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VOORWOORD
Zeggen dat de thuisverpleging de komende jaren alleen maar aan belang zal winnen, is
een open deur intrappen. Er is de vergrijzing en het toenemend aantal chronische
aandoeningen, de druk op de ziekenhuissector om de ligduur te reduceren en dus de
noodzaak om kwaliteitsvolle postacute zorg te organiseren, de steeds hogere leeftijd en
afhankelijkheid bij opname in een rustoord of RVT… Evenzoveel factoren die de
beleidsmakers en alle spelers in de gezondheidszorg verplichten tot een grondige
reflectie over de wijze waarop het aanbod van formele en informele zorg in de
toekomst zal georganiseerd worden. Dit debat over het aanbieden van zorg en
verpleging thuis wordt trouwens in vele landen gevoerd. Het gaat om maatschappelijk
belangrijke keuzes die rekening moeten houden met een veranderende demografische,
epidemiologische en sociologische realiteit. Deze factoren leiden niet alleen tot een
veranderende zorgbehoefte maar ook tot een veranderd aanbod, waarin ook
technologische innovaties nieuwe mogelijkheden bieden.
Tegen die achtergrond wordt bij de overheid maar ook in de sector zelf van de
thuiszorg en thuisverpleging een behoefte gevoeld om de financiering van de
thuisverpleging te optimaliseren. De vraag leeft hoe de evolutie die sinds de jaren 1990
is ingezet bij de hervorming van de nomenclatuur naar meer financiering van chronische
zorgverstrekking vandaag kan geoptimaliseerd worden.
Dit rapport behandelt enkel het vraagstuk van de financiering van de thuisverpleging.
Het gaat niet in op de vraag welke maatschappelijke keuzes gemaakt kunnen worden
over de positionering van de thuisverpleging in het complexe Belgische zorglandschap,
maar het is duidelijk dat de probleemstelling zich in een moeilijk grensgebied tussen de
verschillende bevoegdheidsniveaus situeert.
Dag na dag spoeden duizenden verpleegkundigen zich van woning tot woning om
zorgbehoevende en zieke mensen te helpen. Wat zij nodig hebben is een kader dat hun
toelaat om hun werk kwaliteitsvol te kunnen uitvoeren, en hiervoor een correcte
vergoeding te krijgen zonder een nodeloze papierwinkel. De overheid heeft een
systeem nodig om dit op een betrouwbare, betaalbare en controleerbare manier te
organiseren. De patiënten zelf hebben vooral nood aan een zo hoog mogelijke
levenskwaliteit. Thuis. Dit is het spanningsveld waarin een financieringsmodel voor
thuiszorg compromissen moet vinden.
Wij hopen dat dit rapport hiertoe een steentje kan bijdragen, en wij danken hierbij de
onderzoekers van het consortium die deze studie uitvoerde voor hun bijdrage en inzet
voor deze maatschappelijk belangrijke doelstellingen.

Jean-Pierre CLOSON

Raf MERTENS

Adjunct Algemeen Directeur

Algemeen Directeur
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Samenvatting
DOELSTELLING VAN DIT RAPPORT
De algemene doelstelling van dit rapport is kennis bij te dragen tot de vraag of de
huidige financiering van de thuisverpleging in België moet aangepast worden of eventueel
fundamenteel hervormd moet worden. Aanvullend wordt de vraag gesteld of de
financiering van de thuisverpleging kan gebaseerd worden op een case-mix basis.
De studie beperkt zich tot de thuisverpleging zoals die op het Belgische federale niveau
binnen het Rijksinstituut voor Ziekte en Invaliditeitsverzekering (RIZIV) wordt
gefinancierd en terugbetaald. Thuisverzorging, gezinshulp, sociale hulp, huisartsen,
ergotherapie, kinesitherapie, vroedvrouwen of preventieve thuisverpleegkunde zoals
moeder en kind zorg, school- of arbeidsverpleging vallen buiten het bereik van deze
studie. De studie vertrekt vanuit de financiering van de zorgverstrekkers. Ze behandelt
het vraagstuk van betaalbaarheid en toegankelijkheid voor de patiënt niet.
Het rapport beschrijft eerst de organisatie en financiering van de thuisverpleging in
België en 4 Europese omringende landen. Het gaat in op het vraagstuk van case mix
financiering en het gebruik van meetinstrumenten van patiëntenafhankelijkheid.
Tenslotte inventariseert het opinies van Belgische stakeholders in de thuisverpleging
over de toekomstige financiering van de thuisverpleging in België.

METHODOLOGIE
Er werd gezocht naar wetenschappelijke peer reviewed literatuur. Het rapport is echter
in belangrijke mate gebaseerd op zgn. grijze literatuur (beleidsdocumenten, officiële
websites van overheden).
Er werden gegevens verzameld via de techniek van stakeholderdialogen:
belanghebbenden in de sector schetsen hun visie op de sterktes en zwaktes van de
huidige financieringsmodaliteiten van de thuisverpleging en geven hun suggesties over de
toekomstige
financiering.
Een
stakeholderdialoog
is
een
kwalitatieve
dataverzamelingstechniek waarin stakeholders een stem krijgen om hun opinies over
een onderwerp kenbaar te maken in een interactief groepsproces. Drie groepen
stakeholders uit zowel de Waalse als de Vlaamse gemeenschap werden uitgenodigd:
actoren die betrokken zijn in de besluitvorming en implementatie van financiering in de
thuiszorg (RIZIV, vertegenwoordigers van gemeenschapsoverheden, ziekenfondsen);
vertegenwoordigers van zelfstandige thuisverpleegkundigen en vertegenwoordigers van
de grote organisaties voor thuisverpleging. De mutualiteiten werden in deze context
mede beschouwd als vertegenwoordigers van de patiënten.
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RESULTATEN
DE HUIDIGE SITUATIE IN DE THUISVERPLEGING
De Belgische context
In 2004 ontving 6% van de Belgische populatie zorg uit de thuisverpleging. Het gebruik
van thuiszorg neemt toe met de leeftijd. In de groep ouderen van 75 jaar en ouder
ontving 28% thuisverpleging. Sinds 1998 lopen de uitgaven voor thuisverpleging op tot
4,1% à 4,5% van de totale RIZIV uitgaven. Sinds 1999 is de jaarlijkse procentuele groei
gemiddeld 6,9%, terwijl de algemene gezondheidszorguitgaven gemiddeld 5,9 % stijgen.
De laatste jaren verandert de context waarin thuisverpleging wordt aangeboden alsook
de complexiteit van de zorg door verkorting van de ligduur in ziekenhuizen, het
toenemend belang van daghospitalisatie, hogere eisen die worden gesteld aan
samenwerking tussen verpleegkundigen, de vraag naar meer integratie van de
thuisverpleging in de eerstelijnszorg (Geintegreerde Diensten voor Thuisverzorging:
GDT) en een toenemende belangstelling van de thuisverpleging om betrokken te
worden in gecoördineerde zorgactiviteiten met ziekenhuizen.

De organisatie van de thuisverpleging in België
Thuisverpleegkunde wordt verstrekt door private non-profit organisaties met
verpleegkundigen in loonverband of door zelfstandige thuisverpleegkundigen.
Thuisverpleegkundigen worden formeel betrokken in initiatieven zoals de GDT,
interdisciplinaire eerstelijnsvoorzieningen en, sinds 2009, in de uitwerking van
zorgtrajecten voor patiënten met een chronische aandoening
Er bestaan twee diploma’s die formeel toegang geven tot de uitoefening van het
verpleegkundig beroep: hogeschool (bachelor - A1) en beroepsopleiding (A2). Verder
erkent
het
RIZIV,
na
een
aanvullende
opleiding,
gespecialiseerde
referentieverpleegkundigen in diabeteszorg en wondzorg, die de beroepsbekwaamheid
verwerven om voorlichting en technische zorg te verstrekken. Er lopen op dit ogenblik
een aantal pilootprojecten waarbij zorgkundigen onder supervisie van verpleegkundigen
basisverpleegkundige zorg mogen uitvoeren.

De financiering van thuisverpleegkunde
De thuisverpleging is in België op het federale niveau gefinancierd via het RIZIV. De
financiering van de thuisverpleging gebeurt op verschillende manieren: de belangrijkste
zijn prestatiefinanciering en enveloppe financiering. Aanvullende financiering is voorzien
voor specifieke kosten van de diensten thuisverpleging en voor kosten voor informatieen communicatietechnologie. Verder dienen ook de maatregelen voor beperking van de
sociale bijdragen vermeld te worden. Aanvullende regelingen bestaan voor specifieke
verpleegkundige interventies (bv. hemodialyse en peritoneale thuisdialyse)
De per diem financiering dekt vooral verpleegkundige verstrekkingen voor patiënten
met problemen in de activiteiten van het dagelijkse leven (ADL). De zorgafhankelijkheid
van patiënten wordt gemeten via de Belgische evaluatieschaal van activiteiten in het
dagelijkse leven (BESADL - een aangepaste Katz schaal). Medische voorschriften zijn niet
vereist voor de hygiënische verzorging verstrekt onder dit regime.
De prestatiefinanciering wordt toegepast voor technisch-verpleegkundige interventies,
waarvoor een voorschrift van een arts vereist is. Om aanbodsgestuurde zorg te
vermijden wordt in de prestatiefinanciering een maximale daglimiet vastgelegd. Die
limiet stemt overeen met het bedrag dat onder de enveloppefinanciering gebruikt wordt
voor het laagste afhankelijkheidsniveau van de patiënt (niveau A).
De huidige verpleegkundige nomenclatuur is achterhaald, complex en wordt
gekenmerkt door een gebrek aan integratie van de regels: bv. veel activiteiten die
thuisverpleegkundigen uitvoeren zijn niet opgenomen in de lijst van verstrekkingen. De
regels die een cumulatie van terugbetalingen trachten te vermijden zijn niet altijd
consistent.
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Bij de financiering van verstrekte zorg wordt geen rekening gehouden met de
kwalificatieniveaus van verpleegkundigen, met als enige uitzondering dat bepaalde
prestaties maar worden terugbetaald als ze worden uitgevoerd door gespecialiseerde
verpleegkundigen.

