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1. OUT-OF-POCKET PAYMENTS AS A SHARE OF CURRENT TOTAL HEALTHCARE 
EXPENSES (A-2) 

1.1. Documentation sheet 
Description Out-of-pocket payments on health (% of current expenditure on health) 

Important notice: the current indicator is calculated using EU-SILC/IMA-AIM microdata and therefore differs from the A-2 indicator in the 
KCE Performance report 313 that is calculated using macrodata from the System of Health Accounts (SHA).1 EU-SILC/IMA-AIM microdata 
were used to make a distinction between persons requiring chronic care. Such subdivision is not possible in the SHA data. Unfortunately, 
the EU-SILC/IMA-AIM microdata do not account for healthcare expenses that are not covered by the public health insurance, while such 
information is included in the SHA data. 

Calculation Numerator: total household out-of-pocket payments (co-payments and supplements) in a given year, based on data from the 
InterMutualistic Agency (IMA-AIM). 
It concerns the amounts registered in variables ss00160 (co-payments) and ss00165 (supplements) for care expenditures and ss00160 
(co-payments) for pharmaceutical products. Two corrections are made: (1) a correction for reimbursements related to the system of 
maximum billing (MAB), i.e. amounts in ss00060 when ss00020 refers to a pseudocode of the MAB (780975, 781771, 781793, 781815, 
781874, 781896, 781911, 781933, 781955, 781970, 781616, 781631, 781653, 781675, 781690, 781712, 781734, 781756) and (2) a 
correction for double registration of expenses in the database for pharmaceutical products and the database for care expenditures by 
excluding amounts for care expenditures when ss00020 refers to codes for pharmaceutical products (753550, 753572, 753594, 753616).  
Denominator: total healthcare expenses at the household level (co-payments, supplements and expenses borne by the public health 
insurance RIZIV-INAMI) in a given year, based on IMA-AIM data. The expenses of the numerator are increased with the expenses borne 
by the public health insurance, i.e. the amounts registered in variables ss00060 for care expenditures and ss00060 and ss00195 for 
pharmaceutical products. 
Different categories of out-of-pocket payments are identified: hospital inpatient care, hospital day care, dental care, general practitioner 
(GP) care, specialist care and medicines. For a definition of these categories, we refer to section 3.2.2 of the Supplement of KCE report 
334.2 
Calculations are done separately for households with and without a member with chronic condition, using two definitions: 
1. Individuals entitled to the status for persons with a chronic illness. Entitlement is observed through IMA-AIM variables pp3015, 

pp3016 or pp3017. If the value for one of these 3 variables is equal to 1 or 2, the individual has an entitlement. Households with at 
least one member entitled to the chronic illness status, are defined as households entitled to the status. 

2. Individuals self-reporting to suffer from chronic (long-standing) illness or condition. This is identified through EU-SILC variable 
PH020 equal to “yes”. Households with at least one member with a self-reported chronic condition, are defined as households with a 
self-reported chronic condition (see also indicator CHR-1). 

Rationale Financial accessibility is a basic condition for a functional healthcare system. There is a near consensus that the financial burden of 
healthcare payments should not disproportionately rest on persons who seek healthcare. The idea to decouple payments from health risks 
or the receipt of healthcare does not provide guidance on how payments should be allocated. However, it is generally presumed that 
payments should be determined by ability or capacity to pay. A rationale to relate payments for healthcare to capacity to pay is that one 



 

KCE Report 352TS HSPA: care for people with chronic conditions 13 

 

 

does not want that these payments hinder people’s ability to seek healthcare when ill. Another rationale is that one wants to avoid that 
payments for healthcare reduce households’ potential to consume other necessary goods and services such as food, housing and utilities.  
In this reasoning, it should be expected that the share of out-of-pocket payments (OOPs) as a share of current healthcare expenditures is 
lower for individuals suffering from a chronic illness with the aim to reduce the financial burden for those in high and frequent need of care. 

Primary data source EU Statistics on Income and Living Conditions (EU-SILC) coupled with data from the InterMutualistic Agency (IMA/AIM). Data from 2008, 
2012 and 2016 are used. 
The EU-SILC microdata are the reference source for measuring socioeconomic disparities in Belgium (and Europe). The Belgian data are 
collected by Statistics Belgium and are representative of the population. The survey format is harmonized across the EU with small national 
differences. Each wave consists of about 11 000 to 12 000 individuals in about 6 000 households.  
For every respondent in the EU-SILC, the available information is enriched with additional data from the InterMutualistic Agency. The 
IMA-AIM data brings together data of the different sickness funds at the individual level in a common format. An advantage is that the data 
are not self-reported or limited to a certain registration period, but are continuously collected for administrative use and hence less prone 
to recall bias.  
The available information includes detailed individual-level data on the use and expenditures – further subdivided in co-payments, 
supplements and expenditures chargeable to the public health insurance – of all care covered by the public health insurance (procedures, 
services, admissions, prescribed medication, etc.) as well as the take-up and use of protection measures in the public health insurance, 
such as increased reimbursement status, the chronic illness status and the system of maximum billing. 

Technical definitions  Out-of-pocket payments are expenditures borne directly by a patient because health insurance does not cover the (full) cost of the health 
good or service. They include cost-sharing (co-payment, coinsurance – “ticket modérateur” in French and “remgeld” in Dutch – or 
deductible) for health expenditures covered by the public health insurance, as well as supplements in case they are registered. It does not 
include expenses that are not covered by the public health insurance (glasses, certain dental care, over-the-counter drugs), as these are 
not registered in the IMA-AIM data. 

Limitations There is no registration of healthcare that is not covered by the public health insurance or used by residents not insured in the public health 
insurance. This leads to an underestimation of OOPs. 
Some vulnerable population groups are not included in the survey sample: people residing in collective facilities such as the elderly and 
prisoners, the homeless or refugees. We know from other studies that these groups experience higher than average healthcare needs or 
difficulties in accessing healthcare.3-6 

International comparability Based on individual level data. At the international level, no data are available that provide a distinction by chronic care patients 
Performance dimension Accessibility of care  

Related indicators Unmet needs for medical care due to financial reasons (A-4), Proportion of households with (further) impoverishing (EQ-4) and catastrophic 
(EQ-5) out of pocket payments. 
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1.2. Results 
Figure 1 provides an overview of the share of out-of-pocket payments in total 
healthcare expenses for the population (red line) as well as for different 
subgroups of the population (blue bars) for the three years that are analysed. 
Figure 2 presents a subdivision of out-of-pocket payments in co-payments, 
supplements as well as information on the share of reimbursements in the 
system of maximum billing (MAB). Figure 3 breaks down the share of out-
of-pocket payments by care category. 

The overall share of out-of-pocket payments in total healthcare expenses 
shows a stable trend over time, amounting to 17.8% in 2008, 16.9% in 2012 
and 17.9% in 2016. Figure 2, however clearly indicates that the underlying 
composition has changed profoundly over time with a decreasing share of 
co-payments in total healthcare expenses (from 15.3% in 2008 to 13.5% in 
2016) and an increasing share of supplements (from 2.5% in 2008 to 4.3% 
in 2016). 
Figure 1 shows that regional variation in the share of OOPs in total 
healthcare expenses is small, but increasing over time. Variation by 
household income category is more pronounced and also increasing over 
time, with in 2016 a share of over 22% in the upper middle class and top 
incomes compared to a share of 11% among households at risk of poverty. 
Other financially vulnerable groups also have lower out-of-pocket payments 
as a share of total healthcare expenses.  
One potential explanation is that financial protection measures succeed in 
reducing the out-of-pocket payments. The results in Figure 1, for example 
clearly show a lower share of OOPs in total healthcare expenses for 
households benefitting from increased reimbursement, which effectively 
lowers co-payments chargeable for various types of care. Moreover 
households benefitting from reimbursements in the maximum billing system 
also have a lower share of OOPs. 
An alternative explanation is that financially vulnerable households forgo or 
postpone care with a higher share of out-of-pocket payments, such as 
specialist or dental care. It has been demonstrated that financially vulnerable 
households and even household benefitting from increased reimbursement 
postpone medical and dental care due to financial reasons.  

Lower share of OOPs in total healthcare expenses for households with 
a member having a chronic condition 
Finally, a difference is observed between households with and without a 
member with a self-reported chronic condition. Households with at least one 
member self-reporting to suffer from a chronic condition pay a lower share 
in OOPs, equal to 15.1% in 2016 relative to 19.7% for household without a 
member with a self-reported condition.  
The difference is more pronounced when using a definition based on the 
chronic illness status. In this case we find that households with a member 
entitled to the chronic illness status have a share of OOPs equal to 12.7% 
in 2016 compared to 19.4% for households without a member entitled to the 
status. 
The results in Figure 2 indicate that the difference is in particular related to 
a lower share of co-payments, which is not surprising as these households 
are more likely to benefit from both the MAB and increased reimbursement 
status, effectively lowering their co-payments. In 2016, the fraction of 
households benefitting from increased reimbursement amounted to 37.6% 
and 16.3% for households with and without a member with a self-reported 
chronic condition, respectively, and to 40.3% and 20.4% for households with 
and without a member entitled to the chronic illness status, respectively. 
With respect to the system of maximum billing, the share of households 
receiving a reimbursement through this protection measure amounted in 
2016 to 21.4% and 6.1% for households with and without a member with a 
self-reported chronic condition, respectively and to 35.2% and 5.6% for 
households with and without a member entitled to the chronic illness status, 
respectively. 

Increasing share of supplements over time 
The share of supplements is increasing over time for both households with 
and without members with a self-reported chronic condition. The difference 
between both groups is small and likely related to an income effect with 
household with a member with a self-reported chronic condition having a 
relatively lower income. 
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Lower share of OOPs for GP, dental and specialist care among 
households with a member having a chronic condition 
Figure 3 shows variation in out-of-pocket payments for various care 
categories between households with and without a member with a self-
reported chronic condition and between households with and without a 
member entitled to the chronic illness status. For both subdivisions, we find 
no important difference in the share of OOPs for medication, hospital care 

and other care. On the other hand, the share of OOPs for GP, specialist and 
dental care is substantially lower for households with a member with a self-
reported chronic condition and for households with a member entitled to the 
chronic illness status. This can – in particular for GP and specialist care – 
be explained by lower co-payments related to increased reimbursement 
status. As already mentioned above, for specialist care and dental care, the 
lower share can also be related to postponement of care due to financial 
reasons (see also indicator A-4). 

Figure 1 – Share of out-of-pocket payments (OOPs) in total healthcare expenses for various subgroups (years 2008, 2012, 2016) 
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Figure 2 – Share of co-payments, supplements and MAB reimbursements in total healthcare expenses, subdivided by chronic condition (years 2008, 
2012, 2016) 
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Figure 3 – Share of out-of-pocket payments for various care categories in total healthcare expenses, by chronic condition (years 2008, 2012, 2016) 
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Key points 

• The overall share of out-of-pocket payments in total healthcare 
expenses shows a stable trend over time, amounting to 17.8% in 
2008, 16.9% in 2012 and 17.9% in 2016. The underlying composition 
has changed profoundly over time with a decreasing share of co-
payments and an increasing share of supplements. 

• The share of out-of-pocket payments in total healthcare expenses 
varies in particular in function of the financial means of the 
households, with lower share for financially vulnerable 
households. One potential explanation is that financial protection 
measures succeed in reducing the out-of-pocket payments. An 
alternative explanation is that financially vulnerable households 
forgo or postpone care with a higher share of out-of-pocket 
payments, such as specialist or dental care. 

• There is a lower share of OOPs in total healthcare expenses for 
households with a member having a chronic condition. Household 
with and without a member with a self-reported chronic condition 
(EU-SILC) have a share of 15.1% and 19.7%, respectively, in 2016. 
Household with and without a member entitled to the chronic 
illness status have a share of 12.7% and 19.4%, respectively, in 
2016. 

• For both the distinction based on a self-reported chronic condition 
(EU-SILC) and the chronic illness status (IMA-AIM), the difference 
between households with and without a member with a chronic 
condition is in particular related to a lower share of co-payments 
for the former, which is not surprising as these households are 
more likely to benefit from both the MAB and increased 
reimbursement status, effectively lowering their co-payments. 
Moreover, we find that households with a member with a chronic 
condition have in particular a lower share of OOPs for GP, 
specialist and dental care. 
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2. SELF-REPORTED UNMET NEEDS FOR MEDICAL CARE DUE TO FINANCIAL REASONS 
(% OF INDIVIDUALS AGED 16 OR MORE) (A-4) 

2.1. Documentation sheet 
Description Self-reported unmet needs for medical care due to financial reasons (% of individuals aged 16 or more) 

Calculation Numerator: weighted number of individuals aged 16 or more who participated in the in the European Union Statistics on Income 
and Living Conditions (EU-SILC) who answered “yes” to question PH040 (unmet needs for medical care) and who indicated “could 
not afford to (too expensive)” in question PH050 as main reason for this unmet needs (see below)  
Denominator: weighted number of individuals aged 16 or more who participated in the in the European Union Statistics on Income 
and Living Conditions (EU-SILC) 
Calculation is done separately for individuals with chronic condition, using 2 definitions 
1. Individuals entitled to the status for persons with a chronic illness. Entitlement is observed through IMA-AIM 

variables pp3015, pp3016 or pp3017. If the value for one of these 3 variables is equal to 1 or 2, the individual has an 
entitlement. Households with at least one member entitled to the chronic illness status, are defined as households 
entitled to the status. 

2. Individuals self-reporting to suffer from chronic (long-standing) illness or condition. This is identified through EU-
SILC variable PH020 equal to “yes”. Households with at least one member with a self-reported chronic condition, are 
defined as households with a self-reported chronic condition (see also indicator CHR-1). 

Rationale Financial access is a basic condition for a functional healthcare system. Foregoing necessary treatment because of its cost can 
be detrimental to a person’s health. High out-of-pocket payments that affect other necessary expenses are also considered 
undesirable. Healthcare is generally considered financially inaccessible when people limit or postpone the use of necessary care 
because of (excessively) high costs, or when they have to relinquish other basic necessities because they need care. Higher rates 
of unmet needs for financial reasons are therefore considered indicative for the financial accessibility of healthcare. 
For a detailed analysis of self-reported unmet needs for medical care due to financial reasons, we refer the reader to KCE report 
334.1 

Primary data source EU Statistics on Income and Living Conditions (EU-SILC) coupled with data from the InterMutualistic Agency (IMA/AIM). Data from 
2008, 2012 and 2016 are used. 
The EU-SILC microdata are the reference source for measuring socioeconomic disparities in Belgium (and Europe). The Belgian 
data are collected by Statistics Belgium and are representative of the population. The survey format is harmonized across the EU 
with small national differences. Each wave consists of about 11 000 to 12 000 individuals in about 6 000 households.  
For every respondent in the EU-SILC, the available information is enriched with additional data from the InterMutualistic Agency. 
The IMA-AIM data brings together data of the different sickness funds at the individual level in a common format. An advantage is 
that the data are not self-reported or limited to a certain registration period, but are continuously collected for administrative use 
and hence less prone to recall bias.  
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The available information includes detailed individual-level data on the use and expenditures – further subdivided in co-payments, 
supplements and expenditures chargeable to the public health insurance – of all care covered by the public health insurance 
(procedures, services, admissions, prescribed medication, etc.) as well as the take-up and use of protection measures in the public 
health insurance, such as increased reimbursement status, the chronic illness status and the system of maximum billing. 

Technical definitions EU-SILC2-4 
Unmet needs for medical care are recorded at the individual level for respondents aged 16 or more using two questions PH040 
and PH050. Medical care refers to individual health services (medical examination or treatment) provided by or under direct 
supervision of medical doctors; it includes GP, specialist and hospital care, but also mental healthcare and excludes dental care 
and self-medication 
There was a revision of the phrasing of the question in 2011, which was accompanied by a significant increase in reported unmet 
needs.5 Hence a direct comparison of the results of 2008 on the one hand and 2012/2016 on the other hand should be interpreted 
with caution. Compared to the 2012/2016 question, the question in 2008 is more restricted in scope and puts emphasis on the 
presence of a health condition as a preliminary to consult a doctor/dentist and the own responsibility of the interviewed person for 
not seeking care. 
PH040 

Question in 2008 (up to 2010) (authors’ translation from Dutch phrasing):  
“During the past 12 months, did you have a health condition or did you need medical treatment (except dental issues) but did 
you not seek care for one or another reason” 

Answer options: 
1. Yes, I had a health condition and did not consult a doctor 
2. No, I had a health condition and consulted a doctor 
3. No, I did not have a health condition, but consulted a doctor for an annual check-up 
4. No, I did not have a health condition and did not consult a doctor 
Question in 2012/2016 (from 2011 up to 2017) (authors’ translation from Dutch phrasing):  
“Was there any time during the past 12 months when you really needed a medical examination or treatment, but that this did 
not occur?” 

Answer options: 
1. Yes, there was at least one occasion 
2. No, there was no occasion 

PH050 
There is a follow-up question in which the individuals with unmet needs indicate the main reason for postponing care. In 2008, 
2012/2016 the same reasons are available, but with a slightly different wording with respect to affordability: 
o In 2008: “I could not afford it due to financial reasons” 
o In 2012/2016: “I could not afford it (too expensive or not covered by the sickness fund or an insurance)” 
Other potential reasons for not seeking care include: no time because of work or child care, travel distance was too far, 
presence of waiting lists, fear of doctor or hospital, wanted to wait and see if problem got better on its own etc. 
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International comparability Data on unmet healthcare needs are available in Eurostat based on the EU-SILC survey with subgroup rates by e.g. income 
quintile, educational attainment, sex, citizenship and age group. However, no distinction in unmet needs is made by self-reported 
presence of a chronic condition (PH020 variable in EU-SILC). Moreover, no distinction can be made by entitlement to the chronic 
illness status as the variable is specific to the Belgian public health insurance. 
For these reasons, no international comparison is presented. 

Limitations For the EU-SILC data, there was a revision of the phrasing of the question in 2011, which was accompanied by a significant 
increase in reported unmet needs.5 Hence a direct comparison of the results of 2008 on the one hand and 2012/2016 on the other 
hand should be interpreted with caution.  
A general limitation is that unmet needs are self-assessed; hence it is impossible to evaluate whether or not the postponed care 
was related to an objective need for care (was it necessary or acute?), for how long care was postponed (forgone care or delayed 
until the receipt of income in the next month?), and whether the postponement is the result of spending money on basic necessities 
(food, utilities, rent) or on other (non-necessary) consumption.  

Dimension Accessibility; Equity 

Related indicators Out-of-pocket payments on health (% of current expenditure on health) (A-2), Proportion of households with (further) impoverishing 
(EQ-4) and catastrophic (EQ-5) out of pocket payments. 

2.2. Results  
Figure 4 provides an overview of the incidence of unmet needs due to 
financial reasons in the population (red line) as well as for different 
subgroups of the population (blue bars) for the three years that were 
analysed. For a comprehensive analysis of self-reported unmet needs for 
medical care due to financial reasons, we refer the reader to KCE report 
334.1  

The overall incidence of persons aged 16 and over in Belgium reporting 
unmet needs for medical examination due to financial reasons increased 
from 0.5% in 2008 to 1.7% in 2012 and 2.2% in 2016. There are important 
differences between subgroups in the population. 

First, there is regional variation with an incidence above the average in 
Brussels and Wallonia and below the average in Flanders. Differences by 
age or sex are small. 

Second, unmet needs for financial reasons prevail among individuals in a 
financially precarious situation, i.e. individuals with low income, on welfare 

support, with severe material deprivation, in unemployment or inactivity. For 
example, the incidence among individuals in households at risk of poverty is 
3 to 4 times higher than the population average. In 2016, the incidence 
reached 8.6%. Even more striking, about 1 in 9 individuals receiving welfare 
support and about 1 in 4 individuals with severe material deprivation indicate 
to have unmet needs for medical care due to financial reasons in 2016.  

In KCE report 334, it was found that in 2016 95% of the individuals with 
unmet needs for medical care perceive an inability to cope with 
unexpected expenses, compared to about 22% in the subgroup without 
unmet needs.1 The (perceived) inability to cope with unexpected expenses 
is (at least partially) related to the activity status of the individuals. The 
majority of the individuals with unmet needs for medical care are at working 
age, but without paid work. The incidence of unmet needs for medical care 
is high among individuals in households with very low working intensity, i.e. 
where the household members at working age spend less than 20% of their 
(combined) available time on paid work.  
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Third, important protective measures such as the system of maximum billing 
(MAB) and increased reimbursements status do not prevent postponement 
of care. Above average incidence rates are found among individuals entitled 
to increased reimbursement and among individuals living in household 
benefitting from the MAB. 

Higher incidence of unmet needs among individuals with chronic 
condition 
Fourth, the incidence of unmet needs is substantially higher among 
individuals who report to suffer from a chronic illness. As can be seen in the 
bottom four lines in Figure 4, the incidence increases from 1.1% in 2008 to 
3.5% in 2012 and 5.2% among persons with a self-reported chronic 
condition relative to 0.3% in 2008, 1.1% in 2012 and 1.2% in 2016 among 
those without a self-reported chronic condition. When considering the 
chronic illness status as indicator for a chronic condition, we find that the 
incidence is nearly twice as high in 2016 among those entitled to the status 
(3.9%) relative to those not entitled (2.0%).  
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Figure 4 – Share of individuals with self-reported unmet needs for medical examination due to financial reasons in Belgium for various subgroups 
(years 2008, 2012 and-2016) 
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Key points  
• The overall incidence of persons aged 16 and over in Belgium 

reporting unmet needs for medical examination due to financial 
reasons increased from 0.5% in 2008 to 1.7% in 2012 and 2.2% in 
2016. There are important differences between subgroups in the 
population. 

• Unmet needs are substantially higher among individuals who 
report to suffer from a chronic illness. The incidence increases 
from 1.1% in 2008 to 3.5% in 2012 and 5.2% among those with a 
self-reported chronic condition relative to 0.3% in 2008, 1.1% in 
2012 and 1.2% in 2016 among those without self-reported chronic 
condition. When considering the chronic illness status as 
indicator for a chronic condition, we find that the incidence is 
nearly twice as high in 2016 among those entitled to the status 
(3.9%) relative to those not entitled (2.0%). 
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https://kce.fgov.be/sites/default/files/atoms/files/KCE_313C_Performance_Belgian_health_system_Report.pdf
https://kce.fgov.be/sites/default/files/atoms/files/KCE_313C_Performance_Belgian_health_system_Report.pdf
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3.  PROPORTION OF LOW-CARE RENAL DIALYSIS (%) (E-5) 
3.1. Documentation sheet 

Description  Proportion of low-care renal dialysis for general hospitals 

Calculation Numerator: (autodialysis lump sums + nocturnal haemodialysis lump sums + home haemodialysis lump sums + self-care haemodialysis 
lump sums)/156 + peritoneal lump sums/days in the current year + kidney transplant for the current year/2 + kidney transplant for the year 
before + kidney transplant for the penultimate year 
Denominator: (autodialysis lump sums + night haemodialysis lump sums + home haemodialysis lump sums + self-care haemodialysis lump 
sums)/156 + peritoneal lump sums/days in the current year + kidney transplant for the current year/2 + kidney transplant for the year before 
+ kidney transplant for the penultimate year + haemodialysis lump sums at the hospital site/156 

Rationale Haemodialysis in hospital setting is expensive (“high-care dialysis”), while alternatives such as haemodialysis in a satellite centre or at 
home, nocturnal or peritoneal dialysis are less costly (“low-care dialysis”). Since most patients can be treated with low-care dialysis at least 
initially, general hospitals have been asked since 2018 to reach at least 40% of “low-care” dialysis (dialysis financing agreement [1]). Low-
care dialysis, for the eligible patients, also allows for a more flexible schedule than in a high-care setting. 

Data source RIZIV – INAMI data from the dialysis financing agreement IMA – AIM databases 

Technical definitions Selection of the following RIZIV – INAMI billing codes (nomenclature): 
- autodialysis lump sums: 767756, 767782, 767804 
- night haemodialysis lump sums: 767616 
- home haemodialysis lump sums: 767734 
- self-care haemodialysis lump sums: 767955, 767966 
- peritoneal lump sums : 767815, 767826, 767830, 767841 
- haemodialysis lump sums at the hospital site: 767594, 767631, 767664, 767686, 767701, 767723 
- kidney transplant: 318010, 318021 

Limitations Administrative data; analysis limited to the hospitals having signed the agreement over dialysis (n=52). 

International comparability None 

Dimension Efficiency, patient-oriented care 

Related performance 
indicators 

- 

Keywords Renal dialysis 

https://www.inami.fgov.be/SiteCollectionDocuments/convention_financement_dialyse.docx
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3.2. Results  
Acute hospitals having signed the dialysis financing agreement (n=52) have 
a target of 40% low-care dialysis, effective in 2018.The period studied (2017-
2020) includes the year before as point of comparison. Results show that as 
whole (when calculating the proportion for all services in all hospitals in the 

agreement), Belgium reached the target in 2018, Brussels and Flanders had 
already a proportion above 40% in 2017, and Wallonia reached the target in 
2019 (Figure 5, left); the most recent figures (2020) shows Belgium reaching 
43% and the regions ranging from 44.3% for Flanders to 41.0% for Wallonia, 
while Brussels is in between with 43.2% (Table 1). 

 

 

Figure 5 – Proportion of low-care dialysis by region and by hospitals in a region per year 

 

Source : RIZIV – INAMI 
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Table 1 – Proportion of low-care dialysis per region 
Region 2017 2018 2019 2020 

Brussels 40.9% 41.8% 42.8% 43.2% 

Flanders 41.2% 42.5% 42.5% 44.3% 

Wallonia 36.0% 38.9% 40.1% 41.0% 

Belgium 39.5% 41.2% 41.8% 43.0% 
Source : RIZIV – INAMI 

 

At the hospital level, there were 52 hospitals performing dialysis between 
2017 and 2020, most of them (37) having a least 40% of low-care dialysis 
each year over the period (Figure 6). 

Table 2 shows the analysis by hospital with a calculation of the proportion 
of hospitals having reached the target of 40% of low-care dialysis for 
Belgium, by region and by type hospital. In 2020, the proportion of hospital 
reaching the target in 86.5%; for the regions, it is 88.9% in Brussels, 75.0% 
in Flanders and 100.0% in Wallonia. The evolution is shown in Figure 1 
(right): after a rise from 2017 to 2019, the proportions falls in 2020, this might 
be due to stress on the healthcare system due to Covid-19 (figures from the 
coming 2-3 will confirm or deny this hypothesis). When looking at the type 
of hospital in 2020, 85.7% of the academic hospitals had reached the target 
while the proportion reaches 91.7% for the non-academic general hospitals 
with academic character  and the general hospital reaching 84.8%. 

Table 2 – Proportion of hospitals with 40% of low-care dialyses, by hospital type 
Hospitals with at least 40% 

of low care dialysis 
2017 2018 2019 2020 

total n % total n % total n % total n % 
Belgium 51 40 78.4%          52  49 94.2% 52          49  94.2% 52          45  86.5% 

Region                         
Brussels 9 9 100.0% 9 9 100.0% 9 8 88.9% 9 8 88.9% 

Flanders 24 18 75.0% 24 22 91.7% 22 2 9.1% 24 18 75.0% 

Wallonia 18 13 72.2% 19 18 94.7% 19 19 100.0% 19 19 100.0% 

Hospital type                         
Academic hospitals 7 7 100.0% 7 7 100.0% 7 7 100.0% 7 6 85.7% 
Non-academic general 
hospitals with academic 
character 11 9 81.8% 12 12 100.0% 12 12 100.0% 12 11 91.7% 

General hospital 33 24 72.7% 33 30 90.9% 33 30 90.9% 33 28 84.8% 
Source: RIZIV – INAMI 
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Figure 6 – Proportion of low-care dialyses per hospital (n=52) per year (2017-2020) 

 
Source: RIZIV – INAMI 
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Key points 

• - Since 2018, hospitals who have signed the agreement on the 
financing of dialysis are requested to reach a rate of at least 40% 
of low-care dialysis (RIZIV – INAMI convention); 

• - This rate is reached at the Belgian level and at the regional 
level, but not all hospitals manage to reach it individually. In 
2020, among the 52 hospitals in the agreement, 45 have reached 
the required rate (8 out of 9 in Brussels, 18 out of 24 in Flanders 
and 19 out of 19 in Wallonia) vs 7 that have not (1 in Brussels, 
6 in Flanders and 0 in Wallonia); by type of hospital, the results 
for 2020 are 28 general hospitals (out of 33), 11 Non-academic 
general hospitals with academic character (out of 12) and 6 
academic hospitals (out of 7)  

 

References 
[1] RIZIV – INAMI, agreement on the financing of dialysis, 

http://www.inami.fgov.be/SiteCollectionDocuments/convention_finan
cement_dialyse.docx  

http://www.inami.fgov.be/SiteCollectionDocuments/convention_financement_dialyse.docx
http://www.inami.fgov.be/SiteCollectionDocuments/convention_financement_dialyse.docx
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4. PROPORTION OF HOUSEHOLDS WITH (FURTHER) IMPOVERISHING (EQ-4) AND 
CATASTROPHIC (EQ-5) OUT OF POCKET PAYMENTS 

4.1. Documentation sheet 
Description Proportion of households with (further) impoverishing (EQ-4) and catastrophic (EQ-5) out of pocket payments. 

Calculation See technical definitions section below. 

Rationale 

There is a near consensus that the financial burden of healthcare payments should not disproportionately rest on those 
who seek healthcare. The idea to decouple payments from health risks or the receipt of healthcare does not provide 
guidance on how payments should be allocated. However, it is generally presumed that payments should be determined 
by ability or capacity to pay (vertical equity principle). A rationale to relate payments for healthcare to capacity to pay is 
that one does not want that these payments hinder people’s ability to seek healthcare when ill. Another rationale is that 
one wants to avoid that payments for healthcare reduce households’ potential to consume other necessary goods and 
services such as food, housing and utilities.  
The incidence of catastrophic and impoverishing out-of-pocket payments have been used to evaluate the relation 
between healthcare spending and ability or capacity to pay.1 For reasons of international comparability, we follow the 
methodology proposed by the World Health Organization (WHO) European Region in its series on financial hardship 
(detailed in the technical definition).2 This is a capacity-to-pay approach that assumes that households need to spend part 
of their resources to meet basic needs, such as food, housing and utilities. The underlying idea to implement a correction 
for basic needs is that poor households devote relatively more of their resources to meeting basic needs and may face a 
trade-off between consuming basic needs and healthcare. Only after meeting basic needs, resources are available to 
spend on healthcare. The household’s capacity-to-pay (for healthcare) is defined as the total household expenses minus 
a standard amount to cover basic needs. The standard amount is calculated as the average amount spent on food, housing 
(rent) and utilities (electricity, water, fuel etc.) by households between the 25th and 35th percentiles of total household 
expenses distribution, adjusted for household composition by the equivalence scale of the Organisation for Economic Co-
operation and Development (OECD). The amount of basic need expenses is also used as poverty line or basic needs line. 
If the total household expenses fall below this poverty line, the household is considered poor and its capacity-to-pay is 
negative.  
Out-of-pocket payments are considered impoverishing when the household is not poor, but has out-of-pocket 
payments that exceed the household’s capacity-to-pay. In that case, total household expenses net of healthcare 
consumption are below the poverty line. Out-of-pocket payments of poor households are considered further 
impoverishing.  
Out-of-pocket payments are considered catastrophic when they exceed 40% of the household’s capacity-to-pay. 
Poor households (which have a negative capacity to pay, see above) with [without] out-of-pocket payments are considered 
[not] to incur catastrophic payments. Hence out-of-pocket payments that are (further) impoverishing are always 
catastrophic, but catastrophic out-of-pocket payments are not necessarily impoverishing. 
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Data source 

Data from the European Union Statistics on Income and Living Conditions (EU-SILC) collected in 2008, 2012 and 2016 
coupled with Sickness fund data from the InterMutualistic Agency (IMA-AIM – “InterMutualistisch Agentschap”/ “Agence 
InterMutualiste”). 
The EU-SILC microdata are the reference source for measuring socioeconomic disparities in Belgium (and Europe). The 
Belgian data are collected annually by Statistics Belgium. The EU-SILC data contain rich individual and household 
information for a representative sample of the population residing in Belgium (about 11 000 to 12 000 individuals in about 
6 000 households). Detailed, self-reported information is recorded amongst others on education level, activity status, 
various income sources, housing, possession of goods, wealth, age, sex, municipality of residence, family situation, 
neighbourhood characteristics, and health status.  
An additional advantage is that the EUROMOD microsimulation model runs on EU-SILC microdata.3 Using detailed 
information on the Belgian tax system, EUROMOD simulates personal income taxes and indirect taxes paid by the 
household for a chosen year.4, 5 The EUROMOD model adds consumption profiles to the EU-SILC through an imputation 
procedure using data from the Household Budget Survey. For more detail on the imputation procedure, we refer the 
interested reader to De Agostino et al. (2017)6 and Decoster et al. (2014)7. Consumption expenditures in different 
categories (e.g. food, utilities, rent, etc.) are imputed for each household.  
The IMA-AIM microdata are detailed and exhaustive administrative data on the use and payments – further subdivided 
in co-payments, supplements and expenditures chargeable to the public health insurance (RIZIV-INAMI) – of all care 
covered by the public health insurance (procedures, services, admissions, prescribed medication, etc.). The data provide 
information on financial protection mechanisms, such as increased reimbursement, the maximum billing system and the 
chronic illness status. The out-of-pocket payments account for the protection mechanisms in place.  

Technical definitions 

For detailed information on all selected variables from the EU-SILC/IMA-AIM database and the calculation of 
catastrophic and (further) impoverishing out-of-pocket payments, we refer to section 3.2.2 of the Supplement of 
KCE report 334.8  
Key information in the data:  
1) Information on household capacity-to-pay. Typically, household consumption expenditures are used as proxy 
for household resources. Household consumption is not observed in the data, but imputed from the EUROMOD 
microsimulation model (see data source) in broad categories such as food, rent, utilities, clothing etc. Household 
income is used as an alternative proxy for household resources. 
2) Information on out-of-pocket payments (OOPs): out-of-pocket payments are defined as the sum of co-payments 
and supplements accounting for reimbursements from the maximum billing system.  
3) Information on relevant groups in the population, e.g. 

