 years or chronically ill.

Cost-sharing setting (1)

e Patients with preferential Co-payment (V1 and V2)
reimbursement Visit to children aged less than 10 years old

Evening (supplementary co-payment = € 1.51)
(Reimbursement= Fee"™ — Minimum{(€ 2.69 + € 1.51) x (1 — 0.25 x Trainee); € 2 + € 1.51 x (1 — 0.25 x Trainee)}
Night (supplementary co-payment = € 3.58)
(Reimbursement= Fee™" — Minimum{(€ 2.69 + € 3.58) x (1 — 0.25 x Trainee); € 2 + € 3.58 x (1 — 0.25 x Trainee)}
Weekend (supplementary co-payment = € 1.78)
(Reimbursement= Fee"" — Minimum{(€ 2.69 + € 1.78) x (1 — 0.25 x Trainee); € 2 + € 1.78 x (1 — 0.25 x Trainee)}

Individuals aged 10 years or older
Evening
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(Reimbursement=Fee™" — € 4.2 x (1 — 0.25 x Trainee) — €1 x (1 — Protection) x (1 — 0.3 x Ben_GMD/DMG)
Night

(Reimbursement=Fee"™" — € 6.27 x (1 — 0.25 x Trainee) — €1 x (1 — Protection) x (1 — 0.3 x Ben_GMD/DMG)
Weekend

(Reimbursement=Fee"" — € 4.47 x (1 — 0.25 x Trainee) — €1 x (1 — Protection) x (1 — 0.3 x Ben_GMD/DMG)

Visit to two patients: the co-payment is equal to € 3.64, € 5.71 and € 3.91 respectively for the evening, the night and the
weekend.

Visit to three or more patients: the co-payment is equal to € 3.30, € 5.37 and € 3.57 respectively for the evening, the night and
the weekend.

General population

Visit to children aged less than 10 years old

Evening (supplementary co-payment , V1= € 2.99 and V2 = € 6.04)

V1: (Reimbursement= Fee"™ — Minimum{(€ 12.07 + € 2.99) x (1 — 0.25 x Trainee); € 8 + € 2.99 x (1 — 0.25 x Trainee)}
V2: (Reimbursement= Fee"™ — Minimum{(€ 10.76 + € 6.04) x (1 — 0.25 x Trainee); € 8 + € 6.04 x (1 — 0.25 x Trainee)}
Night (co supplementary co-payment, V1= € 14.65 and V2 = € 14.32)

V1: (Reimbursement= Fee"™ — Minimum{(€ 12.07 + € 14.65) x (1 — 0.25 x Trainee); € 8 + € 14.65 x (1 — 0.25 x Trainee)}
V2: (Reimbursement= Fee"™" — Minimum{(€ 10.76 + € 14.32) x (1 — 0.25 x Trainee); € 8 + € 14.32 x (1 — 0.25 x Trainee)}
Weekend (supplementary co-payment, V1 =€ 4.82 and V2 =€ 7.12)

V1: (Reimbursement= Fee"™ — Minimum{(€ 12.07 + € 4.82) x (1 — 0.25 x Trainee); € 8 + € 4.82 x (1 — 0.25 x Trainee)}
V2: (Reimbursement= Fee™" — Minimum{(€ 10.76 + € 7.12) x (1 — 0.25 x Trainee); € 8 + € 7.12 x (1 — 0.25 x Trainee)}

Individuals aged 10 years or older

Evening

V1: (Reimbursement=Fee"™" — € 14.88 x (1 — 0.25 x Trainee) — €1 x (1 — Protection) x (1 — 0.3 x Ben_GMD/DMG)
V2: (Reimbursement=Fee™™ - € 16.8 x (1 — 0.25 x Trainee) — €1 x (1 — Protection) x (1 — 0.3 x Ben_GMD/DMG)
Night

V1: (Reimbursement=Fee™" — € 26.65 x (1 — 0.25 x Trainee) — €1 x (1 — Protection) x (1 — 0.3 x Ben_GMD/DMG)
V2: (Reimbursement=Fee™™ - € 25.8 x (1 — 0.25 x Trainee) — €1 x (1 — Protection) x (1 — 0.3 x Ben_GMD/DMG)
Weekend