De organisatie en financiering van thuisverpleegkunde in andere landen
Het rapport beschrijft de algemene kenmerken van organisatie en financiering van
thuisverpleging in vier omringende landen: Frankrijk, Engeland, Nederland en Duitsland.
In Frankrijk wordt thuisverpleging aangeboden door 1) “Hôpital à domicile” die vooral
gespecialiseerde verpleegkundige verstrekkingen aanbiedt voor patiënten met ernstige
acute of chronische aandoeningen 2) diensten voor thuisverpleging (SSIADs); 3)
zelfstandige verpleegkundigen (IDEL) die vaak samenwerken met SSIADs.
De organisaties stellen dubbel zoveel verzorgenden tewerk als thuisverpleegkundigen.
Arbeidsdifferentiatie zet zich sterk door waarbij de verpleegkundigen worden ingezet
voor technisch verpleegkundige activiteiten en de verzorgden meer voor
basiszorgactiviteiten. De thuisverpleegkunde wordt gefinancierd in een duaal systeem:
enveloppe financiering (per diem gecorrigeerd voor verpleegtijd en case-mix) voor de
SSIAD; prestatiefinanciering voor IDEL. De financiering van verstrekkingen gebeurt niet
in functie van het kwalificatieniveau van de verpleegkundigen.
In Engeland staat community care centraal in de organisatie van de gezondheidszorg: er
wordt naar gestreefd zo veel mogelijk zorg aan te bieden in de thuisomgeving van de
patiënt met als doel de ziekenhuizen zo weinig mogelijk te belasten. Thuiszorg en –
verpleging wordt aangeboden door primary care trusts of door private zelfstandige
verstrekkers. De formele kwalificatieniveaus en de verantwoordelijkheden van de
verpleegkundigen zijn zeer sterk gedifferentieerd.
De NHS maakt gebruik van een model van referentiekosten (de jaarlijkse kost van een
gegeven type zorg), gekoppeld aan een Payment by Results. De algemene
thuiszorgverstrekkers (Community services) vallen niet onder een payment by results
regeling. District nursing (een specifiek thuisverpleegkundig domein) valt wel onder de
referentiekostenregeling. Specifieke contextfactoren (bv. de kosten voor personeel en
huisvesting in London en het Zuid-Oosten) die de kosten van de verstrekkers kunnen
beïnvloeden worden meegenomen in de berekening van de referentiekosten.
In Nederland wordt thuisverpleging en thuiszorg overwegend aangeboden door lokale
of regionale zorgorganisaties die werken onder overkoepelende nationale organisaties.
Er worden vijf formele kwalificatieniveaus onderscheiden in de zorgende en
verpleegkundige beroepen. Verpleegkundigen worden meer en meer ingezet voor
technisch-verpleegkundige activiteiten en verzorgenden voor basiszorg. De financiering
is case-mix gebaseerd. Een belangrijke discussie ontwikkelt zich vandaag rond de
zogenaamde ziekenhuisverplaatste zorg (zoals bij kinderen), waarbij transfer
verpleegkunde ofwel gefinancierd en opgenomen wordt door het ziekenhuis of waarbij
het ziekenhuis thuiszorgorganisaties contracteert voor deze functie.
In Duitsland wordt thuiszorg en –verpleegkunde verstrekt door social-profit
organisaties, gemeentelijke diensten en talrijke private initiatiefnemers. Een belangrijke
ontwikkeling is de introductie van de zorgverzekering voor chronische zorg.
Arbeidsdifferentiatie zet zich door. Thuisverpleegkunde is in de verplichte
gezondheidszorgverzekering gefinancierd op basis van prestatiefinanciering. Hierbij
wordt een strikte hiërarchische opdeling gemaakt tussen gespecialiseerde verpleging,
basisverpleging en thuishulp. Gespecialiseerde verpleging wordt alleen terugbetaald als
het wordt voorgeschreven door een arts. Voor dezelfde zorg die verstrekt wordt door
personen met een ander kwalificatieniveau geldt een ander tarief. De theoretische
scheiding tussen basisverpleging en gespecialiseerde verpleging blijkt in praktijk echter
niet altijd even makkelijk toepasbaar. Er is een model van risicocompensatie op basis van
de morbiditeit geïntroduceerd ("morbi-RSA") voor de zorgverzekeraars om
patiëntselectie te vermijden en de zorg voor chronische zorg te verbeteren.
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INSTRUMENTEN VOOR HET METEN VAN
ZORGAFHANKELIJKHEID VOOR CASE-MIX FINANCIERING
Vijf instrumenten voor het meten van de zorgafhankelijkheid van patiënten worden
besproken: 1) de Belgische evaluatieschaal van patiëntenafhankelijkheid voor ADL
(BESADL); 2) de Belgische schaal gebruikt voor het toekennen van een tegemoetkoming
voor oudere personen (APA); 3) het Resident Assessment Instrument voor thuiszorg
(RAI-HC); 4) de Gerontologic autonomy ISO resource groups system (AGGIR); en 5)
de Functional Autonomy Measurement System (SMAF).
Het gebruik van deze instrumenten voor financieringsdoelstellingen wordt in de
literatuur nauwelijks gerapporteerd. Een ideaal instrument zou de patiënten moeten
kunnen groeperen in gestandaardiseerde groepen waarvan getoetst is dat ze dezelfde
hoeveelheid middelen verbruiken. Een perfect omvattend registratie-instrument bestaat
vandaag niet. De validiteit en betrouwbaarheid van de geselecteerde instrumenten is te
zwak om patiënten te differentiëren onder een stelsel van prestatiefinanciering of
enveloppenfinanciering. Een specifiek vraagstuk in deze discussie blijft op welke manier
de beschikbaarheid en gebruik van mantelzorg in dit verhaal kan worden opgenomen.
Bij de keuze voor meetinstrumenten voor zelfredzaamheid en patiëntenafhankelijkheid
zal altijd een afweging moeten gemaakt worden van gebruiksgemak en werklast, precisie,
validiteit en betrouwbaarheid. Elk instrument of methode brengt een bepaalde werklast
met zich mee, zij het dat de instrumenten op dat vlak onderling verschillen. Het laten
gebruiken van dit soort instrumenten door de zorgverstrekkers zal het risico op
overcoderen doen toenemen, waardoor ook het uitbouwen van de nodige controle
vereist is.
Het ontbreekt op dit ogenblik aan objectieve parameters om tarieven vast te leggen of
aan te passen. Er werd geen literatuur gevonden over de aanpassing van de
nomenclatuur voor verpleegkundige interventies. Er zou wel inspiratie kunnen gezocht
worden in methoden die gebruikt worden om medische nomenclatuur te hervormen.
Hierbij worden enerzijds vergelijkende technieken gebruikt, of wordt de herziening
anderzijds gebaseerd op reële kostenstudies. Voor de laatste methode zijn
boekhoudkundige gegevens nodig (kosten en kostcategorieën per zorgverstrekker) en
gegevens over de prestaties (alle verpleegkundige activiteiten per patiënt).

STAKEHOLDER DIALOOG
De direct betrokken groepen in de thuisverpleging delen de kritiek dat het in België
ontbreekt aan een algemene visie op de organisatie van de gezondheidszorg. Zij
beargumenteren dat het algemene organisatiemodel (inclusief de rol van de
thuisverpleegkunde) meer doordacht moet ontwikkeld worden vóór het
financieringssysteem wordt aangepast. Een deel van de verklaring voor het ontbreken
van zo’n overkoepelende visie wordt gezocht in de verdeling van politieke
bevoegdheden in België.
Stakeholders keuren het feit af dat vandaag teveel verschillende mechanismen en
financieringsbronnen een rol spelen wat leidt tot veel overlap en complexiteit. Toch
bevelen zij aan om verder te werken binnen een gemengd financieringssysteem. Er
wordt kritiek geuit op de onaangepaste nomenclatuur en de complexiteit van de huidige
regelingen. De huidige tarieven worden bekritiseerd omdat zij niet de reële kosten
dekken. Prestatiefinanciering wordt als een ongepast mechanisme beschouwd voor
nieuwe taken zoals ondersteuning en raad, verpleegkundige diagnose,
patiëntenvoorlichting, overleg,… Er werd ook gepleit om na te denken hoe de werklast
en het tijdgebruik mee kan worden opgenomen in het bepalen van tarieven.
De argumenten voor hervormingen varieerden tussen een vraag naar radicale
hervormingen van het financieringssysteem tot pleidooien voor meer stapsgewijze
aanpassingen van het huidige financieringssysteem zoals de introductie van “pay for
quality”, het uitwerken van betere controleprocedures en van transparante sancties.
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De nieuwe coördinatie- en managementtaken van verpleegkundigen moeten volgens de
stakeholders mee in het verhaal worden opgenomen om kosten te differentiëren tussen
zelfstandige verpleegkundigen en grotere organisaties. Bij de keuzen over
financieringsmodaliteiten moet ook de arbeidsmarkt mee in het achterhoofd worden
gehouden (zoals de aantrekkelijkheid van de thuisverpleegkunde) en moet de vraag
gesteld of tarieven moeten gedifferentieerd worden naar het kwalificatieniveau van de
verpleegkundigen.
Stakeholders beschouwen de registratie en het gebruik van beoordelingsinstrumenten
als essentieel. Er bestaan echter zeer uiteenlopende meningen over het gebruik van
dergelijke instrumenten. Er werden veel opmerkingen gemaakt bij de administratieve
werklast die gepaard gaat met een volledige evaluatie van de patiënt: sommige
deelnemers beschouwen gedetailleerde data als noodzakelijk, terwijl anderen pleiten
voor een eenvoudig instrument. Sommige stakeholders pleiten zelfs voor de
ontwikkeling van een nieuw instrument, ontwikkeld en aangepast aan de
thuisverpleegkundige context in België.

