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 PRÉFACE 
 

 
L’assurance maladie obligatoire aura bientôt 50 ans en Belgique puisqu’elle a été mise en place par une loi de 1963. 
Dès le départ, cette loi avait prévu des tickets modérateurs qui, comme leur nom l’indique, visaient à maintenir la 
consommation de soins de santé dans des limites raisonnables. Les craintes étaient grandes en effet à l’époque que, 
si les soins devenaient entièrement gratuits, on assiste à une véritable gabegie. 
Au cours de ces 50 ans d’histoire, la loi et ses arrêtés d’application ont beaucoup évolué, notamment en matière de 
tickets modérateurs et cela pour rencontrer de nouveaux objectifs qui n’étaient pas apparus clairement au départ, ou 
qui se sont imposés suite à des modifications du contexte socio-économique. A la longue, ces nouvelles règles ont 
rendu la situation tellement touffue et peu transparente que l’INAMI a demandé au KCE d’examiner comment on 
pourrait les simplifier. 
Bien sûr, on ne peut pas simplifier n’importe comment. Derrière toutes les nouvelles règles, il y a des objectifs que ces 
règles traduisent et il n’appartient pas au KCE de décider lesquels de ces objectifs peuvent aujourd’hui être négligés 
ou ont pris moins d’importance. Le parti a donc été pris de simuler différentes simplifications possibles et de laisser les 
décideurs choisir entre elles. 
Il apparaît qu’en tout état de cause, la matière restera complexe tant elle peut avoir des conséquences sur la 
redistribution des revenus et sur l’orientation des moyens vers les soins les plus efficaces et de la meilleure qualité. 
Aussi louable que soit l’objectif de simplification, ces autres enjeux n’en méritent pas moins d’être pris en compte. 
Notre intention est dès lors de revenir bientôt sur la question dans un rapport qui abordera le problème dans un 
contexte plus large. 
 
 
 
 
 

 
Jean-Pierre CLOSON 
Directeur Général Adjoint 

Raf MERTENS 
Directeur Général 
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 RÉSUMÉ CONTEXTE 
Dans le cadre de l’assurance maladie belge, les patients paient pour leurs 
soins de santé, une contribution personnelle appelée « ticket 
modérateur », qui correspond à la différence entre la base de 
remboursement et le montant remboursé. Il en existe deux formes : soit un 
montant fixe, soit un pourcentage de la base de remboursement. Ainsi, en 
décembre 2011 pour la consultation d’un cardiologue (correspondant à un 
honoraire de 29,5 €, les patients bénéficiaires d’une intervention majorée 
(BIM) de l’assurance maladie s’acquittaient eux-mêmes d’une somme fixe 
de 2,5 €, tandis que ceux qui n’avaient pas droit à cette intervention 
payaient de leur poche 40% du prix de la consultation. Dans la littérature 
anglophone, on distingue les notions de co-payment (montant fixe) et de 
coinsurance (pourcentage). 
Une grande variété de tickets modérateurs ont été introduits depuis le 9 
août 1963 dans la loi qui a défini les grandes lignes de notre assurance 
maladie obligatoire actuelle. Ceci a progressivement généré une situation 
complexe et peu transparente aussi bien pour l’INAMI que pour les 
mutualités, les médecins et les patients, et ce en particulier en ce qui 
concerne les consultations et visites à domicile des généralistes et les 
consultations des spécialistes. 

Le ticket modérateur est la contribution personnelle dont s’acquittent les 
patients lorsqu’ils consomment des soins de santé. Il prend la forme soit 
d’un montant fixe (co-payment), soit d’un pourcentage de la base de 
remboursement (coinsurance). 
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OBJECTIF DE L’ETUDE 
L’objectif de cette étude, qui a été demandée par l’INAMI (Institut National 
d’Assurance Maladie-Invalidité), est de mesurer l’impact financier pour 
l’INAMI et pour le patient, d’éventuelles simplifications dans la structure 
des tickets modérateurs des consultations et visites à domicile des 
généralistes et des consultations des spécialistes. 

METHODOLOGIE 
• Analyse du cadre légal des tickets modérateurs en Belgique ; 
• Calcul de l’impact financier d’une simplification de la structure des 

tickets modérateurs au travers de micro-simulations. 

RESULTATS 
Une succession de mesures ponctuelles depuis 1963 
La structure actuelle du système des tickets modérateurs pour les 
consultations et visites à domicile des généralistes et les consultations des 
spécialistes est le résultat de près d’un demi-siècle de mesures 
ponctuelles. Les honoraires et les tickets modérateurs correspondants 
sont fixés dans les conventions conclues dans le cadre de la Commission 
Nationale Médico-Mutualiste. Depuis l’entrée en vigueur de la loi de 1963 
jusqu’à 1982, deux pourcentages ont été appliqués pour les consultations 
et visites à domicile des généralistes et spécialistes : 0% pour les patients 
BIM (Bénéficiaires de l’intervention majorée) et 25% pour les assurés 
ordinaires. 
Augmentation des pourcentages des tickets modérateurs pour des 
raisons budgétaire 
Sous l’influence – notamment – de la crise économique du début des 
années ’80 et de la nécessité de se conformer aux normes du traité de 
Maastricht, les décideurs politiques ont choisi d’accroitre la quote-part 
personnelle maximale du patient. Cette limite supérieure a été fixée à 30% 
des honoraires pour les consultations en médecine générale, 35% pour les 
visites à domicile effectuées par les généralistes et 40% pour les 

consultations en médecine spécialisée pour les assurés ordinaires et à 
10%, 10% et 15% respectivement pour les assurés BIM.  
Des stimuli financiers pour orienter la consommation des soins 
Au cours de la dernière décennie, les tickets modérateurs ont été de plus 
en plus souvent utilisés comme un outil permettant d’influencer les 
comportements de consommation des soins, par exemple pour 
décourager les visites à domicile et encourager le dossier médical global 
(DMG). Depuis le 1er décembre 2011, le complément d’honoraires pour 
une consultation urgente chez un généraliste le soir, la nuit ou durant les 
weekends ou jours fériés est également remboursé intégralement par 
l’INAMI afin d’éviter que les patients ne se rendent immédiatement au 
service des urgences d’un hôpital. À la même date, la structure des tickets 
modérateurs des consultations en médecine générale a été sensiblement 
simplifiée afin de permettre une application plus généralisée du tiers-
payant social. 

La structure complexe des tickets modérateurs 
A l’heure actuelle, les patients paient à titre de ticket modérateur soit un 
montant fixe, soit un certain pourcentage de la base de remboursement. 
Pour certaines prestations, ces deux formules coexistent : ainsi, s’il se 
rend en consultation à 22h chez un généraliste avec droits acquis, un 
patient BIM paiera un montant fixe (le même que pour une consultation en 
journée) plus un pourcentage du complément d’honoraires. Pour les 
consultations chez certains spécialistes, le ticket modérateur est fixé à un 
certain pourcentage des honoraires, mais avec un plafond de 15,5 €. 
Il arrive également, en particulier pour les visites à domicile des 
généralistes, que le montant du ticket modérateur à charge du patient 
dépende d’une multiplicité de facteurs : le statut de BIM ou d’assuré 
ordinaire, le moment de la visite, l’existence d’un DMG, le lieu de vie et 
l’âge du patient, le fait qu’il soit atteint d’une maladie chronique, la 
qualification du médecin et le nombre de patients bénéficiant d’une même 
visite sont autant d’aspects qui interviennent dans le calcul. 
Le ticket modérateur est généralement un montant fixe pour les patients 
BIM et un pourcentage de la base de remboursement pour les assurés 
ordinaires ; de ce fait, la différence de ticket modérateur entre les deux 
groupes a augmenté au fil des années. 
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Impact financier total des choix politiques possibles 
Toute réforme du système aura un impact exactement inverse pour 
l’INAMI et pour le patient, chaque économie pour l’une des parties se 
soldant par un surcoût équivalent pour l’autre. 
Consultations en médecine générale 
La simplification de décembre 2011 (4 tickets modérateurs sous forme de 
montants fixes avec distinction en fonction du DMG et du statut BIM) a été 
une mesure relativement peu onéreuse pour l’INAMI (1,9 millions d’euros 
sur un budget total de 605,3 millions d’euros; 1,4 millions en tenant compte 
des remboursements dans le cadre du maximum à facturer (MAF) que 
cette simplification entraîne). 
Visites à domicile des généralistes 
Supprimer la différence de ticket modérateur en fonction de la qualification 
du généraliste et du lieu de vie du patient (domicile ou institution) est une 
mesure assez évidente permettant de réduire le budget de l’INAMI 
d’environ 0,23 million d’euros (0,17 million d’euros en tenant compte du 
remboursement dans le cadre du MAF ; sur un budget total de 403,3 
millions d’euros).  
Une simplification similaire pour les patients bénéficiant ou non de 
l’intervention majorée, en préservant un rapport de 1 à 4 pour leurs tickets 
modérateurs (fixes) respectifs, couterait à l’INAMI environ 7,9 millions 
d’euros (incrémentés de 0,14 million après prise en compte des 
remboursements via le MAF).  
L’application à tous les tickets modérateurs des pourcentages maximaux 
prévus par la loi (soit 10% et 35% respectivement pour les patients BIM et 
les assurés ordinaires) représenterait pour l’INAMI une économie de 4,7 
millions d’euros (3,0 millions en tenant compte du remboursement dans le 
cadre du MAF). Ce même montant se retrouverait alors à charge des 
patients. 

Consultations en médecine spécialisée 
L’impact financier d’une simplification dans laquelle les pourcentages 
actuellement utilisés pour fixer les tickets modérateurs des consultations 
en médecine spécialisée seraient remplacés par des montants fixes, dans 
un rapport de 1 à 4 pour les patients BIM et les bénéficiaires ordinaires, 
serait étroitement lié au niveau de ces montants, pouvant aller pour 
l’INAMI d’une économie de 52,3 millions d’euros (43,0 millions en incluant 
le remboursement via le MAF)  à un surcoût de 76,2 millions d’euros (sur 
un budget total de 474,5 millions d’euros). 

Impact financier pour le patient 
L’impact financier global d’une réforme ne se répartit pas forcément de 
façon homogène sur les diverses catégories de patients. Les figures 1 à 9 
du rapport scientifique présentent la simulation de l’impact financier de 
choix politiques de réformes sur les différents groupes en fonction de l’âge 
et du sexe, de l’état de santé, du fait d’avoir ou non un DMG et des 
caractéristiques socio-économiques. La taille et le sens de l’impact 
diffèrent de façon marquée en fonction de l’option politique retenue et du 
groupe concerné. 
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CONCLUSION 
Les réformes successives des tickets modérateurs sur les consultations et 
visites des généralistes et les consultations en médecine spécialisée ont 
généré un foisonnement de montants déterminés de diverses manières. 
Il existe plusieurs possibilités pour simplifier cette structure complexe. 
Supprimer les différences de ticket modérateur en fonction de la 
qualification du généraliste ou du lieu de vie du patient constitue par 
exemple une réforme relativement modeste et peu onéreuse au niveau 
des visites à domicile des généralistes. D’autres options sont plus 
radicales mais ont aussi souvent un impact financier plus marqué pour 
l’INAMI ou pour certains groupes de patients.  
Afin d’éviter que la fixation des tickets modérateurs ne fasse à nouveau à 
l’avenir l’objet de mesures ponctuelles, une première initiative utile pourrait 
être de définir un certain nombre de principes et d’objectifs quant à 
l’importance et à la répartition de ces quotes-parts personnelles. Si ces 
tickets modérateurs visent à orienter le comportement des patients par des 
stimuli financiers, des montants fixes ont sur une contribution en 
pourcentage de la base de remboursement, l’avantage de la transparence. 
En outre, ils sont également plus faciles à arrondir, ce qui facilite 
l’application du tiers-payant (social). Une simplification peut toutefois 
également viser à mettre en place un système plus cohérent ; réclamer un 
même montant quels que soient la qualification du généraliste ou le lieu de 
résidence du patient apparait ici comme une intervention logique. 
Certaines décisions récentes de la Commission Nationale Médico-
Mutualiste semblent aller dans ce sens, mais elles n’ont pas encore été 
transposées dans la réglementation. 
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 RECOMMANDATIONSa
 

A l’attention de la Ministre après avis du Comité de l’assurance 
• Avant d’engager une réforme significative de la structure des tickets modérateurs dans le 

but de la simplifier, il conviendrait : 
o de définir les principes qui doivent guider cette réforme ainsi que les objectifs qu’il 

convient d’atteindre ou de préserver ; 
o d’intégrer dans la réflexion politique la présence des suppléments qui obscurcit 

complètement le rôle des tickets modérateurs ; 
o de globaliser la réflexion sur la simplification des tickets modératuers en y intégrant la 

problématique du maximum à facturer et celle du tiers payant ; 
o d’évaluer l’acceptabilité de la réforme par les groupes professionnels concernés et de 

sa faisabilité, notamment en matière de simplicité administrative. 
• Parce que les principes qui doivent guider la structure des tickets modérateurs sont à 

distinguer de la logique de fixation du niveau des honoraires, il serait préférable d’utiliser 
des montants fixes et arrondis (plutôt que des tickets modérateurs procentuels). Le 
système en deviendrait plus transparent, plus cohérent et plus facile à gérer par les 
utilisateurs.  