V1: (Reimbursement=Fee™" — € 16.87 x (1 — 0.25 x Trainee) — €1 x (1 — Protection) x (1 — 0.3 x Ben_GMD/DMG)
V2: (Reimbursement=Fee"™™ — € 17.88 x (1 — 0.25 x Trainee) — €1 x (1 — Protection) x (1 — 0.3 x Ben_GMD/DMG)
Visit to two patients

V1: the co-payment is equal to € 12.65, € 24.31 and € 14.48 respectively for the evening, the night and the weekend.
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V2: the co-payment is equal to € 14.56, € 22.84 and € 15.64 respectively for the evening, the night and the weekend.
Visit to three or more patients

V1: the co-payment is equal to € 12.04, € 23.70 and € 13.87 respectively for the evening, the night and the weekend.
V2: the co-payment is equal to € 13.02, € 21.48 and € 14.28 respectively for the evening, the night and the weekend.

GMD/DMG

30%

Cost-sharing setting (2)

Patients with preferential
reimbursement

Visit to children aged less than 10 years old living in their private home
V3: 10% coinsurance (Reimbursement= Fee™" — Minimum { Fee™" x 0.10; € 2 + Fees "PP*™"s x 0.10} )

Visit to children aged less than 10 years old living in an institution with collective accommodation or multiple visits

V3: 10% coinsurance (Reimbursement= Feg"oM-1eguiar_nours 4 FoggSUPPIEMeNts _ nrinimum { Fees "0M-"e9U1aLN0Us y 9 10 + FeesSUPPIements y
0.10; 2 X € 2 + Fees®'PP™" y 0.10}

Individuals aged 10 years or older living in their private home
V3: 10% coinsurance (Reimbursement=Fee™" x (1 —0.10)

Individuals aged 10 years or older living in an institution with collective accommodation or multiple visits

V3: 10% (Reimbursement=Fee"®™-29"a-hous y 11 _ 0,10 x (1 — 0.3 x Protection x GMD/DMG x Ben_GMD/DMG )] + FeesSUPPlements y
(1-0.10)

General population

Visit to children aged less than 10 years old living in their private home
V3: 35% coinsurance (Reimbursement= Fee™" — Minimum { Fee™™ x 0.35; € 2 + Fees "PP™es y 0 35} )

Visit to children aged less than 10 years old living in an institution with collective accommodation or multiple visits

V3: 35% coinsurance (I?eimbursement= Feg"0M-1eguiar_nours 4 oggSUPPIEMeNts _ nrinimum { Fees "0M-"69U1L-0U's y 35 + FeegSUPPlements i
0.35; 2 X € 2 + Fees®!PPements y 0,35}

Individuals aged 10 years or older living in their private home
V3: 35% coinsurance (Reimbursement=Fee™" x (1 — 0.35)

Individuals aged 10 years or older living in an institution with collective accommodation or multiple visits

V3: 35% (Reimbursement= Fee""-"°9a-nu's y 11 0.35 x (1 — 0.3 x Protection x GMD/DMG x Ben_GMD/DMG )] - € 1 x (1 —
Protection) X (1 — GMD/DMG x Ben_GMD/DMG)) + Fees>"?P°™" x (1-0.35)
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¢ GMD/DMG

30%

V4 and V5

For these simulations the cost-sharing structure follows the current settings (see the technical documentation sheet for the
baseline simulation for GP visits on out-of-hours for the baseline situation, 1 December 2011), except for the specific protection of
children, the elderly and the chronically ill.

V4: Current cost-sharing structure for the elderly and chronically ill covers children

Only four equations are used for all individuals (the specific equation for children is no longer applied)

For all patients living in their private home

Co-payment for patient with preferential reimbursement

Reimbursement=Fee"" — Co-payment™" x (1 — Trainee_reduction x Trainee)

Coinsurance for patient from the general population

Reimbursement=Fee"" x (1 — Coinsurance™™ ) — Penalty™" x (1 — Protection) x (1 —- GMD/DMG x Ben_GMD/DMG)

For all other patients living in an institution with collective accommodation or multiple visits
Co-payment for patient with preferential reimbursement
Reimbursement=Reimbursement_regular_hours™" + Fegs>PPlements
Coinsurance for patient from the general population
Reimbursement= Reimbursement_regular_hours™™ + Fees

Supplements

— Co-payment X (1 — Trainee_reduction*Trainee)

Supplements Supplements)