DISCUSSIE
Dit rapport hanteert een eerder beperkte benadering van het concept
thuisverpleegkunde, omwille van het specifieke financieringskader op het Belgische
federale niveau. Voor vele onderwerpen is de scheiding tussen thuisverpleging en
thuiszorg niet makkelijk te maken. Toekomstige discussies zullen meer moeten ingaan
op verschillen en complementariteit tussen zorg en verpleegkunde, en zullen gebruik
moeten maken van een meer heldere conceptualisering van verpleegkunde, zorg, hulp,
basisverpleging en coördinatietaken, rekening houdend met de huidige debatten over de
beroepsinhoud van verpleegkunde. Dit houdt noodzakelijkerwijs ook in dat verder moet
worden nagedacht over de financieringsmodaliteiten binnen de thuiszorg en dat naar
meer coördinatie moet worden gestreefd tussen de verschillende Belgische
bevoegdheidsniveaus.
In een meer algemeen perspectief is een beleidsmatige reflectie nodig over de
respectievelijke rollen van verschillende gezondheidszorgfuncties die past in een globale
visie op het verstrekken van gezondheidszorg. Twee maatschappelijke ontwikkelingen
moeten zeker meegenomen worden. Ten eerste leidt de reductie van ligduur in
ziekenhuizen tot een transfer van gespecialiseerde en technisch verpleegkundige
activiteiten (die specifieke vaardigheden vereisen) naar de thuisomgeving. Ten tweede
speelt de toename van de verouderende bevolking en de verwachte toename aan
chronische aandoeningen in de thuiszorg. Er is een debat nodig over de vraag hoe
ziekenhuizen en thuiszorg meer complementair kunnen werken voor wat betreft de
hooggespecialiseerde zorg thuis. Dit debat kan implicaties hebben voor de keuzen die
gemaakt worden met betrekking tot financieringsmodellen (worden bepaalde
activiteiten gefinancierd onder de ziekenhuisfinanciering). Dit is geen technische
discussie maar een maatschappelijke en politieke keuze.
Wanneer verder wordt gereflecteerd over een hervorming van de financiering zou met
volgende elementen zeker rekening moeten gehouden worden.
Een stelsel waarbij gefinancierd wordt op basis van het aantal patiënten (capitatie) wordt
niet gebruikt in de thuisverpleging in België en de belanghebbenden pleiten er ook niet
voor.
In het Belgische stelsel wordt gebruik gemaakt van per-diem enveloppe-financiering. In
de literatuur is aangetoond dat dit stimuli geeft aan de verstrekkers om de kosten per
patiënt-dag te reduceren. Dit impliceert dat beleidsmakers begeleidende maatregelen
moeten voorzien die de toegankelijkheid en de kwaliteit van de zorg garanderen voor
de patiënten. Deze manier van financieren kan immers ook uitmonden in budgettaire
tekorten of in weigering van verstrekkers om zorg op te nemen voor bepaalde
categorieën sterk afhankelijke patiënten (zie bijvoorbeeld Frankrijk).
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Waarschijnlijk is het verder verfijnen en actualiseren van het huidige gemengde
financieringsmodel de meest aanvaardbare weg om te volgen. Aspecten die
veranderingen en verfijningen vragen zijn:
•

Een actualisering van de nomenclatuur, zowel inhoudelijk als op het
niveau van de tarieven. In dat verband moeten recent genomen
beleidsinitiatieven verder gestimuleerd worden om de kennis van de
verpleegkundigen over die nomenclatuur en de administratieve
regels om ze toe te passen, te verbeteren.

•

Er zal verduidelijkt moeten worden in hoeverre taakdifferentiatie in
de verpleegkundige en verzorgende beroepen mee opgenomen
wordt in de financieringsregels (inclusief of tarieven aangepast
moeten worden in functie van kwalificatieniveaus of die factor wordt
meegenomen als kostenelement bij het vastleggen van tarieven). In
een recente Interministeriële Conferentie zijn de eerste aanzetten
gegeven om de rolverdeling tussen verpleegkundige zorg, verzorging
en thuishulp te verhelderen.

•

Verhelderen waar de grenzen liggen tussen gezondheidszorg en zorg
en sociale ondersteuning.

•

Ontwikkeling van methoden en instrumenten voor case-mix
financiering, rekening houdend met de haalbaarheid (administratieve
werklast combineren met verpleegkundige activiteit), het
gebruikscomfort en de validiteit en betrouwbaarheid van de
instrumenten in functie van de beoogde doelstellingen.

•

Het inbouwen van stimuli die de communicatie en coördinatie van
het werk tussen verpleegkundigen, verzorgenden en andere
professionals bevorderen, inclusief initiatieven die de continuïteit van
zorg garanderen.

•

Financieringsstelsels introduceren die gebaseerd zijn op geleverde
prestaties en kwaliteit van zorg: bv. zorgverstrekkers die erin slagen
om de achteruitgang van de patiënt te vermijden, die veel initiatief
nemen om de patiënt te begeleiden naar meer zelfredzaamheid
zouden financieel beloond moeten worden wanneer zij die doelen
realiseren.

•

Het optimaliseren van de controleprocedures.

De ontwikkeling van een nieuwe financiering dient rekening te houden met de effecten
op de arbeidsmarkt. Een onaangepaste financiering kan een impact hebben op de
aantrekkelijkheid van thuisverpleegkunde als beroep. Daarbij dient te worden stilgestaan
bij het fenomeen van selectieve verpleegkunde waarbij verpleegkundigen die een job in
loondienst combineren met een parttime praktijk van zelfstandige verpleegkundige enkel
goedbetaalde technische prestaties uitvoeren zonder zich te hoeven bekommeren over
kwaliteit vanuit een holistische verpleegkunde of continuïteit van zorg.
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AANBEVELINGEN
1. Er is een grondige politieke reflectie vereist over de rollen van verschillende
gezondheidszorgfuncties (ziekenhuizen, eerste lijn, thuisverpleegkunde,
thuiszorg, rust- en verzorgingstehuizen, mantelzorg, …) in het Belgische
stelsel, en de wijze waarop die verschillende functies onderling t.o.v. elkaar
(moeten) staan binnen een globale visie. Een van de toekomstige vragen
betreft
de
technologische
ontwikkelingen
zoals
telemonitoring,
technologische patiëntenondersteuning, enz. en de wijze waarop
verpleegkunde en zorg zullen worden georganiseerd en gefinancierd in deze
context. Deze algemene discussie zal een gestructureerde onderhandeling
vereisen tussen de verschillende bevoegdheidsniveaus.
2. Een gemengd financieringsstelsel is waarschijnlijk het meest gepast en
aanvaardbaar in België. Maar het gebruik van financieringsmodaliteiten zou
continu beoordeeld moeten worden tegen de achtergrond van de
maatschappelijke doelstellingen (bv. voor chronische patiënten wordt hoog
ingezet op zelfzorg en zelfstandig leven en op ondersteuning van de familie,
eerder dan op het verstrekken van punctuele technische verstrekkingen. In
dit geval zal enveloppe financiering gecorrigeerd voor kwaliteit en evidence
based nursing praktijkom die doelstellingen te realiseren).
3. Er moet een duidelijker onderscheid gemaakt worden tussen postacute en
chronische zorg
a. Er zou een discussie kunnen gevoerd worden of sommige aspecten van
postacute zorg gefinancierd kunnen worden via een parallelle
ziekenhuisfinanciering (DRG of case-mix) zoals dat in een aantal
omringende landen gebeurt. Die keuze wordt gemaakt om sneller ontslag
uit het ziekenhuis mogelijk te maken en de ligduur in ziekenhuizen te
reduceren. In dit verband moet verder nagedacht over de samenwerking
tussen ziekenhuizen en de thuisverpleegkunde. Door een beter
uitgetekende samenwerking zouden de gepaste gespecialiseerde technisch
verpleegkundige competenties gemakkelijker beschikbaar kunnen komen.
Er kan ook gezocht naar wegen om voldoende gekwalificeerde
verpleegkundigen te werk te stellen in de sector van de
thuisverpleegkunde. In het buitenland krijgen ziekenhuizen de mogelijkheid
om de postacute zorg te contracteren aan thuiszorgorganisaties terwijl de
uitvoering onder de kwaliteitsstandaarden van het ziekenhuis valt. De
keuzes die in dat verband gemaakt worden zijn maatschappelijk/politiek en
houden verband met de rollen die worden toebedeeld aan de
verschillende gezondheidszorgfuncties. En de beschikbare competenties
om gepaste verpleegkundige zorg te verstrekken.
b. Voor chronische patiënten moet het verschil tussen enerzijds basiszorg en
opvolging en anderzijds technische zorg beter uitgeklaard worden om de
huidige overlap en complexiteit in de tarifering weg te werken.
Chronische basiszorg en opvolging zou gebaseerd moeten worden op een
evaluatie van de zorgafhankelijkheid en gefinancierd moeten worden via
enveloppes . Voor technische of gespecialiseerde zorg blijft het principe
van prestatiefinanciering gelden, zij het met adequate tarieven.
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4. Er is vandaag bijzonder weinig geweten over de kostenstructuur van de
thuisverpleegkunde. Het wordt aanbevolen om verder te onderzoeken in
welke mate de bestaande tarieven de reële kosten dekken. Er is een verder
debat nodig over welke gegevens nodig zijn om die kosten te documenteren,
omdat op dit ogenblik geen gestandaardiseerde gegevens beschikbaar zijn
voor de verschillende thuiszorgverstrekkers. Kostenberekeningen moeten
oog hebben voor de organisatiekenmerken van de verstrekkers (bv. de
verschillende logistieke structuur en zogenoemde back-up diensten die
eventueel verstrekt worden). Een gelijkaardig debat kan gevoerd worden
over de vraag of specifieke tussenkomsten moeten worden voorzien voor
regionale kenmerken (stad/platteland) en op basis van welke criteria en
aantoonbare kosten.
5. Een deel van de financiering kan gebaseerd worden op afhankelijkheidsscore
of “resources dependency groups”, die echter nog moeten gespecificeerd
worden. Een veldstudie met primaire datacollectie is daartoe vereist binnen
de Belgische thuisverpleegkunde waarbij een vergelijkende validatie (validiteit
en betrouwbaarheid) wordt gedaan van de instrumenten, maar ook het
gebruiksgemak van de verschillende instrumenten in de dagelijkse
werkpraktijk van de verpleegkundigen.
6. In het kader van kwaliteit van zorg moet de vraag gesteld worden op welke
manier kenmerken van verpleegkundigen, zoals hun opleiding, expertise en
ervaring moet meegnomen worden. Als verpleegkundigen worden gezien als
gelijkwaardig competent en dus zonder differentiatie in de betaalde tarieven,
zal het financieringsmodel stimuleren dat de goedkoopste verpleegkundigen
worden aangeworven. Als ze verschillend worden vergoed zal een discussie
moeten uitklaren welke criteria gebruikt zullen worden die de verschillen
verantwoorden. Deze discussie kan niet los worden gezien van het bredere
debat over de zorgverlening en de kwaliteit van de zorg. In datzelfde debat zal
moeten worden uitgeklaard in welke mate verpleegkundigen die een andere
job combineren met enkel het uitvoeren van gespecialiseerde taken als
zelfstandige in de thuisverpleegkunde aanvaardbaar en wenselijk zijn in de
context van de beoogde continuïteit en kwaliteit van zorg binnen het kader
van geïntegreerde zorgverstrekking.
7. Er zijn meer methodologische oefeningen nodig over de vraag hoe “pay for
performance” of “pay for quality” in de thuisverpleegkunde kan worden
geïntroduceerd.