• Quintiles of equivalized household income or consumption expenditure. The OECD household equivalence 
scale is used to account for economies of scale in household consumption based on the number of adults and 
children included in the household. The equivalence scale is calculated as follows:  

𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒ℎ = 1 + 0.7 ∗ (𝑛𝑛𝑛𝑛𝑛𝑛𝑛𝑛𝑛𝑛𝑛𝑛 𝑜𝑜𝑜𝑜 𝑎𝑎𝑎𝑎𝑎𝑎𝑎𝑎𝑎𝑎𝑎𝑎 − 1) + 0.5 ∗ (𝑛𝑛𝑛𝑛𝑛𝑛𝑛𝑛𝑛𝑛𝑛𝑛 𝑜𝑜𝑜𝑜 𝑐𝑐ℎ𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖 𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑟𝑟 13 𝑦𝑦𝑦𝑦𝑦𝑦𝑦𝑦𝑦𝑦 𝑜𝑜𝑜𝑜 𝑎𝑎𝑎𝑎𝑎𝑎) 
• Individuals entitled to the status for persons with a chronic illness. Entitlement is observed through IMA-

AIM variables pp3015, pp3016 or pp3017. If the value for one of these 3 variables is equal to 1 or 2, the 
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individual has an entitlement. Households with at least one member entitled to the chronic illness status, 
are defined as households entitled to the status. 

• Individuals self-reporting to suffer from chronic (long-standing) illness or condition. This is identified 
through EU-SILC variable PH020 equal to “yes”. Households with at least one member with a self-reported 
chronic condition, are defined as households with a self-reported chronic condition (see also indicator CHR-1) 

Calculation of catastrophic and impoverishing health expenditures 
To estimate the catastrophic and impoverishing health expenditures, we followed four main steps of the methodology 
proposed by the WHO European Region in its series on financial protection:2 i.e. estimate of 1) the basic needs lines, 2) 
the basic needs expenditures levels, 3) the capacity to pay and, 4) the incidence of impoverishing and catastrophic OOPs. 
The methodology of the WHO European Region was chosen as it allows for a comparison with other countries. A detailed 
description of the methodology can be found in WHO (2016).9 
Step 1: basic needs lines.  
A basic needs line is calculated as the average amount spent on food, housing (rent) and utilities (water, electricity and 
fuel used for cooking and heating) by households with equivalized total household resources (i.e. household income or 
household consumption expenditures) between the sample weighted 25th and 35th percentile of the distribution, which 
report any spending in the concerned category, rescaled using OECD equivalence scales. These households are selected 
based on the assumption that they are able to meet, but not necessarily exceed, basic needs for food, housing and utilities. 
Step 2: expenses for basic needs. 
The household expenses for basic needs are calculated by multiplying the basic needs lines with the equivalized 
household size.  
Step 3: capacity to pay. 
A household’s capacity to pay for healthcare is defined as household resources (i.e. household income or household 
consumption expenditures) minus basic needs expenses. When total household resources are insufficient to cover basic 
needs expenses, the household is considered poor. 
Step 4: incidence of impoverishing and catastrophic OOPs. 
To calculate the incidence of (further) impoverishing out-of-pocket payments, the households are divided into 5 
mutually exclusive categories based on their level of out-of-pocket payments in relation to the poverty line. 

1. Households without out-of-pocket payments, irrespective of the household financial resources.  
2. Households not at risk of impoverishment: non-poor households with out-of-pocket payments. When OOPs are 

deducted from the total household resources, the remaining financial resources are above 120% of the poverty 
line, implying that the household has enough means to cover basic needs.  

3. Households at risk of impoverishment: non-poor households with out-of-pocket payments. When OOPs are 
deducted from the total household resources, the remaining financial resources are between the poverty line and 
120% of the poverty line, implying that the household has enough means to cover basic needs, but with (very) 
limited financial leeway.  

4. Impoverished households: non-poor households with out-of-pocket payments. When OOPs are deducted from 
the total household resources, the remaining financial resources are below the poverty line, implying that the 
household has not enough means to cover both basic needs and healthcare.  
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5. Further impoverished households: poor households with out-of-pocket payments. The household has not enough 
means to cover basic needs and OOPs make the financial situation even more precarious.  

The incidence of catastrophic payments can be calculated using the household’s OOPs in relation to its capacity to 
pay. Out-of-pocket payments are considered catastrophic when they exceed 40% of the household’s capacity to pay. 
Hence, households that are (further) impoverished always experience catastrophic out-of-pocket payments. 
Statistical analysis 
The significance of differences in incidence or risk between subgroups is assessed by post-hoc pairwise comparisons 
through multiple linear regression models. The survey STATA package [svy] was applied to account for the survey design 
characteristics (sampling weight, cluster sampling, stratification) of the EU-SILC/IMA-AIM databases to better estimate 
the standard errors.10 A p-value below 0.05 is considered as significant. 

Limitations 

There is no registration of healthcare that is not covered by the public health insurance or used by residents not insured 
by the public health insurance. 
Some vulnerable population groups are not included in the survey sample: people residing in collective facilities such as 
the elderly and prisoners, the homeless or refugees. It is known from other studies that these groups experience higher 
than average healthcare needs or difficulties in accessing healthcare.11-14  

International comparability Based on individual level data. At the international level, no data are available that provide a distinction by chronic care 
patients 

Dimension Equity, accessibility 

Related performance indicators / 

Keywords Health Services Accessibility, Health expenditures 
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4.2. Results 

4.2.1. Households with (further) impoverishing OOPs (EQ-4) 
Figure 7 and Table 3 provide information on the proportion of households 
that are (further) impoverished and at risk of impoverishment after OOPs 
using total household consumption expenditures as proxy for the household 
financial resources. Not only the overall incidence is reported (years 2008, 
2012 and 2016), but also the incidence for households with at least one 
member entitled to the chronic illness status (in 2016) and the incidence for 
households with at least one member with a self-reported chronic condition 
(years 2008, 2012 and 2016). 

The results indicate that the overall incidence of being impoverished or 
further impoverished remained stable between 2008 and 2016 and that 
there is a decrease in the proportion of households without out-of-pocket 
payments.  

Higher probability of being further impoverished or at risk of 
impoverishment when self-reporting a chronic condition 
When examining the subdivision in incidence between households with no 
member with a self-reported chronic condition and households with at least 
one member with a  self-reported chronic condition, the latter group has in 
2016 a significant higher risk of being further impoverished (post-hoc 
comparison, p=0.007) or at risk of impoverishment (post-hoc comparison, 
p<0.001). The incidence of being impoverished is also higher among 
households with at least one member reporting a chronic condition, but 
given the low percentages, the effect is not significant. The results further 
indicate, not surprisingly, a significant lower share of households without 

OOP among households with at least one member reporting a chronic 
condition (post-hoc comparison, p<0.001). 

No higher probability of being further impoverished when entitled to 
the chronic illness status 
When examining the subdivision in incidence between households with no 
member entitled to the status for persons with a chronic illness and 
households with at least one member entitled to the chronic illness status, 
we observe no significant difference in the incidence of being impoverished 
or further impoverished. The difference in incidence of being at risk of 
impoverishment (post-hoc comparison, p=0.017) and having out-of-pocket 
payments (post-hoc comparison, p<0.001) is outspoken. All households with 
at least one member entitled to the chronic illness status have out-of-pocket 
payments. The share of households without OOP has an important effect on 
the incidence of catastrophic and impoverishing OOPs as households 
without OOPs cannot be (further) impoverished and cannot have 
catastrophic payments.  

The impact of a chronic condition on the incidence of (further) 
impoverishment is comparable when using income as proxy for 
household financial resources 
Figure 8 and Table 4 provide the same information as Figure 7 and Table 3, 
but use household disposable income as proxy for the household financial 
resources. The effects are somewhat more pronounced when using 
household income as a proxy for household resources and in particular the 
difference in incidence of being (further) impoverished between households 
with and without a member with a self-reported chronic condition gains in 
magnitude and significance. 
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Figure 7 – Proportion of households further impoverished, impoverished, at risk of impoverishment and without out-of-pocket payments (OOPs) 
(2008-2016) with consumption as proxy for household resources. Overall incidence and subdivided by chronic condition.  
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Figure 8 – Proportion of households further impoverished, impoverished, at risk of impoverishment and without out-of-pocket payments (OOPs) 
(2008-2016) with income as proxy for household resources. Overall incidence and subdivided by chronic condition.  
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Table 3 – Proportion of households further impoverished, impoverished, at risk of impoverishment, not at risk of impoverishment and without out-
of-pocket payments (OOPs) (2008-2016) with consumption as proxy for household resources. Overall incidence and subdivided by chronic condition.  

Overall incidence (value [95% 
confidence interval]) 2008 2012 2016 

Further impoverished 1.2% [0.9%-1.5%] 1.3% [0.9%-1.6%] 1.1% [0.9%-1.4%] 
Impoverished 0.2% [0.1%-0.4%] 0.1% [0.0%-0.2%] 0.2% [0.1%-0.3%] 
At-risk of impoverishment  1.9% [1.6%-2.3%] 1.9% [1.5%-2.3%] 1.9% [1.5%-2.2%] 
Not at-risk of impoverishment  92.4% [91.7%-93.1%] 92.4% [91.6%-93.2%] 93.1% [92.4%-93.8%] 
No OOPs 4.2% [3.6%-4.7%] 4.4% [3.7%-5.1%] 3.7% [3.1%-4.2%] 
Incidence by self-reported 
chronic condition (value [95% 
confidence interval]) 

2008 2012 2016 

No chronic condition Chronic condition No chronic condition Chronic condition No chronic condition Chronic condition 

Further impoverished (p=0.007)* 1.1% [0.7%-1.4%] 1.5% [0.9%-2.0%] 0.9% [0.6%-1.2%] 1.8% [1.1%-2.4%] 1.0% [0.6%-1.3%] 1.4% [0.9%-2.0%] 
Impoverished (p=0.113)* 0.2% [0.0%-0.4%] 0.3% [0.1%-0.5%] 0.0% [0.0%-0.1%] 0.1% [-0.1%-0.3%] 0.1% [0.0%-0.3%] 0.3% [0.1%-0.5%] 
At-risk of impoverishment 
(p<0.001)* 1.3% [0.9%-1.7%] 2.9% [2.2%-3.7%] 1.3% [0.9%-1.7%] 2.9% [2.0%-3.7%] 1.3% [0.9%-1.7%] 2.7% [2.0%-3.5%] 

Not at-risk of impoverishment 
(p=0.169)* 91.9% [90.9%-92.9%] 93.3% [92.2%-94.3%] 92.5% [91.4%-93.5%] 92.3% [90.9%-93.7%] 92.9% [92.0%-93.8%] 93.6% [92.4%-94.7%] 

No OOPs (p<0.001)* 5.5% [4.7%-6.3%] 2.0%[1.4%-2.6%] 5.3%[4.4%-6.2%] 2.9% [1.9%-3.9%] 4.8% [4.0%-5.5%] 2.0% [1.3%-2.7%] 
Incidence by chronic illness 
status (value [95% confidence 
interval]) 

    2016 

    Not entitled Entitled 

Further impoverished (p=0.743)*     1.2% [0.9%-1.6%] 1.1% [0.4%-1.8%] 
Impoverished (p=0.473)*     0.2% [0.0%-0.3%] 0.3% [0.0%-0.5%] 
At-risk of impoverishment 
(p=0.017)*     1.6% [1.2%-2.0%] 2.9% [1.8%-4.0%] 

Not at-risk of impoverishment 
(p=0.125)*     94.5% [93.8%-95.3%] 95.7% [94.4%-97.0%] 

No OOPs (p<0.001)*     2.5% [2.0%-3.0%] 0.0% [0.0%-0.1%] 
Data source: EU-SILC/IMA-AIM 2008, 2012, 2016. 
* p-values are obtained from a post-hoc pairwise comparison (chronic condition versus no chronic condition or entitled versus not entitled, correcting for time where possible) 
through multiple linear regression models.  
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Table 4 – Proportion of households further impoverished, impoverished, at risk of impoverishment, not at risk of impoverishment and without out-
of-pocket payments (OOPs) (2008-2016) with income as proxy for household resources. Overall incidence and subdivided by chronic condition.  

Overall incidence (value [95% 
confidence interval]) 2008 2012 2016 

Further impoverished 2.3% [1.9%-2.6%] 2.4% [2.0%-2.9%] 1.9% [1.5%-2.3%] 
Impoverished 0.3% [0.1%-0.4%] 0.3% [0.1%-0.4%] 0.2% [0.1%-0.4%] 
At-risk of impoverishment  2.8% [2.4%-3.3%] 2.4% [1.9%-2.8%] 1.9% [1.5%-2.3%] 
Not at-risk of impoverishment  90.4% [89.6%-91.3%] 90.6% [89.7%-91.5%] 92.3% [91.6%-93.1%] 
No OOPs 4.2% [3.6%-4.7%] 4.4% [3.7%-5.1%] 3.7% [3.1%-4.2%] 
Incidence by self-reported 
chronic condition (value [95% 
confidence interval]) 

2008 2012 2016 

No chronic condition Chronic condition No chronic condition Chronic condition No chronic condition Chronic condition 

Further impoverished 
(p<0.001)* 1.9% [1.4%-2.4%] 2.8% [2.1%-3.6%] 1.9% [1.4%-2.4%] 3.3% [2.5%-4.1%] 1.5% [1.1%-1.9%] 2.5% [1.8%-3.2%] 
Impoverished (p=0.093)* 0.2% [0.0%-0.4%] 0.4% [0.1%-0.7%] 0.2% [0.0%-0.3%] 0.4% [0.1%-0.6%] 0.2% [0.1%-0.3%] 0.3% [0.1%-0.5%] 
At-risk of impoverishment 
(p<0.001)* 2.4% [1.8%-2.9%] 3.6% [2.8%-4.5%] 1.9% [1.4%-2.4%] 3.1% [2.3%-3.9%] 1.6% [1.2%-2.0%] 2.4% [1.7%-3.1%] 
Not at-risk of impoverishment 
(p=0.353)* 90.0% [88.9%-91.1%] 91.1% [89.9%-92.4%] 90.7% [89.6%-91.8%] 90.3% [88.8%-91.8%] 92.0% [91.0%-92.9%] 92.8% [91.6%-94.0%] 
No OOPs (p<0.001)* 5.5% [4.7%-6.3%] 2.0% [1.4%-2.6%] 5.3% [4.4%-6.2%] 2.9% [1.9%-3.9%] 4.8% [4.0%-5.5%] 2.0% [1.3%-2.7%] 
Incidence by chronic illness 
status (value [95% confidence 
interval]) 

    2016 

    Not entitled Entitled 

Further impoverished 
(p=0.802)*     1.9% [1.5%-2.3%] 2.0% [1.1%-2.9%] 
Impoverished (p=0.115)*     0.2% [0.1%-0.3%] 0.5% [0.1%-0.9%] 
At-risk of impoverishment 
(p=0.107)*     1.7% [1.3%-2.2%] 2.7% [1.6%-3.8%] 
Not at-risk of impoverishment 
(p=0.250)*     93.7% [93.0%-94.5%] 94.7% [93.3%-96.2%] 
No OOPs (p<0.001)*     2.5% [2.0%-3.0%] 0.0% [0.0%-0.1%] 

Data source: EU-SILC/IMA-AIM 2008, 2012, 2016. 
* p-values are obtained from a post-hoc pairwise comparison (chronic condition versus no chronic condition or entitled versus not entitled, correcting for time where possible) 
through multiple linear regression models. 
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4.2.2. Households with catastrophic OOPs (EQ-5) 
Figure 9 and Table 5 indicate that about 2% of the households experienced 
catastrophic OOPs over the period 2008-2016 when using consumption 
expenditures as proxy for household income.  

Incidence of catastrophic OOPs almost twice as high among 
households with a self-reported chronic condition  
There is an important and significant difference in incidence between 
households with and without a member with a self-reported chronic 
condition. The incidence is almost twice as high among households with at 
least one member reporting a chronic condition relative to household where 
nobody reported a chronic condition (post-hoc comparison, p<0.001). In 
2016, the proportion of households with catastrophic OOPs amounted to 
1.4% and 2.9% when, respectively, no or at least one member reported a 
chronic condition (using EU-SILC chronic definition and consumption 
expenditures as proxy, see Table 5).  

Similar gap in incidence found for entitlement for the chronic illness 
status 
A similar gap is observed between households with and without members 
entitled to the chronic illness status, with an incidence of respectively 1.7% 
and 3.3% (p=0.007). 

Incidence in catastrophic OOP is markedly higher when using income 
as proxy for household financial resources 
The results in Figure 10 and Table 6 provide the same information as Figure 
9 and Table 5, but use household disposable income as proxy for the 
household financial resources. The results show that the incidence of 
catastrophic OOP is higher (overall incidence between 2.7% and 3.4%). The 
significant differences observed between households with and without a 
member with a self-reported chronic condition and between households with 
and without members entitled to the chronic illness status remain. 

 

Figure 9 – Proportion of households with catastrophic out-of-pocket payments (OOPs) (2008-2016) with consumption as proxy for household 
resources. Overall incidence and subdivided by chronic condition.  
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Figure 10 – Proportion of households with catastrophic out-of-pocket payments (OOPs) (2008-2016) with income as proxy for household resources. 
Overall incidence and subdivided by chronic condition.  

 
 

Table 5 – Proportion of households with catastrophic out-of-pocket payments (OOPs) (2008-2016) with consumption expenditures as proxy for 
household resources. Overall incidence and subdivided by chronic condition. 

Overall incidence (value [95% 
confidence interval]) 2008 2012 2016 

Catastrophic OOPs 1.9% [1.6%-2.3%] 1.9% [1.5%-2.3%] 2.0% [1.6%-2.4%] 
Incidence by self-reported 
chronic condition (value [95% 
confidence interval]) 

2008 2012 2016 

No chronic condition Chronic condition No chronic condition Chronic condition No chronic condition Chronic condition 

Catastrophic OOPs (p<0.001)* 1.5% [1.1%-2.0%] 2.6% [2.0%-3.3%] 1.4% [1.0%-1.8%] 2.7% [1.9%-3.5%] 1.4% [1.0%-1.8%] 2.9% [2.1%-3.7%] 
Incidence by chronic illness 
status (value [95% confidence 
interval]) 

    2016  

    Not entitled Entitled 

Catastrophic OOPs (p=0.007)*     1.7% [1.3%-2.1%] 3.3% [2.2%-4.5%] 
Data source: EU-SILC/IMA-AIM 2008, 2012, 2016 
* p-values are obtained from a post-hoc pairwise comparison (chronic condition versus no chronic condition or entitled versus not entitled, correcting for time where possible) 
through multiple linear regression models. 
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Table 6 – Proportion of households with catastrophic out-of-pocket payments (OOPs) (2008-2016) with income as proxy for household resources. 
Overall incidence and subdivided by chronic condition. 

Overall incidence (value [95% 
confidence interval]) 2008 2012 2016 

Catastrophic OOPs 3.3% [2.8%-3.8%] 3.4% [2.9%-3.9%] 2.7% [2.3%-3.2%] 
Incidence by self-reported 
chronic condition (value [95% 
confidence interval]) 

2008 2012 2016 

No chronic condition Chronic condition No chronic condition Chronic condition No chronic condition Chronic condition 

Catastrophic OOPs (p<0.001)* 2.5% [1.9%-3.0%] 4.7% [3.8%-5.6%] 2.4% [1.9%-2.9%] 5.0% [4.0%-5.9%] 2.1% [1.6%-2.6%] 3.7% [2.9%-4.6%] 
Incidence by chronic illness 
status (value [95% confidence 
interval]) 

    2016  

    Not entitled Entitled 

Catastrophic OOPs (p=0.012)*     2.3% [1.9%-2.8%] 4.1% [2.8%-5.3%] 
Data source: EU-SILC/IMA-AIM 2008, 2012, 2016 
* p-values are obtained from a post-hoc pairwise comparison (chronic condition versus no chronic condition or entitled versus not entitled, correcting for time where possible) 
through multiple linear regression models. 

Key points 

• In 2016, 1.1% of households had to cope with further 
impoverishing out-of-pocket payments, 0.2% with impoverishing 
out-of-pocket payments and 2.0% experienced catastrophic 
out-of-pocket payments when using consumption expenditures 
as proxy for household resources. The fraction is higher when 
using income as proxy for household resources, at 1.9%, 0.2% 
and 2.7%, respectively. 

• There are significant differences between households with and 
without a member with a self-reported chronic condition (EU-
SILC chronic definition). In the former group there is a higher 
proportion of households that are further impoverished or at risk 
of impoverishment and a lower proportion of households 
without out-of-pocket payments. The incidence of households 
experiencing catastrophic out-of-pocket payments is twice as 

high among households with a member reporting a chronic 
condition.  

• There are significant differences between households with and 
without a member entitled to the chronic illness status (IMA-AIM 
chronic definition). In the former group there is a higher 
proportion of households that are at risk of impoverishment. 
Moreover, all households with at least one member entitled to 
the chronic illness status have out-of-pocket payments.The 
incidence of households experiencing catastrophic out-of-
pocket payments is twice as high among households with a 
member entitled to the chronic illness status. 
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5. PROPORTION OF PEOPLE WITH THE RIZIV-INAMI CHRONIC ILLNESS STATUS 
ACCORDING TO THEIR OFFICIAL HEALTH EXPENDITURE (CHR-1) 

5.1. Documentation sheet 
Description Percentage of people with the chronic illness status (according to their official health expenditure) 

Calculation Numerator = Number of beneficiaries with a status of person with a chronic illness 
Denominator = total number of Belgian residents entitled to the compulsory health insurance (i.e. 99% of the Belgian population, see A-1 
in the performance report 2019) 
The result is provided as a percentage (% of the population) 

Rationale Good health is a key aspect of people’s well-being and enhances opportunities to participate in the labour market and to benefit from 
economic and employment growth. People with poor physical or mental health are less likely to work and more likely to be unemployed 
than people in better health.1 This might result in higher risk for financial problems, a lower level of general well-being, and social inequality. 
People suffering from a chronic disease often face high out-of-pocket healthcare expenses. To overcome this problem, the National Institute 
for Health and Disability Insurance (NIHDI-RIZIV-INAMI) created a specific status mainly based on their official health expenditure (see the 
technical definition below) giving access to the maximum billing (MAF) system for the chronically ill people, with a reimbursement of patients 
official co-payments (ticket modérateurs - remgelden) above specified thresholds and to the third-party payment for costs to the doctor and 
dentist (on a voluntary basis).2 In fact, the chronic illness status was developed in a vision of "social protection" for patients who have high 
out-of-pocket expenses and regularly have access to care, and not in a vision to identify all chronic patients administratively. Chronic 
patients with little out-of-pocket costs have less need of this financial protection. 

Primary data source the InterMutualistic Agency/InterMutualistisch Agentschap/Agence InterMutualiste - (IMA-AIM), update 2020a 
The Atlas gives access to the IMA database population which,  includes all socio-economic and demographic indicators of the population 
within the compulsory health insurance (i.e. 99% of the total Belgian population). The IMA has a time series for this database since 2002. 
Due to the need for a systematic use of this database, a systematic deepening, refinement and improvement of the data contained in it was 
performed over the years. Yearly in the month of September, statistics of the previous calendar year are added. 

Technical definitions  Individuals entitled to the “chronic illness” status. Entitlement is observed through data from the IMA-AIM variables pp3015, pp3016 or 
pp3017. If the value for one of these 3 variables is equal to 1(opening status) or 2(extension of status period), the individual has an 
entitlement and is assumed to suffer from a chronic disease. 

• Chronic illness Status - Financial criterion (pp3015) is automatically opened by the sickness fund with which the beneficiary 
concerned is registered or affiliated, for a particular calendar year if during the two previous calendar years, the official health 
expenditures (i.e. the official expenditure reimbursed by RIZIV-INAMI and the patient’s official co-payments (ticket modérateurs-
remgelden) but excluding extra-billing (supplements-supplementen) and direct payments for non-reimbursed services)  of the 

 
a  Available from https://atlas.ima-aim.be/databanken/?rw=1&lang=nl 

https://atlas.ima-aim.be/databanken/?rw=1&lang=nl
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beneficiary exceed €300 per quarter during 8 consecutive quarters (RD of 15 December 2013 implementing Article 37 vicies/1).2 
3 

• Chronic illness Status-lump sum for chronically ill person (pp3016) is automatically opened by the health insurance fund with which 
the beneficiary concerned is registered or affiliated, if the beneficiary is entitled to the fixed payment for chronically ill people. Such 
benefit is granted if the person is in a situation of dependency and if his/her official co-payments (ticket modérateurs-remgelden) 
exceed €450 per year (€365 for people entitled to a preferential reimbursement) during two consecutive years (RD of 15 December 
2013 implementing Article 37s/1).2  

• Chronic illness Status - Orphan Disease (pp3017) is opened on the basis of a medical certificate, drawn up by a medical specialist, 
confirming that the beneficiary has been affected by a rare disease or orphan disease (Chapter IV of the Royal Decree of 15 
December 2013 to implementation of Article 37s/1) if the official health expenditures (i.e. the official expenditure reimbursed by 
RIZIV-INAMI and the patient’s official co-payments (ticket modérateurs-remgelden) of the beneficiary exceed €300 per quarter 
during 8 consecutive quarters . 2 

Limitations Although the vast majority of Belgian residents are affiliated with compulsory health insurance, a small number of Belgians are not covered 
by this insurance. It is also important to note that this status is based on financial criteria and is not intended to cover all people with a 
chronic disease. 

International comparability a. Availability: / 
b. Comparability: / 

Performance dimension Contextual indicator 

Related indicators CHR-2, CHR-3 
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5.2. Results 
The proportion of Belgians entitled to the chronic illness status increased 
from 8.7% (2013) to 12.1% (2020) (Figure 11). The growth was quite similar 
in the Belgian regions. In 2020, Wallonia has the highest proportion of 
patients entitled to the chronic illness status (12.9%), followed by Flanders 
(12.2%) and Brussels (9.4%). Significant differences in the proportions can 
be seen between the provinces (Figure 12). Regarding age distribution for 
the chronic illness status over the regions (Figure 13), the oldest age group 
(75+) is underrepresented in Brussels (- 5% compared to Flanders and 
Wallonia), while in Flanders the group of respondents between 45 and 64 
years old with chronic illness status is lower compared to the other regions. 
The gender-based distribution over the population with the chronic illness 
status shows an overrepresentation of women in all the three regions (Figure 
14). Stratification of chronic illness status for the Belgian population reveals 
that people having a chronic illness status and entitled to an increased 
reimbursement (Verhoogde tegemoetkoming/bénéficiaire de l'intervention 
majorée) are substantially older and more of them have female 
gender.(Table 7)  

Figure 11 – Percentage of the population entitled to the status chronic 
illness (years 2013 to 2020). Figures for Belgium and the regions. 

 
Source: IMA/AIM ATLAS 

Figure 12 – Percentage of the population entitled to the status 
chronic illness  (Year 2019). Differences between the Belgian 
provinces 

    

Source: IAM/AIM ATLAS 
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Figure 13 – Percentage of the population of the regions (in age groups) entitled to the status chronic illness  (years 2014 to 2020)    

 
Source: IMA/AIM ATLAS 
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Figure 14 – Percentage of the population of the regions (gender based) entitled to the status chronic illness  (years 2014 to 2020)  

  
Source: IMA/AIM ATLAS 
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Table 7 – Stratification of chronic illness status for the Belgian 
population based on age, gender and increased reimbursement (VT-
BIM) in 2020 

Chronic illness status Belgium 2020 
 No VT/BIM VT/BIM 

 Men Women Men Women 

0-24 y 1.87 1.64 4.39 3.76 

25-44 y 2.21 4.47 13.02 13.38 

45-64 y 8.10 11.21 26.90 30.86 

65-74 y 21.35 20.63 36.27 37.19 
75+ y 37.22 40.54 51.05 58.65 

Source: IMA/AIM ATLAS 

Thanks to the linkage between data on the self-reported chronic disease 
state of people interviewed in Health Interview Survey (HIS) of 2018 and 
data on the chronic illness status of people in the Mandatory Health 
Insurance database 2018 (HISLink project), the proportion of people with 
the chronic illness status among the people reporting a chronic disease can 
be calculated. Among 2209 persons self-reporting a chronic illness in 2018, 
696 have the chronic illness status, so a proportion of 31.5%. This results is 
close to the proportion of people with the chronic illness status among the 
people diagnosed for a chronic disease by their GP in the evaluation study 
conducted by the IMA in 2015 in the frame of the INTEGO project. 4 
 

Key points 

 The proportion of Belgians entitled to the chronic illness status 
increased from 8.7% (2013) to 12.1% (2020). The growth was 
quite similar in the three Belgian regions. 

 Wallonia has the highest proportion of people with the chronic 
illness status and the Brussels region the lowest 

 Significant differences in the proportions can be seen between 
the provinces.  

 The Brussels region has less old-old (75+) people with chronic 
illness status compared to the other regions, while the figures 
for Flanders are lower for the middle aged citizens (45-64y). 

 Women with the chronic illness status are overrepresented in all 
three regions compared to the percentage of men . 

 People with chronic illness status and increased benefit 
(VT/BIM) are substantially older and more of them are women. 

 31.5% of the persons self-reporting a chronic illness in 2018 also 
had the chronic illness status. 
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6. PROPORTION OF PEOPLE REPORTING A CHRONIC DISEASE (CHR-2) 
6.1. Documentation sheet 

Description Percentage of the population aged 15 years and over with at least one self-reported chronic disease 

Calculation This is the number of persons reporting to have at least one chronic disease or condition (numerator), divided by the total amount of 
respondents (denominator) in the Belgian Health Survey. 

Rationale Non-communicable diseases (NCDs) constitute a problem of public health since they are responsible for 71% of deaths worldwide. They 
have a high impact on the quality of life and are also an important cause of premature death. Most of the NCDs can be preventable by 
adopting health policies to help to reduce the risk factors (e.g. smoking, drinking alcohol or lacking of physical activities) associated to the 
most important NCDs (cardiovascular diseases, cancer, respiratory diseases, and diabetes). The term “chronic disease” is often used as a 
synonym for NCDs, since they tend to be a long duration. However, NCDs are defined by their non-infectious cause, even though some 
chronic diseases can have an infectious cause (e.g. HIV). Self-reported chronic disease is used in the European Community Health 
Indicators (ECHI) projects. It is a widely used indicator to measure the population health and to provide estimates of health care needs. 1 

Primary data source National Health Interview Survey (HIS), module: Chronic conditions,  Sciensano Belgium, 2001, 2004, 2008, 2013, 2018. This survey is 
set up every 3 to 5 years. 
The InterMutualistic Agency/InterMutualistisch Agentschap/Agence InterMutualiste - (IMA-AIM), update 2020b 
In the HISLinkc project, Sciensano performed a linkage between HIS data (2013 and 2018), and IMA-AIM data. The aim was notably  to 
support RIZIV-INAMI to overcome the shortcomings of the data (e.g. lack of information on non-reimbursed health care use, lack of link 
between health care use and health needs, or scarcity of information on socio-demographic background characteristics). Data extracted 
from the HIS for the HISLink project covers the following topics: socio-demographic characteristics, health status, lifestyle and health care 
use. The linkage is not 100% because some individuals included in HIS could not be identified in the IMA-AIM database. In the HIS-2013, 
linkage was possible for 88% of HIS participants, while in the HIS-2018 linkage, this was the case for ~94%. 

Technical definitions  National Health Interview Survey (HIS) 
The numerator is the number of persons reporting to suffer from a chronic disease by answering “yes” to the following question of the 
HIS;(MA_SH02): “Do you suffer from (have) any chronic (long-standing) illness or condition (health problem) ?”. 
The denominator is the number of respondents to the same question of the HIS (MA_SH02). 
Results are weighted to account for the survey design. Age-adjustment was made using a direct standardization method, using the age 
distribution of the Belgium 2018 as weights for age groups. 1 
IMA-AIM 
Individuals entitled to the status chronic illness. Entitlement is observed through data from the InterMutualistic Agency (IMA-AIM), variables 
pp3015, pp3016 or pp3017. If the value for one of these 3 variables is equal to 1 or 2, the individual has an entitlement and is assumed to 
suffer from a chronic condition. To be entitled to the RIZIV-INAMI chronic illness status, health expenditure based on official tariffs i.e. 
RIZIV-INAMI expenditures and patients’ official co-payments (tickets modérateurs / remgelden) but excluding extra-billings exceed €300 

 
b  Available from https://atlas.ima-aim.be/databanken/?rw=1&lang=nl 
c  HISLink project, https://www.sciensano.be/en/projects/linkage-health-interview-survey-data-health-insurance-data (last access 6 October 2021) 

https://atlas.ima-aim.be/databanken/?rw=1&lang=nl
https://www.sciensano.be/en/projects/linkage-health-interview-survey-data-health-insurance-data
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(2013 tariff, indexed to €325.35 in 2019) per quarter for eight consecutive quarters or if they benefit for the fixed payments for chronically 
ill people or if they suffer from a rare or orphan disease and if their health expenditure based on official tariffs per quarter for eight 
consecutive quarters. 

Limitations HIS data must be interpreted with caution since they are self-reported and thus reflect individual perceptions of health that may differ from 
actual health: it is not excluded that some people report an illness incorrectly by lack of knowledge or because the disease is perceived as 
not socially acceptable.1  
Belgian citizens younger than 15 years are excluded. 
A similar but different question was available in the HIS editions until 2013 (MB01) : “Do you suffer from one or several longstanding 
illnesses, chronic conditions or handicaps?” 

International comparability c. Availability:  
• ‘Self-reported chronic disease’ is an indicator available in Eurostat EU-SILC, performed annually. One question assesses the 
presence of long-standing health problems: “Do you have any longstanding illness or health problem?” Yes / No. The question was 
developed for the EUROHIS project “Developing common instruments for health surveys”. The main characteristics of a chronic disease 
are that it is permanent and may be expected to require a long period of supervision, observation or care. Longstanding illnesses or 
health problems should have lasted (or recurred) or are expected to last (recur) for 6 months or more; therefore temporary problems 
are not of interest.2  
• Self-reported chronic disease is also part of the European Health Interview Survey (EHIS). 

d. Comparability 
• the self-reported prevalence of chronic disease indicator of the HIS can be compared with the self-reported chronic disease of the 
EU-SILC, although there is a difference in the formulation of the question since only the diseases or affections that have lasted for at 
least 6 months are considered. In the conceptual description it is indicated that in principle it concerns diseases that last at least 6 
months (or of which this is expected), but the question does not refer to this period. Moreover, in the EU-SILC, the age group threshold 
is set up to 16-64 years and 65+ years.3 
• Comparability is possible for 15 self-reported chronic morbidity available in the EHIS, although the HIS contains data for 38 chronic 
diseases or affections. EHIS datad are not age-standardized, which can hamper the comparability of self-reported chronic morbidity 
since the prevalence of chronic diseases increases strongly with age. 