• Sans affecter la structure des tickets modérateurs de manière significative, il est déjà 
possible de recommander deux réformes de bon sens : 
o les différences de tickets modérateurs basées sur les critères suivants devraient être 

supprimées : 
- qualification des médecins (agréés ou avec droits acquis) ; 
- lieu de résidence du patient (domicile ou institution) ; 
- nombre de patients par visite à domicile. 

o la même structure de tickets modérateurs (montant fixe ou pourcentage) devrait 
prévaloir pour les patients avec ou sans intervention majorée. 

A l’attention du Conseil général de l’INAMI 
• Lorsqu’une réforme est présentée il conviendrait de toujours exiger que le dossier précise 

non seulement son impact budgétaire pour l’assurance maladie mais aussi ses 
conséquences financières et autres pour le patient. 

 

                                                      
a  Le KCE reste seul responsable des recommandations adressées aux autorités publiques. 
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 SYNTHÈSE 1. INTRODUCTION 
1.1. La façon dont sont réglées les contributions personnelles 

des patients dans le cadre des contacts médecins-
patients ambulatoires est complexe  

Les patients belges qui ont recours aux soins de santé paient eux-mêmes 
une partie des frais. Ces contributions personnelles caractérisent notre 
assurance maladie. En règle générale, les frais sont répartis entre 
l’assurance maladie et le patient. Mais il existe des exceptions pour 
certains services ou pour des médicaments essentiels comme l’insuline, 
pour lesquelles aucune intervention financière du patient n’est demandée. 
Il existe grosso modo trois formes directes de contributions 
personnelles.  
Une première option est un ticket modérateur sous la forme d’un 
montant fixe : le patient paie un montant fixe pour une prestation et 
l’assurance maladie paie le montant restant. 
Une deuxième possibilité est un ticket modérateur sous forme de 
pourcentage du prix total : le patient paie un pourcentage déterminé du 
prix d’une prestation et l’assurance maladie paie la partie restante. 

Un exemple. Le 1er décembre 2011, l’honoraire pour la consultation d’un 
radiologue s’élevait à 29,51 euros. Les bénéficiaires de l’intervention 
majorée (BIM) de l’assurance paient un ticket modérateur fixe de 
2,50 euros et les patients ‘ordinaires’ un ticket modérateur égal à 40% du 
prix de la consultation. 

Ces deux formes de contributions personnelles sont très courantes dans 
les systèmes européens de soins de santé.  
Une troisième possibilité est une formule de franchise où le patient paie 
lui-même les coûts des soins jusqu’à un montant limité. Dans le cadre de 
l’assurance maladie belge, le maximum à facturer (MAF) peut être 
interprété comme étant une forme de franchise. Le MAF permet de 
rembourser à un ménage les tickets modérateurs dépassant un certain 
plafond. Le montant exact du plafond dépend du revenu du ménage. 



 

KCE Report 180 Simplification of patient cost sharing 7 

 
En plus des formes directes de contributions personnelles, les patients 
peuvent aussi prendre indirectement à leur compte une partie des 
coûts des soins. Et ce, sous la forme de ‘suppléments’ – ce que les 
Américains appellent le ‘balance billing’ et les Français les 
‘dépassements’. Un supplément équivaut à la différence de prix entre le 
tarif officiel et le tarif que le prestataire de soins peut fixer lui-même. 
D’autre part, le patient prend en charge le supplément si le prix d’un 
médicament prescrit est supérieur au prix de référence. Il en va de même 
pour les soins qui ne sont pas couverts par l’assurance maladie 
obligatoire. 
La réglementation actuelle est complexe. Il existe une grande variété de 
pourcentages et de montants fixes qui font office de ticket modérateur, 
surtout pour les prestations ambulatoires des médecins. Ce niveau de 
complexité élevé a conduit, l’Institut national d’assurance maladie-invalidité 
(INAMI), les organismes assureurs, les patients ainsi que les prestataires 
de soins à souhaiter un aperçu à la fois clair et complet de la situation.  
L’INAMI a demandé au KCE d’élaborer des pistes de réflexion visant à 
simplifier le système actuel des tickets modérateurs et donc à 
améliorer la transparence. Vu que la complexité est la plus élevée dans 
le secteur ambulatoire, la portée de l’étude du KCE se limite aux visites à 
domicile et consultations des médecins généralistes ainsi qu’aux 
consultations des spécialistes dans leur cabinet privé. 

L’objectif final consiste à déterminer l’impact financier d’une 
structure de tickets modérateurs simplifiée et ce, à la fois pour 
l’INAMI et pour les patients.  

1.2. Simplification dans les limites du système d’assurance 
maladie actuel 

Pour garantir une certaine clarté et parce que la complexité se situe 
principalement au niveau des soins de santé ambulatoires, le rapport du 
KCE se limite aux consultations et visites à domicile des médecins 
généralistes ainsi qu’aux consultations des spécialistes dans leur cabinet 
privé. 
La simplification est limitée. L’analyse ne part pas d’une feuille blanche 
mais est basée sur quatre principes de base du système belge 
d’assurance maladie, à savoir: 
• ne pas remettre en question le système des tickets modérateurs ; 
• maintenir les systèmes comme l’intervention majorée de l’assurance, 

qui limite les frais pour le patient lors de chaque contact avec le 
médecin ; 

• ne pas remettre en question la nomenclature, le paiement des 
prestations et, de façon plus générale, du mode de rémunération des 
médecins ; 

• prendre comme point de départ la réglementation en matière de 
tickets modérateurs de décembre 2011. 

Les formes indirectes de répartition des coûts et la minorité de médecins 
généralistes payés per capita ne tombent pas sous le champ d’application 
de cette étude. 
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2. UNE SUCCESSION DE MESURES AD 
HOC DEPUIS 1963 

2.1. La loi sur l’assurance maladie du 9 août 1963 constitue 
la base du système actuel 

Les fondements de la structure actuelle des contributions personnelles 
des patients remontent à la loi sur l’assurance maladie du 9 août 1963. 
Cette loi de base a apporté plusieurs changements substantiels dans le 
système des soins de santé. 
Trois modifications sont particulièrement pertinentes pour cette étude. 
Fondamentalement, ces modifications sont encore d’application 
aujourd’hui. 
• Tout d’abord, la loi a prévu l’établissement d’une liste des procédures 

diagnostiques et thérapeutiques remboursables. Il s’agit de la 
‘nomenclature’.  

• Ensuite, des commissions d’accords ont été mises sur pied. Les 
prestataires de soins et les organismes assureurs fixent par ce 
biais des honoraires et des prix. Pour les médecins, la Commission 
nationale médico-mutualiste de l’INAMI négocie ces honoraires au 
niveau national. Ces honoraires s’appliquent aux médecins traitants, 
spécialistes hospitaliers et spécialistes qui disposent d’un cabinet 
privé. Les médecins peuvent choisir individuellement d’adhérer ou non 
à la convention. Ceux qui le font, et qui sont donc conventionnés, 
s’engagent à appliquer les accords tarifaires fixés dans la 
nomenclature. Dès lors, les patients de ces médecins bénéficient 
d’une sécurité tarifaire. Les médecins non conventionnés peuvent fixer 
librement leurs honoraires.  

• Enfin, le législateur a créé en 1963 une catégorie d’assurés qui 
profitent de l’intervention majorée. Cette catégorie donne droit à un 
remboursement accru des soins de santé. En 1963, l’assurance 
maladie remboursait  intégralement les frais de ces patients, alors 
qu’en principe les autres patients n’avaient droit qu’à un 
remboursement de 75%. Un segment vulnérable de la population a 
ainsi été exempté de contributions personnelles. En 1965, la loi sur 
l’assurance maladie a toutefois prévu la possibilité de limiter la 
contribution personnelle du patient pour la population générale 
également. Concrètement, cela signifie qu’en cas de hausse 
substantielle des tarifs, la transition d’un ticket modérateur exprimé en 
pourcentage vers un ticket modérateur fixe est possible. Cette 
possibilité a été exploitée pour la première fois en 2010. Cette année-
là, l’assurance maladie a introduit un plafond de 15,50 euros pour les 
consultations des spécialistes. 

2.2. Réformes budgétaires 
Jusqu’au début des années 1980, peu de mesures ont été adoptées en 
vue de limiter l’utilisation des soins de santé au niveau de la demande. 
Suite à la crise économique et à l’augmentation des coûts liés aux soins 
de santé, la générosité de l’assurance maladie a diminué. Deux arrêtés 
royaux publiés le même jour au Moniteur (AR du 23 mars 1982) ont 
étendu le ticket modérateur exprimé en pourcentage à la population 
vulnérable : 
• Tout d’abord, cette population vulnérable a été financièrement 

responsabilisée jusqu’à un maximum de 10% des honoraires pour les 
consultations et visites à domicile des médecins généralistes et  de 
15% des honoraires pour les consultations des spécialistes. 

• Ensuite, la possibilité qui était offerte depuis 1965 de prélever un 
montant de ticket modérateur fixe par prestation pour la population 
générale, a été étendue au groupe vulnérable. 
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Au début des années 1990, un glissement d’environ 2% du budget des 
soins de santé vers les patients s’est produit en raison d’une 
augmentation des tickets modérateurs : 
• L’article 37 de la loi relative à l'assurance obligatoire soins de santé et 

indemnités coordonnée le 14 juillet 1994 (loi SSI du 14 juillet 1994) a 
fixé le pourcentage du ticket modérateur pour la population générale à 
25%, comme stipulé dans la loi de 1963, et pour les bénéficiaires de 
l’intervention majorée à 10% pour les consultations et visites à 
domicile des médecins généralistes et à 15% pour les consultations 
des spécialistes, comme stipulé dans l’AR du 23 mars 1982.  

• L’article 37bis, par contre, a augmenté les tickets modérateurs 
exprimés en pourcentage pour la population générale. Un ticket 
modérateur de respectivement 30% et 35% a été appliqué aux 
consultations et visites à domicile des médecins généralistes. Un 
ticket modérateur de 40% a été appliqué aux consultations des 
spécialistes. Les patients qui bénéficient de l’intervention majorée ne 
sont pas concernés par l’article 37bis.  

En résumé, nous pouvons affirmer que la législation prévoit pour les deux 
groupes de population la possibilité d’un ticket modérateur fixe et d’un 
ticket modérateur exprimé en pourcentage. Dans la pratique, la règle veut 
cependant que la population générale paie un ticket modérateur exprimé 
en pourcentage et que les bénéficiaires de l’ intervention majorée de 
l’assurance paient un ticket modérateur sous la forme d’un montant fixe. 

Pour les patients qui ont droit à un remboursement préférentiel des 
tickets modérateurs, l’article 37 de la loi SSI du 14 juillet 1994 détermine 
les pourcentages de ticket modérateur et l’AR du 23 mars 1982 le montant 
fixe du ticket modérateur. Dans la pratique, un montant fixe du ticket 
modérateur est d’application. 

Pour la population générale, l’article 37bis de la loi SSI du 14 juillet 1994 
détermine les pourcentages de ticket modérateur et l’article 37 le montant 
fixe maximum du ticket modérateur. Dans la pratique, les parts 
personnelles se présentent sous la forme de pourcentages de ticket 
modérateur. 

2.3. Des incitants financiers déterminent le comportement 
Ces dix dernières années, les pouvoirs politiques utilisent de plus en plus 
souvent des tickets modérateurs pour influencer le comportement de 
consommation médicale. 
• Ainsi, des mesures ont explicitement été adoptées durant la période 

2000-2011 pour décourager les visites à domicile et stimuler 
l’utilisation du dossier médical global (DMG). Les patients qui 
disposent d’un DMG paient un ticket modérateur fixe ou exprimé en 
pourcentage inférieur lorsqu’ils consultent le médecin généraliste qui 
détient leur DMG. 