KCE Report 122

Financing of Home Nursing

1

Scientific summary
Table of contents
GLOSSARY ................................................................................................................................. 3
1
INTRODUCTION ............................................................................................................ 4
1.1
SCOPE OF THE STUDY ............................................................................................................................. 4
1.1.1 RESEARCH QUESTIONS .............................................................................................................. 4
1.1.2 Methods.............................................................................................................................................. 5
1.1.3 Structure of the report ................................................................................................................... 6
2
HOME NURSING IN BELGIUM .................................................................................... 7
2.1
THE BELGIAN HEALTHCARE SYSTEM: OVERVIEW......................................................................... 7
2.2
DEVELOPMENTS RELEVANT FOR BELGIAN HOME NURSING ................................................... 8
2.3
THE NATURE OF HOME NURSING.................................................................................................... 11
2.4
THE ORGANISATION OF HOME NURSING IN BELGIUM .......................................................... 11
2.4.1 Self-employed or employee nurses ............................................................................................ 11
2.4.2 Qualification levels ......................................................................................................................... 12
2.4.3 New organisational forms including nursing ............................................................................. 13
2.5
THE FINANCING OF HOME NURSING IN BELGIUM ................................................................... 14
2.5.1 Healthcare financing concepts ..................................................................................................... 14
2.5.2 Historical background ................................................................................................................... 16
2.5.3 Current situation ............................................................................................................................ 17
2.5.4 Types of home nursing activities financed................................................................................. 24
2.5.5 Discussion ........................................................................................................................................ 25
3
CROSS-NATIONAL COMPARISON .......................................................................... 28
3.1
INTRODUCTION...................................................................................................................................... 28
3.2
RESULTS ....................................................................................................................................................... 28
3.2.1 The financing of home nursing..................................................................................................... 28
3.2.2 The organisation of home nursing .............................................................................................. 29
4
DEPENDENCY TOOLS FOR CASE-MIX FINANCING IN HOME NURSING ..... 33
4.1
INTRODUCTION...................................................................................................................................... 33
4.2
RESULTS ....................................................................................................................................................... 33
4.2.1 Nursing dependency scales .......................................................................................................... 33
5
STAKEHOLDER DIALOGUE ...................................................................................... 44
5.1
INTRODUCTION...................................................................................................................................... 44
5.2
THEMATIC ANALYSIS ............................................................................................................................. 44
5.2.1 Theme 1: The current financing system .................................................................................... 45
5.2.2 Theme 2: Arguments for reforms .............................................................................................. 48
5.2.3 Theme 3: Nursing related topics ................................................................................................ 49
5.2.4 Theme 4: Assessment and registration instruments............................................................... 51
5.3
SUMMARY.................................................................................................................................................... 53
6
OVERALL DISCUSSION .............................................................................................. 55
6.1
SCOPE AND LIMITATIONS OF THE STUDY.................................................................................... 55
6.2
THE FINANCING SYSTEM FOR HOME NURSING ......................................................................... 56
6.2.1 Political factors................................................................................................................................ 56
6.2.2 Economical factors ......................................................................................................................... 57
6.2.3 Social Factors .................................................................................................................................. 58
6.2.4 Technological Factors.................................................................................................................... 58
6.3
BUILDING BLOCKS OF A FINANCING SYSTEM FOR HOME NURSING ................................ 59
6.3.1 A mixed financing model .............................................................................................................. 59
6.3.2 Financing nursing interventions ................................................................................................... 60
6.3.3 Financing per number of patients................................................................................................ 60
6.3.4 Financing according to patient needs ........................................................................................ 61
6.3.5 Financing and nurses characteristics .......................................................................................... 63

2

7
8

Financing of Home Nursing

KCE reports 122

6.3.6 Adaptation of the current funding system, the readjustment or the calculation of new
tariffs ........................................................................................................................................................... 64
6.3.7 The organisation ............................................................................................................................. 65
6.3.8 The results/ performance ............................................................................................................. 65
REFERENCES ................................................................................................................. 67
APPENDICES ................................................................................................................. 71

KCE Report 122

Financing of Home Nursing

3

GLOSSARY
ADL
AGGIR
APA
BESADL
COPD
FPS Public Health
GDT
GP
IADL
ICF
ICT
ISCO
ISHC
LTCI
MAB
MDS
NHI
NIHDI
PAB
RAI
RUG
SISD
SMAF

Activities of Daily Living
The Gerontological autonomy iso resources groups (Autonomie
Gérontologique Groupes Iso-Ressources)
Aide à la Personne Agée – APA scale
Belgian Evaluation Scale for Activities of Daily Living (adapted Katz
scale)
Chronic obstructive pulmonary disease
Federal Public Service Public Health
Geïntegreerde Diensten voor Thuisverzorging (see ISHC)
General Practitioner
Instrumental Activities in Daily Living
International Classification of Functioning
Information and Communication Technologies
International Standard Classification of Occupations
Integrated Services for Home Care (see GDT-SISD)
Long Term Care Insurance
Maximum Billing
Minimum Data Set
National Health Insurance
National Institute for Health and Disability Insurance
Personal Assistance Budget
Resident Assessment Instrument
Resources Utilization Groups
Services Intégrés de Soins à Domicile (see ISHC)
Système de Mesure de l’Autonomie Fonctionnelle (Functional
Autonomy Measurement System)
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1.1
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Originally designed as a fee-for-service system in the 1960s, the Belgian public financing
system of home nursing was gradually adapted towards a mixed fee-for-service and
lump sum payment system, complemented with additional financing regulations.
Currently, four payment systems and one special arrangement contribute to the
financing of home nursing at the federal level (see for details chapter 2.5). Arguments
frequently expressed against the current financing system are: the nomenclature is
obsolete and non exhaustive, the financing system lacks clarity, the negotiated tariffs
have little or no relation to real production costs, the current financing does not take
into account new challenges faced by healthcare providers at all levels of the healthcare
system (primary care, secondary care and tertiary care).
The purpose of the study is to provide knowledge to assess to what extent an
alternative or adapted financing scheme for home nursing in Belgium is needed and
possible. An important additional question is whether the financing principles can be
based on a patient case-mix basis.
The scope of this study is limited to homecare nursing that is currently reimbursed at
the Belgian federal level through the National Institute for Health and Disability
Insurance (NIHDI). Professionals providing home care like home help services, social
services, general practitioners, occupational therapists, physiotherapists, etc. and
community nursing activities such as preventive mother and child care, psychiatric care,
midwifery, school health nursing and occupational nursing are beyond the scope of this
study.
The study uses the perspective of financing the providers, even if we acknowledge that
changes to the reimbursement schemes or changes in the provision of services can have
a major impact on equity and accessibility issues for the target populations. The issue of
co-payments both as a societal equity question as well as an element of the financing
regulations is not considered.

1.1.1

RESEARCH QUESTIONS
Situation in Belgium
• How is home nursing currently financed in Belgium?
• Who provides home nursing in Belgium?
Dependency measurement tools for case mix financing
• What is known about the dependency and care profile of the patient
population?
• Which instruments can be applied to take into account case-mix of patients
in home nursing?
Neighbouring countries
• What are the insurance mechanisms to entitle patients to different forms of
care and nursing?
• How is the provision of home nursing organised in each country?
o What type of organisations are involved (public, semi-public, private, self
employed or organised)?
o Are there any relevant issues with regard to nursing and related care
professions to be considered in view of the financing system? (in particular
do qualification structures affect the organisation and financing of home
nursing)?
o If any, what were the major changes and motivations to adapt the
organisational model of health care provision? (e.g. the new roles of
hospitals in post-acute and disease specific chronic care)?
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• What are the key components of the financing of home nursing?
o What are the main financing mechanisms (fee for services, case mix,
different forms of lump sum)?
o To what extent has one introduced case-mix financing (and if available,
does one have reported advantages or backdrops of this system)?
o Is there a relevant distinction to be made between nursing, care and
support?
Perceptions of stakeholders
• What are the opinions of Belgian stakeholders towards the currently applied
financing model of home nursing in Belgium?
Lessons for adapting the Belgian current financing system
• In light of the answers to the above research questions, what is the feasibility
of adapting or introducing a new financing regulation? Which would be the
broad outlines of this system, specifically with regard to measurement
protocols, and control mechanisms?

1.1.2

Methods
The research questions were formulated in ECLIPSE-format for the literature review 1.
• Expectations: description and critical appraisal of actual financing models in
home nursing
• Client group: Patients receiving nursing care at home
• Location: Community/ home care
• Impact: Expected impact of a new financing mechanism: more adequately
representing costs of care
• Professionals: Home nurses, independent on how they are organised (selfemployed nurses, group-practices of self-employed nurses, nursing care
organisations with salaried nurses)
• Service: Home nursing services
A literature search was performed in following databases: Medline, Embase, Cinahl,
Econlit and Cochrane database of systematic reviews. Searches in the databases Medline
and Embase were performed using a combination of MeSH terms and subheadings
linked to "Financing, Organised", "Financing, Government", "Financing, Personal",
"Capital Financing", "Organisation and Administration", "Organisational Innovation",
"Nursing Services", "Home Care Services", "Home Care Agencies", "Home Nursing",
“Belgium”. The research on case-mix assessment used a combination of MeSH terms
related to "Fees and Charges", "Costs and Cost Analysis" and scales used for the
assessment of patient’s dependency level (Katz, Resource Utilization Groups, Resident
Assessment Instrument, AGGIR, SMAF and APA).
Reference lists of eligible articles were subsequently reviewed, in order to find
additional relevant publications (snowball method). This review was not limited to
research articles. Systematic and narrative literature reviews, as well as prescriptive
articles (expert opinion) and reports from grey literature were included in the current
review. (See appendix 1)
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Main sources of information were documents and annual reports from NIHDI website
(http://www.inami.fgov.be in French; http://www.riziv.fgov.be in Dutch) and a recent
NIHDI report on home nursing2. Other grey reports provided general overviews and
outlines, basic or partial descriptions and analysis of minor topics on organisational and
financial aspects of home nursing3-5.
A lot of the relevant “descriptive” information on the organisation and financing of
home nursing in neighbouring countries was obtained through collecting grey literature
(official government, websites, research and policy reports). The descriptive information
was collected through an incremental search of documents and accessible official
websites. Local experts were contacted to complete and/or validate the information
found in all documents and websites.