Performance dimension Contextual indicator 
Related indicators CHR-1, CHR-3 

 
d  EHIS microdata are available via Eurostat (https://ec.europa.eu/eurostat/web/microdata/european-health-interview-survey) which allows comparing age-standardized 

results for this indicator between EU countries 

https://ec.europa.eu/eurostat/web/microdata/european-health-interview-survey
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6.2. Results 

6.2.1. Self-reported chronic diseases in population 
The proportion of people in Belgium reporting a chronic disease grew from 
2001 (25.1%) to 2018 (29.3%). Rates are the highest in Wallonia (32.7%), 
followed by Brussels (28.7%) and Flanders (27.6%) (Figure 1). As expected, 
the proportion of people with chronic diseases increases with age from 
14.1% (age group 15-24) to 44.1% (age group 75+) (data of 2018) (Table 
8).  

A European study (EU-SILC) allows to compare data between European 
countries and shows that the proportion of people with chronic diseases is 
low compared to the mean of 15 European countries. (Table 9) 

Figure 15 – Percentage of the population aged 15 years and over with 
at least one chronic disease (years 2001, 2004, 2008, 2013, 2018). 
Figures for Belgium and the regions. 

 
Source: National Health Interview Survey (HIS) 

Table 8 –  Percentage of the population (per age group) with at least one chronic disease (years 2001, 2004, 2008, 2013, 2018) 
Age Group  2001 2004 2008 2013 2018 
15-24  10.3% [8.1%-12.4%] 11.1% [8.3%-13.9%] 7.4% [5.2%-9.6%] 7.4% [4.9%-10.0%] 14.1% [10.4%-17.8%] 
25-34  12.6% [10.5%-14.7%] 15.6% [12.6%-18.5%] 17.5% [14.5%-20.6%] 15.8% [12.0%-19.6%] 17.4% [14.2%-20.7%] 
35-44   21.1% [18.4%-23.8%] 20.5% [17.8%-23.3%] 21.5% [18.5%-24.5%] 25.6% [21.8%-29.5%] 25.0% [21.7%-28.3%] 
45-54   25.7% [22.9%-28.6%] 28.0% [24.9%-31.1%] 30.0% [26.6%-33.5%] 29.1% [25.6%-32.7%] 30.0% [26.7%-33.3%] 
55-64  33.3% [29.9%-36.7%] 33.3% [29.8%-36.7%] 37.8% [34.1%-41.5%] 38.5% [34.4%-42.6%] 36.7% [32.9%-40.4%] 
65-74  38.6% [34.7%-42.5%] 39.3% [35.7%-42.9%] 44.0% [39.1%-48.9%] 38.4% [33.9%-42.9%] 39.7% [36.0%-43.4%] 
75+  53.7% [48.2%-59.2%] 46.7% [42.0%-51.4%] 48.3% [43.9%-52.6%] 46.3% [41.2%-51.4%] 44.1% [39.8%-48.3%] 

Source: National Health Interview Survey (HIS) 
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Table 9 – Percentage of persons reporting a chronic disease per 
country in Europe  

2020  % people reporting a chronic illness 
EU-15 (mean for 12 countries) 34.1 
UK  NA 
Italy  NA 
Germany  NA 
Finland  50.3 
Portugal  43.2 
Sweden  37.4 
France  37.4 
Spain  37.3 
Austria  35.4 
Denmark  34.6 
Netherlands  32.5 
Ireland  27.2 
Belgium  24.8 
Luxembourg  24.6 
Greece  23.9 

Source: EU-SILC, NA= Not available 

6.2.2. Reporting of chronic disease in people with the chronic 
illness status 

Thanks to the HISLink project (see documentation sheet), additional results 
on the indicator ‘people with chronic disease (CHR2)’ can be obtained in the 
subgroup of people with the chronic illness status (indicator CHR1 used as 
an stratification variable here). The population sample of the HISLink is a 
large proportion of the HIS cohort: For 2018 the Valid Ns are 7488 vs 7945 
(94.2%). For 2013 the figures were lower 5933 vs 6299 but the percentage 
is the same (94.2%). The results on the self-reported chronic disease 
between the HIS cohort and the HISLink sample, for 2018 are coherent: 
29.3% vs 29.5% and congruent with 2013 data. (Table 10)  

As shown in the Figure 15, there is a slight increase in the proportion of 
people with a self-reported chronic disease between 2013 and 2018: 28.6% 
vs 29.3% (increase of 0.7 point of percentage in 5 years). There is also an 
increase in the proportion of people with RIZIV-INAMI chronic illness status 
between 2013 and 2018: 10.5% vs 12.9% (increase of 2.4 point of 
percentage in 5 years) (see fiche of the CHR1 indicator, for details). 
The difference between the proportion of people with a self-reported 
chronic disease and of people with the chronic illness status is important in 
2013: 28.6% vs 10.5% (diff = 18.1%). For 2018 this difference is in the 
same order of size, i.e. 29.5% vs 12.9% (diff= 16.6%).   

 A first explanation is that the chronic illness status is mainly based on 
healthcare expenses and not on having a chronic disease.  People 
having a chronic disease, but whose healthcare cost is lower than 
300€/quarter (not indexed), not beneficing of the lump sums for 
chronically ill persons, are not entitled to the chronic illness status.  

 Another explanation is that people need to have a healthcare cost of 
300€/quarter for 8 consecutive quarters to enter in the status. This 
implies that people who do not have a ‘continuous’ hight cost, or who 
only have a deterioration of a chronic disease for a few months, leading 
to increased but short-term expenses, will not get the RIZIV-INAMI 
chronic illness status.  

 Thirdly, the spending for reimbursed health care is more important in 
case of multimorbidity than in the situation of chronic disease: in 2018, 
39.2% of multimorbid people benefit from the RIZIV-INAMI chronic 
illness status while 31.5 % of the self-reported chronic disease patients 
benefit from it.” 

The RIZIV-INAMI status  reflects the people with high spending in care but 
is not a good proxy to identify all persons with chronic diseases. 

The people identified by the RIZIV-INAMI chronic illness status (in 2018 
12.9% of the HISLink sample) can be categorised in two: the ones who 
report to have a chronic disease (72%) and those who do not report a 
chronic disease (27%). It might be that these people who do not report a 
chronic disease in the HIS either (1) lack health literacy/HIS questions 
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comprehension, or (2) use a lot of reimbursed care without diagnosis of any 
known chronic disease. 

It is also remarkable that in 2018 (congruent to 2013) 23.8% of the HISLink 
respondents have either the self-reported chronic disease or the RIZIV-
INAMI chronic illness status (but not both). This implies that there is not a 
strong link between the chronic illness status and having a chronic disease. 

In the HIS cohort, there are slight inter-regional differences in the prevalence 
of (self-reported) chronic diseases in 2013/2018 (Flanders: 26.3/27.6%; 
Brussels region: 32.3/28.7%; Wallonia: 32.3/32.7%). And in the HISLink 
cohort, there are slight inter-regional differences in the proportion of people 
with the chronic illness status in 2013/2018 (Flanders: 10.4/12.7%; Brussels 
region: 10.3/12.9%; Wallonia: 10.7/13.1%). The trend for the three Belgian 
regions for the above-mentioned is the same. 

 

Table 10 – Reporting of chronic disease in patients with the Chronic illness Status  
 2013 2018 

 Self-reported chronic 
disease (HIS sample) 

Self-reported chronic 
disease (HISLink 

sample) 

Chronic illness 
status (HISLink 

sample) 

Self-reported chronic 
disease (HIS sample) 

Self-reported chronic 
disease (HISLink 

sample) 

Chronic Illness status 
(HISLink sample) 

 % 95% CI % 95% CI % 95% CI % 95% CI % 95% CI % 95% CI 
Belgium 28.6 27.0 - 30.2 28.5 26.9 - 30.1 10.5 9.4 - 11.5 29.3 27.9 - 30.8 29.5 28.1 – 31.0 12.9 11.8 – 13.9 

Brussels 32.3 29.0 – 35.5 32.6 29.2 – 36.1 10.3 7.8 – 12.9 28.7 26.2 – 31.1 29.4 26.8 – 31.9 12.9 11.2 – 14.7 

Flanders 26.3 24.1 - 28.5 26.1 23.9 - 28.3 10.4 8.9 - 11.8 27.6 25.6 - 29.5 27.7 25.7 – 29.6 12.7 11.3 – 14.2 

Wallonia 32.3 29.6 – 35.0 32.5 29.7 – 35.2 10.7 9.0 – 12.4 32.7 30.0 – 35.4 33.1 30.4 – 35.6 13.1 11.3 – 14.9 

 

 2013 2018 

 Self-reported chronic 
disease AND chronic 

illness status 

Self-reported chronic 
disease but NO chronic 

illness status 

NO Self-reported 
chronic disease but 

chronic illness status 

Self-reported chronic 
disease AND chronic 

illness status 

Self-reported chronic 
disease but NO 
chronic illness 

status 

NO Self-reported 
chronic disease but 

chronic illness status 

 % 95% CI % 95% CI % 95% CI % 95% CI % 95% CI % 95% CI 
Belgium 8.1 7.1 – 9.0 20.4 19.0 – 21.9 2.4 1.9 – 2.9 9.3 8.4 – 10.2 20.2 19.0 – 21.5 3.5 3.0 – 4.1 
Brussels 8.0 5.7 – 10.3 24.6 21.7 – 27.6 2.3 1.3 – 3.4 9.1 7.6 – 10.6 20.2 18.1 – 22.4 3.8 2.8 – 4.8 

Flanders 8.1 6.8 – 9.5 18.0 16.0 – 19.9 2.2 1.6 – 2.9 9.1 7.9 – 10.3 18.6 17.0 – 20.2 3.7 2.9 – 4.4 

Wallonia 8.0 6.5 – 9.4 24.5 21.9 – 27.1 2.7 1.9 – 3.5 9.8 8.2 – 11.4 23.3 20.9 – 25.7 3.3 2.4 – 4.1 
Source: HISlink data 
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Key points 

 The proportion of people in Belgium reporting a chronic disease 
grew from 2001 (25.1%) to 2018 (29.3%). Rates are the highest in 
Wallonia (32.7%), followed by Brussels (28.7%) and Flanders 
(27.6%) 

 The proportion people with chronic diseases increases with age 
from 14.1% (age group 15-24) to 44.1% (age group 75+). 

 The European study (EU-SILC) shows that the proportion of 
people with chronic diseases is low compared to the mean of 15 
European countries. 

 The difference between the proportion of people with a self-
reported chronic disease and of people with the chronic illness 
status is important in 2013: 28.6% vs 10.5% (diff = 18.1%). For 
2018 this difference is in the same order of size, i.e. 29.5% vs 
12.9% (diff= 16.6%).  The most important reason is that the 
chronic illness status is mainly based on healthcare expenses 
(financial protection system) and not on having a chronic 
disease.  

 It is also remarkable that in 2018 (congruent to 2013) 23.8% of 
the HISLink respondents have either the self-reported chronic 
disease or the RIZIV-INAMI chronic illness status (but not both). 
This implies that there is not a systematic link between the 
chronic illness status and self-reporting a chronic disease. 
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7. PROPORTION OF PEOPLE WITH SELF-REPORTED MULTIMORBID STATE IN THE LAST 
12 MONTHS (CHR-3) 

7.1. Documentation sheet 
Description Percentage of the population aged 15 years and over who self-reported more than one of the following chronic diseases: chronic lung 

disease, serious heart disease, diabetes, osteoarthritis/arthritis, hypertension, cancer 

Calculation Numerator = the number of persons aged 15 years and over reporting more than one chronic diseases from a list of 6 diseases or disease 
groups 
Denominator = the total amount of respondents in the Belgian Health Interview Survey 
The result is provided as a percentage 

Rationale Non-communicable diseases (NCDs) constitute a problem of public health since they are responsible for 71% of deaths worldwide. They 
have a high impact on the quality of life and are also an important cause of premature death. Most of the NCDs can be preventable by 
adopting health policies to help to reduce the risk factors (e.g. smoking, drinking alcohol or lacking of physical activities) associated to the 
most important NCDs (cardiovascular diseases, cancer, respiratory diseases, and diabetes). The term “chronic disease” is often used as a 
synonym for NCDs, since they tend to be of a long duration. However, NCDs are defined by their non-infectious cause, even though some 
chronic diseases can have an infectious cause (e.g. HIV ). Self-reported chronic morbidity is used in the European Community Health 
Indicators (ECHI) projects. It is a widely used indicator to measure the population health and to provide estimates of health care needs.1 

Primary data source National Health Interview Survey (HIS) module: Chronic conditions, Sciensano Belgium, 2001, 2004, 2013, 2018. This survey is set up 
every 3 to 5 years. 
The InterMutualistic Agency/InterMutualistisch Agentschap/Agence InterMutualiste (IMA-AIM) database, update 2020e 
In the HISLinkf project, Sciensano performed a linkage between HIS data (2013 and 2018) and IMA-AIM data. The aim was notably to 
support RIZIV-INAMI to overcome the shortcomings of the data (e.g. information on non-reimbursed health care use , lack of link between 
health care use and health needs, or scarcity of information on socio-demographic background characteristics). Data extracted from the 
HIS cover the following topics: socio-demographic characteristics, health status, lifestyle and health care use. The linkage is not 100% 
because some individuals included in HIS could not be identified in the IMA-AIM database. In the HIS2013, linkage was possible for 88% 
of HIS participants, while in the HIS2018 linkage, this was the case for ~94%. 

Technical definitions  National Health Interview Survey (HIS) 
The numerator is the number of persons aged 15 years and over, reporting to suffer from more than one chronic disease or disease group 
(see further in the text) by answering “yes” to two or more diseases, by means of the following question in the HIS (in face-to-face interview 
MA01): “During the past 12 months, have you had any of the following diseases or conditions?”. 

 
e  Available from https://atlas.ima-aim.be/databanken/?rw=1&lang=nl 
f  HISLink project, https://www.sciensano.be/en/projects/linkage-health-interview-survey-data-health-insurance-data (last access 6 October 2021) 

https://atlas.ima-aim.be/databanken/?rw=1&lang=nl
https://www.sciensano.be/en/projects/linkage-health-interview-survey-data-health-insurance-data
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The denominator is the number of respondents to the same question of the HIS (MA01). 
For the purpose of this indicator, 10 of a list of 38 diseases are considered (asthma, Chronic obstructive pulmonary disease (COPD), Acute 
Myocardial infarction (AMI) and consequences, coronary heart disease, other serious heart disease, hypertension, osteoarthritis, arthritis, 
cancer and diabetes). In the construction of the indicator, asthma and COPD are taken together as ‘chronic lung disease’; AMI and 
consequences, coronary heart disease and other serious heart disease are taken together as ‘serious heart disease’; and osteoarthritis 
and arthritis (2 different questions) are also taken together. This leaves 6 diseases or disease groups (chronic lung disease, serious heart 
disease, diabetes, osteoarthritis/arthritis, hypertension and cancer).  
Multimorbidity is defined as having at least two from those six. This implies that people reporting only two diseases from the same ‘disease 
group’ are not considered as multimorbid.  
IMA-AIM 
Individuals entitled to the chronic illness status. Entitlement is observed through data from the InterMutualistic Agency (IMA-AIM), variables 
pp3015, pp3016 or pp3017. If the value for one of these 3 variables is equal to 1 or 2, the individual has an entitlement and is assumed to 
suffer from a chronic disease. To be entitled to the RIZIV-INAMI chronic illness status, health expenditure based on official tariffs i.e. RIZIV-
INAMI expenditures and patients’ official co-payments (tickets modérateurs / remgelden) but excluding extra-billings exceed €300 (2013 
tariff, indexed to €325.35 in 2019) per quarter for eight consecutive quarters or if they benefit for the fixed payments for chronically ill people 
or if they suffer from a rare or orphan disease and if their health expenditure based on official tariffs per quarter for eight consecutive 
quarters. 

Limitations Data must be interpreted with caution since they are self-reported and thus reflect individual perceptions of health that may differ from 
actual health: it is not excluded that some people report a disease incorrectly by lack of knowledge or because the disease is perceived as 
not socially acceptable.1 
Belgian citizens younger than 15 years are excluded 
To date, consensus on the definition of multimorbidity is still lacking. The definition of ≥ 2 chronic diseases is under discussion, especially 
when highly prevalent conditions (e.g. hypertension) are included because these may result in high prevalence rates even if there is a 
lesser impact on patients’ symptoms, functional status, and HRQoL.2 

International comparability e. Availability: / 
f. Comparability: / 

Performance dimension Contextual indicator 
Related indicators CHR-1, CHR-2 
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7.2. Results 

7.2.1. self-reported multimorbid state in the last 12 months in the 
population 

The proportion of people in Belgium reporting at least two chronic conditions 
among the selected diseases increased from 2001 (11.4%) to 2018 (15.2%). 
The increase over age groups is largely explained by the ageing of the 
population (Table 11). In 2018, the proportion of people with at least two 
chronic conditions increased with age from 0.8% (age group 15-24) to 41.8% 
(age group 75+) and was the highest in Wallonia (16.5%), followed by 
Flanders (15.1%) and Brussels (10.8%) (Figure 16).  

  

 

Table 11 – Percentage of the population (per age group) reporting at least two chronic conditions among the selected diseases. (years 2001, 2004, 
2013, 2018) 

Age Group  2001 2004 2013 2018 
15-24  0.3% [0.1%-0.6%] 0.5% [0.0%-1.1%] 0.0% [0.0%-0.1%] 0.8% [0.0%-1.6%] 
25-34  1.6% [0.7%-2.5%] 1.5% [0.9%-2.1%] 1.9% [0.8%-3.0%] 1.3% [0.6%-1.9%] 
35-44   3.4% [2.4%-4.3%] 3.5% [2.3%-4.7%] 4.3% [2.7%-5.9%] 4.7% [3.3%-6.0%] 
45-54   8.7% [7.0%-10.5%] 8.3% [6.5%-10.1%] 10.5% [8.4%-12.6%] 10.7% [8.7%-12.7%] 
55-64  17.9% [15.2%-20.5%] 18.8% [16.2%-21.4%] 19.7% [17.0%-22.5%] 24.4% [21.5%-27.3%] 
65-74  29.5% [26.1%-32.9%] 30.6% [27.5%-33.7%] 33.2% [28.9%-37.5%] 34.1% [30.6%-37.7%] 
75+  39.9% [34.8%-44.9%] 37.1% [33.4%-40.8%] 39.0% [34.7%-43.4%] 41.8% [37.8%-45.7%] 

Source: National Health Interview Survey (HIS) 
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Figure 16 – Proportion of people reporting at least two chronic 
conditions among the selected diseases in the last 12 months (% of 
respondents, 15+), by region and year 

 
Source: National Health Interview Survey (HIS) 

7.2.2. Chronic illness status and self-reported chronic disease in 
people self-reporting multimorbidity state in the last 12 
months  

These are the results on the self-reported multimorbid state in the HISLink 
sample, a linkage between HIS and IMA-AIM data (see Table 12). Among 
the HIS respondents of 2018 who report to have a chronic disease, 33.8% 
reports to be multimorbid. Note however that the questions for these 
variables are set up different (see technical fiche of CHR2 indicator and 
CHR3 indicator). It might be that respondents report a chronic disease that 
is not listed in the question on multimorbidity or only suffer from one chronic 
disease.  

Among the patients who have the RIZIV-INAMI chronic illness status (2018) 
only 47.4% reports to have multimorbidity. And in the group not having the 
chronic disease status, 10.6% reports to be multimorbid.  

 It seems that there is not a clear link between the chronic disease status 
and multimorbidity. People can perhaps have other healthcare 
expenses that are not related to a chronic disease. Or certain diseases 
that are not asked for in the HIS (mental problems?) can lead to higher 
healthcare expenses for a long time… On the other hand, 10.6% of 
respondents who do not have the IMA status report multimorbidity.  This 
could be explained by a low spending in reimbursed care for their 
specific diseases.  

 However, presumably multimorbidity is more expensive for a 
substantive number of respondents than having only one chronic 
disease. The IMA status might better identify people with comorbidity, 
probably because they have more spending in reimbursed care. 

A remarkable thing is that in 2018 7.9% of people who do not report to have 
chronic disease are comorbid. This is difficult to explain except if people do 
not understand correctly the question about chronic disease. 
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Table 12 – Proportion of people self-reporting multimorbid state in the last 12 months 
 2013 2018 

 Self-reported multimorbid 
state (HIS) 

Chronic illness status 
(HISlink)  

NO chronic illness 
status (HISlink) 

Self-reported 
multimorbid state 

(HIS) 

Chronic illness 
status (HISlink)  

NO chronic illness 
status        (HISlink) 

 % 95% CI % 95% CI % 95% CI % 95% CI % 95% CI % 95% CI 
Belgium 33.7 30.7 – 36.7 45.4 41.1 – 49.6 9.7 8.7 – 10.6 33.8 31.2 – 36.3 47.4 43.6 – 51.2 10.6 9.7 – 11.4 

Brussels 34.6 28.7 – 40.5 49.5 40.5 – 58.6 8.9 7.4 – 10.3 28.7 24.4 – 32.9 38.3 32.4 – 44.1 7.7 6.4 – 9.0 

Flanders 34.5 29.9 – 39.0 47.3 41.1 – 53.6 9.36 8.2 – 11.1 34.4 30.8 – 38.0 48.3 43.0 – 53.7 10.2 9.0 – 11.4 

Wallonia 32.2 27.9 – 36.6 41.0 34.7 – 47.4 10.0 8.6 – 11.5 34.1   29.8 – 38.4 48.2 41.8 – 54.6 12.0 10.3 – 13.7 
Source: National Health Interview Survey (HIS) and HISlink data 

Key points 

• The proportion of people in Belgium reporting at least two chronic 
conditions increased from 2001 (11.4%) to 2018 (15.2%). 

• Figures for multimorbidity increase with age. 

• Wallonia has the highest proportion and the Brussels region the 
lowest.  

• There is not a clear link between the chronic illness status and 
multimorbidity 
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8. VACCINATION AGAINST INFLUENZA FOR THE ELDERLY (P-4) 
8.1. Documentation sheet 

Description Proportion of the population aged 65 years and over that were vaccinated against influenza  

Calculation Numerator: number of individuals aged 65 years and over who received a dose of influenza vaccine during the past calendar year.g 
Denominator: number of individuals aged 65 years and over 
Because results are based on sickness funds data, most calculations are based on elderly patients who are not residing in an institution 
(see section limitation for details). However a sensitivity  analysis including data from nursing homes in Wallonia and Brussels has also 
been performed (see section limitation for details). 

Rationale Influenza vaccines are considered as the most effective preventive tool to reduce disease burden and severe disease due to influenza in 
individuals. In Belgium, seasonal influenza vaccination is currently recommended for the prevention of influenza for, among others, all 
persons aged 65 years and over and for all persons living in institutions (among other groups).1  
The WHO recommends as target a 75% vaccination rate for the elderly.2 

Primary data source There are two sources of results for this indicator: 
• Results presented in this report are based on billing data (IMA-AIM data) of influenza vaccines which have been reimbursed. 
• Results presented in international databases (OECD, Eurostat, ECDC, WHO) are based on Belgium health interview survey (HIS) 

(self-reported vaccination status).3, 4  

Technical definitions In IMA-AIM data: all vaccines belonging to the ATC 4 class J07BB (anti-influenza vaccines). 
A distinction is made between chronic versus non-chronic patients. Chronic condition definition: IMA-AIM: Individuals entitled to the RIZIV-
INAMI status chronic illness. Entitlement is derived from data from the InterMutualistic Agency (IMA-AIM), variables pp3015, pp3016 or 
pp3017. If the value for one of these 3 variables is equal to 1 or 2, the individual has an chronic illness entitlement and is assumed to suffer 
from a chronic illness.  

Limitation In IMA-AIM data, only vaccines which have been reimbursed by the RIZIV-INAMI are taken into account.  
In Flanders, since 2010, vaccines are free of charges for elderly residing in elderly and nursing homes: vaccines are bought as a group by 
the Flemish community, and hence are not reimbursed by sickness funds, and do not appear in the IMA database (source: Agentschap 
voor Zorg and Gezondheid). Hence all calculations for this indicator exclude (from numerator and denominator) elderly residing in elderly 
or nursing homes, which may result in an underestimation of the true coverage rate. As a sensitivity analysis, this indicator is computed 
including the elderly residing in elderly or nursing homes, for Wallonia and Brussels. In the HIS (OECD indicator), data are self-reported. 

International comparability OECD data are based on Health interviews survey (self-reported data). 

Dimension Accessibility of preventive care 

 
g  This definition differs from epidemiological studies, where rates are generally calculated on one influenza season, which usually overlaps two calendar years. 
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8.2. Results 

8.2.1. Belgium  
Population aged 65 years and over 
Based on reimbursement data, vaccination rates against influenza for 
patients aged 65 years old staid stable since 2013 (from 56.4% in 2013 to 
55.1% in 2019, data excluding nursing homes). In 2019, there was a higher 
coverage rate in Flanders (60.8%) than in Wallonia (46.1%) and Brussels 
(44.7%), and large differences between patient provinces (see Table 13). 
Indeed, Liège shows a higher vaccination rate than the other Walloon 
provinces (79.4%), and on the Flemish side, Limburg (64.0%) shows a lower 
vaccination rate than other provinces in Flanders (Table 13; Figure 18). 

The results exclude the elderly residing in nursing homes because in 
Flanders influenza vaccines for this population are bought directly by the 
regional health authority. A sensitivity analysis was performed including and 
excluding elderly residing in institutions and limiting the analysis to Wallonia 
and Brussels. By including the elderly living in institution, the vaccination 
coverage, globally reaches 48.2% (with a rate of 82.1% in institutions). By 
excluding the elderly residing in institutions the rate decreases to 45.9% (see 
Table 13).   

There are also large differences in coverage rates by patient age: while the 
rate only reaches 40.8% for the 64-69 years old, it improves to 71.4% for the 
90+ (Table 13). The same data also show that there is no accessibility 
problem for people having preferential reimbursement entitlement.  

Population aged 65 years over entitled to the INAMI-RIZIV status 
chronic illness vs not entitled to the status chronic illness 
The vaccination rate is 24.2% higher in patients entitled to the status chronic 
illness than in patients not entitled to the status (2019: chronic 72.3% vs not 
chronic 48.1%) and the difference in vaccination coverage increased since 
2013 (22.5%). Whatever the socio-economic characteristics of the patients, 
those entitled to the chronic status are always more frequently vaccinated 
than those without chronic status. Patients with chronic status living in 
Flanders are more frequently vaccinated (77.7%) than those living in 
Brussels (63.6%) or Wallonia (64.3%).  However, Liège has the highest 
vaccination rates among chronic patients (79.4%), followed by Anvers 
(78.5%) and Vlaams Brabant (78.3%). The average vaccination rate in 
Wallonia is drawn down by the low vaccination rate in Hainaut (63.0%) 
(Table 13; Figure 18). 

Chronic patients living in nursing homes (65+ in Wallonia and Brussels) are 
also more frequently vaccinated (84.2%) than patients not entitled to chronic 
status living in nursing homes (73.9%). 
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Figure 17 – Coverage of vaccination against influenza in people aged 65 years and over, by region (2013-2019) and by chronic status (Chronic = left 
side; Not chronic = right side) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: IMA data, KCE calculation. 
Note: People residing in institution are excluded from the analysis (see section limitation in technical fiche for details). 
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Table 13 – Coverage of vaccination against influenza in people aged 65 years and over, by patient characteristics (2019) 

  
Chronic  Not chronic  Belgium  

  

BELGIUM 
CALCULATI
ON, 
INSTITUTIO
NS 
EXCLUDED 

WALLONIA
+BRUSSEL
S 
CALCULAT
ION, 
INSTITUTIO
NS INCL. 

WALLONIA+BR
USSELS 
CALCULATION, 
INSTITUTIONS 
EXCL. 

BELGIUM 
CALCULA
TION, 
INSTITUTI
ONS 
EXCLUDE
D 

WALLONIA+BR
USSELS 
CALCULATION, 
INSTITUTIONS 
INCL. 

WALLONIA+BR
USSELS 
CALCULATION, 
INSTITUTIONS 
EXCL. 

BELGIUM 
CALCULA
TION, 
INSTITUTI
ONS 
EXCLUDE
D 

WALLONIA+BR
USSELS 
CALCULATION, 
INSTITUTIONS 
INCL. 

WALLONIA+BR
USSELS 
CALCULATION, 
INSTITUTIONS 
EXCL. 

Variable Category Influenza vaccination coverage Influenza vaccination coverage Influenza vaccination coverage 

Data 2019 by categories 
      

 
    

 
     

Total  72.3% 67.2% 64.1% 48.1% 38.5% 37.8% 55.1% 48.2% 45.9% 
Age 
(years) 65-69 61.1% 53.7% 52.5% 35.7% 26.3% 26.2% 40.8% 32.6% 32.0% 

 70-74 69.5% 62.6% 61.4% 46.8% 36.7% 36.6% 52.5% 44.1% 43.3% 
 75-79 75.0% 68.3% 67.0% 55.4% 45.3% 45.0% 61.5% 53.4% 52.3% 
 80-84 78.1% 73.2% 71.1% 62.0% 52.2% 51.5% 68.0% 61.1% 59.1% 
 85-89 79.3% 76.3% 72.7% 64.9% 57.1% 55.5% 71.2% 66.9% 63.1% 
 >90 78.9% 79.4% 73.7% 63.8% 59.3% 55.5% 71.4% 71.7% 64.5% 

Gender 
Female 71.6% 67.0% 63.4% 48.7% 39.0% 38.1% 55.6% 49.3% 46.2% 

Male 73.2% 67.4% 65.3% 47.4% 38.0% 37.5% 54.4% 46.9% 45.5% 
Entitleme
nt to 
increased 
reimburse
ment 

No 72.8% 67.1% 64.7% 48.3% 38.9% 38.3% 54.4% 47.3% 45.5% 

Yes 71.3% 67.6% 63.1% 47.3% 37.3% 36.1% 57.0% 50.8% 46.8% 

Long term 
care  

Home care 74.6% 65.9% 65.9% 61.7% 51.4% 51.4% 71.3% 62.3% 62.3% 

Institutions NA 84.2% NA NA 73.9% NA NA 82.1% NA 
No long term 
care 71.9% 63.9% 63.9% 47.8% 37.6% 37.6% 54.2% 45.1% 45.1% 

Region Brussels 63.6% 65.8% 63.6% 37.0% 37.6% 37.0% 44.7% 46.6% 44.7% 
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Flanders 77.7% NA NA 54.2% NA NA 60.8% NA NA 

Wallonia 64.3% 67.6% 64.3% 38.0% 38.8% 38.0% 46.1% 48.6% 46.1% 
Brussels + 
Wallonia 
(sensitivity 
analysis) 

64.2% 67.3% 64.2% 37.8% 38.5% 37.8% 45.9% 48.2% 45.9% 

Province  

Antwerpen 78.5% NA NA 55.4% NA NA 61.4% NA NA 
Brabant 
Wallon 68.4% 71.5% 68.4% 41.9% 42.6% 41.9% 48.9% 51.1% 48.9% 

Bruxelles-
Capitale 63.6% 65.8% 63.6% 37.0% 37.6% 37.0% 44.7% 46.6% 44.7% 

Hainaut 63.0% 66.6% 63.0% 37.2% 37.9% 37.2% 45.8% 48.5% 45.8% 

Limburg 64.0% NA NA 36.8% NA NA 45.3% NA NA 

Liège 79.4% 66.9% 64.0% 54.8% 37.6% 36.8% 62.4% 47.6% 45.3% 

Luxembourg 63.4% 67.6% 63.4% 37.0% 37.9% 37.0% 44.2% 47.1% 44.2% 

Namur 66.1% 69.1% 66.1% 40.0% 40.6% 40.0% 47.7% 50.0% 47.7% 
Oost-
Vlaanderen 78.1% NA NA 54.5% NA NA 61.0% NA NA 

Vlaams 
Brabant 78.3% NA NA 55.3% NA NA 61.6% NA NA 

West-
Vlaanderen 75.0% NA NA 50.9% NA NA 57.9% NA NA 

Note: People residing in institution are excluded from the analysis at Belgian level - see Wallonia and Brussels columns for sensitivity analyses (see section 
limitation in technical fiche for details); NA= not applicable; Source: IMA data, KCE calculation 
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Figure 18 – Influenza vaccination coverage by province, by chronic status (2019) 

 

8.2.2. International comparison  
International comparisons are based on results from HIS survey. Based on 
the last results from the Health interview survey, coverage of influenza 
vaccination in Belgium for 2018 was 59.1% in this age group (this is only 
slightly superior to the results obtained by the billing IMA data, 55.3%). 
Compared to other European countries, this is above the EU-15 average 
(53.7%) (Figure 19). 
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Figure 19 – Coverage of vaccination against influenza for elderly: international comparison (2018, trend 2000-2020) 

Source: Data from Belgium are based on the Health Interview Survey.  
Note: fluctuation of the EU-15 is an artefact of the availability of the coverage data of the different countries.  
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Key points 

 In 2019, the vaccination coverage against influenza of people 
aged 65 years and over (and not residing in an institution) was 
55.1%, far below the WHO target of 75% and staid stable since 
2013 (56.4%).  

 Vaccination rates for 65+ years old (in 2019) are higher in 
Flanders (60.8%) than in Wallonia (46.1%) and Brussels (44.7%) 
and globally also higher for people aged 85+.  

 The vaccination rate is higher in patients entitled to the status 
chronic illness than in patients not entitled to the status (2019: 
chronic 72.3% vs not chronic 48.1%) and the difference in 
vaccination coverage increased since 2013 (22.5%). Whatever 
the socio-economic characteristics of the patients, those 
entitled to the chronic status are always more frequently 
vaccinated than those without chronic status. 