X (1-Coinsurance

V5: Current cost-sharing structure for the children is applied to the elderly and chronically ill
Patients living in their private home aged less than 10 years old, older than 75 years or chronically ill (visit to one patient)
Co-payment for patient with preferential reimbursement

Reimbursement= Fee™" — Minimum {Co-payment™™ x (1 - Trainee_reduction*Trainee); 2 x Co-payment
payment>UPPeMeNS (1 _ Trainee_reduction x Trainee) }

Coinsurance for patient from the general population
Reimbursement= Fee"™ — Minimum { Fee™" x Coinsurance™"; 2 x Co-payment

office + Co-

office Supplements

x Coinsurance

+ Fees Supplements}

Patients living in an institution with collective accommodation aged less than 10 years old, older than 75 years or chronically ill (or
multiple visits)

Co-payment for patient with preferential reimbursement

Reimbursement= Feg®M-"e0ul_Nours 4 paggSupPlements _ niinimun  {(Co-payment + Co-payment>UPPementsy y (1 —
Trainee_reduction x Trainee); 2 x Co-payment®™® + Co-payment>"PP*™"S y (1 — Trainee_reduction x Trainee); }

Coinsurance for patient from the general population

nom_regular_hours
office




KCE Report 180

Simplification of patient cost sharing

nom_regular_hours Supplements nom_regular_hours nom_regular_hours Supplements

— Minimum { Fees x Coinsurance + Fees

Supplements o cainsurance

+ Fees
office

Reimbursement= Fee

Coinsurancesupplements : 2 x Co-payment Supplements}

+ Fees

Individuals aged 10 to 75 years old and not chronically ill living in their private home
Co-payment for patient with preferential reimbursement

Reimbursement=Fee"" — Co-payment™™ x (1 — Trainee_reduction x Trainee) — Penalty™" x (1 — Protection) x (1 — GMD/DMG x
Ben_GMD/DMG)

Coinsurance for patient from the general population
Reimbursement=Fee"" x (1 — Coinsurance™™ ) — Penalty"" x (1 — Protection) x (1 — GMD/DMG x Ben_GMD/DMG)

Individuals aged 10 to 75 years old and not chronically ill living in an institution with collective accommodation or multiple visits
Co-payment for patient with preferential reimbursement
Reimbursement=Reimbursement_regular_hours™" + FeesS'PPlements
Coinsurance for patient from the general population
Reimbursement= Reimbursement_regular_hours™" + Fees

Supplements

— Co-payment X (1 — Trainee_reduction*Trainee)

Supplements Supplements)

x (1-Coinsurance
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Appendix 2.2.3. Specialist consultations

Table A. 18: Technical documentation sheet for the baseline simulation for specialist consultations

Technical documentation

Selected nomenclature codes

102815,102830,102093,102594,102174,102675,102734,102756,102115,102616,102233,102034,102550,102255,102874,102130,
102631,102211,102712,102012,102535,102071,102572,102196,102690,102152,102653,102491,102513

GMD/DMG and preferential
reimbursement assigned to each
patient

See step 5 of Appendix 1.2.
Two different equations were used depending on whether patient cost sharing is a co-payment or a coinsurance.

Co-payment: Reimbursement= Fee™™ — Co-payment™"

Gatekeeping x GMD/DMG )
nom,

Coinsurance: Reimbursement= Fee™™ — Min {Fee"*-2°cdaion y coinsurance_rate™™; Ceiling} — (Gatekeeping_reduction x
Gatekeeping x GMD/DMG)

x (1 — Trainee_reduction x Trainee) — (Gatekeeping_reduction x

Gatekeeping_reduction is equal to € 2 for patients with preferential reimbursement and to € 5 for patients from the general
population.

Gatekeeping is equal to one if the patient was sent to the specialist by the GP.

Baseline situation

1 December 2011

Patient cost sharing

Preferential reimbursement

Five different levels of co-payments according to the specialism

e € 2.5 cardiologist, gastroenterologist, lung expert, geriatrician, internist
o £ 2.64 anaesthetist, other specialist

e £ 2.68 paediatrician, psychiatrist, neuropsychiatrist, neurologists or neuropaediatrician, haematologist, endocrinologist- diabetes
specialist, oncologist, oncologist and haematologist paediatrician

e € 2.82 dermatologist

e € 3.1 rheumatologist

and two coinsurance rates

e 10% the first consultation with internist for patient with complex pathology and no clear diagnosis and for a geriatric evaluation
e 10% on supplementary fees for urgent consultations at the specialist office

General population
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Coinsurance rates with a limit

e 40% limited to € 15.5 independent of the specialism (including the supplementary fees for urgent consultations at the specialist
office)

and one coinsurance rate with no limit on patient share

e 25% for the first consultation with internist for patient with complex pathology and no clear diagnosis and for a geriatric
evaluation

Trainee reduction is equal to 25%

Gatekeeping reduction is equal to € 2 for patients with preferential reimbursement and to € 5 for patients from the general
population.