1.1.3

Structure of the report
After this introduction, chapter two presents the organisation and financing of home
nursing in Belgium. Chapter three compares the organisation and financing of home
nursing in 4 European countries. The fourth chapter discusses case-mix tools for home
nursing. The fifth chapter makes an overview of opinions and remarks of Belgian
stakeholders on the current financing system. The final chapter resumes the acquired
knowledge to reflect on alternative financing methods for home nursing.

KCE Report 122

Financing of Home Nursing

2

HOME NURSING IN BELGIUM

2.1

THE BELGIAN HEALTHCARE SYSTEM: OVERVIEW
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The Belgian health system is a Bismarck type of compulsory national health insurance,
which covers the whole population and has a very broad benefits package3.
The Belgian health system is mainly organised on three levels, i.e. federal, regional and
community levels. Since 1980, part of the responsibility for health care policy has been
devolved from the federal Government to the community levels. The communities are
responsible for so-called person-related matters, such as healthcare and welfare. The
1980 Institutional Reform Act defines the person-related matters in the sphere of health
care policy as intramural and extramural curative health care and the policy regarding
health education, health promotion and preventive health care. In both cases, the law
provides important exceptions as a result of which the federal Government has kept
important powers. Interministerial Conferences (composed of the ministers responsible
for health policy from the federal and regional governments) have to facilitate
cooperation between the federal Government and the communities. They have no
binding decision-making power.
Since the Health Insurance Act of 9 August 1963, compulsory health insurance is
combined with a private system of health care delivery, based on independent medical
practice, free choice of service provider and predominantly fee-for-service payment.
The 1963 law endorsed the financing, reimbursement and organisation principles of
Belgian health care. Important elements introduced by this law are:
• Introduction of a fee-for-service system of reimbursement through a system
of medical nomenclature;
• Introduction of a system of conventions and agreements between sickness
funds and health care providers, setting the prices for medical services and
regulating their financial and administrative relationship.
All individuals entitled to health insurance must join or register with a sickness fund:
either one of the six sickness funds, including the health insurance fund of the Belgian
railway company, or a regional service of the public Auxiliary Fund for Sickness and
Disability Insurance3.
Patients participate in health care financing via co-payments. There are two systems of
payment: (i) a reimbursement system, for which the patient pays the full costs of
services and then obtains a refund for part of the expense from the sickness fund, which
covers ambulatory care; and (ii) a third-party payer system, for which the sickness fund
directly pays the provider while the patient only pays the co-insurance or co-payment,
which covers inpatient care and pharmaceuticals.
The National Institute for Sickness and Disability Insurance (NIHDI) is responsible for
the general organisation and financial management of the compulsory health insurance.
Its most important tasks are to prepare and implement legislation and regulation, to
prepare the budget, to monitor the evolution of health care spending, to control
whether legislation and regulation are correctly implemented by health care providers
and sickness funds and to organise the consultation between the different actors
involved in the compulsory health insurance3.
Within the NIHDI, besides other stakeholders, home nurses’ professionals’ associations
are represented in the Agreement Commission for home nursing. In other agencies
they are represented in different advisory bodies dealing with organisational issues.
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Key points
• The Belgian health system is a Bismarck-type of compulsory national health
insurance.
• The Belgian health system is organised on three levels, i.e. federal, regional and
community levels impacting on the complexity in the organisation of home
care.
• Patients in Belgium participate in health care financing via co-payments.

2.2

DEVELOPMENTS RELEVANT FOR BELGIAN HOME
NURSING
The current debate on home care financing in Belgium is strongly embedded in the
discussions on an adequate tackling of future healthcare needs of the ageing population,
the changing complexity of home nursing and the development of new organisational
models in providing home nursing services. One of the societal and policy objectives for
the future is aiming at substituting institutional healthcare as much as possible by
alternatives, among which home care, and home nursing will be an important
component. This policy shift is necessary because of demographic changes (including
expected changes in available workforce), in issues of long term dependency and social
participation, and not to be forgotten issues of an efficient allocation of public
resources. Recent reports forecasted an increase of expenditures for nursing home
care in order to adequately tackle health problems of the ageing Belgian population and
to provide a supply of nursing care as an alternative for institutionalisation2,5. For the
period 1971 to 2000, the yearly increase of public healthcare expenses due to the
ageing of the population was estimated to be around 0.5%6. This yearly increase of
public expenses in health care could be as high as 0.7% for the years 2001 to 20307. This
is mainly due to some chronic diseases which are associated to higher age such
hypertension, diabetes, osteoporosis, cataract, and glaucoma3, 8.
In recent years, the organisational context and the complexity of care provided in home
nursing has changed due to shorter lengths of hospital stays, increased importance of
day hospital admissions, higher demands for collaboration between nurses, higher need
for integration of nursing care in primary care and increased interest of home nurses to
participate in shared care provision with hospitals as we see in a higher use of care
pathways9.
The Belgian public financing system of home nursing seems not to be fully adapted to
these evolutions and challenges. Since 1998, yearly expenditures for home nursing make
up 4.1% to 4.5% of total health care expenditures by the NIHDI (Table 1). Since 1999,
the yearly proportional increase of home nursing expenditures averaged 6.9%,
compared to the 5.9% average increase of total health care expenditures.
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Table 1: Expenditures for home nursing in thousands of euros
Proportion of
NIHDI yearly expenditures for NIHDI total yearly
expenditures
expenditures for
home nursing (specific costs
home nursing within
for home nurses’ services
Year
total healthcare
included)
evolution since
evolution since expenditures
€
€
the year before
the year before
1998
472 090
/ 11 294 044
/
4.18%
1999
510 894
8.2% 12 029 060
6.5%
4.25%
2000
548 140
7.3% 12 820 059
6.6%
4.28%
2001
562 689
2.7% 13 774 374
7.4%
4.09%
2002
612 586
8.9% 14 162 558
2.8%
4.33%
2003
658 721
7.5% 15 438 166
9.0%
4.27%
2004
712 773
8.2% 16 822 358
9.0%
4.24%
2005
742 415
4.2% 17 250 196
2.5%
4.30%
2006
799 495
7.7% 17 735 291
2.8%
4.51%
2007
857 456
7.2% 18 873 404
6.4%
4.54%
Average = 6.9%
Average = 5.9%
Source: http://www.riziv.fgov.be/presentation/nl/publications/annual-report/index.htm: annual
reports 1998 – 2007 consulted November 26, 2008

According to the population health survey in 2004, 6% of the Belgian population
received a visit of a home nurse. Women (8%) received more frequently visits by home
nurses than men (5%). Use of home nursing is more frequent in older age. In persons 75
years or older, 28% received home nursing (Figure 1). Use of home nursing was
associated to educational status: persons with low formal scholar education made more
use of home nursing, even after correction for age and gender. Use of home nursing
was not associated to the degree of urbanisation of the patient’s residence. According
to the population health survey of 2004 and after correction for age and sex, use of
home nursing was different in the regions. In Flanders, 6% of the population made use of
home nursing. In the Walloon region almost 8% of the population made use of home
nursing (Figure 1).
Figure 1 : Use of home nursing by age and gender

Legend: Proportie: Proportion; Mannen: Men; Vrouwen: Women
Source : Population health survey, 20048
http://www.iph.fgov.be/epidemio/epinl/crospnl/hisnl/table04.htm
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Three profiles of patient groups were identified. The most common profile concerns
people of an average age of 60 who are in need of home nursing for about one month
following a hospital stay. The second most common profile relates to patients who need
homecare for less than a month, mostly younger people. The third most common
profile regards dependent people after the age of 75 who require chronic care.
Findings of the Intermutualistic Agency2 revealed that average expenditures for home
nursing increased with age and were higher in Flanders than in the Walloon Region and
Brussels (Figure 2).
Figure 2: Average costs (in euros) of home nursing per inhabitant per age
and per region

Legend: Leeftijd/Classe d’âge : age categories; Kostprijs/coût : costs; Regions: Vlaanderen :
Flanders / Wallonië : Walloon region / Rijk : Belgium
Source: NIHDI, 20052
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THE NATURE OF HOME NURSING
Although home nursing is on many occasions of a curative and temporary nature, it is
very often considered as ‘long term care’. In an international context, there is a steadily
developing ‘fading borderline’ between nursing care and other personal and social care
for long term care, on issues as the delivery, professional groups as well as financing
aspect.
However, this report focuses particularly on home nursing, as this is financed within the
federal NIHDI framework.
Home nursing as a community care provider is on the borderline of cure and care.
According to the International Standard Classification of Occupations (ISCO) defined by
the International Labour organisation, nursing professionals (ISCO 08 2221) are seen as
professionals being full members of the interdisciplinary team: “Nursing and midwifery
professionals treat and care for the physically or mentally ill, the elderly, and mothers
and their babies. They assume responsibility for the planning and management of the
care of patients, including the supervision of other health care workers, working in
teams with medical doctors and others in the practical application of preventive and
curative measures, and dealing with emergencies as appropriate.”
In this report we use ‘community care’ as a general term for care at home. We
distinguish home nursing, home care and home helping. All those services can be
considered as a continuum10.

Key points
• The Belgian public financing of home nursing seems not to be fully adapted to
demographic and health care system evolutions and challenges.
• Three main profiles of patient groups home care were identified. The most
common profile concerns people of an average age of 60 who are in need of
home nursing for about one month following a hospital stay. The second profile
is composed with younger patients who need homecare for less than a month.
The third most common profile concerns dependent people after the age of 75
who require chronic care.
• The scope of this study is limited to homecare nursing that is currently
reimbursed at the Belgian federal level through the public payer NIHDI. It
focuses on nursing activities.
• The main objective of this study is to assess whether the financing of
professional homecare nursing services can be adapted whilst taking into
account the relative patient case-mix.