 The elderly entitled to chronic status living in nursing homes (in 
Wallonia-Brussels) are more frequently vaccinated than the 
elderly not entitled to chronic status living in nursing homes. 

 In 2018, Belgium has a higher influenza vaccination coverage 
(59.1%) than average EU-15 countries (53.7%). 
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9. BREAST CANCER SCREENING (P-6; P-7) 
9.1. Documentation sheet 

Description Proportion of women aged 50-69 having received at least one mammogram within the last two years 
1. Within the context of the organised screening programme (mammogram with a specific billing code for screening) 
2. Within or outside the context of the organised screening programme (all mammograms) 

Calculation Numerator: number of women aged 50-69 in a given year, having received a (screening) mammogram within the year or the preceding year.  
Denominator: Total number of women aged 50-69 affiliated to a Sickness fund in a given year 

Rationale In Belgium, breast cancer is by far the first female cancer in incidence (10 962 cases in 2019),h and is also one of the leading cause of death in females 
(34.6 deaths per 100 000 population in 2017)i. Mammographic screening is considered an efficient mean to improve the prognosis. Therefore, since 2001 
in Flanders and 2002 in Brussels and Wallonia, a national breast cancer screening programme exists for women aged 50-69 yearsj. Each woman aged 50  
to 69 years receives every 2 years an invitation to participate in the screening programme. The mammograms realised in the programme follow a specific 
procedure to insure the quality and effectiveness, and have their own RIZIV-INAMI billing codes. The examination is free of charge for the women. 
Mammograms having the specific reimbursement code are referred to as “organised screening mammograms” in this report in order to distinguish them 
from the opportunistic screening using mammogram (i.e. outside the programme).  
The first indicator measures the proportion of women aged 50-69 undergoing a mammogram in the framework of the organised screening, whereas 
the second measures the proportion of women aged 50-69 undergoing a mammogram within or outside the organised programme (all 
mammograms). 
The first indicator measures the success of the organised programme, the second the whole coverage of mammographic screening in Belgium.  
There is a generally accepted target of 75% for the breast cancer screening coverage.1  

Data source IMA-AIM atlas (population results); IMA-AIM data (results by chronic status) 

Technical 
definitions 

RIZIV-INAMI billing codes: 450192-450203 (mammogram within the screening programme: organised screening mammograms), 450096, 461090 (other 
mammography).  
In the IMA-AIM database only the year of birth is available and not the exact date of birth. The age is the difference between the calendar year and the year 
of birth (snapshot on the 30th of June or the 31st of December). If the woman’s age falls between 50 and 69 years, she enters the denominator. 
A distinction is made between chronic versus non-chronic patients. Status for persons with a chronic illness in IMA-AIM database: entitlement is observed 
through data from the InterMutualistic Agency (IMA-AIM), variables pp3015, pp3016 or pp3017. If the value for one of these 3 variables is equal to 1 or 2, 
the individual has an entitlement and is assumed to suffer from a chronic illness.  

 
h  http://www.kankerregister.org/Statistiques_tableaux%20annuelle (last access: 28 October 2021) 
i          https://www.healthybelgium.be/en/health-status/mortality-and-causes-of-death/overall-mortality-by-cause  (last access: 28 October 2021) 
j  http://www.zorg-en-gezondheid.be/Ziektes/Vlaams-bevolkingsonderzoek-naar-borstkanker/ and http://www.sante.cfwb.be/index.php?id=cancerdusein0 (last access: 21 

October 2021) 

http://www.kankerregister.org/Statistiques_tableaux%20annuelle
https://www.healthybelgium.be/en/health-status/mortality-and-causes-of-death/overall-mortality-by-cause
http://www.zorg-en-gezondheid.be/Ziektes/Vlaams-bevolkingsonderzoek-naar-borstkanker/
http://www.sante.cfwb.be/index.php?id=cancerdusein0
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Limitations It is impossible to distinguish opportunistic screening mammograms (i.e. mammogram made for screening purposes but outside the organised programme) 
from diagnostic mammograms (i.e. mammogram made for diagnostic reasons, e.g. in women with symptoms or at high risk). Since the fraction of diagnostic 
mammograms among all mammograms is quite low, the rate of mammograms outside the screening is an acceptable proxy of the opportunistic screening.2  
Women with a bilateral mastectomy and women with a breast cancer have not been excluded from the target population. For all those reasons, the total 
coverage is likely to be slightly overestimated. 
The RIZIV-INAMI chronic illness status is allocated on the basis of health expenditure. Some people may be entitled to the status even though they do not 
actually suffer from a chronic disease and some patients who do suffer from a chronic disease may not be entitled to the status.  

International 
comparability 

The OECD publishes the proportion of women aged 50-69 having had a bilateral mammography within the past two years (for the majority of countries), 
preferably from programme (administrative billing) data, otherwise from survey data; the OECD thus warns for a limited comparability. For Belgium, OECD 
results are available from IMA-AIM data under the label “programme data”. 3  

Dimension Accessibility of preventive care 

Related 
indicators 

Breast Cancer 5-year survival rate (not calculated in this report, see 4)  
Breast cancer screening mammography in women aged 40-49 (not calculated in this report, see 4)) 

 

9.2. Results 

9.2.1. Belgium 
The total coverage of breast cancer screening was 59.7% in 2019.5 This 
coverage has improved at the early 2000s (it was 43% in 2003) but slightly 
decreased since 2016 (62%). From 2003 to 2019, the organised screening 
programme coverage has risen from 21.5% to 33.0% (see Figure 20) . 
Despite these increases, the overall coverage is still lower than the 75% 
European target screening rate.6  

The total breast cancer screening coverage (organised screening 
mammograms and other mammograms) is higher for younger women (50-
54 years) within the target age group (50-69 years) (see Table 14).  

In both organised and global screening, vulnerable women (those entitled to 
increased reimbursement) have lower coverage than the remaining 
population (respectively 22.4% versus 34.6% and 45.5% versus 63.1% in 
2019) (see Table 14). This is in line with evidence from other countries: 
several countries have income inequalities in breast cancer screening (e.g. 
Czech Republic, Denmark, France, New Zealand and Poland).7 The breast 

cancer screening coverage by level of income is considered by the OECD 
as an indicator of access of care; see also the equity and inequalities section 
in Devos et al., 2019 4. 

The organised screening coverage was still higher in Flanders (50.1%) than 
in Brussels (10.4%) and Wallonia (4.7%) in 2019 (see Table 14, Figure 20). 

9.2.2. By RIZIV-INAMI status for persons with chronic illness  
In 2019, the patients with chronic illness status participated less 
frequently in the organised screening mammograms than the patients 
without chronic disease status (chronic status: 28.2% vs not chronic status: 
33.0%, difference: 4.8%). This is also the same conclusion for the total 
breast cancer screening coverage (organised screening mammograms and 
other mammograms) (chronic status: 58.8% vs not chronic status: 59.9%, 
difference: 1.1%), but the difference is less important (see Table 14).   

Looking at the results by age group, we observed that women aged 65-69 
with chronic illness status still participated more frequently in the 
organised screening mammograms than women of the same age but 
without chronic status. However, this is no longer the case when looking at 
the total number of mammograms. In this case, it is mainly younger women 



 

KCE Report 352TS HSPA: care for people with chronic conditions 71 

 

 

(50-59 years) with chronic status who are more frequently covered than 
patients of the same age without chronic status. In other words, young 
women with chronic disease are more frequently covered by mammography 
than young women without chronic disease (see Table 14). Analyses of the 
breast cancer screening coverage by age group and by region have also 
been performed to further explore these important observations. 

In the women entitled to the chronic illness status in Flanders, the youngest 
women (50-54 years) are the most frequently covered by the organised 
breast cancer screening program. In Brussels and Wallonia, the organised 
breast screening coverage increases with age. When looking at the patients 
not entitled to the chronic status, the observation is the same as in the 
chronic patients in Brussels and Wallonia but in Flanders, this is the women 
aged 60-64 years who are the most frequently covered by breast cancer 
screening (see Table 15). In Flanders, the patients who are not entitled to 
the chronic illness status are more frequently covered by the organised 
breast screening program than the patients with the chronic status whatever 
the age group. In Brussels, the observation is the opposite, women with 
chronic illness status are more frequently covered by the breast screening 
the women without the chronic status. In Wallonia, the results by chronic 
status are more heterogenous, in the age-group 55-65 years, chronic 
patients are more frequently covered by the organised breast screening than 
the non-chronic patients and in the other age-groups, this is the women 
entitled to the chronic status who are less frequently covered by the breast 
screening than the non-chronic patients (see Table 15). 

When looking at the total mammograms, the youngest women (50-54 
years) are the most frequently covered by breast screening whatever 
the region (Wallonia, Brussels or Flanders) and the chronic status 
(entitled or not). In Brussels and Wallonia, the women entitled to the chronic 
illness status are more frequently covered by mammograms in every age 
group. In Flanders, results are the opposite, the women entitled to the 
chronic status are less frequently covered than the women without chronic 
illness status (see Table 15). 

In both organised screening mammograms and total mammograms groups, 
vulnerable women (those entitled to increased reimbursement) with chronic 
status have a lower coverage than the women without chronic illness status. 
However, by looking at the total mammograms, vulnerable women with 
chronic illness status are more covered than the women with 
vulnerable status but without chronic illness (vulnerable and chronic 
status: 47.8% vs not vulnerable and chronic status: 44.4%) (see Table 14).   

In Brussels and Flanders, the women without chronic illness status are more 
frequently covered by the organised screening program than the women 
with chronic illness status. In Wallonia, the proportions are the same 
whatever the chronic status. By looking at the total mammograms, 
conclusions are quite different. In this case, women who suffer from a 
chronic illness and live in Brussels and Wallonia are more covered than 
the women without chronic illness from the same regions. In Flanders, the 
women with chronic illness status are less covered than women without 
chronic illness status (chronic status: 63.0% vs not chronic status: 65.7%) 
(see Table 14).   

Since 2014, the coverage rate does not vary much, either for chronic or non-
chronic patients and among the organised screening mammograms or total 
mammograms. 

Among non-chronic patients and total mammograms, we observe that 
Flanders maintains a better coverage rate than the other regions over 
time with a coverage that remains around 68%, while a slight decrease in 
coverage is observed in Wallonia and Brussels. In 2019, a better coverage 
rate is observed in Wallonia, which was not the case in 2014. Among 
patients with chronic status, the coverage trend remains almost identical 
since 2014. The coverage rate is better in Flanders than in Brussels and 
Wallonia.  

Among screening organised mammograms, Flanders maintains a rate of 
around 50% in non chronic patients and of 45% in chronic patients, whereas 
Brussels and Wallonia report rates around 12 and 8% whatever the chronic 
status (see Figure 22 and Figure 24). 
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Table 14 – Coverage (in %) of breast cancer screening in women 50-69 years old (organised screening mammograms and total mammograms 
coverage) (2019), by chronic disease status  

Variable Category Organised 
screening 

mammograms 

Organised 
screening 

mammograms 

Organised screening 
mammograms 

Total 
coverage 

Total coverage Total coverage 

    Chronic status Not chronic 
status 

Total Chronic 
status 

Not chronic 
status 

Total 

Age (years) 50-54 29.9 33.8 33.3 64.5 64.3 64.3  
55-59 26.2 29.5 29.0 56.7 56.0 56.1  
60-64 30.1 35.8 34.8 59.9 61.2 60.9  
65-69 27.0 33.4 32.0 55.8 57.5 57.1  
Total (50-69) 28.2 33.0 32.2 58.8 59.9 59.7 

Entitlement to increased 
reimbursement  

No 31.7 35.0 34.6 65.2 62.8 63.1 

 
Yes 22.1 22.6 22.4 47.8 44.4 45.5 

Region of residence Brussels 12.0 10.0 10.4 55.5 50.0 51.0  
Flanders 45.6 50.9 50.1 63.0 65.7 65.3  
Wallonia 4.7 4.7 4.7 53.2 51.1 51.5 

Province of residence  Bruxelles-Capitale 12.0 10.0 10.4 55.5 50.0 51.0  
Antwerpen 43.1 48.8 47.9 61.0 64.6 64.1  
Limburg 54.3 60.4 59.3 67.0 69.1 68.8  
Oost-Vlaanderen 46.5 52.1 51.2 64.0 66.8 66.3  
Vlaams Brabant 39.0 42.8 42.3 63.0 64.7 64.4  
West-Vlaanderen 46.5 53.1 52.1 61.3 64.7 64.1  
Hainaut 6.9 7.0 4.9 59.4 57.3 52.2  
Liège 5.0 4.9 3.1 53.9 51.8 49.2  
Luxembourg 3.0 3.1 7.3 51.5 48.8 46.8  
Namur 7.6 7.2 4.7 49.0 46.4 51.8  
Brabant Wallon 4.9 4.7 7.0 52.2 51.8 57.5 

Source: IMA Atlas 2019 
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Table 15 – Coverage (in %) of breast cancer screening in women (organised screening mammograms and total mammograms coverage), by chronic 
disease status, by age and by region (2019) 

Chronic - organised       
 

Brussels Wallonia  Flanders Belgium 
50-54 10.3 3.7 49.1 29.9 
55-59 12.0 4.7 41.5 26.2 
60-64 12.5 5.2 48.6 30.1 
65-69 12.9 5.0 44.0 41.5 
Total (50-69) 12.0 4.7 45.6 28.2 
Not chronic - organised        

Brussels Wallonia  Flanders Belgium 
50-54 8.8 3.8 52.8 33.8 
55-59 10.0 4.5 44.9 29.5 
60-64 10.9 5.1 55.1 35.8 
65-69 10.8 5.7 51.1 33.4 
Total (50-69) 10.0 4.7 50.9 33 
Chronic - total          

Brussels Wallonia  Flanders Belgium 
50-54 63.1 58.3 68.6 64.5 
55-59 55.0 54.1 58.5 56.7 
60-64 52.9 52.7 65.5 59.9 
65-69 52.5 49.5 60.6 55.8 
Total (50-69) 55.5 53.2 63.0 65.2 
Not chronic - total          

Brussels Wallonia  Flanders Belgium 
50-54 54.3 55.6 70.2 64.3 
55-59 48.6 51.2 59.4 56.0 
60-64 48.4 49.3 69.1 61.2 
65-69 47.4 47.5 64.1 57.5 
Total (50-69) 50.0 51.1 65.7 59.9 
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Figure 20 – Coverage of breast cancer screening (all mammograms) in women 50-69 years old, by region, year (organised left side; total right side) 
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Figure 21 – Coverage of breast cancer screening (all mammograms) in women 50-69 years old, by region, year and NIDHI chronic disease status (not 
chronic disease status left side; chronic disease status right side) 

 

 

Data: IMA – AIM (2014-19); figure: KCE 
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Figure 22 – Coverage of breast cancer screening (organised mammograms) in women 50-69 years old, by region, year and NIDHI chronic disease 
status (not chronic disease status left side; chronic disease status right side) 
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Figure 23 – Coverage of breast cancer screening (organised) in women 50-69 years old, by province (2019) and by chronic status (not chronic: left 
side; chronic right side) 

 

 

Data: IMA – AIM 2019, figure KCE 
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Figure 24 – Coverage of total mammograms in women 50-69 years old, by province (2019) and by chronic status (not chronic: left side; chronic right 
side) 

 
Data: IMA – AIM 2019, figure KCE 

 

9.2.3. International comparison  
Only the total mammogram coverage can be compared with other countries; 
comparisons should be taken with caution, as they mix survey and 
programme data. The Belgian coverage is below the EU-13 average (59.7% 
vs 73.5%). In 2019, six countries reach the 75% target coverage: France, 
Italy, Netherlands, Luxembourg, Portugal and Sweden (Figure 25).  
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Figure 25 – Coverage of breast cancer screening: international comparison (2019 (or latest available year)) 

 

 

Source: OECD Health statistics 2021, for Belgium IMA atlas, Figure KCE, 2014= UK, Sweden, Germany, France; 2015=Ireland; 2019: Austria, Belgium, Greece, Italy, 
Luxembourg, Netherlands, Portugal; 2020: Spain  
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Key points 

• The total coverage of breast cancer screening was 59.7% in 2019. 
This coverage has improved in the early 2000s (it was 43% in 
2003) but slightly decreased since 2016 (62%). In 2019, Flanders 
reached the highest rate at 65.3% while the lowest rate of 51.0% 
was achieved in Brussels (51.5% in Wallonia). 

• The breast cancer screening coverage in Belgium fails to achieve 
the commonly accepted target of 75%, which is reached by 
France, Italy, the Netherlands, Luxembourg, Portugal and 
Sweden in 2019. It is also lower than the EU average (73.5%).  

• Overall patients with RIZIV-INAMI chronic illness status are less 
covered by a mammogram than non-chronic patients (organised 
or total mammograms).  However, this result varies according to 
age group, vulnerable status (entitled to increased 
reimbursement) and region. Younger women (50-59 years) with 
chronic illness status are more frequently covered by breast 
cancer screening (total mammograms) than women of the same 
age without chronic illness. 
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10. REGULAR CONTACTS WITH A DENTIST (P-11) 
10.1. Documentation sheet 

Description Proportion of the population with a “regular contact with a dentist” (defined as at least 2 contacts in 2 different years during the last 
three years)  

Calculation Numerator: number of individuals 3 years old and older who had a contact with a dentist at least twice in 2 different years during 
the last three years. 
Denominator: number of individuals aged 3 years and older. 

Rationale Oral health is a condition in which people can eat, speak and socialize without (oral) disease, discomfort or embarrassment.1 While 
having good levels of oral health is important in itself, it has also been linked to general health.2 Fortunately, some oral disorders 
(like dental caries and dental erosion) can be prevented. 
Regular dental visits not only enable the diagnosis and treatment of any dental problem in an early stage, they also help to prevent 
such problems through dietary and oral hygiene advice and the delivery of professional prophylaxis (i.e. the removal of dental 
plaque and calculus, the application of fluoride and sealants). Several studies demonstrated (inter- and intra-country) 
socioeconomic inequalities in access to oral healthcare, oral health and oral health related behaviour (e.g. toothbrushing).2-7 

Data source Main indicator: IMA – AIM data  
Secondary analyses: HIS 2018 (Interactive analysis – Module Health and Social Services)8 and HISLink 2013/2018 data (see 
section ‘related indicators’ below) 
In the HISLink project, Sciensano performed a linkage between Health Interview Survey (HIS) 2013 and 2018 and IMA – AIM data 
(2013/2018), partly to verify the HIS reporting on the use of care but also to overcome the shortcomings of the health insurance 
data (e.g. information on non-reimbursed health care use is lacking, no link between health care use and health needs, information 
on socio-demographic background characteristics is scarce). Data extracted from the HIS are covering the following topics: socio-
demographic characteristics, health status, lifestyle and health care use. 

Indicator source IMA-AIM Atlas, HIS 

Technical definitions Contact definition: all RIZIV – INAMI billing codes belonging to N group 04 (dental care provided by general dental practitioners, 
periodontists, orthodontists, or medical specialists in stomatology). Hereafter, the term ‘dentist’ is used to cover all these dental 
care specialists. 
In the previous HSPA reports, codes belonging to N group 16 (care provided by maxilla-facial surgeons) were also considered. 
Chronic definitions: 
1) IMA – AIM: Individuals entitled to the status chronic illness. Entitlement is observed through data from the InterMutualistic 

Agency (IMA – AIM), variables pp3015, pp3016 or pp3017. If the value for one of these 3 variables is equal to 1 or 2, the 
individual has an entitlement and is assumed to suffer from a chronic condition. 
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2) HIS: The number of persons reporting to suffer from a chronic disease by answering “yes” to the following question in the 
HIS; the denominator is the number of respondents of the following question in the HIS (MA_SH02): “Do you suffer from 
a chronic disease or condition?” 

International comparability This is not an international indicator. The definition of “regular contact with a dentist” varies from one country to another; the most 
frequently used indicator is yearly contact.  

Limitation HIS excluded population under 15 years. 
Dimension Access to dental care 

Secondary indicators Proportion of people (aged 15 and over) that consulted a dental care specialist (dentist, orthodontist or other dental care specialist) 
in the last 12 months (HIS). 
Proportion of people (aged 15 and over) that never consulted a dental care specialist (dentist, orthodontist or other dental care 
specialist) in the last 12 months, by chronic status (HIS). 
For these secondary indicators, based on the HIS, the term ‘dental care specialist’ is used rather than ‘dentist’ to easily make the 
distinction between the main indicator based on IMA – AIM data and these secondary indicators. 
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10.2. Results 

10.2.1. Belgium 

The proportion of the population who had at least two dental visits in 
two different years in the last three years (regular contact with a 
dentist) 
The proportion of the population who had at least two dental visits in two 
different years in the last three years increased from 49.5% in 2014 to 55.3% 
in 2019 (Table 16). The increase in the last years may (in part) be attributed 
to the information campaigns of the health insurance funds and the dental 
professional associations on the upcoming dental care programme 
(‘Mondzorgtraject’ – ‘Trajet de soins bucco-dentaires’)k which was 
established on 1 July 2016.9 During the 2014-2019 period, a higher increase 
in the regular attendance rate can be observed for patients with the chronic 
illness status (+9.7 percentage points) than without the status (+5.5 
percentage points). The difference between people with and without the 
chronic illness status was therefore more pronounced in 2014 (43.4% vs. 
50.1%, RR: 0.87) than in 2019 (53.1% vs. 55.6%, RR: 0.96).  

The proportion of the population with a regular dental contact in 2019 is the 
highest in children and adolescents (68.6% and 71.8% for the age groups 
5-14 years and 15-17 years, respectively), which is not surprising since there 
is full reimbursement for the majority of preventive and restorative 
procedures for all children under 18 years since 2009. In addition, this is the 
age span in which many children receive orthodontic diagnosis and/or 
treatment. It is remarkable that in most age groups, the subgroup with 
chronic illness status was more likely to have a regular contact with a dentist 

 
k  The concept of the dental care program (‘Mondzorgtraject’ – ‘Trajet de soins 

bucco-dentaires’) ensures that citizens of 18 years and older who have a 
dental appointment (during which a reimbursed procedure is performed) 
every calendar year receive a higher reimbursement (i.e. have a smaller 
personal share) for curative care (e.g. dental restorations, extractions, 
prostheses) than those who do not attend a dentist regularly. The following 

than compared to the subgroup without. The difference becomes smaller at 
age 65 and is reversed from age 75 onwards. The overall lower dental 
attendance rate for people with the chronic illness status than for people 
without the chronic illness status is therefore mostly due to the elderly. 
Indeed, there is a higher fraction of elderly among persons with chronic 
illness status. 

If we look at the distribution between regions, the regular dental attendance 
rate was, in 2019, for the whole population higher in Flanders (60%) than in 
Wallonia (51%) and Brussels (50%) (see Table 16). When a distinction is 
done based on the chronic illness status, differences between regions are 
reduced and the regular attendance rate was the highest in Brussels 
(56.5%) and the lowest in Wallonia (49.7%) for people with the chronic 
illness status (in 2019 but also in the previous years) (see Table 16; Figure 
26). It should also be noted that in Brussels, the proportion of people with 
regular dental attendance is slightly higher for people with a chronic illness 
status than for people without such a status, while in Flanders and Wallonia, 
it is the opposite. As said above, this result is also related to an age effect, 
with much lower attendance rates among the elderly and a higher fraction 
of older people in the group with chronic illness status. 

Wen looking at the data by district in 2019, Nivelles (58.6%) and Hal (58.1%) 
have the highest proportions of chronic patients with regular dental visits, 
whereas Neufchâteau (42.7%), Virton (41.5%) and Arlon (38.5%) have the 
lowest proportions of chronic patients with regular dental visits (see Figure 
27). In the subgroup without chronic illness status, Maaseik (65.7%), 
Turnhout (63.9%) and Hasselt (63.7%) have the highest proportion of 
patients with regular dental visits and Charleroi (44.8%), la Louvière (44.0%) 
and Arlon (42.4%) have the lowest proportions (see Figure 27).  

procedures are not included in the dental care programme: consultations, 
preventive care, orthodontics, periodontics and dental radiographs. The 
dental care programme should not be confused with the 'continuity rule', 
which stipulates (for a long time already) that the reimbursement for a 
professional dental debridement is halved for citizens who had no reimbursed 
dental care during the previous year. 
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Table 16 – Proportion of people with regular contact with a ‘dentist’ (N04), by year, chronic status, and patient characteristics (2014-2019) 
Variable Category Proportion 

    People with the chronic illness 
status 

People without the chronic 
illness status Whole population 

Year 

2014 43.4% 50.1% 49.5% 
2015 46.1% 52.2% 51.6% 
2016 48.9% 54.3% 53.7% 
2017 50.8% 55.4% 54.9% 
2018 51.5% 55.4% 55.0% 
2019 53.1% 55.6% 55.3% 

Age (2019) (years) 

3-4 21.8% 16.6% 16.6% 
5-14 77.7% 68.3% 68.6% 
15-17 79.2% 71.6% 71.8% 
18-24 64.5% 53.5% 53.8% 
25-44 65.1% 52.5% 53.1% 
45-64 62.6% 58.6% 59.1% 
65-74 55.0% 54.9% 54.9% 
75+ 37.3% 40.4% 39.1% 

Province (2019) 

Antwerpen 54.1% 59.4% 58.8% 
Brabant Wallon 58.6% 56.9% 57.1% 
Brussels  56.5% 49.3% 50.1% 
Hainaut 44.2% 46.0% 45.7% 
Liège 56.0% 55.9% 55.9% 
Limburg 56.3% 63.7% 62.7% 
Luxembourg 43.1% 49.2% 48.5% 
Namur 47.2% 50.8% 50.4% 
Oost-Vlaanderen 52.8% 59.9% 59.0% 
Vlaams Brabant 57.6% 61.0% 60.6% 
West-Vlaanderen 54.0% 61.3% 60.3% 

Region (2019) 
Brussels  56.5% 49.3% 50.1% 
Flanders  54.7% 60.7% 60.0% 
Wallonia  49.7% 51.2% 51.0% 

Source: IMA – AIM 
Note: Regular contact is defined as two contacts in two different years in the last three years. 
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Table 17 – Number of people with regular contact with a ‘dentist’ (N04), by year, chronic status, and patient characteristics (2014-2019) 
Variable Category Number (Numerator / Denominator) 

    People with the chronic illness 
status  

People without the chronic 
illness status  

Whole population 

Year 2014 412 626 / 951 371 4 781 072 / 9 535 204 5 193 698 / 10 486 575 
2015 476 053 / 1 031 958 4 965 492 / 9 504 838 5 441 545 / 10 536 796 
2016 537 192 / 1 097 839 5 153 520 / 9 494 600 5 690 712 / 10 592 439 
2017 579 340 / 1 139 955 5 268 288 / 9 506 853 5 847 628 / 10 646 808 
2018 611 637 / 1 186 955 5 267 394 / 9 511 631 5 879 031 / 10 698 586 
2019 679 897 / 1 280 219 5 270 161 / 9 475 027 5 950 058 / 10 755 246 

Age (2019) (years) 3-4 604 / 2 766 39 146 / 236 213 39 750 / 238 979 
5-14 31 127 / 40 070 847 263 / 1 240 983 878 390 / 1 281 053 
15-17 6 397 / 8 074 254 279 / 355 059 260 676 / 363 133 
18-24 11 642 / 18 050 455 445 / 850 622 467 087 / 868 672 
25-44 85 574 / 131 420 1 400 867 / 2 667 640 1 486 441 / 2 799 060 
45-64 23 1648 / 370 047 1 537 768 / 2 625 018 1 769 416 / 2 995 065 
65-74 149 854 / 272 522 492 485 / 897 827 642 339 / 1 170 349 
75+ 163 051 / 437 270 242 908 / 601 665 405 959 / 1 038 935 

Province (2019) Antwerpen 102821 / 190 106 918 938 / 1 546 938 1 021 759 / 1 737 044 
Brabant Wallon 23946 / 40 839 191 334 / 336 344 215 280 / 377 183 
Brussels  57577 / 101 902 442 912 / 897 622 500 489 / 999 524 
Hainaut 74905 / 169 345 500 481 / 1 088 378 575 386 / 1 257 723 
Liège 75726 / 135 162 496 277 / 888 066 572 003 / 1 023 228 
Limburg 60881 / 108 060 447 691 / 702 610 508 572 / 810 670 
Luxembourg 11162 / 25 897 89 673 / 182 210 100 835 / 208 107 
Namur 26659 / 56 435 210 361 / 414 030 237 020 / 470 465 
Oost-Vlaanderen 91008 / 172 279 761 703 / 1 271 789 852 711 / 1 444 068 
Vlaams Brabant 68243 / 118 469 582 497 / 954 736 650 740 / 1 073 205 
West-Vlaanderen 85125 / 157 568 602 957 / 984 300 688 082 / 1 141 868 

Region (2019) Brussels region 57 577 / 101 902 442 912 / 897 622 500 489 / 999 524 
Flemish region 408 078 / 746 482 3 313 786 / 5 460 373 3 721 864 / 6 206 855 
Walloon region 212 398 / 427 678 1 488 126 / 2 909 028 1 700 524 / 3 336 706 

Source: IMA – AIM 
Note: Regular contact is defined as two contacts in two different years in the last three years. 
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Figure 26 – Regular contact with a dentist, by chronic illness status and region (2014-2019) 

 
Source: IMA – AIM 
Note: Regular contact is defined as two contacts in two different years in the last three years. 
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Figure 27 – Regular contact with dentist, by district, by chronic status, 2019 

 
Source: IMA – AIM 
Note: Regular contact is defined as two contacts in two different years in the last three years. 
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The proportion of people (15+) that consulted a dental care specialist 
in the last 12 months  
Results presented in the previous sections, which are based on billing IMA 
– AIM data, are in line with the results reported in the 2018 Health Interview 
Survey (interactive analysis), in which 67.7% of the respondents reported 
that they had consulted a dental care specialist in the preceding year. 
Likewise, variation across age groups was observed with the highest rate in 
the 2-14 years old age group (75.4%) and the lowest in the seniors (aged 
75 or older, 43.0%). The higher attendance rates in the Health Interview 
Survey were expected as they are based on self-report.8, 10 

The Health Interview Survey (interactive analysis) further revealed important 
sociodemographic differences, even after correction for age and gender: 
only 40.1% of the group with the lowest educational level (primary or no 
degree) reported having seen a dental care specialist in the preceding year 
and this proportion increases up to 78.1% in the group who had taken the 
highest education level (superior education).  

Based on the HiSLink 2018 data, linking HIS and IMA-AIM data, a lower 
proportion of patients (aged 15 years and over) entitled to the chronic illness 

status reported having consulted a dental care specialist in the last 12 
months compared to patients without a chronic illness status (chronic illness 
status: 58.3% vs no chronic illness status: 67.3%); this difference was also 
observed in 2013 and in every region. The same observation can also be 
done concerning patients with/without self-reported chronic disease (see 
Table 3). Nevertheless, the difference is somewhat more pronounced based 
on the chronic illness status (chronic illness status: 58.3% vs. not chronic: 
67.3%; -9 percentage points) than based on self-reported chronic disease 
(self-reported chronic disease: 62.7% vs. no self-reported chronic disease: 
68.7%; -6 percentage points) (see Table 18 and Figure 28).  

HiSLink 2013 and 2018 data usually also showed an increase in the 
proportion of people who consulted a dental care specialist between 2013 
and 2018.  Such observation is done in every region and chronic subgroup, 
except in Brussels concerning patients that both have the chronic illness 
status and that have self-reported a chronic disease, for whom a decrease 
in the proportion is observed (-9 percentage points between 2013 and 2018) 
(see Table 18). 

 

Table 18 – Proportion of people (15+) that consulted a dental care specialist in the last 12 months, by region, chronic status, and year (2013 and 
2018) 
  Belgium 
  2013 2018 
  % 95% CI % 95% CI 
Self-reported chronic disease (15+) 56.3 (53.0-59.5) 62.7 (60.0-65.3) 
No self-reported chronic disease (15+) 62.6 (60.5-64.7) 68.7 (66.8-70.5) 
Chronic illness status (15+) 47.6 (43.3-52.0) 58.3 (54.6-62.0) 
No chronic illness status (15+) 61.4 (59.7-63.2) 67.3 (65.8-68.9) 
Self-reported chronic disease and chronic illness status (15+) 51.2 (45.1-57.4) 60.4 (55.6-65.2) 

  



 

KCE Report 352TS HSPA: care for people with chronic conditions 89 

 

 

  Brussels 
  2013 2018 
  % 95% CI % 95% CI 

Self-reported chronic disease (15+) 65.4 (60.3-70.6) 66.6 (62.2-71.1) 

No self-reported chronic disease (15+) 60.4 (56.2-64.6) 66.7 (63.5-69.8) 

Chronic illness status (15+) 54.2 (45.5-62.9) 58.9 (52.7-65.1) 

No chronic illness status (15+) 57.6 (54.6-60.6) 63.9 (61.3-66.5) 

Self-reported chronic disease and chronic illness status (15+) 70.1 (58.8-81.5) 61.1 (52.9-69.2) 

  Flanders 
  2013 2018 

  % 95%CI % 95%CI 

Self-reported chronic disease (15+) 57.9 (53.1-62.7) 66.9 (63.3-70.6) 

No self-reported chronic disease (15+) 65 (62.2-67.9) 72.4 (70.0-74.8) 
Chronic illness status (15+) 45.2 (38.9-51.5) 60.8 (55.6-66.1) 

No chronic illness status (15+) 65.2 (62.6-67.8) 71.7 (69.6-73.9) 

Self-reported chronic disease and chronic illness status (15+) 48.7 (40.2-57.3) 62.7 (56.2-69.3) 

  Wallonia 
  2013 2018 

  % 95% CI % 95% CI 

Self-reported chronic disease (15+) 51.3 (46.3-56.3) 55.1 (50.5-59.7) 

No self-reported chronic disease (15+) 57.8 (54.2-61.4) 61.8 (58.2-65.5) 

Chronic illness status (15+) 50.1 (43.2-57.0) 54 (47.6-60.3) 

No chronic illness status (15+) 55.8 (52.9-58.6) 60.9 (57.9-63.8) 

Self-reported chronic disease and chronic illness status (15+) 52 (42.6-61.3) 56.2 (47.6-64.8) 
Source: HiSLink 2013 and 2018 data 
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Figure 28 – Proportion of people (15+) that consulted a dental care specialist in the last 12 months, by chronic status 

  
Source: HiSLink 2013 and 2018 data 

Proportion of people (15+) that never consulted a dental care specialist 
in the last 12 months, by chronic status  
When looking at the proportion of people (aged 15 years old and over) who 
have never consulted a dental care specialist in the last 12 months, 
differences of proportions between chronic and non-chronic patients are 
also higher based on the chronic illness status than based on self-reported 
chronic disease. 