Table A. 19: Technical documentation sheet for policy reforms for specialist consultations

Technical documentation

Selected nomenclature codes 102815,102830,102093,102594,102174,102675,102734,102756,102115,102616,102233,102034,102550,102255,102874,102130,
102631,102211,102712,102012,102535,102071,102572,102196,102690,102152,102653,102491,102513

Objective S1, S2 and S3: single cost-sharing arrangement with coinsurance for all individuals

S4, S5, S6 and S7: no difference in patient share according the specialism. A single cost-sharing arrangement is used for all
individuals (co-payments).

Cost-sharing setting (1)

e Patients with preferential S1, S2 and S3: 15% coinsurance (Reimbursement= Fee™" — Fee"-2eediaion s g 15 _ € 2 x Gatekeeping x GMD/DMG)
reimbursement
e General population S1: 25% coinsurance (Reimbursement= Fee™" — Fee"°-2°cedtan y g 25 _ £ 5 x Gatekeeping x GMD/DMG)
S2: 40% coinsurance; limited to € 15.5 (Reimbursement= Fee™™ — Min {Fee™-2"edtn yq 40: € 15.5} — € 5 x Gatekeeping x
GMD/DMG)

S3: 40% coinsurance (Reimbursement= Fee™™ — Fee"°-2°c"edtain y g 40 — € 5 x Gatekeeping x GMD/DMG)

Cost-sharing setting (2)

e Patients with preferential S4: € 1.5 co-payment: (Reimbursement= Fee"™ — € 1.5 x (1 — Trainee_reduction*Trainee) — (€ 2 x Gatekeeping x GMD/DMG)
reimbursement (=co-payment for GP consultations)

S5: € 2 co-payment: (Reimbursement= Fee™™ — € 2x (1 — Trainee_reduction*Trainee) — (€ 2 x Gatekeeping x GMD/DMG)
S6: € 2.5 co-payment: (Reimbursement= Fee™" — € 2.5x (1 — Trainee_reduction*Trainee) — (€ 2 x Gatekeeping x GMD/DMG)
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S7: € 3 co-payment: (Reimbursement= Fee™" — € 3x (1 — Trainee_reduction*Trainee) — (€ 2 x Gatekeeping x GMD/DMG)

e General population

S4: € 6 co-payment: (Reimbursement= Fee"™" — € 6x (1 — Trainee_reduction*Trainee) — (€ 5 x Gatekeeping x GMD/DMG ) (=co-
payment for GP consultations)

S5 to S7: co-payment for a patient from the general population is four times that of a patient with preferential reimbursement (ratio
1:4 as for GP consultations)

S5: € 8 co-payment: (Reimbursement= Fee"™™ — € 8 x (1 — Trainee_reduction*Trainee) — (€ 5 x Gatekeeping x GMD/DMG)
S6: € 10 co-payment: (Reimbursement= Fee™™ — € 10 x (1 — Trainee_reduction*Trainee) — (€ 5 x Gatekeeping x GMD/DMG)
S7: € 12 co-payment: (Reimbursement= Fee™™ — € 12 x (1 — Trainee_reduction*Trainee) — (€ 5 x Gatekeeping x GMD/DMG)

Specific remarks

a. The geriatric evaluation (nomenclature code 102233) is included in simulations S1-S7. The geriatric evaluation is currently
subjected to a coinsurance of 10% (preferential reimbursement) and 25% without a limit, which differs from the cost-sharing
arrangement applied to other specialties.

b. For the supplementary fees for urgent consultations at the specialist office during “out-of-hours”, a difference in co-payments is
introduced in S6 and S7. For consultations during the weekend or on a holiday between 8-21h (102491) co-payments are set equal
to€ 1.5and € 6 (instead of € 3and € 12 in S7 and € 2.5 and € 10 in S6) to be in accordance with the fee level.
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