2.4

THE ORGANISATION OF HOME NURSING IN BELGIUM

2.4.1

Self-employed or employee nurses
Home nursing in Belgium is organised in two ways: via employee-nurses and via selfemployed nurses. Employee-nurses in home care are employed by private not-for-profit
organisations with a specific focus on home nursing. A small proportion of employeenurses is employed by the local public centres for social welfare and by self-employed
nurses. For most self-employed nurses, delivering nursing care at the patient’s home is
their main and sole professional activity. Other self-employed nurses are working under
a mixed professional statutory: on the one hand they are employee-nurses in a hospital,
a nursing home or a medical practice (a general practice or a medical specialist’s
practice) and on the other hand, beyond their working hours, they may develop selfemployed professional activity in delivering nursing care at home.
Currently, there is no federal register for nurses in Belgium. Consequently, exact
numbers of self-employed nurses and employee-nurses are not known. In 2002, the
proportion of employee-nurses was estimated to be 42% to 43% of all home nurses in
Belgium, which is the most recently public available estimation2.
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The NIHDI publishes yearly the numbers of registered nurses and midwives who
received an identification number from NIHDI.
In the last 10 to 15 years, self-employment became more attractive, financially as well as
organisationally2. Explanations for higher attraction of self-employment in home nursing
might be that there is no hierarchical relationship with a supervisor and by visiting more
patients and delivering more nursing care, self-employed nurses have the possibility to
acquire a higher income. The personnel cost structure is different between selfemployed and employee-nurses. As a result, the proportion of the expenditures for
home nursing spent in employee-nurses decreased from approximately 60% in the
1990s to approximately 40% of all NIHDI-expenditures in home nursing in 20052.

2.4.2

Qualification levels
Nurses who work in home nursing need to have one of both nursing qualifications that
are recognized by the directive 2005/36/EC and have to apply for a NIHDI-identification
number. In Belgium, two levels of nurses (bachelor-level (A1) and diploma-level (A2))
comply to the EC directive.
As with other health care professionals, the authenticity of nursing diplomas is verified
by provincial medical committees of the Federal Public Service Public Health, Food
Chain Safety and Environment. Anyone who is not properly registered is not allowed to
practise. The licence is given for an unlimited time – that is, once health care
professionals have been given the right to practise, they do not have to prove
continuing professional education. However, in cases of malpractice, licences can be
withdrawn.
Five qualification levels have been determined that provide care and nursing activities
(Table 3). Nursing assistant is a lower educational level of the nursing profession
(obtained after two years of professional nursing education); this qualification level is
fading out. Two nursing specialties are recognized by NIHDI for nurses of both
qualification levels after completion of a post-graduate 40 hours-course: specialist nurse
in diabetes and specialist nurse in wound care.
In 2007, pilot projects were launched on the employment of care assistants in home
nursing. Care assistants are allowed to perform a limited list of nursing interventions
which are delegated by a nurse and under supervision of a nurse (Royal Decree 12
January 2006, published on 3 February 2006). There are explicit requirements for the
qualification and recognition as a care assistant (Ministerial Circular Letter of 8
November 2006, published on 14 December 2006). They can only be employed by
services for home nursing which are eligible to receive financing for specific costs of
services for home nursing.

Table 2 : Overview of nursing formal qualifications
Qualification
Level of performance
Nurse BA or Nurse (A2) + extra
May perform all nursing interventions and some specific
qualification
interventions: diabetes education and visits for wound care
advice
Nurse BA level (A1)
May perform all nursing interventions
Nurse (A2)
May perform all nursing interventions
Nursing assistant
May perform all nursing interventions except specific technical
nursing interventions
Care assistants
Limited list of nursing interventions in experimental setting
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Initiatives for coordination of home care were implemented on the federal and the
community level. Integrated Services for Home Care (ISHC; Geïntegreerde Diensten
voor Thuisverzorging, GDT ; Services Intégrés de Soins à Domicile, SISD) were created
in 2003 as a federal initiative. The main task of an ISHC is to organise multidisciplinary
consultation of primary care professionals and to support the elaboration of
multidisciplinary care plans. The reimbursed activities for ISHCs has grown from 222
cases in 2003 to almost 10 000 cases in 2007 (Table 3).

Year

Table 3: Yearly expenditures for the activities of Integrated Services for
Home Care
Yearly growth of number
of cases
Expenditures
Number of cases*
2003
222
€ 6 860
/
2004
3 147
€ 95 415
+ 35.6%
2005
4 266
€ 127 195
+ 77.0%
2006
7 551
€ 230 155
+ 29.7%
2007
9 796
€ 299 389
Source: NIHDI; OW 2008/29
* ‘cases’ is the word used by NIHDI to identify how many times a nomenclature activity was
administered to a patient. In this matter, a ‘case’ is an interdisciplinary consultation on a patient’s
problems, in which at least the patient’s GP and home nurse participate.

2.4.3.2

Interdisciplinary primary care practices
Another development is the integration of home nursing into interdisciplinary primary
care practices. In an exploratory survey of general practitioner’s practices11, it was
found that in 8 practices of 30 a nurse was practicing and in 7 out of 30 practices there
were intentions to engage a nurse. Most nurses were part-time (a few hours per week)
employees of the general practice, receiving wages. Self-employed nurses in the general
practice are still exceptional. Tasks performed by nurses in general practices were
reception and administration, coordination of the secretariat, first aid and nursing
interventions such as blood sampling, ECG, spirometry tests, skin allergy tests,
injections, diabetes consultations, blood pressure monitoring, …
The nurse is reimbursed on the fee-for-service basis for the number of nursing
interventions included in the nursing nomenclature.

2.4.3.3

Palliative support networks
Palliative support networks were implemented since 1997 in population area’s of
300,000 to 1 000 000 inhabitants. Their objective is to provide support for the regular
professional care providers in patients with palliative care: GPs, home nurses, social
services, nursing homes, … Lump sum fees for palliative patients are provided for home
nursing.

2.4.3.4

Care trajectories
In 2009, care pathways were introduced with the objective of organising the
multidisciplinary care for a patient with chronic disease-specific pathology (Royal
Decree of January 21st, 2009, published February 6th, 2009). Patients with type 2
diabetes or with chronic renal insufficiency may agree on a care contract for four years
with the GP and the medical specialist. From September 1st 2009, home nurses are
involved for giving education to patients with type 2 diabetes. Home nurses, having
participated in the required training of a diabetes-educator, may request a specific
registration number from NIHDI. Each of the educational nursing interventions is
prescribed by the GP per session of a half hour.
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Key points
• Home nursing is organised via nurses employed by private not-for-profit
organisations and via self-employed nurses.
• Two levels of nurses (bachelor-level (A1) and diploma-level (A2)) may perform
all clinical nursing interventions.
• Specialist nurse in diabetes and specialist nurse in wound care may perform
additional interventions such as diabetes education and visits for wound care
advice.
•

Pilot projects are ongoing to introduce care assistants in home nursing. They
are allowed to perform a limited list of nursing interventions which are
delegated by a nurse and under supervision of a nurse.

• New organisational initiatives include:
1) Integrated Services for Home Care to organise multidisciplinary
consultation of primary care professionals and to support the elaboration of
multidisciplinary care plans;
2) The integration of home nursing into interdisciplinary primary care
practices;
3) Care pathways aiming to organise the multidisciplinary care for a patient
with chronic disease-specific pathology.

2.5

THE FINANCING OF HOME NURSING IN BELGIUM

2.5.1

Healthcare financing concepts

2.5.1.1

Typology of provider payment systems
Healthcare financing is the way in which money is allocated to the provider of care12 by
health care payers (e.g. government, insurers, patients). Providers can be both individual
caregivers (GPs, specialists, physical therapists, home nurses…) and institutional
providers (hospitals, nursing homes, home health agencies…)
Jegers et al. (2002)13 make a distinction between fixed and variable payment systems on
the basis of the relationship between activities and payment. A payment system is
considered as ‘fixed’ when the reimbursed amount does not change as activities
increase or decrease. A payment system is considered as ‘variable’ when variation in
activities induces changes in payment. Fixed and variable systems can be distinguished on
the micro-level as well as on the macro-level.
In a variable system on the micro-level, there is a direct link between the providers’
income and his activity. A classical example is a fee-for-service payment system in which
for every service a fee is paid. It is expected that it gives caregivers a strong incentive to
increase activity. The incentive is highly related to the marginal payment rate compared
to the marginal cost to produce an extra unit of activity.
In a fixed system on the micro-level, the provider is not remunerated for the
production of extra units. He receives a ‘lump sum’ which is determined ex-ante and
not related to his production. An example is the lump sum for palliative care in which
the payment is fixed and independent from the actual care given to this patient. It is
clear from this example that the payment system has to be considered as more fixed
(less variable) as the unit of reimbursement is on a more aggregate level on the
following continuum: per item-of-service, per diem, per case, per patient, per period13.
A financing system that is fixed at the macro-level, is called a closed-end system. Policymakers (insurers, politicians) determine a ceiling of expenditures, which may not be
exceeded during a certain period (budget system). A financing system without any
budget limits either on a global level or for certain health care expenses is called an
open-end financing system.
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A second dimension to classify reimbursement systems for health care is the distinction
between retrospective and prospective systems13. This characteristic of a system
concerns the relation between the provider's income and his costs for providing the
service14. In a retrospective payment system the provider's own costs are fully or
partially reimbursed ex post. In a prospective payment system (PPS) the provider's
payment rates or budgets are determined ex ante. Contrary to retrospective systems,
there is no link with the individual costs of the provider. Since the provider's costs have
to be financed with a given amount of money, these systems have more incentives to
stimulate efficiency than retrospective systems. In most prospective systems, providers
are allowed to keep financial surpluses (or at least a certain percentage of them). In case
of a deficit, the caregivers are financially accountable either fully or partially.
Jegers et al. (2002)13 discuss the relation between retrospective/prospective and
fixed/variable. Although these concepts are related, there are essential differences. The
dimension retrospective/prospective refers to the presence/absence of a link between
reimbursement for the provider and his costs. The dimension variable/fixed describes
the presence/absence of a link between reimbursement for the provider and his
activities. Although ‘activities’ are related to costs, they are not identical. In
retrospective systems, providers typically are reimbursed for extra production and real
costs are fully (or partially) covered. The healthcare payers bear the financial risk since
expenditures cannot be predicted ex ante. A fully retrospective system is therefore
always variable. However, the reverse is not always true. A variable system can be
prospective as well (e.g. case-mix payments).

2.5.1.2

Unit of reimbursement
Reimbursement systems for health care providers can also be classified according to the
unit of financing. Frequently used units are the item-of-service (fee-for-service system),
patient group (case mix system), patient (capitation system), period (salary system,
budget system) and patient-day (per diem system).