The proportion of people with the chronic illness status that never consulted 
a dental care specialist (3.7% in 2018) was higher than for patients without 
the status (1.6% in 2018). Based on the self-reported chronic disease, 
results are similar between self-reported chronic and non-chronic patients 
(1.6% in 2018 in both group in Belgium), except in Brussels. (Figure 29). 
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Figure 29 – Proportion of people (15+) that never consulted a dental care specialist in the last 12 months, by chronic status 

  
Source: HiSLink 2013 and 2018 data 

Table 19 – Proportion of people (15+) that never consulted a dental care specialist in the last 12 months, by region, chronic status and year (2013 
and 2018) 
 Belgium 
  2013 2018 
  % 95% CI % 95% CI 
Self-reported chronic disease (15+) 1.1 (0.6-1.6) 1.6 (0.9-2.3) 
No self-reported chronic disease (15+) 1.0 (0.6-1.4) 1.6 (1.1-2.0) 
Chronic illness status (15+) 1.0 (0.3-1.6) 3.7 (1.9-5.4) 
No chronic illness status (15+) 1.4 (1.0-1.8) 1.6 (1.2-1.9) 
Self-reported chronic disease and chronic illness status (15+) 0.7 (0.0-1.5) 2.4 (0.8-4.1) 
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  Brussels 
  2013 2018 
  % 95% CI % 95% CI 
Self-reported chronic disease (15+) 1.1 (0.1-2.1) 1.6 (0.5-2.8) 
No self-reported chronic disease (15+) 1.9 (0.8-2.9) 3.0 (2.0-4.1) 
Chronic illness status (15+) 1.2 (0.0-2.8) 5.3 (2.6-7.9) 
No chronic illness status (15+) 2.4 (1.7-3.2) 4.1 (3.0-5.1) 
Self-reported chronic disease and chronic illness status (15+) 1.1 (0.0-3.2) 1.9 (0.0-3.8) 
  Flanders 
  2013 2018 
  % 95%CI % 95%CI 
Self-reported chronic disease (15+) 0.3 (0.0-0.8) 1.4 (0.4-2.3) 
No self-reported chronic disease (15+) 0.4 (0.2-0.7) 1.3 (0.6-1.9) 
Chronic illness status (15+) 0.8 (0.0-1.6) 4.0 (1.2-6.9) 
No chronic illness status (15+) 0.5 (0.1-0.9) 1.2 (0.7-1.6) 
Self-reported chronic disease and chronic illness status (15+) 0.5 (0.0-1.4) 2.9 (0.3-5.4) 
  Wallonia 
  2013 2018 
  % 95% CI % 95% CI 
Self-reported chronic disease (15+) 2.4 (1.0-3.7) 2.0 (0.8-3.2) 
No self-reported chronic disease (15+) 2.0 (1.0-3.1) 1.6 (0.8-2.4) 
Chronic illness status (15+) 1.2 (0.1-2.3) 2.6 (0.5-4.7) 
No chronic illness status (15+) 2.8 (1.8-3.7) 1.5 (1.0-2.1) 
Self-reported chronic disease and chronic illness status (15+) 1.2 (0.0-2.6) 1.8 (0.0-3.9) 

Source: HiSLink 2013 and 2018 data 

10.2.2. International Comparison 
Since “regular dental visit” has been defined in the IMA – AIM atlas (the 
information source for this indicator) as at least two contacts with a dentist 
in a time span of three consecutive years and since this is not a standard 
indicator, it is not possible to compare these results with international reports 
or publications. International comparison was also not possible for the 
secondary indicators. 
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Key points 

• The population seeing a dentist on a regular basis is increasing 
in the 2014-2019 period, especially for people with a chronic 
illness status (+9.7 percentage points with the status, compared 
to +5.5 percentage points without the status). 

• The highest regular attendance rate is seen in children and 
adolescents (5-17 year old). 

• The regular dental attendance rate was higher for people with 
the chronic illness status than without such status for all age 
categories, except for people aged 75 year old and over.  

• Overall, the regular dental attendance rate was higher in 
Flanders (60.0% in 2019) than in Wallonia (51.0% in 2019) and 
Brussels (50.1% in 2019). Nevertheless, when a distinction is 
made based on the chronic illness status, differences between 
regions, and in particular between Flanders and Brussels, were 
reduced (with 56.5% in Brussels, 54.7% in Flanders and 49.7% in 
Wallonia for people with the chronic illness status). It should 
also be noted that in Brussels, the proportion of people with 
regular dental attendance is slightly higher for people with a 
chronic illness status than for people without such a status, 
while in Flanders and Wallonia, it is the opposite. Based on the 
HiSLink data, the proportion of people (aged 15 years and over) 
that consulted a dental care specialist in the last 12 months is 
lower for chronic patients than for non-chronic patients and 
such difference is more important based on the chronic illness 
status than based on a self-reported chronic disease, with 58.3% 
(95% CI 54.6-62.0) people with the chronic illness status 
compared to 67.3% (95% CI 65.8-68.9) for people without the 
chronic illness status (-9 percentage points), and 62.7% (95% CI 
60.0-65.3) for people with a self-reported chronic disease and 
68.7% (95% CI 66.8-70.5) for people without a self-reported 
chronic disease (-6 percentage points).  

• It is difficult to benchmark these data with other countries, since 
“regular dental visit” has been defined in the IMA atlas (the 
information source for this indicator) as at least two contacts 
with a dentist in a time span of three consecutive years, which 
is not a standard indicator in the international literature.  
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11. APPROPRIATE FOLLOW-UP OF DIABETIC PATIENTS (QA-1, QA-2) 
11.1. Documentation sheet 

Description Quality of diabetic patients follow-up based on different criteria 

Calculation Numerator: Number of diabetic patients who received the five following tests in the past 15 months: 
- at least two records of HbA1c 
- at least one record of lipid profile 
- at least one record of microalbuminuria 
- at least one record of serum creatinine 
- at least a consultation by an ophthalmologist 
Denominator: number of patients with any type of diabetes identified through their drugs prescription. 

Rationale Diabetes is a chronic disease characterised by high levels of glucose in the blood. People with diabetes are at greater risk of developing cardiovascular 
diseases such as heart attack and stroke if the disease is left undiagnosed or poorly controlled. They also have higher risks of sight loss, foot and leg 
amputation, and renal failure. {OECD/EU, 2018 #162} In Belgium, diabetes prevalence is increasing over time, with 6.3% of the Belgian population having 
a known diabetes diagnosis in 2018. Because according to Sciensano more than one in three people with diabetes do not know they have the disease, 
the true prevalence of diabetes can therefore be estimated to around 10%.{Healthy Belgium, 2021 #534} 
All type 1 diabetic patients are on insulin while most type 2 diabetic patients may be on a treatment which may or may not include insulin; overall 5-10% 
of all diabetic patients are suffering from type 1 diabetes, while type 2 diabetes make out the majority of the other diabetics. The majority of the type 2 
diabetics do not receive insulin. 
According to the RIZIV-INAMI 2019 feedback on GPs practice, in diabetics, it is recommended to measure at least twice a year the level of glycated 
haemoglobin (HbA1c), every 3 months the glycemia, and once a year the microalbuminuria and the lipid profile. It is also recommended that an 
ophthalmologist performs a dilated fundus examination once a year to detect ocular complications at an early stage.{RIZIV - INAMI, 2019 #532} These 
recommendations were then reviewed with experts to create an indicator permanently available in the Atlas of the IMA-AIM. After this review, the test on 
glycemia measurement was removed and the test on serum creatinine was added (as also recommended in the 2012 RIZIV-INAMI Performance report 
of GP practice){Meeus, 2012 #152}. 

Primary data 
source 

IMA data 

Indicator source KCE calculation 

Technical 
definitions 

Numerator:  
• Test 1 HbA1c: billing code 540750-540761, 571830-571841 (measure of glycated haemoglobin in haemolysate) at least twice over the period; 
• Test 2 Lipid profile: total cholesterol (billing codes: 540271-540282) AND HDL (billing codes: 540293-540304) AND triglycerides (billing codes: 

541376-541380); OR LDL (billing codes: 542231-542242) at least once over the period; 



 

96 HSPA: care for people with chronic conditions Report 352TS 

 

 

• Test 3 Albumin measurement: billing codes to check microalbuminuria (543712-543723, 433554-433565) or total protein measurement (125532-
125543) to check proteinuria, at least once over the period; 

• Test 4 Serum creatinine: billing codes 540330-540341 at least once over the period; 
• Test 5 (ophthalmology): ophthalmologist consultation (all billing codes of the article 14h OR billing codes: 102012, 102535  and specialist 

qualification code: 037, 370, 371, 374, 378 or 397) at least once over the period; 
Denominator: Diabetics selected on Pharmanet: class ATC A10 drugs prescription. 
Two distinct subgroups are considered :  
• Adult diabetics under insulin (ATC=A10A): patients aged ≥ 18 years and A10A outpatient prescription >37.5 DDDs. 
• Adult diabetics receiving glucose-lowering drugs other than insulin (ATC=A10B) and almost no insulin (ATC=A10A): patients aged 50 years 

and older and A10B outpatient prescription >=270 DDDs per year and 0≤A10A outpatient prescription<37.5DDDs per year. This group includes all 
oral antidiabetics but also incretin mimetic (GLP1-agoniste, code A10BJ) which is a non-insulin injectable solution. For this group of patients, an 
inferior age limitation was set at 50 years to be sure to discard people taking e.g. metformin to lose weight instead of stabilizing a diabetes.  

Limitations Patients with diabetes controlled with diet only are not identified.  
It should also be noted that the selection of these tests was based on the 2019 RIZIV-INAMI feedback to the GPs concerning the quality of diabetic 
patients follow-up {RIZIV - INAMI, 2019 #532}, then reviewed by experts to be incorporate in the AIM-IMA atlas (see also the section on “rationale”). 
According to the 2018 guidelines of the American Diabetes Associations,{American Diabetes Association, 2018 #533} for diabetes type 1 patients 
(expected mainly in the “under insulin” subgroup), microalbuminuria and serum creatinine are nevertheless only recommended for diabetes duration over 
5 years.l Additionally, according to these guidelines, for some patients, ophthalmologic consultations are not needed on a yearly base.m This must be 
kept in mind when assessing the performance based on the global indicator on all 5 tests. Results per test must also be considered. 

Review Reviewed by Astrid Lavens, Sciensano, Scientist in Health services research (diabetes) 

Dimensions Appropriateness of care, and Continuity of Care 

International  These indicators were selected in the early phases of the OECD quality indicators project {GREENFIELD, 2004 #405} but have been abandoned in the 
recent phases because of the poor availability of data in the majority of countries.{OECD, 2015 #380} Hence, there are no international comparison 
available for this indicator.  

 
l  «At least once a year, assess urinary albumin (e.g., spot UACR) and eGFR in patients with type 1 diabetes with duration of ≥5 years, in all patients with type 2 diabetes, 

and in all patients with comorbid hypertension. B»{American Diabetes Association, 2018 #533} 
m  «Adults with type 1 diabetes should have an initial dilated and comprehensive eye examination by an ophthalmologist or optometrist within 5 years after the onset of 

diabetes. B » ; « Patients with type 2 diabetes should have an initial dilated and comprehensive eye examination by an ophthalmologist or optometrist at the time of the 
diabetes diagnosis. B»; «If there is no evidence of retinopathy for one or more annual eye exam and glycemia is well controlled, then exams every 1–2 years may be 
considered. If any level of diabetic retinopathy is present, subsequent dilated retinal examinations should be repeated at least annually by an ophthalmologist or optometrist. 
If retinopathy is progressing or sight-threatening, then examinations will be required more frequently. B »{American Diabetes Association, 2018 #533} 
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11.2. Results 
The composite endpoint of all five tests being evaluated as a quality indicator 
for follow-up of diabetes was only 43.2% in 2019 for adult diabetics under 
insulin (but improving since in 2009, it was 36.3%, see Figure 31) and 15.9% 
(also improving, since in 2009 it was 9.1%) for the adult diabetics receiving 
glucose-lowering drugs other than insulin. According to some experts, these 
low results can in part be explained by the fact that not all these five tests 
are recommended for every diabetic patient in some recent guidelines. In 
the 2018 ADA guidelines,{American Diabetes Association, 2018 #533} for 
patients with type 1 diabetes, microalbuminuria and serum creatinine are for 
example only recommended for diabetes duration over 5 years and the 
consultation to an ophthalmologist could be considered every two years for 
some patients. Results per test must therefore also be considered. 

Recommendations for glycated haemoglobin (2x HbA1C), cholesterol level 
and serum creatinine measures were followed properly in adult diabetics 
under insulin (Figure 30): 84.1%, 92.4% and 97.4% of them were measured 
with these respective tests in the last 15 months (last results available for 
2019). For the other tests, the proportions of patients with a yearly 
measurement were lower over the same period: i.e. check for 
microalbuminuria (62.5%) or proteinuria (31.2%), and ophthalmological 
consultations (66.7%). Nevertheless, as stated above, some guidelines 

does not recommended these 3 latest tests yearly for some diabetic patients 
(especially type 1 diabetics with a diabetes duration inferior to 5 years).  

Recommendations are followed less properly for adult diabetics receiving 
glucose-lowering drugs other than insulin (under oral antidiabetics or taking 
glucagon-like peptide-1 analogues) aged 50 and over: while serum 
creatinine is tested in 94.9% of these patients, cholesterol level in 90.1% of 
the patients, and glycated haemoglobin in 66.2% of them, the other tests are 
monitored in less than half of the patient population: microalbuminuria 
(29.6%) or proteinuria (14.2%), and ophthalmological consultation (48.6%). 
While the low rate concerning ophthalmological consultations can in part be 
explained by the fact that some guidelines considered a consultation every 
2 years could be appropriate for some patients, the low rate of albumin 
measurements is less explained because the subgroup of adult diabetics 
receiving glucose-lowering drugs other than insulin mainly concerns type 2 
diabetics, for which a yearly test is recommended. 

Regional differences are small but for adult diabetics under insulin, results 
are slightly worst in Wallonia and for adult diabetics receiving glucose-
lowering drugs other than insulin, a better follow-up is observed in Brussels 
(Figure 31). Some variation per district can also be observed (see Figure 
32). 
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Figure 30 – Proportion of diabetic patients getting the combination of five tests over 15 months, details per test in 2019 in Belgium 
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Figure 31 – Proportion of diabetic patients getting the combination of five tests over 15 months, details per region and per year (2009-2019) 

  
Source: IMA-AIM data 2021
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Figure 32 – Proportion of diabetic patients getting the combination of five tests over 15 months, details per districts in 2018 (2019 not available) 
Adult diabetics 18+ under insulin 

 

Adult diabetics 50+ receiving glucose-lowering drugs other than insulin 

 
Source: IMA-AIM 2021 
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Key points 

• The five tests selected to assess the quality of diabetes follow-
up are performed for 43.2% of the adult diabetics under insulin; 
an improvement compared to 2009 can be observed.  

• For adult diabetics receiving glucose-lowering drugs other than 
insulin, the coverage of the five tests combined is much lower, 
i.e. 15.9%. An improvement compared to 2009 is nevertheless 
also observed. 

• Regional differences are small but for adult diabetics under 
insulin, results are slightly worst in Wallonia and for adult 
diabetics receiving glucose-lowering drugs other than insulin, a 
better follow-up is observed in Brussels. 

• The low rates for the five tests combined can in part be explained 
by the fact that not all these five tests are recommended for 
every diabetics patients in some recent guidelines. In the 2018 
ADA guidelines,{American Diabetes Association, 2018 #533} 
yearly microalbuminuria and serum creatinine measurements in 
patients with type 1 diabetes (i.e. mainly patients in the 
subgroup under insulin) are for example only recommended 
from diabetes duration over 5 years and consultations to an 
ophthalmologist could be considered every 2 years for some 
patients. Results per test must therefore also be considered. 

• For adult diabetics under insulin the serum creatinine (97.4%), 
cholesterol measures (92.4%) and the glycated haemoglobin 
(84.1%) are very well covered while the annual consultations 
with an ophthalmologist (66.7%) and albumin measurements 
(microalbuminuria (62.5%) or proteinuria (31.2%)) are less 
frequent. Nevertheless, as stated above, some guidelines does 
not recommended these 3 latest tests yearly for some diabetic 
patients (especially type 1 diabetics with a diabetes duration 
inferior to 5 years). 

• For adult diabetics receiving glucose-lowering drugs other than 
insulin, the serum creatinine (94.9%) and cholesterol measures 
(90.1%) are well covered, glycated haemoglobin are less 
frequent (twice yearly in 66.2% only) and albumin measurement 
and ophthalmological consultations are performed yearly in less 
than half of the patient population. While the low rate concerning 
ophthalmological consultation can in part be explained by the 
fact that some guidelines considered a consultation every 2 
years was appropriate for some patients, the low rate of albumin 
measurement is less explained by these new guidelines because 
the subgroup of adult diabetics receiving glucose-lowering 
drugs other than insulin mainly concerns type 2 diabetics, for 
which a yearly test is recommended whatever the diabetes 
duration. 
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12. SELF-PERCEIVED QUALITY OF LIFE (QOL-1) 
12.1. Documentation sheet 

Description Self-perceived quality of life 

Calculation The EQ-5D-5L instrument is used to score the subjective health (see rational section)  

Rationale 

With technological progress and increasing life expectancy of the population (and therefore the number of patients 
suffering from chronical conditions), the impact of health interventions on the quality of life of the population is becoming 
an important concern in public health policies and patient management decisions. The aim is no longer to just extend 
people's lives but also to improve or try to maintain their health-related quality of life.1 
While quality of life is a very broad concept that can be influenced by all aspects of an individual existence, health-related 
quality of life (HRQoL) focuses on the way health affects the quality of life, i.e., on the impact of health status on quality of 
life. According to a more specific definition, HRQoL focuses on the value of health, i.e. the value (also called the utility) 
assigned to different health states.1 
The approach to estimate the HRQoL is to use a multidimensional generic HRQoL instrument in combination with a pre-
existing set of utility values or value set. A value set contains a fixed utility value for each of the possible health states that 
can be described with the HRQoL instrument. The last value set was developed in 2021 by Bouckaert et al. 1. The value 
set is used to attribute values to the health states of any study population. The use of multidimensional generic HRQoL 
instruments in combination with a pre-existing value set is referred to as an indirect evaluation. Different instruments exist 
but the one used for this indicator is the EuroQol EQ-5D-5L instrument.1  
The EQ-5D-5L, developed by the EuroQol Group, is a generic HRQoL instrument commonly used for indirect utility 
measurement.2 It is a descriptive system for health states, encompassing 5 dimensions of health (mobility, self-care, usual 
activities, pain/discomfort and anxiety/depression), combined with a visual analogue scale (VAS) ranging from “worst 
imaginable health state” to “best imaginable health state”. Each EQ-5D-5L health state is labelled by a code, e.g. 21531, 
where each digit represents the severity level of a dimension.1  

Data source 

The Health Interview Survey (HIS). As the EQ-5D-5L questionnaire is included in the Belgian Health Interview Survey 
(HIS) since 2013, reference values from the general population (i.e. population norms) are generated and can be 
compared to others, i.e. patients with chronic diseases. The value set developed in 2021 by Bouckaert et al. is used to 
value the results of the EQ-5D-5L questionnaire from the HIS.1 
In the HISLinkn project, Sciensano performed a linkage between HIS 2013 and 2018 and IMA-AIM data, partly to support 
NIHDI to overcome the shortcomings of the data (e.g. information on non-reimbursed health care use is lacking, no link 
between health care use and health needs, information on socio-demographic background characteristics is scarce). Data 
extracted from the HIS cover the following topics: socio-demographic characteristics, health status, lifestyle and health 
care use. The linkage is not 100% because some individuals included in HIS could not be identified in IMA-AIM database. 

 
n  HISLink project, https://www.sciensano.be/en/projects/linkage-health-interview-survey-data-health-insurance-data (last access 6 October 2021) 

https://www.sciensano.be/en/projects/linkage-health-interview-survey-data-health-insurance-data
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In the HIS2013, linkage was possible for 88% of HIS participants, while in the HIS2018 linkage, this was the case for 
~94%.  

Technical definitions 

Chronic definitions: 
1) HIS: The number of persons reporting to suffer from a chronic disease by answering “yes” to the following 

question in the HIS; the denominator is the number of respondents of the following question in the HIS 
(MA_SH02): “Do you suffer from a chronic disease or affection?”. 

2) IMA-AIM: Individuals entitled to the chronic illness status. Entitlement is observed through data from the 
InterMutualistic Agency (IMA-AIM), variables pp3015, pp3016 or pp3017. If the value for one of these 3 variables 
is equal to 1 or 2, the individual has an entitlement and is assumed to suffer from a chronic condition. To be 
entitled to the NIHDI  chronic illness status, health expenditure based on official tariffs i.e. NIHDI expenditures 
and patients’ official co-payments (tickets modérateurs / remgelden) but excluding extra-billings exceed €300 
(2013 tariff, indexed to €325.35 in 2019) per quarter for eight consecutive quarters or if they benefit for the fixed 
payments for chronically ill people or if they suffer from a rare or orphan disease and if their health expenditure 
based on official tariffs per quarter for eight consecutive quarters.  

Limitations The Health Interview Survey (and HISLink) partly excludes under 15 years self-reported data.  

International comparability / 

Dimension / 

Related performance indicators / 
Keywords Health related quality of life 

 

12.2. Results 

12.2.1. Self-reported health-related quality of life in population  
In 2018, the average EQ-5D-5L score is 0.843 (95% CI 0.836,0.850) which 
corresponds to a decrease of 0.018 in HRQoL compared to 2013 (Mean: 
0.861; 95% Confidence Interval (CI): 0.864,0.868). The decrease is 
observed in all Belgian regions and is even more pronounced in Wallonia (-
0.030) than in Flanders (-0.010) and Wallonia (0.010) (see Table 20). More 
in-depth analyses of health-related quality of life are available in Van Wilder 
et al. (2021). 3 

Table 20 – Quality of life scores in population 15+, by year and by 
region 

 2013 2018  

 Mean 95% CI Mean 95% CI Diff Mean 

Belgium 0.861 0.864,0.868 0.843 0.836,0.850 -0.018 
Brussels 0.849 

 
0.836,0.862 

 
0.839 0.827,0.851 -0.010 

Flanders 0.878 
 

0.869,0.888 0.868 0.860,0.877 -0.010 

Wallonia 0.828 0.815,0.840 0.798 0.783,0.813 -0.030 
CI=Confidence Interval 
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12.2.1.1. Self-reported health-related quality of life in patients with 
chronic disease  

• Self-reported chronic disease (HIS) 
Participants reporting a chronic disease have a lower quality of life than 
participants not reporting a chronic disease. The mean score was 0.211 and 
0.207 lower in participants reporting a chronic disease than in participants 
not reporting a chronic disease, in 2013 and 2018 respectively. The quality 
of life score is lower in patients with a chronic disease than in patients 

without chronic disease whatever the year (2013 or 2018) and the Belgian 
region (Brussels, Flanders, Wallonia) (Table 21).  

In 2013 and 2018, the difference in self-reported HRQoL by a self-reported 
chronic disease state was higher in Wallonia (EQ-5D-5L self-reported 
chronic disease – EQ-5D-5L no self-reported chronic disease 2013: -0.208; 
2018: -0.245) than in Brussels (2013: -0.202; 2018: -0.211) and Flanders 
(2013: -0.214; 2018:-0.178) (Table 21). Between 2013 and 2018, the 
difference in HRQoL between self-reported chronic disease state increased 
in Brussels and Wallonia, but decreased in Flanders (see Table 21). 

 

Table 21 – Quality of life scores, by year, region and self-reported chronic disease status 
 2013 2018 

 Self-reported chronic 
disease 

No self-reported chronic 
disease 

Difference Self-reported chronic 
disease 

No self-reported chronic 
disease 

Difference 

 Mean 95% CI Mean 95% CI Mean Mean 95% CI Mean 95% CI Mean 
Belgium 0.709 0.691,0.728 0.920 0.916,0.924 -0.211 0.696 0.679,0.712 0.903 0.898,0.909 -0.207 
Brussels 0.732 0.705,0.758 0.902 0.891,0.914 -0.202 0.687 0.658,0.716 0.898 0.889,0.908 -0.211 
Flanders 0.720 0.693,0.748 0.934 0.928,0.939 -0.214 0.739 0.717,0.760 0.917 0.910,0.925 -0.178 
Wallonia 0.686 0.660,0.712 0.894 0.885,0.903 -0.208 0.632 0.602,0.662 0.877 0.867,0.887 -0.245 

CI=Confidence Interval 

Entitled to the NIHDI chronic illness status 
The patients entitled to the chronic illness status have a lower quality 
of life than the participants not entitled to the chronic illness status. The 
HRQoL score was 0.231 and 0.242 lower in participants entitled to the status 
than in participants not entitled, in 2013 and 2018 respectively. The same 
observation is made by region and year but the difference of HRQoL 
between chronic illness status is even more pronounced in Brussels and 
Wallonia than in Flanders (Table 22Table 21). The difference of HRQoL 
between chronic and non-chronic persons decreased between 2013 and 

2018 in Flanders (2013: -0.232; 2018: -0.224) and Brussels (2013: -0.215; 
2018: -0.193) but increased in Wallonia (2013: -0.232; 2018: -0.273) 

In 2013 and 2018, the HRQoL was lower in the patients entitled to the 
NIHDI chronic illness status (2013: 0.656; 95% CI 0.625,0.688; 2018: 
0.630; 95% CI 0.601,0.659) than in the patients with self-reported 
chronic diseases in the HIS (2013: 0.709; 95% CI 0.691,0.728; 2018: 
0.696; 95%CI 0.679,0.712) (Table 21;Table 22). Regardless of the origin of 
the status (NIHDI vs HIS), a decrease in HRQoL is observed between 2013 
and 2018 in chronic disease patients (Figure 33). 
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Table 22 – Quality of life scores, by year, region and entitlement to the chronic illness 
 2013 2018 

 Entitled to the chronic 
illness status 

Not entitled to the chronic 
illness status 

Difference Entitled to the chronic 
illness status 

Not entitled to the chronic 
illness status 

Difference 

 Mean 95% CI Mean 95% CI Mean Mean 95% CI Mean 95% CI Mean 
Belgium 0.656 0.625,0.688 0.887 0.881,0.893 -0.231 0.630 0.601,0.659 0.872 0.866,0.878 -0.242 
Brussels 0.655 0.589,0.722 0.870 0.858,0.882 -0.215 0.627 0.574,0.680 0.864 0.853,0.875 -0.193 
Flanders 0.674 0.630,0.719 0.906 0.899,0.913 -0.232 0.671 0.632,0.711 0.895 0.888,0.903 -0.224 
Wallonia 0.619 0.571,0.668 0.851 0.839,0.863 -0.232 0.558 0.508,0.608 0.831 0.817,0.844 -0.273 
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Figure 33 – Overall HRQOL among chronic ill persons by year and by 
data source 

 
Data: Sciensano, figure: KCE 

Self-reported chronic disease (HIS) AND entitled to the status chronic 
illness (RIZI-INAMI) 
Participants with both self-reported chronic disease and entitled to the NIHDI 
chronic illness status reported even worse HRQoL (2013: 0.610; 95%CI 
0.572,0.648; 2018: 0.575; 95% 0.540,0.609) than the person with either 
status (see Table 21 and Table 22), whatever the region (Brussels, Flanders 
or Wallonia).  
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Table 23 – Quality of life scores among person who were entitled to the chronic illness status and who self-reported chronic disease, by year  
 Entitled to the chronic illness status* AND self-reported chronic 

disease** 
2013 

Entitled to the chronic illness status * AND self-reported chronic 
disease** 

2018 

 Mean 95% CI Mean 95% CI 
Belgium 0.610 0.572,0.648 0.575 0.540,0.609 
Brussels 0.637 0.573,0.701 0.579 0.513,0.644 
Flanders 0.615 0.562,0.669 0.616 0.568,0.664 
Wallonia 0.592 0.535,0.646 0.503 0.446,0.561 

*NIHDI chronic illness status; **HIS self-reported chronic disease or condition 

Keypoints 

• In 2018, the average EQ-5D-5L score is 0.843 (95% CI 0.836-
0.850) which corresponds to a decrease of 0.018 in health-
related quality of life compared to 2013 (Mean: 0.861; 95% CI 
0.864-0.868). The decrease is observed in all Belgian regions and 
is even more pronounced in Wallonia. 

• In 2013 and 2018, the participants self-reporting or entitled to 
chronic illness status reported a lower health-related quality of 
life than the participants without chronic diseases/not entitled to 
chronic illness status. By region, the conclusion is the same but 
the difference in HRQoL is more pronounced in Wallonia and 
Brussels than in Flanders.  

• Between 2013 and 2018, the difference in health-related quality 
of life between chronic and non-chronic disease patients (HIS) 
increased in Brussels and Wallonia but decreased in Flanders. 
When looking at the persons entitled to the chronic illness 
status (NIHDI), the difference between chronic and non-chronic 
persons increased in Brussels but decreased in Wallonia and 
Flanders. 

• In 2013 and 2018, the HRQoL was lower in the patients entitled 
to the NIHDI chronic illness than in the patients who self-
reported being chronically ill in the HIS. 

• The participants with both chronic disease status (i.e. self-
reported (HIS) and entitled (NIHDI) have even worse HRQoL than 
those with only one chronic status (HIS or NIHDI).NI 
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13. PERCENTAGE OF PERSONS WHO HAVE A GLOBAL MEDICAL RECORD (GMR) WITH 
A GENERAL PRACTITIONER (QC-1) 

13.1. Documentation sheet 
Description Percentage of persons who have a global medical record (GMR) with a general practitioner (GP) 

Calculation  Numerator: number of insured persons with a global medical record or a electronic global medical record 
 Denominator: all insured persons 

Rationale Since 2001, the global medical record (GMR) is implemented in Belgium. Each patient can ask a (unique) general practitioner to manage his/her 
medical information (except in nursing homes where GP are designated). By leaving the coordination of medical care to one central person, the 
quality of care is expected to increase. Referral to and communication with other care providers can become more efficient, and double 
investigations or contrasting treatments can be avoided. Since 2016, the electronic global medical record is implemented in Belgium.  

Data source IMA-IMA (Atlas); INAMI–RIZIV 
Technical definitions INAMI-RIZIV billing codes:  

 GMR codes: 102771, 102793, 102395, 101371, 101393, completed with  
 eGMR codes (since 2016): 101312, 101334, 103574, 103596. 

A distinction is made between chronic versus non-chronic patients. Status for persons with a chronic illness in IMA-AIM database: entitlement 
is observed through data from the InterMutualistic Agency (IMA-AIM), variables pp3015, pp3016 or pp3017. If the value for one of these 3 
variables is equal to 1 or 2, the individual has an entitlement and is assumed to suffer from a chronic illness. 

International 
comparability 

Limitation:  

 specific indicator to the Belgian system.  
 Nomenclature codes are used as a proxy to calculate the present indicator. The patient retains the GMR until the end of the 2nd year 

following the last payment of the GMR to the GP. For instance if the patient opens a GMR 13 March 2015, he keeps his GMR until 31 
December 2017, even if he has no contact with GP. This limitation main affects the young patients. 

Performance dimension Quality (continuity); Quality (effectiveness); Efficiency 
Related indicators Percentage of GPs using electronic global medical record (eGMR) through MyCareNet - Share of electronic global medical record among all 

global medical record (GMR+EGMR) (not calculated in this report, see https://www.healthybelgium.be/en/health-system-performance-
assessment or 1 for results) 

https://www.healthybelgium.be/en/health-system-performance-assessment
https://www.healthybelgium.be/en/health-system-performance-assessment
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13.2. Results 

Overall population 
In 2003, the percentage of insured persons with a GMR in GP was 32.1% 
and reached 77.9% in 2019 (see Table 24). There is an increase of GMR 
coverage of 17.8 points of percentage between 2014 and 2019. The 
coverage of GMR by GP is increasing continuously over the time (see Figure 
34). Differences can be observed between regions and provinces but tend 
to decrease over time. In Flanders, more than three quarters of the insured 

persons are covered whereas 73% in Wallonia and 60% in Brussels region 
in 2019 (see Figure 34 and Table 24).  
The coverage of global medical record by general practitioner is higher for 
women (80.6% in 2019) than men (75.1% in 2019, see Table 25). 
Differences in coverage can also be observed by age group (see Table 25). 
Older insured persons are better covered (> 90%) than insured people (0 to 
44 years: min 61% - max 74%) (see Table 25). People with an increased 
reimbursement have higher rate of coverage than people without (see Table 
25). 

 

Table 24 – Percentage of insured population with a Global Medical Record (GMR), by regions and provinces (2003-2019) 
  2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 Diff 

2014-
2019 

Overall                   

Belgium 32.1 37.2 40.4 42.0 44.3 46.8 49.9 51.9 54.4 55.8 57.6 60.1 63.2 67.5 71.9 75.5 77.9 17.8 

Regions Brussels 16.9 19.9 22.7 24.5 26.2 27.5 29.8 32.1 34.1 35.8 38.0 40.4 44.2 54.6 58.6 60.8 60.8 20.4 

Flanders 43.3 49.7 53.5 54.8 57.2 59.6 62.8 64.6 66.2 67.3 68.7 70.1 72.8 79.7 82.2 83.9 83.9 13.8 

Wallonia 16.8 20.2 22.6 24.4 26.9 29.5 32.6 35.0 39.2 41.4 43.7 48.1 51.8 63.3 68.8 72.6 72.6 24.5 

Chronic illness status                   

Belgium   NA 75.7 78.0 81.3 84.4 86.6 88.3 12.6 

Regions Brussels 60.0 63.1 67.4 71.7 74.3 75.7 15.6 

 Flanders 83.6 85.5 87.9 89.9 91.4 92.5 8.9 

 Wallonia 64.9 67.9 72.4 77.0 80.8 83.5 18.6 

Not chronic illness status                   
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Belgium   NA 59.1 62.2 66.6 71.1 74.8 77.3 18.2 

Regions Brussels 39.5 43.3 48.5 53.8 57.8 60.0 20.5 

 Flanders 69.2 71.9 75.5 79.0 81.5 83.3 14.1 

 Wallonia 47.0 50.6 56.0 62.3 67.9 71.8 24.8 

Source: atlas IMA-IMA; NA=Not available because the RIZIV-INAMI chronic illness status has been introduced end 2013. 