• Les patients ont directement accès au spécialiste. Les autorités 
veulent aussi les encourager à consulter d’abord un médecin 
généraliste avant de s’adresser à un spécialiste. Pour cette raison, la 
loi prévoit depuis 2007 une contribution personnelle inférieure 
pour les personnes qui s’adressent à un spécialiste sur 
recommandation du médecin traitant. La portée de cette mesure 
est  limitée, car la diminution ne vaut que pour la première 
consultation par année calendrier et par spécialité. 

• Depuis le 1er décembre 2011, l’INAMI rembourse intégralement pour 
tous les patients l’honoraire complémentaire pour les consultations 
(urgentes) des médecins généralistes. L’objectif consiste ainsi à 
réduire l’utilisation inutile des services d’urgence dans les 
hôpitaux. 

• Le système des contributions personnelles pour les 
consultations des médecins généralistes a également été 
simplifié le 1er décembre 2001. Les nombreux tickets modérateurs 
fixes et exprimés en pourcentage ont été remplacés par quatre 
montants fixes distincts. L’objectif consistait à simplifier l’application 
du tiers payant social. 
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3. OPTIONS STRATÉGIQUES POUR 
SIMPLIFIER LA STRUCTURE ACTUELLE 
DES TICKETS MODÉRATEURS DANS LE 
CADRE DES CONTACTS MÉDECINS-
PATIENTS 

Différentes possibilités sont offertes pour simplifier la structure actuelle des 
tickets modérateurs pour les contacts médecins-patients. 
À l’extrême, il est par exemple possible de supprimer tous les tarifs de 
tickets modérateurs fixes et exprimés en pourcentage pour ne conserver 
qu’un seul montant de ticket modérateur fixe. Cette démarche signifierait 
une simplification drastique pour toutes les parties. Mais en fonction du 
niveau de ce tarif uniforme, l’impact sur le budget de l’INAMI ou sur la part 
personnelle du patient – et donc sur l’accessibilité financière pour les 
groupes vulnérables – peut être irréaliste. L’impact financier pour l’INAMI 
et pour les différents sous-groupes de la population a donc été calculé 
pour toutes les propositions de réforme. 
Le tableau 1 résume la situation actuelle (décembre 2011) des différents 
types de tickets modérateurs fixes et exprimés en pourcentage pour les 
consultations et les visites à domicile des médecins et pour les 
consultations des spécialistes.  
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Tableau 1: Facteurs qui déterminent le niveau de la contribution personnelle pour les consultations et les visites à domicile des médecins 
généralistes et pour les consultations des spécialistes 
  Consultations des médecins 

généralistes 
Visites à domicile des médecins 
généralistes 

Consultations des spécialistes 

Statut du patient (avec ou sans 
intervention majorée) 

Un ticket modérateur sous la forme 
d’un montant fixe pour tous les 
patients. Ce montant varie entre la 
population générale et les BIM* 

Un ticket modérateur exprimé en 
pourcentage pour la population générale et 
un ticket modérateur sous la forme d’un 
montant fixe pour les BIM 

Un ticket modérateur exprimé en pourcentage 
avec un plafond pour la population générale et 
ticket modérateur sous la forme d’un montant 
fixe pour les BIM 

Heures de bureau/en dehors des 
heures de bureau** 

L’INAMI rembourse intégralement 
l’honoraire complémentaire pour les 
consultations en dehors des heures 
de bureau 

Durant les heures de bureau, la 
contribution personnelle est calculée sur 
base d’un seul honoraire, en dehors des 
heures de bureau sur base de deux 
honoraires 

Un ticket modérateur exprimé en pourcentage 
sur l’honoraire complémentaire pour les 
consultations en dehors des heures de bureau, 
différencié en fonction du régime préférentiel. 
Un plafond s’applique pour la population 
générale 

Dossier médical global Diminution de 33% du ticket 
modérateur 

La contribution personnelle des patients 
diminue de 30% en fonction du régime 
préférentiel, pour les malades chroniques, 
les personnes âgées (75 ans ou plus) ainsi 
que pour les enfants (moins de 10 ans)  

Réduction de la contribution personnelle pour la 
première consultation chez certains spécialistes 
(une fois par année calendrier et par spécialité) 
après avoir y été envoyés par le médecin 
généraliste 

Lieu de séjour du patient  
• Domicile 
• Institution avec séjours 

communs ou soins 
résidentiels pour personnes 
âgées 

- La contribution personnelle est calculée sur 
base d’un seul honoraire pour les visites au 
domicile personnel du patient et sur base 
de deux honoraires pour les visites dans 
une résidence commune 

- 

Âge du patient  - La contribution personnelle des patients est 
réduite pour les personnes âgées (plus de 
75 ans) avec un DMG durant les heures de 
bureau et pour les enfants de mois de dix 
ans 

- 

Malade chronique - La contribution personnelle des patients est 
réduite pour les malades chroniques avec 
un DMG durant les heures de bureau 

- 

Qualification du médecin - Détermine à la fois le montant et la forme 
du ticket modérateur (montant fixe ou 
exprimé en pourcentage) 

Pour les BIM, le ticket modérateur sous forme 
d’un montant fixe varie en fonction de la 
spécialité. Pour la population générale, le ticket 
modérateur exprimé en pourcentage varie en 



 

12 Simplification of patient cost sharing KCE Report 180 
 

fonction de la spécialité 

Nombre de patients durant la 
visite à domicile ou la 
consultation 

- Détermine le montant, la forme et le calcul 
(un tarif versus deux tarifs) de la 
contribution personnelle 

- 

* Bénéficiaires de l’intervention majorée **Après 18 heures, le weekend et les jours fériés 

 
Les réformes proposées tiennent compte des principes de 
simplification suivants : 
• Une structure simple d’utilisation des contributions personnelles. Si 

les décideurs politiques veulent encourager le système de tiers payant 
(social), des montants arrondis peuvent faciliter son application. 

• Une structure cohérente des contributions personnelles. Une 
différenciation au niveau des contributions personnelles en fonction de 
la qualification du médecin généraliste peut être difficilement justifiée 
vu que les patients ne sont bien souvent pas informés de la 
qualification de leur médecin. De même, nous considérons une 
différentiation des contributions personnelles basées sur le lieu de 
séjour du patient (à domicile ou dans une institution avec des séjours 
communs) comme étant injustifiée. Les patients ont en effet droit aux 
mêmes soins quel que soit l’endroit où ils habitent, toutes choses 
égales par ailleurs. Suivant le même raisonnement, nous considérons 
aussi comme incohérente les différences de ticket modérateur en 
fonction du nombre de patients que le médecin généraliste voit par 
contact.  

• Plus de transparence. Si des contributions personnelles sont 
destinées à orienter les patients vers des soins déterminés, les 
signaux doivent être transparents. Par conséquent, la forme de la 
contribution personnelle (montant fixe ou exprimé en pourcentage) ne 
peut pas dépendre des caractéristiques des patients. Les deux formes 
offrent leurs avantages, mais ces avantages ne sont pas déterminés 
par les caractéristiques propres des patients comme l’intervention 
majorée de l’assurance. 

• Une détermination des tickets modérateurs selon des principes 
indépendants des principes de détermination du niveau des 
honoraires. Les facteurs qui déterminent les honoraires des 
médecins généralistes et des spécialistes et les choix qui sont à la 
base du niveau du ticket modérateur sont fondamentalement 
différents et indépendants les uns des autres.  

En outre, les réformes proposées se basent également sur certains 
principes qui peuvent nécessiter des différences de ticket 
modérateur :  
• Le maintien de certains choix en matière d’accessibilité/équité. Les 

mesures actuelles qui réduisent le ticket modérateur pour chaque 
contact avec les soins de santé, comme l’intervention préférentielle, 
n’ont pas été modifiées. 

• L’encouragement de services de qualité. Une utilisation efficace des 
soins de santé est un choix stratégique évident. Si les décideurs 
politiques sont convaincus, comme c’est le cas aujourd’hui, qu’un 
DMG peut exercer un impact positif sur les coûts de la santé et/ou sur 
la santé des patients, une diminution du ticket modérateur pour les 
patients qui disposent d’un DMG peut être justifiée. Une condition est 
toutefois que le patient prenne lui-même la décision d’ouvrir un DMG. 

• Dans la plupart des simulations, les dispositions légales actuelles 
restent applicables. En outre, nous avons essayé de limiter l’impact 
financier surtout pour les groupes de patients vulnérables.  

Il incombe aux pouvoirs politiques d’évaluer si ces principes sont 
acceptables.  
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3.1. Impact financier global de chaque mesure pour l’INAMI 
et les patients  

Micro-simulations 
L’impact financier des propositions de réforme sur les contributions 
personnelles et sur le budget de l’INAMI a été calculé à l’aide de micro-
simulations. Toutes les analyses se basent sur l’Échantillon Permanent 
d’assurés sociaux, année 2009. Il s’agit de résultats pondérés qui reflètent 
l’impact financier au niveau national.  
Tout d’abord, une simulation de base reproduit la situation actuelle 
(2011). Il s’agit de la référence. Les autres simulations de l’impact financier 
de différentes mesures lui sont comparées. Un calcul de l’impact financier 
des différentes mesures a également été réalisé pour des sous-
populations à l’aide de caractéristiques comme l’âge, le sexe, l’invalidité, 
être malade chronique ou non, avec ou sans DMG, au chômage ou non, 
bénéficiaire ordinaire ou bénéficiaire de l’intervention majorée ainsi qu’en 
fonction des dépenses individuelles totales en soins de soins de santé. 
Des données relatives à l’élasticité des prix font cependant défaut. Il a 
donc été impossible de calculer la façon dont les patients et les 
prestataires de soins allaient réagir aux mesures stratégiques. Les 
résultats reproduisent ainsi des effets à court terme. 

Impact financier et remboursement par le maximum à facturer 
Le tableau 2 indique les dépenses pour l’INAMI et pour les patients de la 
simulation de base et des simulations de l’impact de toutes les réformes 
relatives aux consultations et aux visites à domicile des médecins 
généralistes et relatives aux consultations des spécialistes. Dans la 
simulation de base on n’a pas tenu compte des remboursements liés au  
maximum à facturer (MAF). Pour les simulations qui examinent les 
réformes proposées, nous fournissons l’impact financier avec et sans les 
remboursements MAF. Suite à une réforme, une augmentation du ticket 
modérateur a été complètement attribué à l’INAMI pour les patient ayant 
atteint le plafond du MAF en 2009. L’impact financier d’une réforme a été 
calculé sans tenir compte du MAF pour les patients n’ayant atteint le 
plafond du MAF en 2009 ainsi que pour les patient ayant atteint le plafond 
MAF mais pour qui la réforme a entraîné une diminution du ticket 
modérateur.  

L’hypothèse sous-jacente est qu’une augmentation ou une diminution des 
contributions personnelles n’entraîne pas le patient à passer au dessus ni 
en dessous du plafond MAF actuellement atteint. L’impact financier pour 
les patients est identique à celui de l’INAMI, mais avec le signe contraire. 
3.1.1. Consultations des médecins généralistes 
• Il est clair que la simplification des tickets modérateurs initiée en 

décembre 2011 n’a pas engendré un surcoût exagéré pour le budget 
de l’INAMI : environ 1,9 million d’euros (C1). Ce surcoût diminue pour 
atteindre 1,4 million d’euros en tenant compte de la réduction des 
dépenses du MAF.  

• Le remplacement des tickets modérateurs actuels – basés sur des 
montants fixe et non indexés par des tickets modérateurs exprimés 
en pourcentage – respectivement 10% et 30% pour les patients avec 
ou sans intervention majorée – est quasiment neutre en termes de 
budget. Un résultat étonnant de la comparaison établie entre C2 et C3 
est que l’impact financier pour l’INAMI est très différent, mais que les 
remboursements par le MAF sont exactement identiques. L’explication 
est que, dans les deux simulations, des patients ne bénéficiant pas de 
l’intervention majorée de l’assurance paient des tickets modérateurs 
inférieurs à ceux de la situation actuelle, tandis que les BIM paient un 
peu plus. Un ticket modérateur exprimé en pourcentage de 10% dans 
C2 et C3 donne un montant supérieur aux montants fixes actuels. 
Dans C5 et C6, le paiement zéro pour le MAF peut être expliqué d’une 
façon identique. 
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3.1.2. Visites à domicile des médecins généralistes 
• Lors du calcul de la part personnelle, l’absence de prise en compte 

de l’endroit où le médecin généraliste se rend en visite et de sa 
qualification est également une réforme qui engendre un 
changement budgétaire limité pour l’INAMI (V1). En revanche, la 
combinaison de la simulation précédente et d’un scénario avec 
des montants de ticket modérateur fixes pour tous les patients – dans 
un rapport de 1 à 4 en fonction de l’intervention préférentielle comme 
c’est le cas aujourd’hui pour les consultations des médecins 
généralistes – requiert un budget INAMI supplémentaire de 7,9 
millions d’euros (V2). Les remboursements par le MAF sont très 
limités (0,1 million d’euros) vu que les tickets modérateurs actuels 
sont inférieurs à ceux repris sous V2 pour la plupart des patients.  