2.5.1.3

Impact of reimbursement on quality and cost
Weber and Wheelright (1995)15 discussed some frequently used reimbursement
systems and their impact on various aspects of quality and cost containment.
1. Fee-for-service: healthcare providers are simply billed for their services. This
system requires a list (nomenclature) of services with specific billing rules. It
provides the healthcare provider extensive freedom in evaluating and treating
the patient. The financial incentives stimulate to do perhaps more than is
medically necessary.
2. Case mix systems (e.g. Diagnoses Related Groups): healthcare providers are
billed according to the patients they care or treat. Patients are classified in
“so called homogeneous” groups according to medical diagnoses or care
profile. A healthcare provider (or hospital) will receive the fee for all patients
classified in the same patient groups, regardless of how sick the individual
patient is, how costly the individual patient is to treat or how many services
actually were delivered, how long the patient stayed in the hospital or health
system. Case mix systems are developed to give healthcare providers an
incentive to reduce treatment costs and length of stay. It also aims at a more
adapted financing of the provider according to its patients profile.
3. Global fee: the global fee method is comparable to a case-mix method. It pays
an overall fee for the services of all health professionals. Health professionals
together are left to negotiate how this fee would be split. The advantage to
the payer is that the total cost per patient is known.
4. Capitation: Under this system, the provider receives a fixed payment each
month to cover a group of patients, regardless of the number of patients
actually treated or the amount of treatment required.
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The different payment mechanisms lead to different provider behaviours. There is
strong evidence that an improper setup of the payment mechanisms can reduce the
quality of services16. Within its ‘World Health Report 2000’ the WHO modelled the
impact of provider payment systems17,18. Alternative payment systems are mainly
developed to contain costs (as reaction to fee-for-service systems). They may affect
quality problems such as preventing health problems (integration of patients’ health risk
into pricing practice, incentives for quality improvement and innovation), responsiveness
to legitimate expectations (reduction of fragmentation, patient oriented treatments),
providing services and solving health problems (availability of high class evidence based
therapy, prohibition of economically founded exclusions) (Table 4).
Table 4: Provider payment mechanisms and provider behaviours
Provider behaviour mechanisms
Payment
Prevent
Response to
Deliver
Contain costs
mechanisms
health
legitimate
services
problems
expectations
Fee-for-service
+/+++
+++
--Diagnosis related
+/++
++
++
payment
Global budget
++
+/-+++
Capitation (with
+++
++
-+++
competition)
Source: WHO, 200018
Key: (+++) very positive effects; (++) some positive effects; (+/−) little or no effect; (−−) some
negative effects; (−−−) very negative effects.

2.5.2

Historical background
Financing of home nursing was initiated in 1948. Key-data in the development of
financing home nursing were 1964, 1988, 1997 and 2001.
In 1964, a first national agreement for reimbursement of eight nursing care
interventions was accepted by NIHDI: hygienic care, injection, wound care, cupping
glasses, enema, bladder irrigation and catheterization, and finally vaginal irrigation. It was
the start of the development of extensive nomenclature of nursing activities. This initial
scheme has been changed several times, mainly aiming at controlling and optimising
public expenses.
Based on the observation that costs for home nursing were rising, various measures for
controlling costs were introduced since the end of the 1980’s. In 1988, a day-limit for
reimbursement of home nursing was introduced. In 1991, the Belgian Evaluation Scale of
ADL (BESADL) and a mixed payment system for home nursing were introduced.
In 1997, it was accepted that nursing was more than a sum of individual activities. A
reimbursement scheme for nursing process and holistic nursing care was provided by
means of basic care provision. An additional reimbursement was provided for specific
technical nursing interventions such as the administration and supervision of parenteral
nutrition, intravenous or subcutaneous infusion, and administration via epidural
catheter.
Since 2001, home nursing activities were linked with the patients’ condition. One of the
first applications was higher reimbursement levels for palliative patients (essentially
limited to two months). Since 2001, there is a specific arrangement for nursing
assistance in haemodialysis and peritoneal dialysis at the patient’s home19. Other
examples (already mentioned) are the reimbursement of nursing interventions for
diabetic patients. In 2003, specific consults of specialist nurses in diabetes and/or wound
care were financed.
In 2009, a fee for one nursing consultation per year to develop a care plan was
introduced. The care plan should include: 1) a description of the need for nursing care,
2) a list of current nursing problems based on a theoretical nursing model or
classification and, 3) personalized objectives for the nursing care.
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Current situation
Currently, four payment systems and one special arrangement contribute to the
financing of home nursing at the federal level:
1. A mixed system of fee-for-service payment and lump sum payment: the
nomenclature of nursing interventions and activities;
2. Specific costs for home nursing organisations (since 2002);
3. Subsidy for the costs related to computerization;
4. Reduced social tax contributions (Social Maribel) and Social Agreements
between the federal government, organisations of employers and
organisations of employees.

2.5.3.1

The Nomenclature of Nursing Interventions and Activities
Two types of nursing interventions and care provisions have to be distinguished: a feefor-service system for technical nursing interventions and a lump sum system for
nursing interventions for patients suffering from dependency/deficiencies in the activities
of daily living (ADL)20.
The nomenclature of home nursing summarizes a limited list of nursing care
activities/interventions which are reimbursed by NIHDI (appendix 3).
The rules and tariffs for financing home nursing are endorsed by the agreement
committee. In the agreement committee, representatives of home nurses on the one
hand and representatives of health insurance organisations on the other hand negotiate
which nursing interventions are financed and they determine the tariffs of the
interventions. The Medical Evaluation and Inspection Department of the NIHDI is
responsible to control care delivery.

ADL-measurement
The distinction between fee-for-service financing and lump sum financing are based on
the scores on the Belgian Evaluation Scale for Activities of Daily Living (BESADL).
BESADL is an adaptation of the ‘Index of ADL’21. The tool evaluates the six original
domains of the ‘Index of ADL’: bathing (personal hygiene), dressing, transfer, toileting,
continence, and eating (feeding). Each function is scored 1 (no help) to 4 (complete
help), a higher score indicating higher dependency. Inter-rater accuracy of the
dependency evaluations is under continuous supervision of the medical and nurse
advisors of NIHDI and health insurance agencies.
A patient is considered as dependent for a function if the score for that function is
higher than 2. Using a Boolean logic algorithm a global score is classified in one of four
hierarchical dependency levels: baseline level (no dependency or low dependency level);
level A (dependency for bathing, dressing and transfer or toileting); level B (dependency
for bathing, dressing, transfer, toileting and continence or eating); level C (the highest
score for at least five functions, except continence or eating, which may have a score 3)
(Table 5).
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Table 5 : Criteria for determining levels of nursing care at home using the
Belgian Evaluation Scale (BESADL)
BES
Financing type
scores
No ADL dependency
111111
Fee-for-service financing
Minimal dependency for washing
211111
Fee-for-service financing, 2 hygienic care
sessions allowed per week (on weekdays)
Minimal dependency for washing and
221121
Fee-for-service financing, daily hygienic
dressing and nocturnal urinary incontinence
care allowed
while continence during the day
Minimal dependency for washing and
221111
Fee-for-service financing, daily hygienic
dressing and moderate to severe dementia
care allowed
(medical certificate)
Total dependency for washing and dressing
441111
Fee-for-service financing, daily hygienic
care allowed
Dependency for washing, dressing, and
333111 or
Level A (palliative) lump sum payment
transfer or toileting
331311
Dependency for washing, dressing, transfer, 333323 or
Level B (palliative) lump sum payment
continence and toileting or eating
333332
The score equals 4 for washing, dressing,
444443 or
Level C (palliative) lump sum payment
transfer, continence and toileting or eating
444434
The scoring is embedded in a list of hierarchical mapping criteria, which makes that
theoretical combinations are in some cases mapped in a higher level (for details see
Arnaert (1999)22.
Home care patients reimbursed under at least level A dependency require daily hygienic
care. A minimal dependency respectively identified by BESADL-scores or a doctor’s
attestation confirming moderate to severe dementia, determines the subject’s eligibility
for daily hygienic nursing care.

Financing and BESADL
Globally, 64 billing codes can be classified in various categories (see appendix 2). The
same billing codes apply for employed or self-employed home nurses.
• Low dependent patients are reimbursed through fee-for-service related
payments. With exception of hygienic nursing care, a doctor's prescription is
required for reimbursement of all nursing interventions in the fee-for-service
payment system.
• Patients who score highest on care dependency (BESADL measurements) are
reimbursed through per diem lump sums. The lump sum system is a type of
fee-for-service payment system based on the number of days of care20. For
patients with at least level A dependency, all nursing interventions are
reimbursed by a lump sum per day, which covers all nursing care delivery on
one day. Payments are calculated on the need for nursing care during 24
hours per day. A doctor's prescription is not required for reimbursement of
nursing care delivery under the lump sum system, except for technical
interventions under fee-for-service such as injections, wound care, bladder
care, gastro-intestinal care, specific technical nursing interventions, …).
• Additional per diem lump sums apply to palliative care and diabetic patients.
Over half of the overall amount (407 million euro) is reimbursed for per diem care in
patients for whom the degree of dependency is established by means of the BESADL
scale. In 2003, 18 511 healthcare professionals delivered reimbursed homecare with an
average reimbursed amount of 34 483€ per professional.
Pseudo codes are established in order to document the nursing interventions in patients
under the lump sum payment system. These pseudo codes have to be transmitted along
with the nomenclature codes of the lump sum payments.
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Patients with a palliative medical certificate receive higher reimbursement on top of
general reimbursement rules for home nursing.

Calculating the tariff
The tariff/honorarium for each nursing intervention is calculated by multiplying a generic
value of the key-letter W with a specific coefficient for that nursing intervention: e.g. for
hygienic care on weekdays at the patients’ home, the coefficient equals 1.167 (see
Appendix 2). The honorarium equals € 4.82 and it was calculated by multiplying
€ 4.13113 (value of W on January 1st, 2009) with 1.167 (coefficient of hygienic care on
weekdays). The value of the key-letter W depends on the Belgian health index which is
used for adapting the nurse’s wages.
For the years 1995-2005, the evolution of W-value was lower (+17%) than the
evolution of the health index (+18%), which means that the evolution of tariffs was
lower than the evolution of the nurse’s wages. As a consequence, organisations
employing home nurses were confronted with higher personnel cost increases than the
incremental fees-for-service. Since 2006, the evolution of the W-value equals the
evolution of the health index.
The value of the coefficient is determined by the NIHDI agreement committee and is
specific for each activity delivered at a particular moment (week-weekend) and location
(at home, group homes for handicapped persons, …). Using different values of the
coefficient, different tariffs were established for care provision on weekdays and during
the weekend or official holidays.
Honoraria were determined for a limited set of nursing interventions delivered in the
nurse’s practice room or in a temporary or final group homes for handicapped persons.
The honorarium/fee for a single nursing intervention may change by adjusting the
coefficient. For example, in 2007, the tariffs for intravenous injections were re-evaluated
by adjusting the coefficient from 0.484 to 0.532 (+10%).