Figure 34 – Evolution of insured population with a global medical record (GMR), by region and by year (2003-2019) 

 
Source: IMA-IMA, figure: KCE 
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Figure 35 – Percentage of insured population with GMR, by district (2019) 

 
Data and figure: IMA-AIM atlas 
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By RIZIV-INAMI chronic illness status 
In 2014, the percentage of insured persons with a GMR and with chronic 
illness status was 75.7% and reached 88.3% in 2019 (+ 12.6 points of 
percentage) (see Table 24). Among the persons without chronic illness 
status, the GMR coverage is lower (77.3% in 2019) but the increase 
between 2014 and 2019 is higher than in the persons entitled to the chronic 
illness status (+ 18.2 points of percentage). The differences of percentage 
of insured with a GMR by regions are lower in the chronic persons than in 

the non-chronic persons but in both sub-groups Flanders shows a higher 
GMR coverage (see Figure 36). There are also differences of GMR 
coverage between districts but they are more important among patients 
without chronic status. Indeed, among patients with chronic status, GMR 
coverage is above 80% in most districts, except in Brussels, Ieper, Mons 
and Thuin. For non-chronic patients, the differences of GMR coverage 
between districts are much more important but Brussels, Ieper, Mons and 
Thuin also report the lowest GMR coverage (Figure 38). 

 

Figure 36 – Evolution of insured population with a global medical record (GMR), by region, year (2014-2019) and chronic illness status  
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As said above, the percentage of insured population with a GMR is higher 
in persons with INAMI-RIZIV chronic illness status than the persons without 
chronic illness status. In general, the same observation is done by gender, 
age group and status of increased reimbursement. However in the oldest 
(65+), the non-chronic persons have a better GMR coverage than the 
persons entitled to the chronic status (see Figure 37). The difference of 

percentage of insured persons with a GMR between chronic status is the 
most important in the younger (0-4 years: 72.7% chronic vs not chronic 
60.8%), the male (chronic 86.2% vs not chronic 74.6%) and persons without 
increased reimbursement status (chronic 89.0% vs not chronic 77.3%) (see 
Table 25). 

 

Table 25 – Percentage of insured population with a Global Medical Record (GMR), by chronic status, gender, age category and entitlement to 
increased reimbursement (2019)  

Chronic illness 
 status 

Not chronic illness 
status 

Diff chronic – 
not chronic 

Total* 

Belgium 88.3 77.3 10.9 77.9 
Gender Female 89.9 80.0 9.9 80.6 

Male 86.2 74.6 11.6 75.1 

Age category  0-4 72.7 60.8 11.9 60.9 

5-14 69.8 69.8 0.0 70.1 

15-24 79.4 73.7 5.7 73.9 

25-44 73.7 74.4 -0.7 74.4 

45-64 82.1 81.2 1.0 81.4 

65-74 74.4 87.0 -12.6 87.3 

75 and older 83.6 89.9 -6.3 90.4 

Increased reimbursement Yes 87.9 79.3 8.6 81.1 

No 89.0 77.3 11.7 77.5 

Source: IMA-IMA, *IMA-AIM atlas 



 

KCE Report 352TS HSPA: care for people with chronic conditions 115 

 

 

Figure 37 – Percentage of insured population with a Global Medical Record (GMR), by chronic status and age category (2019) 

 
Data: IMA-IMA; figure: KCE 
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Figure 38 – Percentage of insured population with GMR, by district, by chronic illness status (2019) (left side: chronic; right side: not chronic) 

 
Source: IMA-IMA; figure: KCE 
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Key points  

• The percentage of insured population with a global medical 
record (GMR) in general practitioner is growing over the years 
from 60.1% in 2014 to 77.9% in 2019. The increase of GMR 
coverage is lower in the persons entitled to the chronic illness 
status (+ 12.6 points of percentage) than in the non-chronic 
persons (+ 18.2 points of percentage).  

• The GMR coverage is higher in the chronic patients (2019: 88.3%) 
than in the non-chronic patients (2019: 77.9%), except for the 
oldest (and the 24-44 years). 

• Differences in GMR coverage exist between regions (with 
Flanders having a better percentage than the others) but they 
tend to decrease over time. The same observation is made 
between the chronic and non-chronic patient groups. 
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14. GP ENCOUNTER WITHIN 7 DAYS AFTER HOSPITAL DISCHARGE (% PATIENTS 65+) 
(QC-3) 

14.1. Documentation sheet 

Description Proportion of hospital discharges of elderly patients (65+) that were followed by a general practitioner (GP) encounter within 1 week 

Calculation Numerator: number of hospitalisations for elderly patients (65+), alive 1 week after discharge, without new hospital admission in the week following 
the discharge, and with at least one GP consultation within 1 week (7 days) following the hospital discharge 

Denominator: number of hospitalisations for elderly patients (65+), alive 1 week after discharge and without new hospital admission in the week 
following the discharge.  

Calculation is done separately for individuals entitled or not entitled to the status for persons with a chronic illness. Entitlement is observed 
through IMA-AIM variables pp3015, pp3016 or pp3017. If the value for one of these 3 variables is equal to 1 or 2, the individual has an entitlement.  

Rationale Integration, coordination and continuity of healthcare are priorities for health services. It involves coordinating the care of patients as they navigate 
through the healthcare system. Care transitions between the inpatient and outpatient setting are such a pivotal moments. Poor continuity of care 
can increase the risk of adverse events or readmissions, while good continuity of care may contribute to better communication between care 
providers and the translation of knowledge into health-promoting actions at home.1-3 4 
As says the Commission on Dignity in Care for Older people (NHS Confederation, the Local Government, Association and Age UK), the objective 
of discharge is not simply to get a person out of the hospital, but to ensure seamless clinical, physical and emotional support and the best possible 
return to their home or care home.5 This Commission suggests that GPs arrange for a follow-up assessment around 1 week after an older person 
has been discharged from hospital (to check whether care arrangements put in place when the patient was discharged are still appropriate). 
Moreover, evidence shows that early follow-up after hospital discharge among patients aged 75+ can reduce readmissions and length of hospital 
stay.6 

The increasing number of elderly patients and shorter hospital stays further emphasise the need for collaboration between different level of care 
(secondary care and primary care). Different concepts have been developed (integrated care pathways, care pathways,…) to strengthen 
coordination and cooperation of healthcare services and results in better quality of patient care (improved health or patient satisfaction outcomes).7 

Moreover, it has been shown that in particular patients with multiple complex chronic conditions can benefit from post-discharge follow-up by a GP 
in the first week(s).8 

Primary data source Data from the InterMutualistic Agency (IMA/AIM). 

Indicator source KCE calculation 
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Technical definitions Nomenclature codes for GPs encounters - all visits and consultations including after-hours visits and consultations were included in the selection 
of codes: 101010, 101032, 101076, 101091, 101113, 102410, 102432, 102454, 102476, 103110, 103132, 103213, 103235, 103316, 103331, 
103353, 103412, 103434, 103515, 103530, 103552, 103913, 103935, 103950, 104112, 104134, 104156, 104215, 104230, 104252, 104274, 
104296, 104311, 104333, 104355, 104370, 104392, 104414, 104436, 104451, 104510, 104532, 104554, 104576, 104591, 104613, 104635, 
104650, 104672, 104694, 104716, 104731, 104753 

Nomenclature codes for hospital stays: 761235, 761246, 767163, 767185, 767852, 767863, 767874, 767885, 767896, 767900, 767911, 
767922, 767933, 767944, 768003, 768025, 768036, 768040, 768051, 768062, 768084, 768106, 768121, 768143, 768165, 768176, 768180, 
768191, 768202, 768213, 768224, 768235, 768246, 768250, 768261, 768272, 768283, 768294, 768305, 768316, 768320, 768331, 768342, 
768353, 768364, 777140, 777162, 777184, 777206, 790020, 793590, 793601, 793612, 793623, 793634, 793645, 793656, 793660, 793671, 
793682, 793693, 793704, 793715, 793730, 793752, 793774. Hospitalisation are directly identified in the IMA database. 

Exclusion criteria: 

• Persons registered in a community health centre. Individuals with a registration of nomenclature code 109616 at any point throughout the 
year were considered to be enrolled in a community health centre. 

• Stays with a duration of less than 24 hours (minimum length of stay); 

• stays that, within 1 week after discharge, were followed by death or readmission. However, as the precise date of death is unknown, in reality 
the exclusion of stays because of a decease is programmed as follows: exclusions of stays for which the month of death is the same as the 
month of discharge OR for stays with discharge date in the last week of the month preceding the month of death; 

• stays which are still ongoing for the period of analysis; 

• stays for patients younger than 65 years in the year of the hospital discharge.  

Long term care: long term care use has been defined similarly as for the IMA-AIM atlas (http://atlas.aim-ima.be/base-de-donnees, see statistics 
on care for the elderly), based on lump sums registered for home care and for care in nursing homes. 

Limitations No information is available on the reason for consulting the GP and the potential link with hospital stay; no information is available on the initiator 
of the appointment (was it scheduled by the hospital or on the initiative of the patient); no information is available on the reason of the hospitalisation. 

The analysis does not account for follow-up after hospital discharge by teleconsultation or by other healthcare providers, for example a specialist, 
home nurse, or nurse in nursing home 

International 
comparability 

Not applicable  

Dimensions Continuity of care (Management/Coordination); coordination of care; integrated care 

 

http://atlas.aim-ima.be/base-de-donnees
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14.2. Results 
Table 26 and Figure 34 provide an overview of the evolution over time of the 
proportion of hospital stays of elderly patients (65+) that were followed by at 
least one general practitioner (GP) encounter within 1 week. This proportion 
gives an indication of the integration and the continuity of care between the 
hospitals and the first line, even if we do not know whether the GP encounter 
followed a discharge plan from the hospital or was initiated by the patient.  

Overall population 
Overall, the follow-up rate is declining over time from 60.7% in 2013 to 
53.2% in 2019 (see Table 26, panel A). Moreover, there is important 
variation by age group, sex, use of long term care, region, and increased 
reimbursement status. 

As indicated in Table 26, panel A, the proportion of hospital stays with at 
least one follow-up GP consultation within 1 week after discharge increases 
strongly by age with a proportion of 40.8% in 2019 in the age group 65 to 69 
in 2019, 45.4% in the age group 70 to 74, 51.1% in the age group 75 to 79, 
59.0% in the age group 80 to 84, 64.8% in the age group 85 to 89 and 69.0% 
among elderly aged 90 or older. The proportion of hospitalisations with 
follow-up is higher for women (55.8% in 2019) than for men (50.2% in 2019), 
which is in part related to a gender effect, i.e. women of the same age have 
a higher follow-up rate, and an age effect as women grow older than men. 
Persons with increased reimbursement (IR) are more likely to have a follow-
up GP consultation within 7 days after discharge (proportion of 60.6% in 
persons with IR versus 49.0% in persons without IR in 2019). The same is 
true for persons using long term care, they have a higher rate of 
hospitalisations with follow-up GP encounter than do persons not in long 
term care. There is almost no difference in the proportion between elderly 
using home care and institutionalised elderly. Finally, we observe that the 
rate of hospitalisation with follow-up GP contact is structurally lower in 
Brussels (42.9% in 2019) than in Flanders (54.2% in 2019) and Wallonia 
(53.2% in 2019), accounting for the higher share of persons enrolled in 
community health centres in Brussels. 

Changes in follow-up may explain declining trend 
The declining trend can, but does not necessarily indicate a decrease in 
follow-up of the patient. It can also be the results of an increase in alternative 
modes of follow-up. Examples thereof are a consultation or encounter with 
another healthcare provider such as a specialist doctor, a home nurse or a 
nurse in the nursing home, but it can also take the form of a teleconsultation 
with the GP. Alternative modes of follow-up were not analysed. Moreover, a 
better information flow between the hospital and the patient’s GP by means 
of the GMR can result in a reduced need for a direct follow-up in the first 
week, but rather at a later point in time.  

By RIZIV-INAMI chronic illness status 
Table 26 and Figure 39 also give a subdivision by entitlement to the chronic 
illness status. As shown in Table 26, panel B and C, the proportion of 
hospital stays with at least one GP consultation within 1 week after 
discharge is structurally 9 to 11 percentage points higher over the period 
2013 to 2019 among persons entitled to the chronic illness status in 
comparison with persons without entitlement. In 2019 the proportion 
amounted to 58.1% among persons with chronic illness status and 46.9% 
among persons without entitlement to the status.  

In both subgroups, there is a declining time trend in the follow-up rate from 
65.2% in 2013 to 58.1% in the group with the status and from 55.9% in 2013 
to 46.9% in 2019 in the group without the status. Moreover, the variation by 
age group, sex, use of long term care, region, and increased reimbursement 
status follow a similar pattern as in the general population. Note that the 
difference in the proportion of hospitalisations with follow-up GP consultation 
can be smaller for a particular characteristic compared to the overall 
difference between persons with and without the chronic illness status, e.g. 
for the age groups the difference amounts to about 6 to 9 percentage points 
in 2019 between persons with and without chronic illness status, which is 
smaller than the overall difference of about 11 percentage points. This can 
be explained by a different composition of the two subgroups, with persons 
entitled to the chronic illness status on average older than individuals without 
entitlement. 
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Table 26 – Proportion of hospital stays of elderly patients (65+) followed by a GP consultation within 1 week after discharge, by patient characteristics 
and by year (2013-2019) , for the population (panel A) and subdivided by entitlement to the chronic illness status (panel B and C) 

A.
 

PO
PU

LA
TI

O
N

 

Characteristics 2013 2014 2015 2016 2017 2018 2019 

Belgium 60.7% 59.5% 57.9% 56.6% 55.6% 54.3% 53.2% 
Sex        
 Female 63.4% 62.1% 60.5% 59.1% 58.2% 56.8% 55.8% 
 Male 57.5% 56.4% 54.8% 53.6% 52.6% 51.3% 50.2% 
Age group        
 65-69 47.7% 46.7% 45.2% 44.0% 43.2% 41.6% 40.8% 
 70-74 53.5% 51.7% 49.8% 48.5% 47.6% 46.1% 45.4% 
 75-79 60.1% 59.1% 56.9% 55.7% 54.4% 53.0% 51.1% 
 80-84 67.0% 65.5% 64.1% 62.7% 61.3% 60.0% 59.0% 
 85-89 71.9% 71.0% 69.1% 68.1% 67.2% 65.7% 64.8% 
 ≥90 74.8% 73.8% 72.6% 71.5% 71.0% 69.7% 69.0% 
Long term care        
 Nursing care at home 71.8% 70.5% 68.9% 67.8% 66.9% 65.4% 64.7% 
 Nursing home 72.7% 72.2% 70.6% 69.6% 68.9% 67.8% 66.9% 
 No long term care 55.0% 53.5% 51.6% 50.1% 48.9% 47.4% 46.5% 
Increased reimbursement        
 No 57.0% 55.8% 54.0% 52.4% 51.5% 50.1% 49.0% 
 Yes 66.6% 65.5% 64.2% 63.4% 62.6% 61.4% 60.6% 
Region        
 Brussels 49.4% 48.1% 48.0% 46.0% 44.1% 43.1% 42.9% 
 Flanders 62.5% 61.2% 59.2% 57.9% 57.1% 55.6% 54.2% 
 Wallonia 59.4% 58.4% 57.3% 56.0% 54.8% 53.7% 53.2% 
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EN
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O
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O

N
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S 
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U
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Characteristics 2013 2014 2015 2016 2017 2018 2019 

Belgium 65.2% 64.2% 62.7% 61.2% 60.3% 58.7% 58.1% 
Sex         

Female 68.1% 67.0% 65.4% 64.0% 62.9% 61.3% 60.9%  
Male 61.2% 60.4% 58.9% 57.4% 56.8% 55.2% 54.5% 

Age group         
65-69 51.1% 50.3% 49.7% 48.0% 47.4% 45.4% 45.2%  
70-74 57.5% 55.4% 53.7% 52.4% 51.4% 50.1% 49.9%  
75-79 63.5% 62.8% 60.5% 59.6% 58.1% 56.5% 55.2%  
80-84 70.4% 68.7% 67.5% 66.1% 64.8% 63.2% 62.2%  
85-89 74.3% 73.5% 71.8% 70.6% 69.8% 68.3% 67.5%  
≥90 76.2% 75.8% 74.3% 73.4% 72.7% 71.4% 70.9% 

Long term care         
Nursing care at home 72.7% 71.8% 70.3% 69.2% 68.4% 66.9% 66.7%  
Nursing home 73.4% 73.0% 71.6% 70.7% 70.0% 68.8% 68.0%  
No long term care 58.5% 57.0% 55.4% 53.9% 52.7% 50.9% 50.5% 

Increased reimbursement         
No 61.0% 60.0% 58.4% 56.6% 55.8% 54.1% 53.6%  
Yes 70.0% 69.2% 67.7% 66.7% 65.9% 64.5% 64.0% 

Region         
Brussels 54.8% 52.9% 52.6% 49.6% 47.7% 46.2% 46.5%  
Flanders 67.1% 66.1% 64.1% 62.8% 62.1% 60.3% 59.4%  
Wallonia 63.7% 62.9% 61.9% 60.2% 59.1% 57.9% 57.8% 
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Characteristics 2013 2014 2015 2016 2017 2018 2019 

Belgium 55.9% 54.7% 52.6% 51.4% 50.0% 49.0% 46.9% 
Sex         

Female 57.7% 56.4% 54.2% 52.8% 51.6% 50.8% 48.4%  
Male 54.1% 52.9% 50.9% 49.9% 48.3% 47.2% 45.4% 

Age group         
65-69 45.3% 44.3% 42.1% 41.0% 39.8% 38.6% 37.1%  
70-74 50.2% 48.8% 46.4% 44.9% 43.9% 42.4% 41.0%  
75-79 56.7% 55.5% 53.2% 51.5% 49.9% 49.0% 46.0%  
80-84 62.8% 61.6% 59.6% 58.2% 56.4% 55.5% 54.0%  
85-89 68.3% 67.1% 64.8% 64.3% 62.7% 61.5% 59.8%  
≥90 71.9% 69.9% 69.4% 68.1% 67.4% 66.4% 64.4% 

Long term care         
Nursing care at home 69.7% 68.0% 66.0% 64.9% 63.7% 62.2% 59.7%  
Nursing home 70.9% 70.0% 67.9% 67.0% 65.9% 65.5% 63.8%  
No long term care 52.5% 51.0% 48.8% 47.2% 45.7% 44.5% 42.9% 

Increased reimbursement         
No 53.6% 52.4% 50.1% 48.8% 47.4% 46.3% 44.4%  
Yes 61.1% 59.8% 58.4% 57.6% 56.4% 55.6% 53.7% 

Region         
Brussels 43.6% 42.9% 42.4% 42.1% 39.9% 39.2% 38.3%  
Flanders 58.0% 56.5% 54.0% 52.6% 51.4% 50.0% 47.7%  
Wallonia 54.0% 53.3% 51.5% 50.9% 49.1% 48.9% 47.0% 

 

Source: IMA-IMA 
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Figure 39 – Evolution in proportion of hospital stays of elderly patients (65+) followed by a GP consultation within 1 week after discharge, by chronic 
illness status and by year (2013-2019) 

 
Source: IMA-IMA; figure: KCE 

Geographic variability 
The variation between the three regions is further detailed at the level of 
districts in Figure 38. We conclude that in most districts, the rate of follow-
up GP consultations is higher for persons entitled to the chronic illness 

status than for persons without such entitlement. Moreover, in the south of 
the province West-Flanders, we find higher rates in both subgroups, 
whereas the lowest rates are observed in Brussels, the districts around 
Brussels and the south of the province Luxembourg.  
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Figure 40 – Proportion of hospital stays of elderly patients (65+) followed by a GP consultation within 1 week after discharge, by district, by chronic 
illness status (2019) 

 
Source: IMA-IMA; figure: KCE 
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Key points 

• Despite the supposed advantage of having a GP encounter 
within the week after hospital discharge, the follow-up rate 
declined over time from 60.7% in 2013 to 53.2% in 2019. The 
decline can indicate a reduction in early follow-up or a switch to 
other modes of follow-up, for example teleconsultation or by 
other healthcare providers. 

• There is important variation in the follow-up rate. The groups 
more likely to see a GP within 1 week after hospital discharge 
were those who were  
o older (increasing from 40.8% in 2019 in the age group 65 to 

69 up to 69.0% among elderly aged 90 or older),  
o more socially disadvantaged (63.4% in 2019 among persons 

with increased reimbursement against 52.4% among 
persons without),  

o in long-term care (68% for elderly in institution or with home 
care against 50.2% for elderly without long term care), 

o entitled to the chronic ilness status (58.1% in 2019 among 
persons with chronic illness status against 46.9% among 
persons without). 

•  This suggest that follow-up is being targeted to those with 
the highest need. 

• The declining trend over time (from 65.2% in 2013 to 58.1% in the 
group with the status and from 55.9% in 2013 to 46.9% in 2019 in 
the group without the status) as well as the variation by age, sex, 
region, use of long-term care, and increased reimbursement 
status remain present in the subgroups of persons with and 
without chronic illness status. 

• There are regional differences in follow-up rate with Brussels 
having a lower rate than Flanders and Wallonia.  
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15. PROPORTION OF ADULT DIABETICS (UNDER INSULIN) WITHIN A PASS/PRE-CARE 
TRAJECTORY, A CARE TRAJECTORY OR A CONVENTION (% OF PATIENTS, 18+) (QC-4) 
& PROPORTION OF ADULT DIABETICS (RECEIVING GLUCOSE-LOWERING DRUGS 
OTHER THAN INSULIN) WITHIN A PASS/PRE-CARE TRAJECTORY, A CARE 
TRAJECTORY OR A CONVENTION (% OF PATIENTS, 50+) (QC-5) 

15.1. Documentation sheet 

Description QC-4 Proportion of adult diabetics (under insulin) registered in a pass/pre-care trajectory, a care trajectory or a conventiono (% of patients, 18+) 

QC-5 Proportion of adult diabetics aged 50 years and older (receiving glucose-lowering drugs other than insulin and almost no insulin, (hereafter 
abbreviated as “receiving glucose-lowering drugs other than insulin”) registered in a pass/pre-care trajectory, a care trajectory or a convention (% of 
patients, 50+) 

Calculation QC-4 Proportion of adult diabetics (under insulin) registered in a pass/pre-care trajectory, a care trajectory or a convention (% of patients, 
18+) 

 Numerator: number of diabetic patients (≥ 18 years) under insulin with any type (I and II) diabetes registered in a pass/pre-care trajectory, a care 
trajectory or a convention. 

 Denominator: number of patients (≥ 18 years) under insulin with any type (I and II) diabetes identified through their drugs prescription. 
QC-5 Proportion of adult diabetics aged 50 years and older (receiving glucose-lowering drugs other than insulin) registered in a pass/pre-
care trajectory, a care trajectory or a convention (% of patients, 50+) 

 Numerator: number of diabetic patients (≥ 50 years) receiving glucose-lowering drugs other than insuline with any type (I and II) diabetes registered 
in a pass/pre-care trajectory, a care trajectory or a convention.  

 Denominator: number of patients (≥ 50 years) receiving glucose-lowering drugs other than insuline with any type (I and II) diabetes identified through 
their drugs prescription. 

Rationale To optimize care provided to diabetic patients, several measures have been implemented in Belgium by the RIZIV – INAMI. 
• Diabetes pass/pre-care trajectory (passeport diabète / modèle (ou protocole) de soins pour le suivi de patients diabétique de type 2, connu sous le 

vocable de « prétrajet diabète» - diabetespas / zorgmodel (of zorgprotocol) voor de opvolging van een patiënt met diabetes mellitus type 2, bekend 
als « voortraject diabetes »): 

 
o  From a legal point of view, the correct translation should be “agreement”. Nevertheless, to facilitate the identification of what it means by a Belgian expert, we decided to 

choose the term “convention”, which is more commonly used. 
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o Diabetes pass set up in Belgium in 2003. Removed and replaced by the pre-care trajectory for patients with type 2 diabetes since the 1st 
February 2016. 

o Inclusion criteria: patients with diabetes type II under diet or oral antidiabetics; patients should have a global medical record followed by their 
general practitioner. 

o Aims: to improve the education of patients and those around them (information on treatment, management of complications…), to stimulate 
the patients involvement through information on periodic examinations and to support the communication between the patient and various 
care providers. 

o Advantages for patients: 2 consultations partially reimbursed by year with dieticians and 2 consultations partially reimbursed with podiatrist 
each year (only if the patient is at high risk of foot wound). 

o Diabetes pass has been replaced by the pre-care trajectory for patients with type 2 diabetes in order to better manage patients with type 2 
diabetes not registered in a care trajectory for chronic care or in a convention. Advantages for patients are almost the same: 2 consultations 
reimbursed by year with dieticians and 2 with podiatrist. Some patientsp in the pre-care trajectory are eligible for reimbursement of consultations 
with specialist in diabetes for education (dieticians, pharmacist, nurses, physiotherapists…). A maximum of 4 consultations per patient per 
year is reimbursed.  

• Care trajectory for patients with type 2 diabetes (trajet de soins diabète type 2 - Zorgtrajecten diabetes type 2):  
o Set up in Belgium in September 2009 (modified in 2018). 
o Inclusion criteria: patients with diabetes type II under insulin or incretinomimetics or diabetes type 2 insufficiently controlled by oral 

antidiabetics; patient not be registered in a convention; patient should have a global medical record followed by their general practitioner and 
should undertake to consult their general practitioner at least twice by year and their endocrinologist at least one by year. 

o Aims: to improve follow-up and collaboration between patients, general practitioner and medical specialist.  
o Advantages for patients: all consultations totally reimbursed with general practitioner and endocrinologist; free access to consultations with 

nurses specialised in diabetes for education (information on lifestyle, treatments, follow-up); free self-control material only for those on 
injectable therapy (150 dipsticks/6 months, glucometer), 2 consultations partially reimbursed by year with dieticians and 2 consultations 
partially reimbursed by year with podiatrist (only if the patient is at high risk of foot wound).  

o Since the 1st May 2018, reimbursment rules for patients with type 2 diabetes in care trajectory has been modified. It affects consultations in 
diabetes for education, reimbursement of self-control material and reimbursement of consultations with specialists. Patients registered in a 
care trajectory for type 2 diabetes under insulin or under incretinomimetics are fully reimbursed for their self-control material. Each patients 
can benefit from 5 consultations in diabetes for education per year and once 5 supplementary consultations. At least one of them should be 
delivered at home. Sickness funds do not paid lump sum fee for endocrinologists anymore when patients are also registered in a diabetes 
convention. 

• Convention with specialised centres for diabetes self-management and other specific support programs such as for diabetic patients with foot 
wounds (conventions INAMI – RIZIV overeenkomsten): 

 
p  Inclusion criteria: patients with type 2 diabetes registered in the pre-care trajectory; patients with age 15-69 years and a cardiovascular risk defined as BMI>30 and/or 

having high blood pressure; GP’s prescription for consultation for diabetes education. 
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o Set up in Belgium in 1986 (modified in 2008 and 2016). 
o Inclusion criteria: patients with type 1 or type 2 diabetes under at least 2 insulin injections by day and with a serious medical condition or 

patients with type 2 diabetes under at least 3 insulin injections by day; patients with gestational diabetes; patients aged more than 16 years 
old; ambulatory patients or hospitalized; patients with a global medical record followed by their general practitioner. Usually, patient with type 
2 diabetes registered in a care trajectory are not followed in specialised hospital. 

o Aims: to organize a multidisciplinary management of diabetic patients in specialised hospital centers in order to support the education of 
patients and those around them, the patient’s involvement in their periodic examinations and the communication between the patient and 
various care providers.  

o Advantages for patients: integration in a full revalidation process including free self-control material and multidisciplinary consultations. Since 
the application of the new convention the 1st July 2016, in addition to the usual standard equipment a new measuring equipment (sensor for 
self-monitoring of glucose) is reimbursed for patients with type 1 diabetes.  

Because the registration in a diabetes pass/pre-care trajectory, care trajectory or convention is volunteer, the percentage of patients registered in at 
least one of the three systems of registration is an indicator of the patient’s participation in this public investment.  

Primary data 
source 

IMA - AIM data 

Indicator source KCE calculation 

Technical 
definitions 

Two distinct groups of diabetics patients are considered (selection on Pharmanet: class ATC A10 drugs prescription) 
• Adult diabetics under insulin (ATC=A10A): patients aged ≥ 18 years and A10A outpatient prescription >37.5 DDDs. 
• Adults diabetics receiving glucose-lowering drugs other than insuline (ATC=A10B) and almost no insuline (ATC=A10A): patients aged 50 

years and older and A10B outpatient prescription >=270 DDDs per year and 0≤A10A outpatient prescription<37.5DDDs per year. This group 
includes all oral antidiabetics but also incretin mimetic (GLP1-agoniste, code A10BJ) which is a non-insulin injectable solution. For this group of 
patients, an inferior age limitation was set at 50 years to be sure to discard people taking e.g. metformin to lose weight instead of stabilizing a 
diabetes.  

For these 2 groups of diabetics patients (under insulin or receiving other glucose-lowering drugs), we identified patients registered in at least one of the 
three systems of registration. Adult diabetics (under insulin or receiving other glucose-lowering drugs) registered in a care trajectory, a convention, or a 
diabetes pass/pre-care trajectory are identified through the following nomenclature code: 

• Diabetes pass/pre-care trajectory: 102852, 109594. On February 1, 2016, the description of the code 102852 «Use of a diabetes pass by the 
GP » was replaced by «Follow-up of a patient with type 2 diabetes according to the pre-care trajectory / care protocol established by the Insurance 
Committee ». The code 109594 was introduced in 2016 for the follow-up, in medical house (maisons médicales - medische huizen) of a patient 
with type 2 diabetes according to the pre-care trajectory / care protocol established by the Insurance Committee. 

• Diabetes care trajectory: 107015, 107030, 107052, 107074. These codes concern the fixed fees for GPs and other medical specialists, 
respectively, for year 1 and for years 2, 3 and 4, respectively. 

• Diabetes convention: 770033, 770055, 770070, 771573, 771595, 772450, 772461, 773113, 773231, 773253, 773275, 773393, 773496, 773592, 
774115, 774130, 774152, 775456, 775471, 788756, 788771, 788793, 788815, 788830, 788852, 788874, 788896, 788911, 788933, 788955, 
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785573, 785595, 785610, 785632, 785654, 785676, 785691, 785713, 785735, 785750, 785772, 785794, 785816, 785831, 785853, 785875, 
785890, 785912, 785934, 785956, 789751, 789773, 789795, 789810, 789832, 789854, 789876, 789891, 789913, 789935  

Limitations Underestimated denominator (only diabetic with medication); process indicator (which provide no information on outcome); risk of misclassification, 
notably risk that some patients under insulin since a few days were considered as patients receiving glucose-lowering drugs; risk of misclassification or 
omission of certain RIZIV - INAMI codes that refer to a pass/pre-care trajectory, care trajectory or a convention. 

International 
comparability 

Not applicable 

Related indicators  “Appropriate diabetes follow-up”  

Review Reviewed by Astrid Lavens, Sciensano, Scientist in Health services research (diabetes) 

Dimensions Continuity (Management/Coordination); Ambulatory care; Link specialist and GP; Chronic care 
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15.2. Results 
A total of 156 328 diabetic patients under insulin (≥ 18 years) and a total of 
226 046 diabetic patients receiving other glucose-lowering drugs than insulin 
(≥ 50 years) were identified in 2019 through their drugs prescription (see 
Table 27 and Table 28). This number does not consider the diabetic patients 
without medication (e.g. patients diagnosed with diabetes but only under diet 
or non-diagnosed patient). Globally, 91.0% of the identified diabetic 
patients under insulin had at least one registration in a diabetes care 
model (pass/pre-care trajectory, care trajectory or convention, see Table 27) 
in 2019. A large majority of these patients registered in a diabetes care 
model had a convention (82.7%), while 35.5% and 3.1% had a care 
trajectory or a pass/pre-care trajectory respectively.q The proportion of 
patients receiving other glucose-lowering drugs than insulin having at 
least one registration in a diabetes care model was only 26.2% (see Table 
28). Just over half of them had a care trajectory (57.8%), just under half of 
them had a pass/pre-care trajectory (43.0%), and only a few had a 
convention (2.6%).r 

Analysis by demographic characteristics and socio-economic status 

 Gender & Age group 
The proportion of diabetic patients under insulin with at least one 
registration in a diabetes care model is quite similar for men (91.8%) and 
women (90.0%, see Table 27). The same observation can be done among 
diabetic patients receiving other glucose-lowering drugs than insulin 
with at least one registration in a diabetes care model (26.4% for men and 
25.9% for women, see Table 28).  

The proportion of diabetic patients under insulin with at least one 
registration in a diabetes care model is the highest in the 18-24 years 
(96.1%) and remains superior to 80% until 94 years old. Afterwards, the 
proportion decrease to 58.7% in the 95+ age group (Table 27). The 
proportion of diabetic patients receiving other glucose-lowering drugs 
than insulin who have at least one registration in a diabetes care model 
decreases regularly from 28.0% in the first 50-74 age group to reach 12.7% 
in the 95+ age group (Table 28). 
Among the 65 years old and plus, the proportion of diabetic patients with at 
least one registration in a diabetes care model is lower for patients in 
institutions (e.g. in nursing homes) compared to patients receiving home 
care and patients without long-term care (defined as not in institution and 
without receiving home care), both for patients under insulin and 
receiving other glucose-lowering drugs than insulin (see Table 27 and 
Table 28). 

 Socio-economic status 
Adult patients (18 years or +) under insulin with entitlement to increased 
reimbursement have slightly less often a registration than patients without 
this financial support (89.5% vs 91.9%, see Table 27). Conversely, the 
proportion of diabetic patients receiving other glucose-lowering drugs 
than insulin with at least one registration in a diabetes care model is higher 
with entitlement to increased reimbursement (27.5%) than without increased 
reimbursement (25.7%, see Table 28). 