• Si tous les patients payaient des tickets modérateurs exprimés en 
pourcentage (V3), les coûts pour l’INAMI diminueraient de 4,7 
millions d’euros sans remboursements par le MAF et de 3,0 millions 
d’euros avec remboursements par le MAF. En effet, 10% de ticket 
modérateur pour les BIM donne un montant supérieur aux montants 
fixes actuels. 

• L’impact financier de mesures de protection appliquées de façon 
uniforme pour les enfants, les personnes âgées et les malades 
chroniques dépend de la façon dont les mesures seraient 
concrétisées. 

3.1.3. Consultations des spécialistes 
• La différence d’impact financier entre S1 et S2 est considérable, mais 

les remboursements MAF sont parfaitement identiques. Ce résultat 
est comparable aux simulations C2 et C3 pour les consultations des 
médecins généralistes. 

• Le remplacement des tickets modérateurs exprimés en pourcentage  
en vigueur actuellement par des montants absolus comme décrits 
dans S4-S7 a un impact financier substantiel. 

• Si les pouvoirs politiques décident d’imposer à tous les patients les 
mêmes montants de ticket modérateur fixes pour les 
consultations des médecins généralistes et pour les 
consultations des spécialistes, cette situation requerra un budget 
supplémentaire de 76,2 millions d’euros (S4). S6 affiche l’impact 
financier le plus faible, dont la moitié se compose de remboursements 
dans le cadre du maximum à facturer.  

3.2. Impact financier des réformes sur certains groupes de 
patients  

La section 3.1. présente l’impact financier global des possibles réformes 
simulées. Cet impact n’est toutefois pas nécessairement réparti de façon 
proportionnelle entre tous les sous-groupes de patients. Dans le rapport 
scientifique, les graphiques 1-9 reproduisent l’impact financier des 
mesures sur ces sous-groupes, en fonction de l’âge et du sexe, du statut 
de santé, avec ou sans DMG et de caractéristiques socio-économiques. 
L’ampleur et la direction de l’impact financier dépendent largement de la 
méthode de détermination du ticket modérateur. Le résultat varie de façon 
considérable en fonction du sous-groupe de patients. 
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Tableau 2: Impact financier des simulations en différence avec la simulation de base, pour l’INAMI et pour les patients  
Simulation Patients INAMI sans MAF* INAMI avec MAF Remboursement 

MAF 

Consultations du médecin généraliste     
Simulation de base € 137 497 114 € 605 274 730   
C1: Situation avant décembre 2011  € -1 859 891 € -1 448 681 € 411 210 
C2: 10% BIM* - 25% non-BIM  € 21 788 295 € 22 156 577 € 368 282 
C3: 10% BIM - 30% non-BIM  € 800 972 € 1 169 254 € 368 282 
C4: 10% BIM - 40% non-BIM  € -41 173 675 € -36 384 139 € 4 789 536 
C5: € 1,5 BIM - € 3,75 non-BIM  € 48 232 681 € 48 232 681 € 0 
C6: € 1,5 BIM- € 4,5 non-BIM  € 32 155 120 € 32 155 120 € 0 
Visites du médecin généraliste     
Simulation de base € 101 897 437 € 403 295 589   
V1: Tickets modérateurs actuels (pas de différence qualification du médecin et 
résidence du patient) 

 € -233 780 € -165 396 € 68 384 

V2: Montant fixe, ratio 1  BIM to 4 non-BIM (pas de différence qualification du médecin 
et résidence du patient) 

 € 7 876 675 € 8 021 208 € 144 533 

V3: 10%  BIM - 35% non-BIM  € -4 659 175 € -2 960 187 € 1 698 988 
V4: Protection des personnes âgées et des malades chroniques appliquée aux enfants  € -1 738 873 € -1 548 906 € 189 968 
V4: Protection des enfants appliqué aux personnes âgées et aux malades chroniques   € 5 393 252 € 6 043 615 € 650 363 
Consultations du médecin spécialiste     
Simulation de base € 209 313 946 € 474 523 137   
S1: 15% BIM - 25% non-BIM  € 64 912 414 € 66 575 540 € 1 663 126 
S2: 15% BIM- 40%  avec plafond de € 15,5 ;  non-BIM  € -5 562 505 € -3 899 379 € 1 663 126 
S3: 15% BIM - 40% non-BIM   € -8 400 866 € -6 116 824 € 2 283 941 
S4: € 1,5 BIM- € 6 non-BIM  € 76 189 945 € 76 247 496 € 57 551 
S5: € 2 BIM - € 8 non-BIM  € 33 077 272 € 33 715 749 € 638 477 
S6: € 2,5 BIM - € 10 non-BIM  € -9 500 894 € -4 983 829 € 4 517 064 
S7: € 3  BIM - € 12  non-BIM  € -52 346 313 € -42 957 636 € 9 388 677 
*MAF : maximum à facturer ; **BIM: bénéficiaire de l’intervention majorée
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4. DISCUSSION ET CONCLUSION 
4.1. Absence d’approche coordonnée 
Des choix politiques successifs sont à la base de la structure actuelle 
complexe des tickets modérateurs avec des tickets modérateurs exprimés 
en pourcentage et en montant fixe pour les consultations et visites à 
domicile des médecins généralistes et pour les consultations des 
spécialistes. Il s’agit de choix budgétaires, mais aussi de choix visant à 
utiliser les tickets modérateurs pour encourager les patients à changer de 
comportement et à adopter une consommation médicale en lien avec leur 
besoin. Les pouvoirs politiques essaient également de garantir des soins 
de santé financièrement accessibles à des groupes de patients 
vulnérables par le biais des tickets modérateurs.  
Tout système doit faire des choix complexes et des compromis. L’objectif 
final consiste à atteindre des objectifs sociaux comme  l’efficacité, l’équité 
et une bonne qualité des soins avec des moyens limités. La conséquence 
logique mais implicite est que la structure complexe des tickets 
modérateurs reflète les valeurs que les pouvoirs politiques accordent 
à chacun de ces objectifs. Une approche coordonnée basée sur des 
principes clairs fait défaut. 
Une simplification structurelle des tickets modérateurs n’est pas 
nécessairement neutre. La question est par exemple de savoir si une 
valeur sociale comme des soins de santé financièrement accessibles est 
respectée. Une structure moins complexe de tickets modérateurs en 
pourcentage et en montant fixe peut par exemple, compromettre 
l’accessibilité pour certains groupes vulnérables. 
Il convient en outre de noter qu’il manque une vue d’ensemble – la 
mesure dans laquelle les coûts sont répartis et les soins sont ou restent 
accessibles. Pour obtenir un aperçu global, il faut aussi reprendre les 
formes indirectes de contributions personnelles (surtout les suppléments) 
dans la prestation de services assurée par les médecins généralistes et 
les spécialistes. Toutefois, les données nécessaires relatives à la 
facturation des suppléments par les médecins généralistes et par les 
spécialistes en ambulatoire manquent actuellement.  

4.2. Une autre explication possible de la complexité 
Une autre explication possible de la structure complexe est la façon dont 
les tarifs des médecins généralistes et spécialistes sont fixés en Belgique. 
La Commission nationale médico-mutualiste négocie le niveau de ces 
tarifs. Lors des augmentations de tarif, les accords ne font toutefois 
que rarement mention des implications financières pour le patient. Et 
le ticket modérateur exprimé en pourcentage suit systématiquement 
l’augmentation de tarif. Un plafond non indexé de 15,50 euros pour les 
consultations des spécialistes n’a été introduit qu’en 2010. 

4.3. Tickets modérateurs en montant fixe versus exprimés en 
pourcentage 

Des avantages et inconvénients sont liés aux tickets modérateurs à la fois 
lorsqu’il s’agit d’un montant fixe ou exprimés en pourcentage. Le choix de 
la forme de ticket modérateur dépend des objectifs poursuivis par les 
pouvoirs politiques. 
Le 1er décembre 2011, la structure des tickets modérateurs pour les 
consultations des médecins généralistes a été simplifiée. Cette 
simplification a permis d’accroître la transparence pour les médecins 
généralistes et les patients. Les quatre tickets modérateurs restants ne 
sont pas indexés. Le montant que les médecins généralistes facturent à 
leurs patients est donc connu avec précision et reste identique durant une 
période de temps prolongée. Les patients connaissent aussi clairement le 
montant qu’ils paient. Des montants arrondis sont faciles, surtout dans un 
système de tiers payant (social). 
D’autre part, les tickets modérateurs exprimés en pourcentage présentent 
un avantage majeur vis-à-vis des tickets modérateurs fixes. Vu la façon 
dont sont fixés les tarifs en Belgique, l’impact budgétaire d’une indexation 
des honoraires est partiellement réduit par les tickets modérateurs 
exprimés en pourcentage pour l’INAMI. L’obtention d’un résultat identique 
avec des montants de ticket modérateur fixes exige des modifications 
régulières de la loi. Bien entendu, il est également possible de laisser le 
montant inchangé durant plusieurs années et de n’augmenter 
substantiellement le montant de ticket modérateur fixe qu’après un certain 
nombre d’années. Un impact budgétaire identique à celui obtenu avec des 
tickets modérateurs exprimés en pourcentage pourrait ainsi être réalisé.  
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Le principe selon lequel les patients contribuent ainsi davantage pour des 
services plus coûteux plaide aussi en faveur des tickets modérateurs 
exprimés en pourcentage. Le revers de la médaille est que les patients 
subissent aussi les effets secondaires des négociations tarifaires. En effet, 
leurs arguments n’entrent pas en ligne de compte ou sont totalement hors 
sujet lors du processus de négociation qui mène à une augmentation des 
tarifs des médecins généralistes et des spécialistes. En outre, la 
contribution personnelle du patient augmente automatiquement via un 
système de tickets modérateurs exprimés en pourcentage et sans 
distinction du fait que les tarifs soient indexés ou augmentés. 
Une pondération des avantages et inconvénients offerts par les 
tickets modérateurs en montant fixe ou exprimés en pourcentage fait 
pencher la balance en faveur d’un système basé sur des montants 
fixes. Ce système est plus facilement utilisable dans un système de tiers 
payant. Par ailleurs, il permet aux décideurs politiques de prendre des 
mesures explicites : la contribution personnelle du patient doit-elle suivre 
ou non une augmentation tarifaire ? Il est évident que la faisabilité et que 
l’acceptabilité par les médecins généralistes et par les spécialistes d’un 
système avec des montants de ticket modérateur fixes et/ou exprimés en 
pourcentage jouent également un rôle dans un processus de simplification. 
D’un point de vue historique, les tickets modérateurs exprimés en 
pourcentage sont surtout applicables à la population générale et les 
montants de ticket modérateur fixes aux groupes de population 
vulnérables. Un système basé sur des tickets modérateurs exprimés en 
pourcentage entraîne automatiquement une augmentation du montant que 
les patients doivent prendre en charge. En conséquence, le fossé entre les 
deux groupes s’est élargi au fil des années. Vu qu’une attention plus 
soutenue a été accordée aux groupes les plus faibles de la société, la 
sélectivité dans le système d’assurance maladie a également augmenté. 
Personne ne sait avec précision s’il s’agissait d’un choix stratégique. 

4.4. Transparence 
Nous n’exagérons pas en affirmant que nous avons atteint un tournant. La 
structure tarifaire et la méthode de répartition des coûts qui s’y 
rapporte sont devenues à ce point complexes que des démarches 
visant à accroître la transparence et la cohérence du système sont 
conseillées. Fixer des principes explicites qui déterminent  le niveau des 
contributions personnelles peut être une première étape utile. Des 
questions fondamentales sont en tous cas à l’ordre du jour pour pouvoir 
parvenir à un système transparent. Quels critères déterminent le niveau 
des contributions personnelles ? Une variation doit-elle être prévue en 
fonction du produit ou du service ? Les variations sont-elles justifiées en 
fonction du nombre d’années de formation du médecin ou en fonction de 
l’importance que la société accorde à la spécialité ? 
Une diminution de la complexité et de la diversité au niveau de la structure 
des montants de tickets modérateurs fixes et exprimés en pourcentage est 
une façon d’accroître la transparence du système. Ceci peut être en soi un 
objectif. Des cas concrets et leur impact financier pour l’INAMI et pour les 
patients ont été présentés dans ce rapport.  
Des tickets modérateurs en montant fixe et exprimés en pourcentage sont 
de plus en plus souvent utilisés pour influencer la consommation médicale. 
Si l’objectif consiste à orienter les patients vers certain type de soins par le 
biais des tickets modérateurs, une transparence doit être prévue en la 
matière. Un principe à considérer en ce sens est l’introduction du ‘value-
based insurance’, bien que ceci ne mène pas nécessairement à une 
simplification. Ce modèle met l'accent sur ce qui fait la valeur d’un 
traitement d’un point de vue sociétal. Il est évident que les deux approches 
se chevauchent sur certains points.  
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Mais actuellement, la ‘valeur’ d’un honoraire n’est pas à l’ordre du jour. 
D’autres considérations priment. Par exemple, il est tenu compte lors des 
négociations tarifaires du pourcentage relatif de prestations techniques 
que les spécialistes peuvent facturer en comparaison des prestations 
intellectuelles. Cela n’a rien à voir avec la valeur proprement dite, bien que 
les conséquences de différences tarifaires entre des spécialistes ne soient 
pas minimes lorsqu’il est question de tickets modérateurs exprimés en 
pourcentage. Pour le patient, des soins fournis par un pédiatre sont par 
exemple plus coûteux que ceux fournis par un cardiologue. Alors que les 
deux formes de soins peuvent être aussi précieuses l’une que l’autre. 
Quant au fond, la question se pose de savoir pourquoi un patient doit 
prendre en charge un montant plus élevé – simplement parce que sa 
maladie requiert l’intervention d’un spécialiste pour lequel la nomenclature 
prévoir un tarif élevé ? Un prochain rapport du KCE abordera de façon 
approfondie les possibilités ainsi que les limites du ‘value-based insurance’ 
dans le cadre de notre assurance maladie. 
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 SCIENTIFIC REPORT 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.  
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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.a 
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. 

                                                      
a  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/INAMI 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 

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. 

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)1, 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 II, 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.2,3 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.4 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/INAMI. 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.  

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.3  
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 1945.5 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.6,7 
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.1 
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 Decreesb 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.8 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.9 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, 

                                                      
b  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. 

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 37bis, 
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 199310 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.9,11,12,13,14,15,16 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.  

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 accreditedc) 
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.  

  

                                                      
c  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.17 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.17  
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.  

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. 

  



 

KCE Report 180 Simplification of patient cost sharing 27 

 
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 
GMD/DMGa 

Fee GP Consultation Fee GP Visit 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 
(01/07) 

+ 3.45% for multiple 
visits (01/04) 
+ 2€ out-of-hours 
(01/07) 

+ 7.55% for internist, 
paediatrician, neurologist, 
psychiatrist, neuropsychiatrist 
and rheumatologist (01/09) 
+ €7.97 for neurologist  
(01/09) 

New coinsurance rates for out-
of-hours visits (<35%) and 
consultations (<30%) for the 
general population (01/07) 
Extension of GMD/DMG to 
entire population (01/05) 

2003 1.97 + €1.94 (01/01) 
+ €1 (01/10)   

Accredited GP 
+ €1.47 (01/01)  
+ €1 (01/10)   

Regular hours 
+ €0.73 (01/04)   
+ €3.42 (01/10) 

+ €0.73 for specialists using 
code 102535 (=accredited 
specialist) (01/01) 
Alignment of fees for accredited 
gastroenterologist, lung 
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) 

Patients without preferential 
reimbursement: + €1 for GP 
visits, except for chronically ill 
and <10 and >75 with 
GMD/DMG 
 

2004 1.38 + €1 (01/10)   + €2.67  
(01/10) 
(indexed 01/04)  

+ €1.30 for dermatologist 
 (01/04) 
+ 15.29% for rheumatologist 
(01/10) 
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Application 
period of 
agreement 

Index (%)  Fee for 
GMD/DMGa 

Fee GP Consultation Fee GP Visit Fee Specialist Consultation Patient cost sharing 
measures 

2005 - + €1 (01/04) + €0.74 (01/04) 
+ €1 (01/12)  

+ €1 (01/04) 
+ €1 (01/12) 

Increase equivalent to GP 
consultation (01/04 and 01/12)  

 

2006 2.26 + €2 (01/02)  
(not indexed) 

Regular hours:  
Fc=Consultation 
(€20) 
 
Out-of-hours: 
Evening=1.33*Fc 
Weekend=1.5*Fc 
Night =2*Fc 

Regular hours: 
Fv= Visit  
(€30) 
 
Out-of-hours:  
Evening=1.33*Fv  
Weekend=1.5*Fv  
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 
some 
specialists) 

+ €0.67 + 2% accredited GP 
(including out-of-
hours) 
Increase in fee for out-
of-hours (experiments 
within the framework 
of GP organized duty 
centres) (01/07) 

 + 2% (including out-of-
hours) 

+ 2% for specialists using code 
102535 (=accredited specialist) 

Experiments within the 
framework of GP organized 
duty centres: no patient cost-
sharing if holding a GMD/DMG 
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Application 
period of 
agreement 

Index (%)  Fee for 
GMD/DMGa 

Fee GP Consultation Fee GP Visit Fee Specialist Consultation Patient cost sharing 
measures 

2009 4.32 + €1.33  
+ €10 prevention 
module  

      Limit in patient cost sharing for 
GP visits for children <10 to 
2*cost-sharing for GP 
consultation (1/10) 

2010 0.93     Simplification of codes 
eliminating difference 
due to i) children’s 
residence; ii) palliative 
care; iii) (nursing) 
home for the elderly 
(1/11) 

+ €4.24 rheumatologist and 
+ €1.57 neurologist (01/10) 
Introduction of 12 nomenclature 
codes for specialists during 
2010 (e.g., geriatrician, 
haematologist, oncologist)  

Ceiling limit of € 15.50 (not 
index-linked) for specialist 
consultations (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) 

aGlobal 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.18 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 
200814; 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.  

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 licensed)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. 
 

                                                      
d  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 
(18:00-21:00) 

30% (€4.15) 30% (€5.88) €1.01 €1.51 

GMD/DMG  Regular hours and evening 
(18:00-21:00) 

30% (€2.98)** 30% (€4.12) €0.77 €1.36 

No GMD/DMG Regular hours and evening 
(18:00-21:00) 

30% (€4.15) 30% (€5.88) €1.01 €1.51 

With and without GMD/DMG Weekend or holidays 
(8:00-21:00) 

23.03% (€2.30) 24% (€2.76) 7.68% (€0.76) €0.74 

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.  
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Since 1 December 2011 all patients pay a fixed co-payment for each office 
consultation.19,20 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: 
• Private home 
• Living in an institution with collective accommodation (not 

including residential care facilities) 
• Residential care facilities (home for the elderly or a 

nursing home) 

Patient cost sharing is based on a single fee for visits at the private home and on two 
fees for visits at a collective 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. 

 
 

  



 

KCE Report 180 Simplification of patient cost sharing 35 

 
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%  
(€9.86)* 

35% 
(€12.07) 

€2.72 €2.69 

Evening (18:00-21:00) 32% 
(€10.28) 

32.44% 
(€14.88) 

€4.31 €4.20 

Weekend or holidays 
(8:00-21:00) 

32.16% 
(€11.13) 

32.60% 
(€16.87) 

€4.62 €4.47 

Night (21:00-8:00) 33.16% 
(€16.37) 

33.58% 
(€26.65) 

€5.97 €6.27 

Institution with 
collective 
accommodation  

Regular hours 35%  
(€9.86) 

35%  
(€12.07) 

€2.57 €2.66 

Supplementary fees increased by increased by 

Evening (18:00-21:00) 25.63% 
(€2.26) 

26.28% 
(€2.99) 

7.27% 
(€0.64) 

€0.51 

Weekend or holidays 
(8:00-21:00) 

26.87% 
(€2.69) 

27.97% 
(€4.82) 

7.68% 
(€0.76) 

 €0.74 

Night (21:00-8:00) 30.67% 
(€5.86) 

32.66% 
(€14.65) 

8.77% 
(€1.63) 

€1.54 

* 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.  

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 

 Acquired rights Licensed 

Regular hours   

• 1 patient €2.57  €2.66 

• 2 patients €2.12  €2.13 

• 3 or 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/DMGa Without a GMD/DMG 

  Regular hours  Out-of-hours Regular hours Out-of-hours 

Preferential 
reimbursementmen 

Adult (10 to 75) OOPv
GMDc OOPv

GMD 

Elderly 75+ 0.7 * OOPv
GMD OOPv

GMD OOPv
GMD 

Chronically ill 0.7 * OOPv
GMD OOPv

GMD OOPv
GMD 

Children<10 OOPv
GMD    but limited to 2 * ( OOPo

GMD ) + supplementary payment for 
out-of-hours 

General population Adult (10 to 75) OOPv
GMD OOPv

GMD + €1 

Elderly 75+ 0.7 * OOPv
GMD OOPv

GMD OOPv
GMD 

Chronically ill 0.7 * OOPv
GMD OOPv

GMD OOPv
GMD 

Children<10 OOPv
GMD    but limited to 2 * ( OOPo

GMDc ) + supplementary payment 
for out-of-hours 

aGlobal medical record 
bException: 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 * 
OOPv

GMD  
cOOPv

GMD corresponds to the patient share for a visit for the baseline patient; OOPo
GMD 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 

(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.  

 

Table 8: Cost sharing for specialist consultations on 1 December 2011 
Specialism Fees (€) Patient cost 

sharing (€) 
Patient cost sharing as a percentage 
of the fee of a non-accredited 
specialist (%) 

Non-accredited Accredited Preferential 
reimbursement1 

General 
population2 

Preferential 
reimbursement 

General 
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 15.503 6.76 39.07 

Neuropsychiatrist 39.67 42.48 2.68 15.503 6.76 39.07 

Neurologists or neuropaediatrician  41.26 44.14 2.68 15.503 6.50 37.57 

Haematologist 52.45 53.38 2.68 15.503 5.11 29.55 

Internist, endocrinologist- diabetes 
specialist 

52.45 53.38 2.68 15.503 5.11 29.55 

Oncologist 52.45 53.38 2.68 15.503 5.11 29.55 

Oncologist and haematologist paediatrician 52.45 53.38 2.68 15.503 5.11 29.55 

Dermatologist 26.00 27.09 2.82 10.40 10.85 40.00 

Rheumatologist 41.89 45.24 3.10 15.503 7.40 37.00 

Diagnostic check-up for dementia with a 
neurologist, psychiatrist or geriatrician 

59.51 63.26 5.95 5.95 10.00 10.00 

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

77.03 80.07 7.70 19.25 10.00 24.99 

Geriatric evaluation4 97.03  9.70 24.25 10.00 24.99 

Supplements for urgent consultations at 
the specialist office on a Saturday, Sunday 
or holiday between 8:00AM and 21:00PM4 

8.06  0.80 3.22 9.93 39.95 

Supplements for urgent consultations at 
the specialist office between 21:00PM and 
8:004 

17.46  1.74 6.98 9.97 39.98 

1For patients with preferential reimbursement, the amount of patient cost sharing is a co-payment. 
2For 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.  
4There 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  
• 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.  

• 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.  

• 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 
o Having a global medical record (GMD/DMG) 
o Eligibility for preferential reimbursement 
o Patient age and health status 
o Patient residence 
o GP qualification  
o Number of patients visited 
o Regular or out-of-hours visit 
• Determining factors of current patient cost sharing for specialist 

consultations are 
o Referral by GP 
o Eligibility for preferential reimbursement 
o Physician specialism 
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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. 

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)21 and Dor and Encinosa (2010)22 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 EPSe release 5 (EPSR5) 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-AIMf 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 9.1.323, and R 2.1524 
with additional package lattice.25 

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

http://www.riziv.be/information/fr/sampling/index.htm (French). 
f  Intermutualistisch Agentschap – Agence Intermutualiste (http://www.cin-

aim.be/) 

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 80A26 a microsimulation technique was used to calculate the impact 
of the system of maximum billing 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.27,28,26 
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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)29, McGuire (2012)30 and Swartz (2010)31.  
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.  