 

 
q  Total is not 100% since some patients have more than one registration in a 

diabetes care model. 
r  Total is not 100% since some patients have more than one registration in a 

diabetes care model. 
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Table 27 – Proportion of diabetic patients under insulin within a pass/pre-care trajectory, a care trajectory or a convention, by patient characteristics 
(2019)  
PATIENTS UNDER INSULIN (18 years or more) 

    
Patients having a at least ONE OF THE THREE systems of 

registration 
Patients having a 
PASS/PRE-CARE 

TRAJECTORY 
Patients having a 

CARE TRAJECTORY 
Patients having a 

CONVENTION 

Numerator  Denominator Proportion  Proportion Proportion Proportion  
Belgium 142 227 156 328 90.98% 2.50% 28.98% 67.51% 

Region 
Brussels  13 883 15 988 86.83% 3.62% 21.22% 69.74% 
Flanders  80 839 87 333 92.56% 2.47% 32.27% 66.70% 
Wallonia 47 505 53 007 89.62% 2.22% 25.91% 68.18% 

Gender Female 66 082 73 416 90.01% 2.50% 29.62% 65.79% 
Male 76 145 82 912 91.84% 2.51% 28.42% 69.03% 

Age groups 

18-24 3 163 3 290 96.14% 1.00% 0.82% 95.62% 
25-49 22 638 24 107 93.91% 1.85% 8.79% 87.69% 
50-74 76 385 82 504 92.58% 2.64% 29.89% 69.02% 
75-84 28 134 31 356 89.72% 2.82% 38.87% 57.30% 
85-94 11 413 14 230 80.20% 2.42% 42.33% 43.06% 
95+ 494 841 58.74% 3.21% 34.60% 25.56% 

Long term care (65 
years or +) 

Nursing care at 
home 13 276 14 900 89.10% 2.26% 41.05% 55.07% 

Institutions 5 876 8 072 72.79% 2.30% 32.51% 44.98% 
No LT care 58 708 64 362 91.22% 2.81% 36.16% 61.30% 

Increased 
reimbursement (18 
years or +)  

No 89 828 97 794 91.85% 2.18% 27.96% 69.23% 

Yes 52 399 58 534 89.52% 3.04% 30.70% 64.64% 

Source: IMA data, KCE calculation 
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Table 28 – Proportion of diabetic patients aged 50 years and older receiving other glucose-lowering drugs than insulin with a diabetes pass/pre-care 
trajectory, a care trajectory or a convention, by patient characteristics (2019)  

PATIENTS RECEIVING OTHER GLUCOSE-LOWERING DRUGS THAN INSULIN (50 years or more)  

    
Patients having a at least ONE OF THE THREE systems of 

registration 
Patients having a 
PASS/PRE-CARE 

TRAJECTORY 
Patients having a 

CARE TRAJECTORY 
Patients having a 

CONVENTION 

Numerator  Denominator Proportion  Proportion Proportion Proportion  
Belgium 59 273 226 046 26.22% 11.29% 15.15% 0.68% 

Region 
Brussels  4 301 18 686 23.02% 8.94% 14.37% 0.63% 
Flanders  41 031 124 894 32.85% 14.98% 18.25% 0.78% 
Wallonia 13 941 82 466 16.91% 6.22% 10.64% 0.56% 

Gender Female 25 194 97 152 25.93% 11.54% 14.69% 0.52% 
Male 34 079 128 894 26.44% 11.10% 15.50% 0.81% 

Age groups 

18-24 - - - - - - 
25-49 - - - - - - 
50-74 43 543 155 648 27.98% 11.32% 16.92% 0.73% 
75-84 12 566 52 459 23.95% 11.63% 12.46% 0.60% 
85-94 3 078 17 260 17.83% 10.02% 7.86% 0.57% 
95+ 86 679 12.67% 9.57% 3.39% 0.15% 

Long term care (65 
years or +) 

Nursing care at 
home 3 443 13 369 25.75% 10.88% 14.75% 1.51% 

Institutions 694 5 372 12.92% 6.96% 5.75% 0.67% 
No LT care 33 226 132 631 25.05% 11.48% 13.77% 0.57% 

Increased 
reimbursement (18 
years or +)  

No 40 929 159 284 25.70% 11.04% 14.85% 0.63% 

Yes 18 344 66 762 27.48% 11.87% 15.87% 0.82% 

Source: IMA data, KCE calculation 

Analysis by region and district 
A slight difference was noticed between the three regions and the type of 
diabetes care model concerning diabetic patients under insulin (see 
Table 27). The use of care trajectory is higher in Flanders (32.3%) compared 
with Brussels (21.2%) and Wallonia (25.9%) while the use of diabetes 
pass/pre-care trajectory is higher in Brussels (3.6%) compared with the two 
other regions (2.5% in Flanders and 2.2% in Wallonia).  

The proportion of patients receiving other glucose-lowering drugs than 
insulin with at least one registration in a diabetes care model is higher in 
Flanders (32.9%) than in Brussels (23.0%) and Wallonia (16.9%) and this 
difference is found for the three types of registration (see Table 28). 

An analysis by district shows that Waremme has the lowest proportion of 
diabetic patients under insulin with at least one registration in a diabetes 
care model (85%) while Mechelen and Tielt have the highest (95%, see 
Figure 41).  
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For patients receiving other glucose-lowering drugs than insulin, 
Waremme is the district with the lowest proportion of patients with at least 
one registration in a diabetes care model (8.1%) while Roeselare has the 
highest (54.3, see Figure 41). 

 

Figure 41 – Proportion of diabetic patients in a care trajectory, a convention or with a diabetes pass/pre-care trajectory, by patient district (2019) 

  

Source: IMA data. KCE calculation. 

Trend over time by region 
The proportion of diabetic adults under insulin with at least one 
registration in a diabetes care model was stable during the 2014-2019 period 
(see Figure 42). Conventions which exist since 1986 are the kind of 
registration more often used. Care trajectories started in September 2009, 

increased progressively and reached 29% of patients under insulin in 2019 
(see Figure 43).  

The proportion of diabetic patients receiving other glucose-lowering 
drugs than insulin with at least one registration in a diabetes care model is 
low but slightly increased during the 2014-2019 period (Figure 42), 
especially concerning patients with a care trajectory (see Figure 43). 

Patients receiving 
other glucose-
lowering drugs 
than insulin 

Patitens under insulin 

National mean : 91.0% 

National mean : 26.2% 
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Figure 42 – Proportion of diabetic patients in a care trajectory, a convention or with a diabetes pass/pre-care trajectory, by patient region (2006-2016) 

  
Source: IMA data. KCE calculation.  
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Figure 43 – Evolution in the proportion of patients in a diabetes care model, per care model (2014-2019) 

  

Source: IMA data, KCE calculation 
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Key points 

• The proportion of diabetic adults with at least one registration in 
a diabetes care trajectory, a diabetes convention or a diabetes 
pass/pre-care trajectory is relatively high among patient under 
insulin (90.98%). A large majority of patients under insulin 
registered in a diabetes care model have a convention (82.7%). 
In another way, a low proportion of patients receiving other 
glucose-lowering drugs than insulin has at least one registration 
in a diabetes care model (26.2%), a little more than half having a 
care trajectory and almost another half a pass/pre-care 
trajectory. 

• The proportion of diabetic patients with at least one registration 
in a diabetes care model decrease with age both for patients 
under insulin and adults receiving other glucose-lowering drugs 
than insulin but remain superior to 80% for patients under 
insulin up to 94 years old (and then decrease to 58.7% for the 
95+) 

• Among the 65 years old and plus, the proportion of diabetic 
patients with at least one registration in a diabetes care model is 
lower in institutions (e.g. in nursing homes) compared to home 

care and no long term care, both for patients under insulin and 
receiving other glucose-lowering drugs than insulin.  

• Patients under insulin with lower socio-economic level 
(measured by entitlement to increased reimbursement) have 
slightly less often a registration. Conversely, Patients receiving 
other glucose-lowering drugs than insulin with lower socio-
economic level have slightly more often a registration.  

• The proportion of patients with at least one registration in a 
diabetes care model is similar between regions for patients 
under insulin and is higher in Flanders for patients receiving 
other glucose-lowering drugs than insulin (32.9%) compared 
with the two other regions (16.9% for Wallonia and 23.0% for 
Brussels). 

• A positive trends over time can be noticed for patients receiving 
other glucose-lowering drugs than insulin. The proportion of 
patients under insulin with at least one registration in a diabetes 
care model is quite stable since 2014 but care trajectories 
increased (both for patients under insulin and patients under 
other glucose-lowering drugs than insulin). 
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16. REFERENCE PHARMACIST (PROPORTION OF PATIENTS) (QC-7) 
16.1. Documentation sheet 

Description Proportion of patients with a reference pharmacist 

Calculation Numerator: Number of patients with billing code 758192 or 758214 

Denominator: Number of patients 

Rationale Since 01/10/2017, a “reference pharmacist” service was introduced for patients with a chronic disease (FR/NL)1; it consists of: 
- Register pharmaceutical delivered in the pharmaceutical (electronic) file 
- Deliver a medication scheme for the patient 
- Make sure other care practitioners have access to the patients’ medication scheme2 

This indicator measures the uptake of the service among chronic patients and non-chronic patients. 

Data source IMA – AIM databases 

Technical definitions • Individuals with a billing code 758192 (start) or 758214 (annual fee) benefit from a reference pharmacist for the current calendar year 
• Individuals entitled to the status chronic illness: entitlement is observed through IMA – AIM status chronic illness variables pp3015 

(financial criterion), pp3016 (lump sum for chronic disease) or pp3017 (rare disease). If the value for one of these 3 variables is equal 
to 1 (start) or 2 (extension), the individual has an entitlement.  

Limitations Short time series since the service has been introduced in October 2017. 

International comparability None 

Dimension Patient centredness, continuity of care 

Related performance 
indicators 

 

Keywords Reference pharmacist, medication scheme, pharmaceutical care 

  

https://www.riziv.fgov.be/fr/professionnels/sante/pharmaciens/Pages/pharmacien-reference-accompagner-patients-chroniques.aspx
https://www.riziv.fgov.be/nl/professionals/individuelezorgverleners/apothekers/Paginas/huisapotheker-begeleiden-chronische-patienten.aspx
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16.2. Results  
The reference pharmacist service is reimbursed by RIZIV – INAMI for the 
following patients: 

 Going to a public pharmacy, excluding patients in homes for the elderly 
(MRPA – ROB) or nursing homes (MRS – RVT) 

 Who have been prescribed at least 5 different active substances in a 
year, with 160 DDDs or more within the last 12 months for at least one 
of them. 

Among these patients, 4 subgroups are given priority: 

 Individuals entitled to the status chronic illness with a global medical 
record (GMR) 

 Patients enrolled in a diabetes pre-pathway and receiving education 
from the reference pharmacist or a pharmacist working in the same 
public pharmacy as the reference pharmacist 

 Patient with polypharmacy (taking at least 5 chronic medications within 
a year 

 Patients who require or express a specific need for follow-up 
pharmaceutical care based on particular pathologies or physiological 
conditions, (potential) iatrogenic risks, (suspected) non-adherence to 
medication, or a need for specific support for social reasons. 

The proportion of individuals entitled to the status chronic illness (“Chronic 
patients”) that has a reference pharmacist is low, but increasing (Table 29): 

from 15% in 2017 to 28.5% in 2019. In the general population (without status 
chronic illness), this proportion is lower (3.7% in 2017 and 7.3% in 2019), as 
expected. 

Table 29 – Proportion of individuals with a reference pharmacist per 
year 

Year Chronic patients Non-chronic patients Total 

n % n % n % 
2017 184542 15.01  236963  2.34 421505  3.71 
2018 283841 22.71  360185  3.54 644026  5.64 
2019 374232 28.52  466673  4.59 840905  7.32 

Source: IMA – AIM 

Similar results have been obtained in a study published by a sickness fund3 
based on its members (19.4% of the Belgian insured population): 29.8% of 
the patients targeted by the service (at least one medication with 160 DDD 
and 4 other active substances within 12 months) had a reference pharmacist 
in 2020. 

The mean age at initiation is 68 years old (Standard Deviation (SD)=14) and 
the median 70 years old. Patients in Brussels are younger (mean=66; 
SD=15; median=66) than in Wallonia (mean=67; SD=14; median=68) and 
Flanders (mean=69; SD=14; median=70). Individuals entitled to the status 
chronic illness are older at the time of initiation (mean=70; SD=14; 
median=71) than other individuals (mean=67; SD=14; median=68). There 
are more women (57%) than men at the initiation (Table 30). 
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Table 30 – Reference pharmacist: gender at initiation 
Gender Entitled to the chronic illness 

status? 
2017 2018 2019 

n % n % n % 
men yes 79 158 42.89% 121 291 42.73% 159 617 42.65% 

no 100 504 42.85% 152 800 43.04% 196 237 42.93% 
women yes 105 384 57.11% 162 550 57.27% 214 615 57.35% 

no 134 047 57.15% 202 225 56.96% 260 839 57.07% 
unknown   2 412 0.57% 5 160 0.80% 9 597 1.14% 
total   421 505 100.00% 644 026 100.00% 840 905 100.00% 

Source: IMA – AIM 

When looking at the progression per region (from 2017 to 2019), there is a 
rise in the proportion of persons with the chronical illness status, Flanders 
has a higher rate than Brussels and Wallonia (Figure 44). 

Figure 44 – Proportion of persons with the chronical illness status with 
a reference pharmacist by region (2017-2019) 

 
Source: IMA – AIM 

When looking at the district level in 2019, the situation is not different: there 
is a higher proportion of persons with the chronical illness status who have 
a reference pharmacist in the Flemish districts than in the Walloon districts 
or in Brussels (Figure 45). 
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Figure 45 – Proportion of persons with the chronical illness status with a reference pharmacist by district (2019) 

 
Source: IMA – AIM 
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The proportion of persons with a reference pharmacist who are entitled to 
the preferential reimbursement (intervention majorée / verhoogde 
tegemoetkoming) is 28.28% for the 2018-20194. The uptake might be 
improved by letting the persons entitled to this service know (e.g. by mail). 
This is currently in operation in a pilot project for integrated care in West-
Flanders (the letter is sent by the medical advisor from the sickness funds)s. 

The observatory of chronic illness has conducted a survey where 2400 
patients with a reference pharmacist were sent a questionnaire in February 
2020.5 Results (n=645) show that: 

 68% of the surveyed persons had signed a form with their pharmacist 
authorising him/her to act as a reference pharmacist, 18% had not, and 
13% could not remember 

 Of those having signed the form, 80% thought that the benefit had been 
clearly explained, 14% not so clearly, and 6% have not received an 
explanation 

 51% have received their medication scheme, 49% have not 

 For those having received the medication scheme, 84% thought that it 
has not change their consumption of medication, 8% that they change 
their timing habits, 5% that they consumed less medication (at least one 
less), 3% that their consumption (in units) has decreased 

 For those having a medication scheme, 42% thought their reference 
pharmacist always adapted their medication scheme, 22% that he/she 
adapted it most of the time, 13% that he/she adapted not always, and 
23% did not know 

 27% of surveyed persons have told their GP, 6% had their GP tell them, 
30% thought that their GP was not aware of them having a reference 
pharmacist, and 37% did not know 

 66% of surveyed persons think that there is good communication 
between all healthcare professionals concerning their medication 
management, 12% thought the opposite, and 22% did not know 

 

 
s  https://www.integreo.be/fr/pres-de-chez-vous/de-koepel-region-cotiere 
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Figure 46 – Survey on reference pharmacist (2020) 

 
Source: Observatory of chronic illness (RIZIV – INAMI) 
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Key points 

 Since October 2017, polymedicated patients can ask for a reference 
pharmacist, who will make sure that all medication is registered in the 
(electronic) pharmaceutical file, that the patient receives a 
pharmaceutical scheme and that other healthcare practitioners have 
access to the patient’s medication scheme 

 uptake has been growing, with 29% of persons with a chronical illness 
status having one reference pharmacist at the end of 2019 (57% of 
them women) 

 A 2020 survey among a sample of patients with a reference 
pharmacist shows that 51% of the surveyed persons received a 
medication scheme, 80% received a good explanation when 
applying, 84% have not changed the way they take their medication 
after receiving their medication scheme, 33% know that their GP is 
aware of them having a reference pharmacist, 66% think that there is 
good communication between all their healthcare practitioners 
concerning their medication management 

 Uptake could be improved by sending a letter to the eligible patients. 

 

References 
1.  Convention entre les pharmaciens et les organismes assureurs de 

l’INAMI : Annexe IX : Description de la fonction « Pharmacien de 
référence »  Avenant 37 : Pharmacien de référence 

2.   Wuyts J. et al., Discharge report for the community pharmacist: 
Development and validation of a prototype, Research in Social and 
Administrative Pharmacy, Vol. 16, Issue2, Feb 2020, pages 168-177 
https://doi.org/10.1016/j.sapharm.2019.04.049  

3.  MLOZ, Le recours au remboursement de la prestation de pharmacien 
de référence chez les membres des Mutualités Libres en 2020, 2021 

4.  RIZIV  – INAMI, Variations de pratiques médicales – Fonction 
pharmacien.ne de référence 

5.  RIZIV – INAMI, Rapport de l'Observatoire des maladies chroniques 
relatif au pharmacien de référence, 2021 

 

  

https://www.inami.fgov.be/fr/professionnels/sante/pharmaciens/Pages/convention-pharmaciens-organismes-assureurs.aspx
https://www.inami.fgov.be/SiteCollectionDocuments/convention_pharmaciens_annexe09.pdf
https://www.inami.fgov.be/SiteCollectionDocuments/convention_pharmaciens_annexe09.pdf
https://www.inami.fgov.be/SiteCollectionDocuments/convention_pharmaciens_avenant37.pdf
https://doi.org/10.1016/j.sapharm.2019.04.049
https://www.mloz.be/fr/publications/studies-en-analyses/qui-fait-appel-au-pharmacien-de-reference
https://www.mloz.be/fr/publications/studies-en-analyses/qui-fait-appel-au-pharmacien-de-reference
https://www.belgiqueenbonnesante.be/fr/variations-de-pratiques-medicales/prestations-transversales/fonction-pharmacien-ne-de-reference
https://www.belgiqueenbonnesante.be/fr/variations-de-pratiques-medicales/prestations-transversales/fonction-pharmacien-ne-de-reference
https://inami.fgov.be/SiteCollectionDocuments/avis_observatoire_pharmacien_reference.pdf
https://inami.fgov.be/SiteCollectionDocuments/avis_observatoire_pharmacien_reference.pdf


 

KCE Report 352TS Performance of the Belgian health system – report 2019 145 

 

 

17. HOSPITAL ADMISSIONS FOR ASTHMA (QE-1), HOSPITAL ADMISSIONS FOR 
UNCONTROLLED DIABETES OR COMPLICATION OF DIABETES (QE-2), AND HOSPITAL 
ADMISSIONS FOR CHRONIC OBSTRUCTIVE PULMONARY DISEASE (QE-10) 

17.1. Documentation sheet 
Description A. Number of hospital admissions for asthma in people aged 15 years and over, per 100 000 population 

B. Number of hospital admissions for uncontrolled (or complication of) diabetes in people aged 15 years and over, per 100 000 
population 

C. Number of hospital admissions for chronic obstructive pulmonary disease (COPD) in people aged 15 years and over, per 100 000 
population 
For the international comparison, rates are age-sex standardised to the 2010 OECD population aged 15 and over. 

Calculation See technical definition below.  
The indicator for diabetes admission is based on the sum of three indicators: admissions for short-term complications, for long-term 
complications and for uncontrolled diabetes without complications. 

Rationale Asthma, diabetes and COPD are three widely prevalent long term conditions. For asthma and diabetes, the evidence for effective 
treatment is well established and much of it can be delivered at the primary care level. A high performing primary care system can to a 
significant extent, therefore, avoid acute deterioration in people living with asthma and diabetes and prevent their admission to 
hospital.1 High hospital admission rates for these two conditions can thus serve as a proxy for pointing to poor effectiveness of primary 
care, as well as poor coordination or continuity of care. 
Hospital admissions for COPD is also usually used as an indicator to measure the performance of primary care.1 For COPD 
nevertheless, patients are extremely fragile and the pathology is very serious. A large number of hospitalisations is therefore less a 
reflection of poor primary care. For this indicator, the evolution is therefore more meaningful than the absolute numbers. 

Primary data source RHM – MZG (hospital administrative discharge data), FOD – SPF Public Health 

Source of results FOD – SPF Public Health and OECD health data for international comparison. 
These indicators belong to the set of indicators on quality of care that are published in Health at a Glance by OECD.2 The OECD set of 
“avoidable hospital admission” also contains indicators of admissions for hypertension and congestive heart failure, but these have not 
been retained in this report to keep the number of indicators manageable.  

Technical definitions  From OECD website: Definitions for Health Care Quality and Outcomes (HCQO) 2020-21 Indicators.3 All ICD-9 CM and ICD-10 CM codes 
can be found on the OECD Quality indicator website.  
Indicator A: Hospital admission for asthma 
Coverage: Population aged 15 and older. All acute care hospitals (public and private) that provide inpatient care. 
Numerator: All non-maternal/non-neonatal hospital admissions with principal diagnosis code of asthma in a specified year (See asthma 
diagnosis codes in OECD 20213, p5) 
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Denominator: Population count 15+ (mean January t - January t+1) 
Exclude cases: Non-residents and cases died in hospital; transferred from another institution; with MDC 14 (pregnancy, childbirth and 
puerperium) or with a specified pregnancy, childbirth and puerperium code in any field; with cystic fibrosis and anomalies of the respiratory 
system diagnosis code in any field (see diagnosis codes in OECD 20213, p5); or that are same day/day only admissions. It should be 
noted that previously (2009-2012), cases with MDC 15 (newborn and other neonates) were also excluded. 
Indicator B: Admission of uncontrolled diabetes or complication of diabetes 
Coverage:  Population aged 15 and older. All acute care hospitals (public and private) that provide inpatient care. 
Numerator:  All non-maternal/non-neonatal hospital admission with principal diagnosis code (see diagnosis codes in OECD 20213, 
p10-11) of  

- Uncontrolled diabetes  
- Diabetes Short-term complication (i.e. ketoacidosis, hyperosmolarity)  
- Long term complication (i.e. renal, eye; neurological, circulatory, or complication not otherwise specified).  

Denominator:  Population count 15+ (mean January t - January t+1).  
Exclude cases: Non-residents and cases died in hospital; transferred from another institution; with MDC 14 (pregnancy, childbirth and 
puerperium) or with a specified pregnancy, childbirth and puerperium code in any field; or that are same day/day only admissions. It 
should be noted that previously (2009-2012), cases with MDC 15 (newborn and other neonates) were also excluded. 
Indicator C: Hospital admission for chronic obstructive pulmonary disease (COPD) 
Coverage: Population aged 15 and older. All acute care hospitals (public and private) that provide inpatient care. 
Numerator: All non-maternal/non-neonatal hospital admissions with principal diagnosis code of COPD in a specified year (See COPD 
diagnosis codes in OECD 20213, p7) 
Denominator: Population count 15+ (mean January t - January t+1).  
Exclude cases: Non-residents and cases died in hospital; transferred from another institution; with MDC 14 (pregnancy, childbirth and 
puerperium) or with a specified pregnancy, childbirth and puerperium code in any field; or that are same day/day only admissions. It 
should be noted that previously (2009-2012), cases with MDC 15 (newborn and other neonates) were also excluded. 

International comparability These indicators do not take into account underlying differences in the prevalence of the different conditions. For example, with regard to 
diabetes, it is not always clear whether lower admission rates are due to a lower prevalence of diabetes in the population or a better 
management of people with diabetes. Differences in coding practices or in data coverage of the hospital sector across countries may also 
affect the comparability of data. However, there are several ongoing OECD initiatives that focus on coding practices, dataset structure 
and data specification, with the aim of making the indicators more useful for international comparison.4 
It is also important to note that Belgium changed its coding system to ICD-10 in 2015 but not necessarily other countries. Some may not 
have changed their system yet while others may have changed long before. Because when moving from ICD-9 to ICD-10 coding, there 
is a shift from asthma to COPD for some mixed conditions, comparison must be used with cautions. 

Review Reviewed by Pr Renaud Louis, University of Liege, Head of Pneumology Department (asthma and COPD) and by Astrid Lavens, 
Sciensano, Scientist in Health services research (diabetes) 

Dimensions Effectiveness + Continuity (Management)  
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17.2. Results 

17.2.1. Hospital admission for asthma (for people aged 15 years old 
and over) 

Data on asthma admissions in Belgium on the 2009-2014 period showed a 
slight decrease up to 2011, followed by a stagnation (Figure 47): with 39.2, 
32.6, and 36.3 admissions per 100 000 population aged 15 years old and 
over in 2009, 2011 and 2014 respectively. During this period, rates were 
higher in Brussels than in other regions. A break in data series can be 
observed in 2016, due to the passage to the ICD 10 and a drop compared 
to 2014 can be observed, in part due to the fact that when moving from ICD-
9 to ICD-10 coding, there is a shift from asthma admission to COPD 
admission for some mixed conditions. Comparison between the two periods 
must therefore be used with caution. During the 2016-2019 period, a decline 
in hospital admission for asthma can be observed, especially in Brussels 
and in 2019, rates were similar between regions (26.3 in Brussels, 28.7 in 
Flanders, 26.8 in Wallonia, and 27.9 for Belgium, see Figure 47).  

The analysis by district shows that Virton (9.3) has the lowest hospital 
admission rate for asthma per 100 000 population while Veurne has the 
highest (53.5, see Figure 5). 
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Figure 47 – Hospital admissions for asthma per 100 000 population aged 15 years and older, per region (2009-2019) and per district (2019) 

 
 

Source: FOD – SPF Public Health, hospital administrative discharge data  

When comparing with EU-15 countries, we see that rates have declined over 
time and that Belgium was above the European average on the 2009-2014 
period and below the European average on the 2016-2019 period, i.e. after 
the break in data series due to the passage to the ICD-10. Because the 
passage to the ICD-10 (implying a shift from asthma to COPD for some 

mixed conditions) is not performed at the same time period in each 
European country, such comparison must be used with caution. 

Figure 48 also showed variation across European countries in 2019. 
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Figure 48 – Age-sex standardized hospital admissions for asthma (for population aged 15 years and older): international comparison (2009-2019) 

 

17.2.2. Hospital admission for uncontrolled diabetes, or 
complications of diabetes for people aged 15 years old and 
over) 

Data on diabetes admission (for uncontrolled diabetes or for complication of 
diabetes) in Belgium exhibit a slow decrease these latest 10 years, from  
185.4 to 146.7 per 100 000 population in 2009 and 2019 respectively (Figure 
49), which is also observed in other European countries (Figure 50). The 
introduction of care trajectories for patients with type 2 diabetes in 2009 
could in part explain such a decrease. 

Rates are very similar in the 3 regions for the latest available year (Figure 
49). An analysis by district shows that Neufchâteau (58.2) has the lowest 
hospital admission rates for diabetes per 100 000 population while Veurne 
has the highest (218.8, see Figure 49). 

At European level the rates declined more rapidly that the rates for Belgium 
(Figure 50) and the EU-15 average is below Belgium rates. 
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Figure 49 – Hospital admissions for (complications of) diabetes per 100 000 population aged 15 years and older, per region (2009-2019) and per 
district (2019) 
 

 
 

Source: FOD – SPF Public Health, hospital administrative discharge data  
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Figure 50 – Age-sex standardized hospital admissions for diabetes (for population aged 15 years and older): international comparison (2000-2014)  

    
 

17.2.3. Hospital admission for COPD for people aged 15 years old 
and over) 

Data on COPD admissions are quite stable on the 2009-2014 period: with 
172.2 and 158.3 admissions per 100 000 population aged 15 years old and 
over in Belgium in 2009 and 2014 respectively (see Figure 51). During this 
period, rates were lower in Brussels than in other regions. A break in data 
series can be observed in 2016, due to the passage to the ICD 10 and an 
increase compared to 2014 can be observed, in part due to the fact that 
when moving from ICD-9 to ICD-10 coding, there is a shift from asthma 

admission to COPD admission for some mixed conditions. Comparison 
between the two periods must therefore be used with caution. During the 
2016-2019 period, an increase in hospital admissions for COPD can be 
observed, except in Brussels and in 2019, rates were lower in Brussels than 
in other regions (228.3 in Brussels, 314.7 in Flanders and 393.8 in Wallonia, 
see Figure 51). Based on an expert opinion, the lower rate in Brussels can 
in part be explained by the fact that the population is usually younger. An 
analysis by district shows that Hall-Vilvorde (177.2) has the lowest hospital 
admission rates for COPD per 100 000 population while Marche-en-
Famenne has the highest (475.1, see Figure 51).   
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Figure 51 – Hospital admissions for (complications of) COPD per 100 000 population aged 15 years and older, per region (2009-2019) and per disctrict 
(2019) 

 

 

Compared to other European countries, Belgium was below the European 
average during the 2009-2014 period and above the European average 
during the 2016-2019 period, i.e. after the break in data series due to the 
passage to the ICD-10. Because the passage to the ICD-10 (implying a shift 
from asthma to COPD for some mixed conditions) is not performed at the 
same time period in each European country, such comparison must be used 
with caution. Figure 52 also showed that the European average (based on 
10 of the EU-15 countries) is quite stable. 
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Figure 52 – Age-sex standardized hospital admissions for COPD (for population aged 15 years and older): international comparison (2009-2019)  
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Key points 

• Hospital admission rates for asthma, diabetes, and COPD are 
often used as a measure of the extent to which people can 
access primary care and preventive care, and the quality of this 
care. For COPD nevertheless, these patients are extremely 
fragile and the pathology is very serious. A large number of 
hospitalisations is therefore less a reflection of poor primary 
care and for this indicator, the evolution is more meaningful than 
the absolute number. 

• For these indicators on avoidable hospital admissions, trends 
over time report a reduction in admission rates over recent years 
for asthma and diabetes, which may represent an improvement 
in the quality of primary care. These decreasing trends are also 
observed in other European countries. This is nevertheless not 
the case for COPD, whith an increasing trends over recent years 
(except in Brussels). 

• Belgium is situated above the EU-15 average for diabetes and 
COPD, but this is not very informative, as differences between 
countries can be due to many other factors than quality of care. 
Trends over time are more informative in this case. Time 
diffrences in the passage to the ICD-10 between countries also 
decrease the validity of the international comparison, especially 
because such a passage induce a shift for asthma to COPD 
admissions for some mixed condition. 

• While care trajectories have been developped to improve care 
for patients with diabetes, this is not the case for patients with 
asthma and COPD. Nevertheless, rehabilitation conventions for 
the care of these patients in specialized centres have been 
concluded, as for patients with diabetes. 

 

References 
1. OECD. Health at a Glance: Europe 2014. OECD Publishing; 2014.   

2. OECD. Health at a Glance 2017: OECD Indicators. Paris: 2017.  
Available from: http://dx.doi.org/10.1787/health_glance-2017-en 

3. OECD. Health Care Quality and Outcomes (HCQO) 2020-21 
Indicator Definitions. Paris: Organisation for Economic Co-operation 
and Development; 2021.  Available from: 
https://www.oecd.org/els/health-systems/Definitions-of-Health-Care-
Quality-Outcomes.pdf 

4. Kossarova L, Blunt I, Bardsley M. Quality Watch: Focus on 
international comparisons of healthcare quality, What can the UK 
learn ? . The Health Foundation and the Nuffiled Trust; 2015.   

 

 

http://dx.doi.org/10.1787/health_glance-2017-en
https://www.oecd.org/els/health-systems/Definitions-of-Health-Care-Quality-Outcomes.pdf
https://www.oecd.org/els/health-systems/Definitions-of-Health-Care-Quality-Outcomes.pdf


 

KCE Report 352TS Performance of the Belgian health system – report 2019 155 

 

 

18. SUCCESSFUL TREATMENT OF PULMONARY TUBERCULOSIS CASES (QE-11) 
18.1. Documentation sheet 

Description Percentage of people with laboratory-confirmed Tuberculosis (TB) successfully treated among TB cases notified during past year 

Calculation Numerator: number of people successfully treated from laboratory confirmed pulmonary tuberculosis within the Belgian tuberculosis cohort 
of the previous year.  
Denominator: number of people with laboratory confirmed pulmonary tuberculosis notified the previous year, included in the Belgian 
tuberculosis cohort and for which information about their follow up or treatment outcome at 12 months was available. Result is provided as 
a percentage. 

Rationale Since the 1970s, Belgium has had compulsory reporting and registration of tuberculosis cases. Since 1995, our country has participated in 
the European surveillance network. This system allows the comparison of the epidemiology of European countries and helps to define 
coordinated prevention measures.  
According to the recommendation of the World Health Organisation (WHO)1, Belgium has implemented a system to collect data on the 
therapeutic results in a standardised manner since 2002.2 
In the treatment of tuberculosis, compliance is essential to cure. However, keeping the patient's adherence to the TB treatment is 
challenging. Indeed, it is a long treatment of minimum 6 months, and, in addition, the treatment consists on a polytherapy with many 
potential side effects.3  
The calculation of the indicator on successful treatment of pulmonary tuberculosis cases allows to assess the effectiveness and the 
compliance of the patients to their treatment. This indicator reflects notably the capacity of the health system to ensure the adhesion to a 
long and difficult treatment, especially as it affects, as described in the tuberculosis section of the health status report, a public that is often 
in a precarious situation.2 

Primary data source The Belgian tuberculosis register: data from 2014, 2015, 2016, 2017 and 2018 are used. 
All results are published in reports available on the websites of the ‘Fonds des affections respiratoires - FARES ASBL’4 and the ‘Vlaamse 
vereniging voor respiratoire gezondheidzorg en tuberculosebestrijding VZW – VRGT’.5 
The Belgian tuberculosis register is created by merging databases from Flanders (Agenschap Zorg en Gezondheid), Brussels (Inspection 
d’hygiène de la Commission Communautaire Commune) and Wallonia (Cellule de surveillance des maladies infectieuses en Wallonie). In 
all of the three regions, TB registration is mandatory. So the Belgian tuberculosis register attempts to accurately represent the situation in 
Belgium.  
The data is processed in compliance with the General Data Protection Regulation. Encoded pseudo-anonymously by regional teams, they 
are then centralised once a year to be validated and processed by the data manager.2 Treatment outcomes data are collected by FARES, 
VRGT and Agentschap Zorg en Gezondheid from the patient’s physician in charge of the clinical follow-up. 
In 2018 (last cohort for which there is available data concerning treatment outcomes), 981 new notifications of TB cases were included in 
the register, from which 526 were eligible to be included in the cohort of lung tuberculosis treatment follow-up (see inclusion criteria in 
technical definition just below).  
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Technical definitions  The study population is part of the Belgian cohort of the tuberculosis register. It includes only people with bacteriological confirmation of 
pulmonary tuberculosis at the diagnostic phase (n=545) for whom FARES/VRGT/Agentschap Zorg en Gezondheid’s teams got follow-up 
information on treatment outcomes at one year (n=526).  
Although the Belgian register includes TB incident cases whatever the localisation (with 71% being pulmonary TB), the results of the follow 
up study published in the Belgian report only includes the pulmonary cases. However, the European report includes all TB cases (for 
Belgium also).  
The term 'successfully treated' covers two different treatment outcomes grouped together: patients with bacteriological evidence of 
negativity and patients who have completed their treatment but with no bacteriological result. 
Successful treatment rate is an indicator that evaluates the management of the TB cases in a public health perspective. TB successful 
treatment rate indicator is a usual indicator through countries and regions. 