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?  

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 (EPSR5 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/INAMI 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 
detailed description of the system of the MAB, we refer to KCE report 
80A.23  

The EPSR5 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/INAMI 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/INAMI. 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 

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 C1 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 entitlement 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).  
• 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.  

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.  
• 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.  

• 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.  

• 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.  

• 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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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 
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Figure 3: Simulated financial impact on patient cost sharing of policy reforms for GP consultations, by socioeconomic group 
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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).  

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 entitled 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 
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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-
payments 
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Figure 6: Simulated financial impact on patient cost sharing of policy reforms for GP visits, by socioeconomic group 
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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. 

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 quartile).  
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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Figure 8: Simulated financial impact on patient cost sharing of policy reforms for specialist consultations, by health status and quartiles of total 
co-payments 
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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.32  

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/INAMI 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/INAMI (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/INAMI and patients per policy reform as a difference with baseline simulations  

Simulation Patients RIZIV/INAMI 
without MAB 

RIZIV/INAMI 
with MAB 

MAB 
reimbursements 

GP consultations     

Baseline € 137 497 114 € 605 274 730   

C1: Situation before December 2011  € -1 859 891 € -1 448 681 € 411 210 

C2: 10% - 25%  € 21 788 295 € 22 156 577 € 368 282 

C3: 10% - 30%  € 800 972 € 1 169 254 € 368 282 

C4: 10% - 40%  € -41 173 675 € -36 384 139 € 4 789 536 

C5: € 1.5 - € 3.75  € 48 232 681 € 48 232 681 € 0 

C6: € 1.5 - € 4.5  € 32 155 120 € 32 155 120 € 0 

GP visits     

Baseline € 101 897 437 € 403 295 589   

V1: Current patient share (no difference for GP qualification and patient residence)  € -233 780 € -165 396 € 68 384 

V2: Co-payments, ratio 1 to 4 (no difference for GP qualification and patient residence)  € 7 876 675 € 8 021 208 € 144 533 

V3: 10% - 35%  € -4 659 175 € -2 960 187 € 1 698 988 

V4: Arrangement of elderly and chronically ill for children  € -1 738 873 € -1 548 906 € 189 968 

V5: Arrangement of children for elderly and chronically ill   € 5 393 252 € 6 043 615 € 650 363 

Specialist consultations     

Baseline € 209 313 946 € 474 523 137   

S1: 15% - 25%  € 64 912 414 € 66 575 540 € 1 663 126 

S2: 15% - 40% with limit of € 15.5  € -5 562 505 € -3 899 379 € 1 663 126 

S3: 15% - 40% no limit   € -8 400 866 € -6 116 824 € 2 283 941 

S4: € 1.5 - € 6  € 76 189 945 € 76 247 496 € 57 551 

S5: € 2 - € 8  € 33 077 272 € 33 715 749 € 638 477 

S6: € 2.5 - € 10  € -9 500 894 € -4 983 829 € 4 517 064 

S7: € 3 - € 12  € -52 346 313 € -42 957 636 € 9 388 677 
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Key Messages 
Financial impact of policy reforms to reduce the complex structure of 
co-payments and coinsurance rates for GP and specialist 
consultations and GP visits 
• Proposals for simplification were defined in accordance with the 

following principles: 
o User-friendliness 
o Coherence 
o Transparency 
o Independence of criteria to determine cost sharing and fee  
• A microsimulation model was used to calculate the financial 

impact of reform proposals for RIZIV/INAMI and for patient 
subgroups. All analyses are based on the Permanent Sample of 
socially insured persons (EPS) for 2009, adapted to 2011.  

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

• 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).  

• 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/INAMI 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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 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 



 

70 Simplification of patient cost sharing KCE Report 180 

 

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 

 Diagnostic check-up for dementia with a neurologist, psychiatrist or 
geriatrist 

 102933 

   102992 

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

 102955 

   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 Code Preferential 
reimbursement 

General population Legal basis for preferential 
reimbursement 

Legal basis for general 
population 

Consultation with a GP holding a diploma 
in dental care 

101054 €1.5 (€1 with 
GMD/DMG1 ) 

€6 (€4 with 
GMD/DMG ) 

Art. 1, RD 19822 (Art.3, 1° for 
GMD/DMG) 

Art. 37bis, §1, A,1° (Art. 
37bis,Bbis,1° for GMD/DMG), 

HIA 19943 

Paediatrician visit 103736  Full reimbursement €0.79 Art. 8, RD 1982 

 103751 €1.54 35% (€5.12) Art. 2, §3, RD 1982 Art. 37bis, §1.B,Section 2, HIA 
1994 

 103773 €1.31 35% (€4.68) 

 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 
1994 

 103876 10% (€1.74) 35% (€6.11) 

 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) 

Specialist called by a GP to the patient’s 
home 

103014 Full reimbursement 40% (€12.5) Art. 10, §1, RD 1982 Art. 37bis C, HIA 1994 

 103051 Full reimbursement 40% (€12.5) 

 103073 Full reimbursement 40% (€12.5) 
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Description Code Preferential 
reimbursement 

General population Legal basis for preferential 
reimbursement 

Legal basis for general 
population 

Psychotherapy; child and youth 
psychiatric treatment and evaluation  

109410 
and 
109675 

10%  25%  Art. 7, §1, RD 1982 

  limited to €4.34 limited to €8.68 Art. 7, §3, RD 1982 

 109432 Full reimbursement Full reimbursement Art. 7, §4, RD 1982 
  109454 Full reimbursement Full reimbursement 

 109513 10% (€6.5) 25% (€16.27) Art. 7, §1, RD 1982 
   109631 As 109513 

10% (€6.5) 
As 109513 
25% (€16.27) 

 109550 10% (€2.31) 25% (€5.78) 

 109572 10% (€2.31) 25% (€5.78) 

 109535 10% (€4.39) 25% (€10.98) 

 1096534 As 109550 
10% (€4.34) 

As 109550 
25% (€10.98) 

Advice 109012 10% (€0.34) 25% (€0.87) Art. 37, §1st, Section 2, HIA 1994 

GPs visiting patients in or accompanying 
patients to a hospital 

109701 Full reimbursement Full reimbursement Art. 7octies, §1st. 2°, RD 1982 

 109723 10% (€3.45) 25% (€8.62) Art. 37, §1er , Section 2, HIA 1994 

 109734 10% (€8.13) 25% (€20.34) 
1 Global medical record 
2 Royal Decree of 23 March 1982 
3 Health Insurance Act of 14 July 1994 
4 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.g Most consultations and visits have 
several tariffs depending on e.g. patient characteristics (increased 
reimbursement, age) and the physician (acquired rights, licensed). 
RIZIV/INAMI 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: 
• For 2009 and 2011, the list of all tariff codes for the selected 

nomenclatures were obtained from the table 
REFERER_TARIFCODES. 

                                                      
g  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.htm in French or 
http://www.inami.fgov.be/care/fr/nomenclature/nomensoft.htm 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. 

• 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 (± € 0.10). When the 
tariffs changed in 2009, we took the date of the service into account.  

• 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:  
• 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).  

• 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.  
• 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 step 2). Since entitlement 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.  

• 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 entitled 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 nomenclature 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.  

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 

Step  Number of records 

Initial database 2 885 125 

After regularisation 2 850 336  

After eliminating observations with missing tariff code 2 740 688 

After eliminating observations with SS00050=0 2 731 393 

After eliminating values with negative fees 2 715 989 

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

2 566 992 

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 EPSR5 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 EPSR6, 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 h . 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. 

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

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

Methodology 
For the following variablesi, we calculated the number of patients with and 
without GMD/DMG and with and without preferential reimbursement in 
2009 and 2010 EPSR6.  
• Age category 

• Gender 

• Low income 

• Unemployment status 

• Disability 

• Chronical illness 

• Entitled to a lump sum B or C 

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 – p2009. 

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 

difference in proportion from step 3:  
where N = number of patients and p = proportion of patients along 
GMD/DMG and preferential reimbursement dimensions within a cell. 

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



 

KCE Report 180 Simplification of patient cost sharing 77 

 

Figure A. 1: Example scheme of the algorithm used to adapt the sample to the evolution of number 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

N cell 2010
– GMD/DMG – PR 1927
– GMD/DMG + PR 433
+ GMD/DMG – PR 2008
+ GMD/DMG + PR 632
Total cell 5000

% of cell 2009
42.3%
7.7%

39.8%
10.3%

100.0%

% of cell 2010
38.5%
8.7%

40.2%
12.6%

100.0%

Difference in % 
2010 - 2009

– GMD/DMG – PR -3.74%
– GMD/DMG + PR +0.99%
+ GMD/DMG – PR +0.37%
+ GMD/DMG + PR +2.38%

Difference in % 
2011 – 2009

– GMD/DMG – PR -3.74% x 2 =  -7.48% 
– GMD/DMG + PR +0.99% x 2 = +1.99%
+ GMD/DMG – PR +0.37% x 2 = +0.74%
+ GMD/DMG + PR +2.38% x 2 = +4.75%

N cell 2011

2278 [  - 7.48%] = 1875
413 [ + 1.99%] =   520

2144 [ + 0.74%] = 2184
553 [ + 4.75%] =   809

Total cel = 5388

1

1

2

3

4
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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 reimbursement 

Group 
Preferential 
reimbursement Min Max Mean SD Q1 Median Q3 

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 

Group Variable Definition and category Source 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 PP0015A (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 given 
by: the Medical control service (PP1009=1)1, the 
Belgian Federal Public Service Social Security 
(PP1009=2)2, to handicapped children (physical 
or mental handicap evaluated at least at 66%3, 
PP1009=3,4), to self-employed individuals 
receiving invalidity benefits (and to their 
widow/widower, PP1009=5,6,7)4  

 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 
fulfilled 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 
related variables 

Preferential 
reimbursement 

Dichotomous variable giving information whether the patient 
has right to increased reimbursement of patient cost sharing.  

Population Computed based on variable PP0030  

 Chronic illness, 
higher 
reimbursement 
for GP visits 

Dichotomous variable giving information on whether individuals 
aged between 10 and 75 years old were eligible to reduced 
patient cost sharing for visits because of chronic illness. This 
variable was created based on the tariff codes and was used 
only for analysis relating to GP visits.  

Health 
services 

Computed based on the tariff code  

 Global Medical 
Record 
(GMD/DMG) 

Dichotomous variable giving information on whether a patient 
has a GMD/DMG (either opened GMD/DMG in 2007, 2008 or 
2009 or having extended its opening right ).  

Health 
services 

Computed based on two nomenclature codes 
102711 and 102793 from the variable SS00020 

 Level of patient 
cost sharing 

Quartiles based on the sum of patient cost-sharing amounts for 
all healthcare services paid by each individual in 2009 
excluding maximum billing reimbursements.   

Health 
services 

 

Socioeconomic Unemployment 
status 

Five categories are included for this variable. Individuals can 
either receive: i) Full unemployment benefits, ii) Partial 
unemployment benefits, iii) Pre-retirement benefits, iv) Not 
considered as unemployed and v) Missing information. 

Population Uses the flag unemployment_YN. The flag is 
based on the variable PP1004 which contains 
information on codes included in the 
unemployment certificates. PP1004 has ninety-
nine categories5.  

 Guaranteed 
Income 

Dichotomous variable indicating whether a person receives a 
minimum guaranteed income or assistance from a public 
municipal welfare centre. 

Population PP3010 and PP3013 were combined to create 
this variable (a large overlap between both 
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 centre6. 

1 In French Service de contrôle Médical; in Dutch Dienst Geneeskundige Controle 
2 In French Service public fédéral Sécurité sociale; in Dutch Federale Overheidsdienst Sociale Zekerheid 
3 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) 
4 In French indemnités d’invalidité; in Dutch invaliditeitsuitkeringen. 
5 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). 
6 Receiving an income guarantee for the elderly (in French Droit au revenu minimum garanti aux personnes âgées ou garantie de revenus aux personnes âgées - 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 SII. 

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 
and ceiling- 
household 

Six values are possible: no reimbursement; reimbursement with 
a ceiling of € 450, € 650; € 1 000; € 1 400; € 1 800 with for all 
ceilings a reduction of € 100 for patients entitled to the MAB for 
chronically ill.  

Population PP3004 (reimbursement and ceiling-household)  

Reimbursement 
and ceiling- 
individual or 
part of a 
household 

Four values are possible: no reimbursement; reimbursement 
for a child (<19 years) with a ceiling of € 650; reimbursement 
for a handicapped child with a ceiling of € 450; reimbursement 
for the social MAB as part of a household with the income MAB 
- ceiling of € 450. 

Population PP3005 (reimbursement and ceiling-individual or 
part of a household) 
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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  

Group Variable Category N (weighted) Average number of 
GP consultations 

Q3 of cost sharing in 
baseline simulation (€) 

Demographic Age/sex M_0_9 375 310 3.14 18.00 

    M_10-19 405 542 2.87 18.00 

    M_20-49 1 422 452 3.50 22.00 

    M_50-64 781 633 4.75 28.00 

    M_65-74 351 834 5.82 31.34 

    M_75-84 214 860 6.40 32.00 

    M_85+ 37 011 5.63 28.00 

    W_0_9 353 206 3.11 18.68 

    W_10-19 427 897 3.33 20.00 

    W_20-49 1 674 465 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 7 556 221 4.34 24.00 

    Yes 41 216 5.15 10.34 

  Having a chronic 
illness 

No 7 287 570 4.28 24.00 

    Yes 309 867 5.80 19.00 

  Lump sum B or C No 7 584 903 4.35 24.00 

    Yes 12 534 3.14 8.00 
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Group Variable Category N (weighted) Average number of 
GP consultations 

Q3 of cost sharing in 
baseline simulation (€) 

Reimbursement 
related variables 

GMD/DMG No 2 951 799 3.24 24.00 

    Yes 4 645 638 5.04 26.00 

  Quartiles for 
patient share 

Q1 1 951 759 2.28 12.00 

    Q2 2 108 921 3.57 20.00 

    Q3 1 960 661 5.09 30.00 

    Q4 1 576 096 7.00 42.00 

Socioeconomic Low income No 7 432 862 4.32 24.00 

    Yes 164 575 5.24 10.34 

 Preferential 
reimbursement 

No 6 519 874 4.24 28.00 

   Yes 1 077 563 4.99 8.84 

  Unemployment 
status 

Full 
unemployment 
benefit 

454 644 4.59 24.00 

    Not receiving 
unemployment 
benefits 

6 810 131 4.33 24.00 

    Other benefits 3 983 4.06 24.00 

    Partial 
unemployment 
benefit 

240 219 4.20 24.00 

    Pre-retirement 
benefits 

88 460 4.80 28.00 

Total    7 597 437   
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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 

Group Variable Category N (weighted) Average number of 
GP visits 

Q3 of cost sharing in 
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_50-64 221 544 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 32.51 

  Having a chronic 
illness 

No 2 411 777 4.10 36.82 

    Yes 390 044 12.73 55.95 

  Lump sum B or C No 2 755 556 5.10 39.24 

    Yes 46 265 16.98 98.02 

Reimbursement 
related variables 

GMD/DMG No 1 031 633 3.79 33.61 

    Yes 1 770 188 6.18 42.05 
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Group Variable Category N (weighted) Average number of 
GP visits 

Q3 of cost sharing in 
baseline simulation (€) 

  Quartiles for 
patient share 

Q1 419 115 2.04 13.08 

    Q2 599 701 2.92 25.32 

    Q3 750 790 4.55 34.71 

    Q4 1 032 215 8.56 86.58 

Socioeconomic Low income No 2 703 809 5.16 39.24 

    Yes 98 012 9.28 29.93 

  Preferential 
reimbursement 

No 2 065 399 3.94 44.06 

    Yes 736 422 9.12 28.27 

  Unemployment 
status 

Full 
unemployment 
benefit 

134 356 3.07 26.16 

    Not receiving 
unemployment 
benefits 

2 585 720 5.51 39.24 

    Other benefits 520 1.23 13.08 

    Partial 
unemployment 
benefit 

60 042 2.17 26.16 

    Pre-retirement 
benefits 

21 183 2.54 28.97 

Total    2 801 821   
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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 

Group Variable Category N (weighted) Average number of 
specialist consultations 

Q3 of cost sharing in 
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_75-84 223 820 5.03 56.81 

    M_85+ 51 872 4.47 46.79 

    W_0_9 353 315 3.42 46.65 

    W_10-19 323 120 2.51 25.85 

    W_20-49 1 503 086 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 
illness 

No 6 030 870 3.72 42.76 

    Yes 423 803 6.03 50.44 

  Lump sum B or C No 6 426 895 3.87 43.14 

    Yes 27 778 4.12 30.42 

Reimbursement 
related variables 

GMD/DMG No / / / 

    Yes / / / 
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Group Variable Category N (weighted) Average number of 
specialist consultations 

Q3 of cost sharing in 
baseline simulation (€) 

  Quartiles for 
patient share 

Q1 1 118 988 1.70 15.45 

    Q2 1 671 486 2.50 25.85 

    Q3 1 867 079 3.74 43.14 

    Q4 1 797 120 6.62 82.20 

Socioeconomic Low income No 6 290 244 3.85 43.98 

    Yes 164 429 4.68 23.42 

  Preferential 
reimbursement 

No 5 368 547 3.75 48.57 

    Yes 1 086 126 4.44 20.30 

  Unemployment 
status 

Full 
unemployment 
benefit 

373 214 4.11 38.72 

    Not receiving 
unemployment 
benefits 

5 859 986 3.86 43.64 

    Other benefits 3 966 3.43 54.09 

    Partial 
unemployment 
benefit 

150 211 3.53 38.64 

    Pre-retirement 
benefits 

67 296 3.72 46.41 

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 
reimbursement assigned to each 
patient 
 

 
 

See step 5 of Appendix 1.2 
Since 1 December 2011, all patients pay a fixed co-payment for a GP office consultation. One equation was used to set the baseline 
situation.  
Co-payment: Reimbursement=Feenom – Co-paymentnom x (1 – GMD/DMG_reduction x GMD/DMG x Ben_GMD/DMG ) x (1 – 
Trainee_reduction x Trainee) 
 
Feenom is the fee for a given nomenclature code.  
 
Co-paymentnom 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  
• Preferential reimbursement: € 1.5 
• General population : € 6 
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33% (1/3) reduction on co-payments for patients with a GMD/DMG  
• Preferential reimbursement: € 1 
• 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 
reimbursement assigned to each 
patient 
 

For simulations based on co-payments, the equation corresponds to that applied for the baseline situation (see previous table). For 
simulations based on a co-insurance, the following equation was used: 
Coinsurance: Reimbursement=Feenom – Feenom_no_accreditation x Coinsurancenom x (1 – GMD/DMG_reduction x GMD/DMG x 
Ben_GMD/DMG)  
 
Feenom_no_accreditation corresponds 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)  

• Patients with preferential 
reimbursement 

C1: € 1.51 or € 1.01 co-payment, for a licensed GP or for a GP with acquired rights respectively (Reimbursement = Feenom – Co-
paymentnom x (1 –0.3x GMD/DMG x Ben_GMD/DMG ) x (1 –0.25 x Trainee) 
C5 and C6: € 1.5 co-payment (Reimbursement= Feenom – € 1.5 x (1-1/3 x GMD/DMG x Ben_GMD/DMG)) 

• General population C5: € 3.75 co-payment (Reimbursement=Feenom – € 3.75 x (1-1/3 x GMD/DMG x Ben_GMD/DMG) (=1/2.5 ratio)) 
C6: € 4.50 co-payment (Reimbursement=Feenom – € 4.50 x (1-1/3 x GMD/DMG x Ben_GMD/DMG) (=1/3 ratio)) 

• GMD/DMG C1: 30% (0.3) 
C5-C6: -33% (1/3) 

Cost-sharing setting (2)  
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• Patients with preferential 
reimbursement 

C2, C3 and C4: 10% coinsurance (Reimbursement=Fee – Feeno_accreditation x 0.1 x (1-1/3 x GMD/DMG x Ben_GMD/DMG) 

• General population C1: 30% coinsurance (Reimbursement=Feenom – Feeno_accreditation x 0.30 x (1-0.3 x GMD/DMG x Ben_GMD/DMG)  
C2: 25% coinsurance (Reimbursement=Feenom – Feeno_accreditation x 0.25 x (1-1/3 x GMD/DMG x Ben_GMD/DMG)  
C3: 30% coinsurance (Reimbursement=Feenom – Feeno_accreditation x 0.30 x (1-1/3 x GMD/DMG x Ben_GMD/DMG)  
C4: 40% coinsurance (Reimbursement=Feenom – Feeno_accreditation x 0.40 x (1-1/3 x GMD/DMG x Ben_GMD/DMG)  

• 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 
reimbursement and additional 
protection assigned to each 
patient 
 
 
 

 
 

See step 5 of Appendix 1.2 
Four 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 
Co-payment:  
Reimbursement= Feenom – Minimum { Co-paymentnom x (1 – Trainee_reduction x Trainee); 2 x Co-paymentoffice } 
Coinsurance: 
Reimbursement= Feenom – Minimum { Feenom x Coinsurancenom ; 2 x Co-paymentoffice } 
 
Individuals aged 10 years or older 
Co-payment:  
Reimbursement=Feenom – Co-paymentnom x [1 – (Protection_reduction nom 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=Feenom x [1 – Coinsurancenom x (1 – Protection_reduction nom x Protection x GMD/DMG x Ben_GMD/DMG )] – 
Penaltynom *(1 – Protection) x (1 – GMD/DMG x Ben_GMD/DMG)  
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Co-paymentoffice is equal to the co-payment for an office consultation for a patient with a GMD/DMG (depends on preferential 
reimbursement or not).  
 
Co-paymentnom and Coinsurancenom vary between nomenclature codes (nom) and patient status.  
  
Patient cost sharing is always based on the feenom for a specific nomenclature code. Fees vary between licensed GP and GP with 
acquired rights.  
 
Protection_reductionnom 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 
 
Penaltynom 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  
• GP with acquired rights € 2.72 (103110 - one patient at private home), € 2.57 (104112 - one patient living in an institution with 

collective accommodationj), € 2.12 (103213 - two patients), € 1.78 (103235 - three patients) 
• 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  
• 35% (no difference according to GP qualification)  
 
Co-paymentoffice 

• € 1 preferential reimbursement, € 4 general population 
 
Trainee_reduction 
• 25%  
 

                                                      
jj  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 
• 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).  
 
Penaltynom  
• € 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)  

• Patients with preferential 
reimbursement 

Co-payment:  
Visit to children aged less than 10 years old  
V1 and V2 : € 2.69 co-payment: (Reimbursement=Feenom – Minimum { € 2.69 x (1 – 0.25x Trainee); € 2 } ) 
 
For all other patients 
V1 and V2 : € 2.69 co-payment: (Reimbursement=Feenom – € 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 95 

 

• General population Co-payment:  
Visit to children aged less than 10 years old  
V1: € 12.07 co-payment (Reimbursement=Feenom – Minimum { € 12.07 x (1 – 0.25 x Trainee); € 8}) (current patient share) 
V2: € 10.76 co-payment (Reimbursement=Feenom – 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=Feenom – € 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=Feenom – € 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= Feenom – Minimum { Feenom x 0.1; € 2 }) 
 
For all other patients 
V3: 10% co-insurance: Reimbursement=Feenom 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= Feenom – Minimum { Feenom x 0.35 ; € 8}) 
 
For all other patients 
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V3: 35% co-insurance: (Reimbursement=Feenom 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=Feenom – Co-paymentnom x [1 – (Protection_reduction nom x Protection x GMD/DMG x Ben_GMD/DMG ) x (1 – 
Trainee_reduction*Trainee)]  
Coinsurance for patients from the general population 
Reimbursement=Feenom x [1 – Coinsurancenom x (1 – Protection_reduction nom x Protection x GMD/DMG x Ben_GMD/DMG )] – 
Penaltynom *(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= Feenom – Minimum { Co-paymentnom x (1 – Trainee_reduction x Trainee); 2 x Co-paymentoffice } 
Coinsurance for patients from the general population 
Reimbursement= Feenom – Minimunm{ Feenom x Coinsurancenom ; 2 x Co-paymentoffice } 
 