Limitations All confirmed pulmonary TB cases (new and previously treated cases) are evaluated together in Belgium because the information collected 
about previous TB treatment is not reliable and does not allow to distinguish relapses, failure and return after defaulted (clinical history 
usually not available)  
There is no treatment follow-up data available for 8 patients of the cohort 2018. 
Many European countries reports only few data on treatment follow-up. 

International comparability Data comes from the database of the European Centre for Disease Prevention and Control (ECDC) and the database of the European 
Region of the WHO. The analysis of those databases is reported in the same document: “Tuberculosis surveillance and monitoring in 
Europe”. The last report was published in 2021 and analyses the data of 2019 which means the treatment outcomes of the cohorts of 2018.6 
Since 2008, the ECDC and the WHO Regional Office for Europe have coordinated the collection and analysis of TB surveillance data in 
Europe. The standards and definitions have been agreed by experts. Reporting completeness varied among countries due to differences 
in legislation, surveillance systems and TB case identification. Everyone should be cautious when making comparisons across countries 
as the rate of data reporting by countries vary a lot. So only data from a short number of EU-countries (n=7) can be taken into account as 
they report treatment follow-up data for at least 80% of their notification cohort. However a global mean for 29 European countries is 
available based on the analysis of all the reported treatment follow-up cases whatever the country’s origin of the data (63.7%).6  
A difference appears between the data reported in Belgium and at the European level. Indeed, in Belgium, the success of the management 
only concerns confirmed pulmonary tuberculosis cases, whereas the data reported in the European report does not specify the body’s 
location of tuberculosis. However, in the EU data, Belgian data concern all cases. This difference does not hamper the comparability. 

Performance dimension Quality of care : effectiveness  

Related indicators / 
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18.2. Results 
In Belgium in 2019, 81.2% of the people with proven pulmonary tuberculosis 
(TB) were successfully treated (n=427). This proportion of favourable 
treatment outcomes corresponds to an increase of 3.5 points of percentage 
from 2017 (77.7%) but to a decrease of 3 points of percentage from 2014 
(84.2%) (see Figure 53 and Table 31). The target set by WHO is 85% of 
success rate.2 

The term 'successfully treated' covers two different treatment outcomes 
grouped together: patients with bacteriological evidence of negativity; they 
are a minority (n=82); and patients who have completed their treatment but 
without bacteriological evidence of negativity; they are a majority (n=345).So 
the group of “successfully treated” mainly includes people without 
bacteriological results. Indeed, the bacteriological evidence of TB negativity 
in the lung is obtained only in 15.6% of the patients in the Belgian follow-up 
cohorts (see Table 32).  

Between regions, very small differences exist in 2019 and those differences 
vary over time (see Figure 53). In 2019, Wallonia (84.2%) performs a little 
bit better than Flanders (80.8%) and Brussels (79.3%) (see Table 31). But 
from 2014 to 2015, Wallonia performed worse than Brussels and Flanders. 
Since 2016, the success rate in Brussels is slightly lower than in the other 
regions. One explanation could be that big cities host often more people at 
risk of unsuccessful treatment outcome (homeless people, asylum seekers, 
…).2  

Other items included in ‘unsuccessful treatment outcomes’ are death, 
treatment failure and treatment discontinuation, also known as loss to follow-

up. Failure means that patient take the treatment correctly but does not 
respond. This outcome almost never happens in Belgium because treatment 
is always adjusted to the resistance profile. Death is usually the result of a 
very late diagnosis and/or co-morbidities. Loss to follow-up leads to 
unsuccessful treatment outcome of precarious population. Loss of follow-up 
is also the most valuable indicator for programmatic evaluation (which is the 
purpose of the TB register). 

18.3. International comparison 
According to the ECDC/WHO Europe report6, the treatment success rate 
among 173 058 new and relapse TB cases having started treatment with 
first-line drugs in 2018 was 76.5% in EU WHO Region (53 countries). The 
treatment success rate shows results comparable with the previous year. 
Only 14 countries and areas achieved an 85% treatment success rate in this 
treatment cohort. Another 13 were close to the target, with success rates of 
80–85%. Seven had treatment success rates below 60%. However the 
annex 4 of the ECDC report6 shows that most of the countries do not report 
complete data. In several countries, a very high proportion of cases are not 
evaluated (see Table 33). The Figure 54 shows the success rate of 
tuberculosis treatment of 7 EU-countries which report treatment outcome 
data for at least 80% of their cohort.  

Compared to the rate available for EU-7 countries, Belgium shows a good 
success rate in TB treatment (81.7%), ranked at the second place, just after 
the Netherlands (85.7%) (see Figure 54). Belgium is categorised in the 
countries close to the target set by WHO.  
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Figure 53 – Successful treatment rate (% of people successfully treated), by year and by region  

 
Data source: FARES and VRGT; Figure: KCE 

Table 31 –  Successful treatment rate in bacteriologically proven pulmonary tuberculosis at one year, per region and year 

  2014 2015 2016 2017 2018 
Belgium  84.2% 79.4% 83.7% 77.7% 81.2% 
Flanders  86.8% 81.3% 83.7% 79.2% 80.8% 
Wallonia   80% 75.3% 84.6% 77.4% 84.2% 
Brussels   84.6% 80.5% 83% 76.1% 79.3% 

Data source: FARES and VRGT; Table: KCE 

 



 

KCE Report 352TS Performance of the Belgian health system – report 2019 159 

 

 

Table 32 –  Treatment outcomes (indicator-related and other issues) at one year in bacteriologically proven pulmonary tuberculosis, per region – 
cohort of 2018, followed in 2019 

Treatment 
outcomes 

 Belgium Flanders Wallonia Brussels  

Treatment fully 
completed 

 81.2% (n=427) 80.8% (n=168) 84.2% (n=117) 79.3% (n=142) 

 Successful treatment 
without bacteriological 
evidence of negativity 

65.6% (n=345) 76.9% (n=160) 59.0% (n=82) 57.5% (n=103) 

 Successful treatment 
with bacteriological 

evidence of negativity 
15.6% (n=82) 3.8% (n=8) 25.2% (n=35) 21.8% (n=39) 

Treatment 
failure 

 0.2% (n=1) 0.5% (n=1) 0% (n=0) 0% (n=0) 

Death  8.2% (n=43) 11.1% (n=23) 8.6% (n=12) 4.5% (n=8) 
Discontinuation 
of treatment 

 10.5% (n=55) 7.7% (n=16) 7.2% (n=10) 16.2% (n=29) 

Data source: FARES and VRGT; Table: KCE 
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Table 33  – Successful treatment rate of incident TB cases (new cases and relapse of TB), for a sample of EU countries –reported in 2019 
  Successful 

treatment rate at one 
year (%) 

Completeness rate 
(%) 

Austria  73.4 92.3 
Belgium  81.7 97.2 
Denmark  15.8 16.2 
Finland  20.5 20.9 
France  Not Available 13.3 
Germany  71.4 86.6 
Greece   Not Available 1.6 
Ireland  38.7 47.1 
Italy  NA 0 
Luxembourg  NA 0 
Netherlands  85.7 97.1 
Portugal  67.1 100 
Spain  44.9 55 
Sweden  78 86.5 
UK  79.5 95.8 
EU-7 mean of the 7 

countries for which 
completeness rate is 

above 80%  
75.46 

At least 80% 

Data source: ECDC and WHO-Europe; Table: KCE 
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Figure 54 – Success of TB treatment in EU-7 countries - cohorts of 2018, data reported in 2019 (%)  

 
Data source: ECDC and WHO-Europe; Figure: KCE 
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Key points 

 The successful treatment rate of tuberculosis is an indicator for 
which WHO European Region have set the target of 85%. 

 The successful treatment rate of tuberculosis is an indicator 
composed by two subcomponents which are summed before 
being reported to the analysed population: people having 
completed their treatment with a bacteriological proof of 
negativity, and people who completed their treatment but 
without bacteriological proof of negativity. 

 The last report of the Belgian TB register (2019) shows that 
81.2% of the people with proven pulmonary tuberculosis in 2018 
were successfully treated at one year. This proportion of 
favourable treatment outcomes corresponds to an increase of 
3.5 points of percentage from 2017 (77.7%) but to a decrease of 
3 points of percentage from 2014 (84.2%). Actually, this rate is 
quite stable since several years and through the different 
regions. 

 Compared to 7 European countries for which outcome data are 
reported for at least 80% of the people included in each cohort, 
Belgium shows a good successful treatment rate of (any site) 
tuberculosis (81.7%) just after the Netherlands (85.1%) 
according to the last available data (cohorts 2018). 

 The systematic reporting of TB and follow-up of treatment 
outcomes, operative in Belgium since 2002, represents an 
important advantage to Belgian Authorities to reach the target 
set by WHO European Region. 

 According to the FARES and VRGT, the systematic use of 
polytherapy, over a long period and the adherence to treatment 
till completion, are of the upmost importance to improve the 
successful treatment rate of TB in Belgium. It is necessary for 
the health care system to be able to support patients to complete 

this long and difficult treatment. FARES and VRGT have 
implemented many projects to support this objective over the 
last few years. 
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19. PATIENTS EXPERIENCES WITH AMBULATORY HEALTHCARE SERVICE (QP-1, QP-3, 
QP-4) 

19.1. Documentation sheet 
Description Patients experiences with ambulatory care: 

QP-1: Physician spending enough time with patients during the consultation (% of respondents, contact with doctor (GP or SP)) 
QP-3: Physician giving opportunity to ask questions or raise concerns (% of respondents, contact with doctor) 
QP-4: Physician involving patients in decisions about care and/or treatments (% of respondents, contact with doctor) 

Calculation Numerator: number of respondents (≥ 15 years old) who answered to the HIS (2013 or 2018) and who reported they had a good 
relational experience during the last contact with either a general practitioner (GP) or a specialist (SP) in ambulatory care (GP or 
specialist depending on which ambulatory health care provider was contacted last). 
Denominator: number of respondents (≥ 15 years old) who answered to the HIS and who had a contact with either a GP or a 
specialist in the 12 months preceding the date of the interview. 

Rationale Patient-centered care is supported by good provider-patient communication so that patient’s needs and preferences can be 
addressed and that patients understand and participate in their own care.1 Unfortunately, a good communication is not easy and 
requires several competencies (listening, explaining, courtesy…). The measurement of these skills is a challenge and several 
institutes tackle this issue in their surveys. In 2011, the OECD has edited a questionnaire on patient experiences with some 
questions related to the quality of the consultation.2 On the request of the Federal Public Service Public Health, the Belgian 
Scientific Institute of Public Health (Sciensano) includes since the Health interview survey 2013 the OECD instrument dedicated 
to the patient experiences with ambulatory care.  

Data source HIS 2013, HIS 2018 and HISLink data.  
In the HISLink project, Sciensano performed a linkage between Health Interview Survey (HIS) 2013/2018 and IMA – AIM data 
(2013-14/2018), partly to verify the HIS reporting on the use of care but also to overcome the shortcomings of the health insurance 
data (e.g. information on non-reimbursed health care use is lacking, no link between health care use and health needs, information 
on socio-demographic background characteristics is scarce). Data extracted from the HIS are covering the following topics: socio-
demographic characteristics, health status, lifestyle and health care use. 

Technical definitions  Question based on the OECD module2:  
Now, refer to the last time you had a consultation either with a GP; either with a specialist: 
QP1. Did this doctor spend enough time with you?  
QP2. Did this doctor explain things in a way that was easy to understand? (indicator not retained in the final list of indicators in 
this report, see Devos et al. 20193 for results) 
QP3. Did this doctor give you an opportunity to ask questions or raise concerns about recommended treatment? 
QP4. Did this doctor involve you as much as you wanted to be in decisions about your care and treatment? 
Chronic definitions: 
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1) HIS: The number of persons reporting to suffer from a chronic disease by answering “yes” to the following question in the HIS; 
the denominator is the number of respondents of the following question in the HIS (MA_SH02): “Do you suffer from a chronic 
disease or affection?”. 
2) IMA – AIM: Individuals entitled to the status chronic illness. Entitlement is observed through data from the InterMutualistic Agency 
(IMA – AIM), variables pp3015, pp3016 or pp3017 (see 4 for definition of the variables). If the value for one of these 3 variables is 
equal to 1 or 2, the individual has an entitlement and is assumed to suffer from a chronic condition.  

Limitations It remains subjective assessment  
Even if respondents without contact with a physician during the last 12 months were excluded, the delay between consultation and 
survey can be long;  
Focus on ambulatory care only; home visits by GPs excluded. 
Less than 15 years are excluded. 

International comparability Yes, data based on an OECD module, questions are comparable in all countries but with caution because the way in which the 
information in different countries is collected (special survey vs overall health survey, sampling scheme, survey organisation, etc.) 
may have an impact on the outcome of the result.  

Dimensions Patient centredness (Providers skill of communication/Explaining ability); Ambulatory care 

19.2. Results 

QP1. Did the doctor spend enough time with you? 
According to the Belgian HIS 2018, 97.5% (95% Confidence Interval (CI): 
97.0-97.9) of patients mentioned their doctor (GP or specialist) spent 
enough time with them during the consultation; this percentage equals that 
of 2013. A lower satisfaction is reported by young adults (25-44 years: 
~96%) than by the very young (15-24 years: 98.3%) and the oldest (≥45 
years: ≥97%) (see Table 34). 

By province in 2018, the stratification with time spent by the doctor is the 
highest in West-Vlaanderen (99.0%) and Antwerpen (98.5%) and the lowest 
in Liège (96.1%) and Brussels (95.9%) (see Figure 55) . 

Table 34 – Percentage of satisfaction with time spent by the doctor, by 
age-group, by year 
 2013 2018 

Age group %* 95% CI %* 95% CI 
15-24 98.1 96.8;99.4 98.3 96.7;99.9 
25-34 97.0 95.7;98.3 96.1 94.6;97.6 
35-44 97.8 96.3;99.3 96.5 95.2;97.8 
45-54 96.9 95.4;98.5 98.0 97.2;98.8 
55-64 97.3 97.2;99.2 98.1 97.2;99.0 
65-74 98.2 96.0;99.0 98.1 97.2;99.0 
75+ 97.5 96.0;99.0 97.0 95.4;98.5 
Total 97.5 96.9;98.0 97.5 97.0;97.9 

Data: Sciensano, *weighted percentage  
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Figure 55 – Percentage* of satisfaction with time spent by the doctor, by province, 2018 

 
Data: Sciensano, *weighted percentage, Figure: KCE  
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Analysis by chronic status (entitled to chronic illness status or self-
reported chronic disease) 
The satisfaction trend differs according to the chronic status. Indeed, among 
patients without chronic disease (self-reported or no entitlement), 
satisfaction with the time spent by the doctor deteriorated between 2013 and 
2018 (especially among self-reported patients without chronic disease - 
HIS). Whereas among chronic patients (self-reported, entitled or both), 
satisfaction increased between 2013 and 2018, this is particularly the case 
among patients with both chronic disease statuses (+4.4 points of 
percentage between 2013 and 2018) (see Figure 56 and Table 35). As a 
result, in 2018, the satisfaction was similar between chronic and non-chronic 
patients (both based on the entitlement to the chronic illness status or based 
on self-reported chronic disease).  

The analysis by region shows that the satisfaction with time spent by the 
doctor among patients entitled to the status chronic illness increased in 
Flanders and Brussels and decreased in Wallonia (2013 versus 2018). In 
2018, the satisfaction is the highest in Flanders (98.3%) and similarly lower 
in Brussels and Wallonia (96.7%) (see Figure 57 and Table 35). Among the 
population not entitled to the chronic illness status, the satisfaction 

decreased in Flanders and Wallonia and increased in Brussels (2013 versus 
2018). In 2018 in Flanders and Brussels, the satisfaction with time spent by 
the consulted physician is higher in patients entitled to the chronic illness 
status than in the patients not entitled to chronic status. In Wallonia, the 
percentage of satisfaction is higher in patients not entitled to the chronic 
status (see Figure 57 and Table 35).  

For the self-reported chronic patients (HIS), the satisfaction increased in 
every region between 2013 and 2018 and decreased in every region for the 
non-chronic patients (see Figure 58 and Table 35). In Brussels and 
Flanders, the patients with self-reported chronic disease are more frequently 
satisfied than the patients without chronic disease. 

Overall, the patients with both chronic status (HIS and RIZIV – INAMI) are 
even more satisfied (2018: 98.2%) than the patients with only one chronic 
status (2018: HIS: 97.4% or RIZIV – INAMI: 97.6%). The same observation 
is made in Flanders and Wallonia. Whereas in Brussels, the percentage of 
patients satisfied with time spent by the doctor is the highest in the persons 
entitled to the chronic illness status, but the differences are low (see Table 
35). 
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Figure 56 – Proportion of satisfied patients (15 years old and plus) about the time spent by their physician during consultation, by chronic status, by 
year 

 
Data: Sciensano (HISLink); Figure: KCE 

Table 35 – Proportion of satisfied patients (15 years old and plus) about the time spent by their physician during consultation, by region and chronic 
status (2013, 2018) 

 Belgium 

  2013 2018  
% 95% CI % 95% CI 

All population  97.5 96.9;98.0 97.5 97.0;97.9 
Self-reported chronic disease  96.2 94.8;97.5 97.4 96.7;98.2 
No self-reported chronic disease  98.1 97.5;98.7 97.6 97.0;98.1 
Chronic illness status  95.7 93.1;98.3  97.6  96.4;98.8 
No chronic illness status  97.6 97.1;98.2  97.4  96.9;97.9 
Self-reported chronic disease and chronic illness status  93.8 90.0;97.7  98.2  91.1;99.3 
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 Brussels 
 2013 2018 
 % 95% CI % 95% CI 
All population  96.0 94.7;97.2 95.9 94.9;97.0 
Self-reported chronic disease  95.8 93.7;98.0 96.5 94.9;98.1 
No self-reported chronic disease  95.7 93.8;97.6 95.4 93.9;96.9 
Chronic illness status  96.1 92.7;99.4 96.7 94.5;98.9 
No chronic illness status  95.3 93.8;96.9 95.9 94.7;97.1 
Self-reported chronic disease and chronic illness status  97.5 93.8;100.0 95.6 92.2;99.0 
 Flanders 
 2013 2018 
 % 95%CI % 95%CI 
All population 97.9 97.1;98.6 97.8 97.2;98.5 
Self-reported chronic disease 96.5 94.6;98.4 98.0 97.0;98.9 
No self-reported chronic disease 98.6 97.9;99.3 98.0 97.2;98.7 
Chronic illness status  94.6 90.4;98.9 98.3 96.8;99.9 
No chronic illness status  98.1 97.4;98.8 97.7 97.1;98.4 
Self-reported chronic disease and chronic illness status  92.6 86.9;98.4 98.6 97.0;100 
 Wallonia 
 2013 2018 
 % 95% CI % 95% CI 
All population 97.2 96.2;98.1 97.2 96.4;98.0 
Self-reported chronic disease 95.6 93.4;97.9 96.9 95.4;98.3 
No self-reported chronic disease  97.5 96.4;98.7 97.4 96.4;98.5 
Chronic illness status  97.4 95.0;99.7 96.7 94.3;99.1 
No chronic illness status  97.3 96.2;98.4 97.2 96.4;98.1 
Self-reported chronic disease and chronic illness status  95.4 91.3;99.5 98.3 96.9;99.8 

Source: Health Interview Survey, Belgium, 2013;2018.5  
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Figure 57 – Proportion of satisfied patients (15 years old and plus) about the time spent by their physician during consultation, by region and RIZIV 
– INAMI chronic illness status (2013, 2018) 

 
Data: Sciensano (HISLink), Figure : KCE 
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Figure 58 – Proportion of satisfied patients (15 years old and plus) about the time spent by their physician during consultation, by region and HIS 
chronic status (2013, 2018) 

 
Data: Sciensano (HISLink), Figure : KCE 

International comparison 
The questionnaire used in the Belgian health interview survey is also used 
by other countries. This allows some comparisons such as performed by the 
OECD in the report ‘Health at a Glance’ published in 2021.6 Twenty 
countries are compared. Data concern all physicians without distinction 
between general practitioners and specialists and comparisons are 

approximate as the years of data collection are not the same in all countries 
(years were as close to 2020 as possible). Compared with 20 countries, 
Belgium ranks first for patient satisfaction related to the time spent by their 
physician during consultation. 

No specific analysis is nevertheless performed for chronic patients 
(compared to non-chronic patients) internationally. 
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Figure 59 – Proportion of satisfied patients concerning the time spent by their physician during consultation: international comparison (2013-2020 
or nearest year) 

 
Sources: Health at a Glance, OCDE, 2021 6– Health Survey, Belgium, 2018.  
1. Data from national sources. 2. Data refer to patient experiences with regular doctor or regular practice. 
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QP3 - Did the doctor give you an opportunity to ask questions or raise 
concerns about recommended treatment? 
In Belgium, 97.5% of patients agreed they had the opportunity to ask 
questions to the doctor or to express their concerns about the treatment, 
where appropriate. This high rate is found at all ages but a little lower in the 
75+ (96.0%). The rate of satisfaction is stable since 2013 (see Table 36). 

Table 36 – Percentage of the patient population aged 15 years and over 
who report that the doctor gave the opportunity to ask questions or 
raise concerns about recommended treatment 

 2013 2018 

Age group %* 95% CI %* 95% CI 
15-24 98.3 97.0;99.6 97.7 95.7;99.7 
25-34 97.3 96.0;98.6 97.6 96.4;98.8 
35-44 98.4 97.6;99.2 96.8 95.6;98.0 
45-54 97.0 95.7;98.3 97.9 97.0;98.7 
55-64 98.2 97.4;99.1 97.7 96.4;99.1 
65-74 97.6 96.4;98.8 98.4 97.6;99.3 
75+ 96.3 94.4;98.3 96.0 94.3;97.6 
Total 97.6 97.2;98.1 97.5 97.0;98.0 

Data: Sciensano, *weighted percentage  

By chronic status (entitled and self-reported) 
Among patients with self-reported chronic disease, satisfaction with the 
opportunity to ask questions slightly increased between 2013 and 2018 (+ 1 
point of percentage) and slightly deteriorated among patients entitled to 
chronic illness status and non-chronic patients. But in general, satisfaction 
with the opportunity to ask questions or raise concerns about treatment does 
not vary much between 2013 and 2018 and by chronic status (see Figure 
60; Table 37). 

In 2018 among the patients entitled to the status chronic illness, the 
satisfaction is the highest in Flanders (98.3 %), followed by Brussels (96.7%) 
and Wallonia (96.6%) and stayed stable between 2013 and 2018 (see Table 
37). Among the population not entitled to the chronic illness status, the 
satisfaction slightly decreased in Flanders and Brussels and increased in 
Wallonia (2013 vs 2018). In 2018 in Flanders and Brussels, the satisfaction 
in patients entitled to the chronic illness status is higher than in the patients 
not entitled to chronic status. In Wallonia, the percentage of satisfaction is 
higher in patients not entitled to the chronic status (see Table 37). 

For the self-reported chronic patients (HIS), the satisfaction increased in 
Flanders and Wallonia and decreased in Brussels (2013 vs 2018) and 
decreased in Flanders and increased in Brussels and Wallonia for the non-
chronic patients. However, the differences in satisfaction between years are 
small (see Table 37). 

Overall, the patients with both chronic status (HIS and RIZIV – INAMI) are 
even more satisfied (2018: 97.3%) than the patients with only one chronic 
status (2018: HIS: 97.1% or RIZIV – INAMI: 96.6%). The same observation 
is made in Wallonia. Whereas in Brussels and Flanders, the percentage of 
patients satisfied is the highest for persons entitled to the RIZIV – INAMI 
chronic illness status (see Table 37). 
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Figure 60 – Percentage of the patient population aged 15 years and over who report that the doctor gave the opportunity to ask questions or raise 
concerns about recommended treatment, by chronic status and year 

 

Table 37 – Percentage of the patient population aged 15 years and over who report that the doctor gave the opportunity to ask questions or raise 
concerns about recommended treatment 

 Belgium 

  2013 2018 
 % 95% CI % 95% CI 
All population  97.6 97.2;98.1 97.5 97.0;98.0 
Self-reported chronic disease  96.1 94.9;97.3 97.1 96.1;98.0 
No self-reported chronic disease  98.2 97.7;98.8 97.7 97.1;98.3 
Chronic illness status  96.9 95.4;98.4 96.6 95.1;98.1 
No chronic illness status  97.8 97.3;98.2 97.6 97.1;98.1 
Self-reported chronic disease and chronic illness status  96.2 94.1;98.3 97.3 95.7;99.0 
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 % 95% CI % 95% CI 
All population  95.7 94.3;97.1 95.9 94.9;97.0 
Self-reported chronic disease  95.2 93.0;97.5 94.3 92.1;96.5 
No self-reported chronic disease  95.7 93.4;98.1 96.2 94.8;97.6 
Chronic illness status  96.6 93.5;99.7 96.7 94.4;98.9 
No chronic illness status  95.2 93.6;96.9 96.0 94.8;97.2 
Self-reported chronic disease and chronic illness status  98.1 95.3;100.0 94.4 90.6;98.3 
 Flanders 
 2013 2018 
 % 95%CI % 95%CI 
All population 98.2 97.5;98.8 98.0 97.4;98.7 
Self-reported chronic disease 96.3 94.7;98.0 97.8 96.5;99.1 
No self-reported chronic disease 98.8 98.1;99.4 98.0 97.2;98.8 
Chronic illness status  96.2 93.8;98.6 98.3 96.7;99.9 
No chronic illness status  98.5 97.9;99.0 98.1 97.3;98.8 
Self-reported chronic disease and chronic illness status  95.4 92.3;98.5 97.5 95.5;99.4 
 Wallonia 
 2013 2018 
 % 95% CI % 95% CI 
All population 97.2 96.3;98.0 97.0 96.1;97.9 
Self-reported chronic disease 95.9 94.0;97.8 96.6 94.9;98.3 
No self-reported chronic disease  97.7 96.6;98.7 97.5 96.5;98.5 
Chronic illness status  98.0 96.3;99.7 96.6 94.1;99.1 
No chronic illness status  97.1 96.1;98.0 97.2 96.3;98.1 
Self-reported chronic disease and chronic illness status  97.5 95.2;99.8 97.8 94.4;100.0 

International comparison 
Since 2013, no update of the international comparison has been performed 
by OECD. In 2013, compared with 13 countries, Belgium ranked first for the 
patient’s perception of their opportunity to ask questions to their physician 
or to express their concerns about treatment (for additional results see 3). 
No specific analysis is nevertheless performed for chronic patients 
(compared to no chronic patients) internationally. 

Q18. Did this doctor involve you as much as you wanted to be in 
decisions about your care and treatment? 
In Belgium. 95.4% of patients agreed they were sufficiently involved in 
decisions about their care or treatment, where appropriate. This percentage 
is slightly higher than in 2013 (95.2%). This high rate is found at all ages 
(see Table 38), and for both sexes. 



 

KCE Report 352TS Performance of the Belgian health system – report 2019 175 

 

 

Table 38 – Percentage of the patient population aged 15 years and over 
who report that they were sufficiently involved in decisions of the 
doctor about care and treatment, by year 

 2013 2018 

Age group %* 95% CI %* 95% CI 
15-24 94.9 92.3;97.4 94.9 92.0;97.7 
25-34 94.6 92.7;96.6 94.9 93.2;96.7 
35-44 95.6 93.9;97.3 94.2 92.3;96.0 
45-54 94.9 93.1;96.6 95.4 93.8;97.0 
55-64 95.2 93.3;97.0 96.6 95.4;97.8 
65-74 95.9 93.4;97.7 97.4 96.3;98.5 
75+ 95.5 93.4;97.7 94.2 92.0;96.5 
Total 95.2 94.4;95.9 95.4 94.8;96.1 

 

By chronic status (entitled and self-reported) 
The patient satisfaction with the involvement in decisions of the doctor 
slightly increased between 2013 and 2018 regardless of the chronic illness 
status (see Table 39). Overall the satisfaction in patients with chronic illness 
status (95.8%) is higher than the patients who are not entitled to the chronic 
illness status (95.4%). 

In 2018 among the patients entitled to the status chronic illness, the 
satisfaction is the highest in Flanders (96.9 %), followed by Wallonia (94.6%) 
and Brussels (93.5%) (see Table 39).  

For the self-reported chronic patients (HIS), the satisfaction is the highest in 
Flanders (95.1%), followed by Wallonia (93.6%) and Brussels (91.8%). In 
contrast to the results of the satisfaction among patients entitled to the 
chronic illness status, the self-reported chronic patients are less satisfied 
than the patients who do not self-report chronic disease (see Table 39). 

 

Table 39 – Percentage of the patient population aged 15 years and over who report that they were sufficiently involved in decisions of the doctor 
about care and treatment, by year and chronic status 

 Belgium 

  2013 2018 
 % 95% CI % 95% CI 
All population  95.2 94.4;95.9 95.4 94.8;96.1 
Self-reported chronic disease  93.2 91.6;94.9 94.3 92.9;95.6 
No self-reported chronic disease  95.7 94.7;96.7 96.1 95.3;96.9 
Chronic illness status  94.7 92.8;96.6 95.8 94.2;97.4 
No chronic illness status  95.3 94.5;96.2 95.4 94.6;96.1 
Self-reported chronic disease and chronic illness status  94.1 91.6;96.7 96.2 94.3;98.1 
 Brussels 
 2013 2018 
 % 95% CI % 95% CI 
All population  94.3 92.8;98.8 93.8 92.6;95.1 
Self-reported chronic disease  93.4 90.5;96.2 91.8 89.3;94.2 
No self-reported chronic disease  94.3 91.9;96.7 94.1 92.4;95.7 
Chronic illness status  94.4 90.3;98.5 93.5 90.5;96.5 
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No chronic illness status  94.2 92.5;95.9 94.1 92.8;95.5 
Self-reported chronic disease and chronic illness status  96.0 91.8;100.0 91.4 86.9;95.9 
 Flanders 
 2013 2018 
 % 95%CI % 95%CI 
All population 95.4 94.3;96.4 96.0 95.2;96.9 
Self-reported chronic disease 93.1 90.8;95.5 95.1 93.3;96.8 
No self-reported chronic disease 95.8 94.5;97.1 96.6 95.6;97.5 
Chronic illness status  94.3 91.4;97.1 96.9 95.1;98.7 
No chronic illness status  95.6 94.4;96.7 95.8 94.9;96.8 
Self-reported chronic disease and chronic illness status  93.2 89.6;96.9 97.3 95.3;99.3 
 Wallonia 
 2013 2018 
 % 95% CI % 95% CI 
All population 95.1 93.9;96.3 94.8 93.5;96.1 
Self-reported chronic disease 93.4 90.8;96.0 93.6 91.0;96.1 
No self-reported chronic disease  95.6 94.0;97.3 95.8 94.1;97.4 
Chronic illness status  95.5 92.9;98.3 94.6 91.0;98.1 
No chronic illness status  95.1 93.8;96.5 94.8 93.3;96.3 
Self-reported chronic disease and chronic illness status  95.6 92.0;99.2 95.6 91.5;99.8 

International comparison 
Compared with 11 countries in 2020. Belgium ranks second for the patients perception of their involvement in the decision about their care or treatment. 
No specific analysis is nevertheless performed for chronic patients (compared to non-chronic patients) internationally. 
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Figure 61 – Proportion of patients considering that they were sufficiently involved in decisions about their care or treatment: international comparison 
2010-2020 (or nearest) 

 
Sources: Health at a Glance, OCDE, 2021 6– Health Survey, Belgium, 2018.  
1. Data from national sources. 2. Data refer to patient experiences with regular doctor or regular practice. 
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Key points 

 Three items were considered to estimate the patient experiences 
with doctors: the time spent by the physician, the opportunity to 
ask questions and the patient involvement in the decision. 

 The patient satisfaction is high regarding the three items 
regardless of the age group, region and chronic status. Overall, 
the satisfaction is lower for the involvement in the decisions of 
the doctor than for the two other items (time spent and 
opportunity to ask questions). 

 Comparison with other countries showed that Belgium ranks 
first for patient satisfaction related to the time spent by their 
physician during the consultation and second in the patients 
perception of their involvement in the decision about their care 
or treatment. 

The analysis by chronic status highlighted that: 
1. Patients with both status (HIS and RIZIV – INAMI) are even more 

satisfied than the patients one chronic status (HIS or RIZIV – 
INAMI). 

2. Overall the satisfaction with the opportunity to ask questions or 
raise concerns about treatment does not vary much by chronic 
status. The satisfaction is very high, regardless of chronic 
status, region or year. 

3. In Flanders, the patients entitled to the chronic illness status are 
more frequently satisfied with the involvement in decisions of 
the doctor about treatment and care than the patients not 
entitled to the chronic illness status. When it comes to self-
reported chronic disease status, it is the patients without 
chronic disease who are more frequently satisfied than the 
patients with chronic diseases, regardless of the region.  
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