Individuals aged 10 to 75 years old and not chronically ill 
Co-payment for patients with preferential reimbursement 
Reimbursement=Feenom – Co-paymentnom x [1 – (Protection_reduction nom x Protection x GMD/DMG x Ben_GMD/DMG ) x (1 – 
Trainee_reduction*Trainee)]  
Coinsurance for patients from the general population 
Reimbursement=Feenom x [1 – Coinsurancenom x (1 – Protection_reduction nom x Protection x GMD/DMG x Ben_GMD/DMG )] – 
Penaltynom *(1 – Protection) x (1 – GMD/DMG x Ben_GMD/DMG)  
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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:  
Reimbursement=Feenom – Minimum{Co-paymentnom x (1 – Trainee_reduction*Trainee); 2 x Co-paymentoffice + Co-paymentSupplements x 
(1 – Trainee_reduction x Trainee) }   
Coinsurance: 
Reimbursement=Feenom – Minimum{ Feenom x Coinsurancenom ; 2 x Co-paymentoffice + FeesSupplements x CoinsuranceSupplements}   
 
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 + FeesSupplements – Minimum{(Co-paymentnom_regular_hours + Co-paymentSupplements) x (1 – 
Trainee_reduction x Trainee); 2 x Co-paymentoffice + Co-paymentSupplements x (1 – Trainee_reduction x Trainee) }   
Coinsurance: 
Reimbursement=Feenom_regular_hours + FeesSupplements – Minimum{Fees nom_regular_hours x Coinsurance nom_regular_hours + FeesSupplements x 
CoinsuranceSupplements ; 2 x Co-paymentoffice + FeesSupplements x CoinsuranceSupplements}   
 
Visit to one individual aged 10 years or older living in his private home  
Co-payment:  
Reimbursement=Feenom – Co-paymentnom x (1 – Trainee_reduction x Trainee) – Penaltynom x (1 – Protection) x (1 – GMD/DMG x 
Ben_GMD/DMG) 
Coinsurance: 
Reimbursement=Feenom x (1 – Coinsurancenom ) – Penaltynom 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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Reimbursement=Reimbursement_regular_hoursnom + FeesSupplements – Co-paymentSupplements x (1 – Trainee_reduction*Trainee)   
Coinsurance: 
Reimbursement=Reimbursement_regular_hoursnom + FeesSupplements x (1-CoinsuranceSupplements) 
 
Feenom_regular_hours, Co-paymentnom_regular_hours and Coinsurance nom_regular_hours correspond to specific codes for visits on regular hours. 
 
Reimbursement_regular_hoursnom 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).  
 
FeesSupplements vary according to GP qualification (licensed vs. acquired rights) and the time of the visit (evening, night or weekend). 
 
Co-paymentsupplements and Coinsurancesupplements 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  
• Co-payments GP with acquired rights € 4.31 (104510 – evening), € 5.97 (104532 – night), € 4.62 (104554 - weekend)  
• 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 
• Coinsurance GP with acquired rights 32% (104510 – evening), 33.16% (104532 – night), 32.16% (104554 - weekend)  
• 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  
• Coinsurance for GP with acquired rights 7.27% (104635 –evening), 8.77% (104613 - night), 7.68% (104591- weekend )  
• 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  
• Coinsurance for GP with acquired rights 25.63% (104635 –evening), 30.67% (104613 - night), 26.87% (104591- weekend )  
• Coinsurance for Licensed GP 26.28% (104333 – evening), 27.97% (104311 – night), 32.66% (104296 - weekend)  
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Penaltynom  
• € 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_hoursnom ). 

 

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)  

• Patients with preferential 
reimbursement 

Co-payment (V1 and V2) 
Visit to children aged less than 10 years old  
Evening (supplementary co-payment = € 1.51) 
(Reimbursement= Feenom – 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= Feenom – 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= Feenom – 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=Feenom – € 4.2 x (1 – 0.25 x Trainee) – €1 x (1 – Protection) x (1 – 0.3 x Ben_GMD/DMG) 
Night 
(Reimbursement=Feenom – € 6.27 x (1 – 0.25 x Trainee) – €1 x (1 – Protection) x (1 – 0.3 x Ben_GMD/DMG) 
Weekend  
(Reimbursement=Feenom – € 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= Feenom – Minimum{(€ 12.07 + € 2.99) x (1 – 0.25 x Trainee); € 8 + € 2.99 x (1 – 0.25 x Trainee)}   
V2: (Reimbursement= Feenom – 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= Feenom – Minimum{(€ 12.07 + € 14.65) x (1 – 0.25 x Trainee); € 8 + € 14.65 x (1 – 0.25 x Trainee)}   
V2: (Reimbursement= Feenom – 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= Feenom – Minimum{(€ 12.07 + € 4.82) x (1 – 0.25 x Trainee); € 8 + € 4.82 x (1 – 0.25 x Trainee)}   
V2: (Reimbursement= Feenom – 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=Feenom – € 14.88 x (1 – 0.25 x Trainee) – €1 x (1 – Protection) x (1 – 0.3 x Ben_GMD/DMG) 
V2: (Reimbursement=Feenom – € 16.8 x (1 – 0.25 x Trainee) – €1 x (1 – Protection) x (1 – 0.3 x Ben_GMD/DMG) 
Night 
V1: (Reimbursement=Feenom – € 26.65 x (1 – 0.25 x Trainee) – €1 x (1 – Protection) x (1 – 0.3 x Ben_GMD/DMG) 
V2: (Reimbursement=Feenom – € 25.8 x (1 – 0.25 x Trainee) – €1 x (1 – Protection) x (1 – 0.3 x Ben_GMD/DMG) 
Weekend  
V1: (Reimbursement=Feenom – € 16.87 x (1 – 0.25 x Trainee) – €1 x (1 – Protection) x (1 – 0.3 x Ben_GMD/DMG) 
V2: (Reimbursement=Feenom – € 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= Feenom – Minimum { Feenom x 0.10; € 2 + FeesSupplements 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= Feenom_regular_hours + FeesSupplements – Minimum { Fees nom_regular_hours x 0.10 + FeesSupplements x 
0.10 ; 2 x € 2 + FeesSupplements x 0.10}   
 
Individuals aged 10 years or older living in their private home 
V3: 10% coinsurance (Reimbursement=Feenom x (1 – 0.10 )  
 
Individuals aged 10 years or older living in an institution with collective accommodation or multiple visits 
V3: 10% (Reimbursement=Feenom_egular_hours x [1 – 0.10 x (1 – 0.3 x Protection x GMD/DMG x Ben_GMD/DMG )] + FeesSupplements x 
(1-0.10) 

• General population Visit to children aged less than 10 years old living in their private home 
V3: 35% coinsurance (Reimbursement= Feenom – Minimum { Feenom x 0.35; € 2 + FeesSupplements x 0.35} )  
 
Visit to children aged less than 10 years old living in an institution with collective accommodation or multiple visits 
V3: 35% coinsurance (Reimbursement= Feenom_regular_hours + FeesSupplements – Minimum { Fees nom_regular_hours x 0.35 + FeesSupplements x 
0.35; 2 x € 2 + FeesSupplements x 0.35}   
 
Individuals aged 10 years or older living in their private home 
V3: 35% coinsurance (Reimbursement=Feenom x (1 – 0.35 )  
 
Individuals aged 10 years or older living in an institution with collective accommodation or multiple visits 
V3: 35% (Reimbursement= Feenom_regular_hours 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)) + FeesSupplements 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=Feenom – Co-paymentnom x (1 – Trainee_reduction x Trainee)   
Coinsurance for patient from the general population 
Reimbursement=Feenom x (1 – Coinsurancenom ) – Penaltynom 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_hoursnom + FeesSupplements – Co-paymentSupplements x (1 – Trainee_reduction*Trainee)   
Coinsurance for patient from the general population 
Reimbursement= Reimbursement_regular_hoursnom + FeesSupplements x (1-CoinsuranceSupplements) 
 
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= Feenom – Minimum {Co-paymentnom x (1 – Trainee_reduction*Trainee); 2 x Co-paymentoffice + Co-
paymentSupplements x (1 – Trainee_reduction x Trainee) }   
Coinsurance for patient from the general population 
Reimbursement= Feenom – Minimum { Feenom x Coinsurancenom ; 2 x Co-paymentoffice + FeesSupplements x CoinsuranceSupplements}   
 
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= Feenom_regular_hours + FeesSupplements – Minimun {(Co-paymentnom_regular_hours + Co-paymentSupplements) x (1 – 
Trainee_reduction x Trainee); 2 x Co-paymentoffice + Co-paymentSupplements x (1 – Trainee_reduction x Trainee); }   
Coinsurance for patient from the general population 
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Reimbursement= Feenom_regular_hours + FeesSupplements – Minimum { Fees nom_regular_hours x Coinsurance nom_regular_hours + FeesSupplements x 
CoinsuranceSupplements ; 2 x Co-paymentoffice + FeesSupplements x CoinsuranceSupplements}   
 
Individuals aged 10 to 75 years old and not chronically ill living in their private home  
Co-payment for patient with preferential reimbursement  
Reimbursement=Feenom – Co-paymentnom x (1 – Trainee_reduction x Trainee)  – Penaltynom x (1 – Protection) x (1 – GMD/DMG x 
Ben_GMD/DMG) 
Coinsurance for patient from the general population 
Reimbursement=Feenom x (1 – Coinsurancenom ) – Penaltynom 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_hoursnom + FeesSupplements – Co-paymentSupplements x (1 – Trainee_reduction*Trainee)   
Coinsurance for patient from the general population 
Reimbursement= Reimbursement_regular_hoursnom + FeesSupplements x (1-CoinsuranceSupplements) 
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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= Feenom – Co-paymentnom x (1 – Trainee_reduction x Trainee) – (Gatekeeping_reduction x 
Gatekeeping x GMD/DMG )  
Coinsurance: Reimbursement= Feenom – Min {Feeno_accreditation x Coinsurance_ratenom; Ceiling} – (Gatekeeping_reduction x 
Gatekeeping x GMD/DMG)  
 
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  
• € 2.5 cardiologist, gastroenterologist, lung expert, geriatrician, internist 
• € 2.64 anaesthetist, other specialist  
• € 2.68 paediatrician, psychiatrist, neuropsychiatrist, neurologists or neuropaediatrician, haematologist, endocrinologist- diabetes 

specialist, oncologist, oncologist and haematologist paediatrician 
• € 2.82 dermatologist 
• € 3.1 rheumatologist 
and two coinsurance rates  
• 10% the first consultation with internist for patient with complex pathology and no clear diagnosis and for a geriatric evaluation 
• 10% on supplementary fees for urgent consultations at the specialist office 
 
General population 
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Coinsurance rates with a limit  
• 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  
• 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)  

• Patients with preferential 
reimbursement 

S1, S2 and S3: 15% coinsurance (Reimbursement= Feenom – Feeno_accreditation x 0.15 – € 2 x Gatekeeping x GMD/DMG) 

• General population S1: 25% coinsurance (Reimbursement= Feenom – Feeno_accreditation x 0.25 – € 5 x Gatekeeping x GMD/DMG) 
S2: 40% coinsurance; limited to € 15.5 (Reimbursement= Feenom – Min {Feeno_accreditation x0.40; € 15.5} – € 5 x Gatekeeping x 
GMD/DMG) 
S3: 40% coinsurance (Reimbursement= Feenom – Feeno_accreditation x 0.40 – € 5 x Gatekeeping x GMD/DMG) 

Cost-sharing setting (2)  

• Patients with preferential 
reimbursement 

S4: € 1.5 co-payment: (Reimbursement= Feenom – € 1.5 x (1 – Trainee_reduction*Trainee) – (€ 2 x Gatekeeping x GMD/DMG) 
(=co-payment for GP consultations) 
S5: € 2 co-payment: (Reimbursement= Feenom – € 2 x (1 – Trainee_reduction*Trainee) – (€ 2 x Gatekeeping x GMD/DMG) 
S6: € 2.5 co-payment: (Reimbursement= Feenom – € 2.5 x (1 – Trainee_reduction*Trainee) – (€ 2 x Gatekeeping x GMD/DMG) 
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S7: € 3 co-payment: (Reimbursement= Feenom – € 3 x (1 – Trainee_reduction*Trainee) – (€ 2 x Gatekeeping x GMD/DMG) 

• General population S4: € 6 co-payment: (Reimbursement= Feenom – € 6 x (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= Feenom – € 8 x (1 – Trainee_reduction*Trainee) – (€ 5 x Gatekeeping x GMD/DMG) 
S6: € 10 co-payment: (Reimbursement= Feenom – € 10 x (1 – Trainee_reduction*Trainee) – (€ 5 x Gatekeeping x GMD/DMG)  
S7: € 12 co-payment: (Reimbursement= Feenom – € 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 € 1.5 and € 6 (instead of € 3 and € 12 in S7 and € 2.5 and € 10 in S6) to be in accordance with the fee level. 
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