Limitation and ceilings
In order to limit supply-induced care provision in the fee-for-service financing, a
maximum day-limit was fixed based on the amount of level A lump sum payment.
With regard to costs of materials, there is no general rule. It is assumed that an implicit
consensus exists (in the agreement committee and in NIHDI) that the honorarium/fee
for common technical nursing interventions includes the costs of small disposable
materials needed for administering these nursing interventions (G. Lombaerts, NIHDI,
2009; personal communication). With regard to more expensive materials for specific
technical nursing interventions (e.g. the tube for connecting an intravenous perfusion), a
NIHDI-guideline on the nursing intervention ‘Installation of a permanent catheter or
material/needle for medication administration in an implantable medication infusion
device’, which specifies that the required materials are comprised in the honorarium.
The required average numbers of visits per day in patients in the lump sum financing
system are:
• Level A lump sum financing: 1.15 visits per day on average
• Level B lump sum financing: 1.40 visits per day on average
• Level C lump sum financing: a minimum of 2 visits per day

Linking reimbursement to qualifications
In the past, reimbursement and tariffs were generally not linked to the qualification level
of the nurse: all nurses were authorized to perform most of the nursing interventions of
the nomenclature. Recently there is a growing trend to allow reimbursement of some
nursing interventions only if they are performed by nurses with higher professional
qualifications. For example, self-management education of a diabetic patient is only
reimbursed if performed by a specialist nurse in diabetes.
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Since 1997, payment for specific technical nursing interventions was limited to acts
performed by diploma and bachelor nurses. In 2006, a list of nursing interventions which
may be delegated from nurses to care assistants was published. Reimbursement of
nursing interventions by care assistants was introduced under experimental conditions
in 2007.

Reimbursement of nursing interventions for patients with a specific
medical disease/condition.
The presence of a specific medical diagnosis is a condition for the administration of
specific nursing interventions:
1. payment of daily hygienic care for patients with moderate to severe
dementia, documented by a doctor’s certificate.
2. payment of preparation and administration of medication in patients with
schizophrenia or bipolar mood disorder. For these chronic psychiatric
patients, the prescribing medical doctor must document these medical
conditions in the patient’s medical files.
3. nursing interventions in patients with type 2 diabetes on doctor’s
prescription: education and follow-up. The number of diabetes educations
administered by home nurses have gradually increased from 132 patients in
2003 to 856 patients in 2007 (Source: NIHDI reports). The follow-up aims to
enhance self-management of diabetic patients. In 2002, diabetic patients
received on average more than one visit of a home nurse per day23.
4. palliative care. Since 2001, expenditures for palliative patients in home care
gradually increase (Table 6).
Table 6 : Evolution of the expenditures in home nursing care in palliative
patients
Evolution since Percentage of total
Expenditures in palliative
Year
the year
expenditures in
nursing care at home
before
home nursing
/
2001
531 446.61 €
0.09%
2002

16 755 329.48 €

/

2.76%

2003

25 482 177.28 €

+ 52.1%

3.94%

33 808 746.28 €

+ 33.7%

4.83%

38 646 023.78 €

+ 14.3%

5.30%

43 546 760.74 €

+ 12.7%

5.57%

49 977 027.60 €

+ 14.8%

5.94%

2004
2005
2006
2007

Source: NIHDI reports ‘Palliative care’

Rules for avoiding cumulative reimbursements
Rules were established to avoid double payments from a combination of nursing care
delivery at home with care delivery in another setting. Double payments from the
budget of home nursing and the budgets of homes for the aged, skilled nursing facilities,
day centres, day hospitals, psychiatric nursing homes are prohibited. Neither is it
allowed to combine specific nursing interventions of the nomenclature. For example,
combination of the nursing interventions with regard to simple wound care
(nomenclature codes 424336, 424491, 424631, 424793) or complex wound care (codes
424351, 424513, 424653, 424815) with the visit and advice of a specialist nurse in a
patient with specific wound care (424395, 424690, 424852) is not allowed.
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Co- payments for the patient
While for most outpatient health care, patients are in principle required to pay up-front
the full fee and then claim reimbursement with their sickness fund3, regulations for
nursing care delivery at home allow the third-party payer system. Patients only pay user
charges.
Generally, the level co-payments of the patient for home nursing is (approximately) 25%
of the tariff. For some nursing interventions patients do not have to contribute, e.g. the
lump sum payments for specific nursing interventions in diabetic patients, or payments
for nursing interventions in palliative patients.
In order to promote accessibility of nursing care, the personal contribution of the
patient is not collected by many home nursing providers. Moreover, in recent years the
NIHDI took some decisions to reduce the level of co-payment.
• in 2007, the personal contribution was reduced from 25% to 20% for the
levels B and C lump sum payment of nursing care.
• in 2008, the personal contribution for the levels B and C lump sum payment
was again reduced from 20% to 15% (Program Law of 21.12.2007, registered
on 31.12.2007).

Control
There are currently two control procedures in home nursing:
1. Inspectors of the Medical Evaluation and Inspection Department of the
NIHDI check the proper use of the Belgian Evaluation Scale and check
whether past reimbursements of nursing care match the actual care delivery.
Although it is a basic task of the NIHDI Medical Evaluation and Inspection
Department to control nursing care delivery, currently there are no reports
available on control mechanisms on some of the general principles in the
nursing payment system, e.g. :
a. minimal activity requirements in the lump sum payment system. In some
NIHDI reports, average numbers of visits per day are shown for the
global care delivery in the Belgian population.
b. under-registration of pseudo-codes is a well-known problem2. For
patients with lump sum payments, invoices should mention pseudo-codes
for the first to the fifth visit and for the nursing interventions. A lack of
administrative control on billing data can potentially explain this problem.
2. Medical advisors of the sickness funds united in the National College of
Medical Advisors, in cooperation with the Health Care Department of the
NIHDI, perform checks of the proper use of the Belgian Evaluation Scale. For
both procedures, a visit and consultation of the patient at home is required.
They recently developed a new procedure for control of the proper use of
the assessment instrument. Since January 2009, the Health Care Department
of the NIHDI monthly selects a fixed number of home nurses for control in a
random sample per province. These selected nurses receive a letter
confirming that their patients might be visited by the medical advisors within
a few weeks and that in between, the nurses may change/adapt the evaluation
scores attributed to the patients. A second random sample of home nurses is
selected from the first sample and medical advisors actually carry out control
of the care dependency levels of all patients with lump sum financing in this
second sample. If the National College of Medical Advisors detects systematic
abuse of the assessment instrument by a home nurse, then the nurse’s file is
referred to the Health Care Department of the NIHDI for further
investigation, eventually for a legal prosecution. Medical advisors of sickness
funds are responsible for control. At each time of a control 10% of the
overall prevalent patient population under lump sum payments is randomly
selected to be controlled by medical advisers of the sickness funds. There is
no control of patients receiving hygienic care delivery in the fee for service
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system, which is a huge and growing number. There are no criteria for
defining systematic abuse of the assessment instrument, and it is not clear
which sanctions are to be foreseen and which defence or lawful counsel a
nurse may apply or which are the procedures for appeal.

2.5.3.2

Specific costs for home nursing organisations
Since 2002, specific costs for home nursing organisations are financed (Royal Decree of
16 April 2002, modified by the Royal Decree of 7 June 2004). Specific costs were
defined as costs for organisation, coordination, programming, continuity, quality and
evaluation. The objective of this subsidy was to promote collaboration of home nurses.
In order to receive a subsidy for specific costs, the following criteria have to be met:
• The organisation is under authority and supervision of a nurse who is
responsible for planning, coordination, programming, continuity, quality and
evaluation.
• The organisation is employing a minimum of 7 full-time-equivalent nurses, not
including the supervising nurse.
• The organisation is exclusively employing employee-nurses; there are no selfemployed nurses.
• The organisation implements permanent education for at least 20 hours per
year per full-time-equivalent nurse.
• The organisation guarantees consultation and peer review for at least 25
hours per year per full-time-equivalent nurse.
• The organisation uses one unique third party payer’s number.
Originally, only organisations working with employee-nurses could receive this subsidy.
Since 1 September 2004, associations of self-employed nurses can receive a subsidy too.
The subsidy is paid every three months and amounts 11 151 euro for 14 full-timeequivalent nurses, not including the supervising nurse. Services applying for this subsidy
have to document the number of nurses employed by the service and the activities of
the service during the preceding trimesters. The yearly expenditures for these costs
significantly increase from one year to another (Table 7).
Table 7: Yearly expenditures for specific costs of organisations for home
nursing
Evolution since the year before
Year Expenditures
2003
2004
2005
2006
2007

11 820 752 euro
12 775 478 euro
13 517 473 euro
14 424 044 euro
15 369 389 euro

+8.08%
+5.81%
+6.71%
+6.55%

Source NIHDI: OW 2008/54, November 2008

2.5.3.3

Subsidy for costs relative to the use of a computer software
Since 2006, a yearly financing of € 350 per nurse was introduced for costs relative to
the use of a certified computer software. From 2008, the subsidy is € 800 per nurse.
The introduction of the VINCA standard, which is an experiment in 2008-2009 will
allow easier control of care provision in the future , because for every visit by a home
nurse, the patient’s identity will be checked electronically using the SIS-card or the E-ID
card.
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Job creation in home nursing by reduced social tax contributions and social
agreements (2000 and 2005)
Although reduced tax contributions as a measure of financing home nursing do not
belong to the core scope of the present study, these measures represent an important
and structural part of the financing mechanisms in home nursing. Since 1997, a tax
reduction (Social Maribel) was introduced of a fixed amount per trimester for each
employee with at least 49% FTE employment. Part of the employer’s social tax
contribution is refunded to create additional employment of employee-nurses and to
reduce job strain in not-for-profit healthcare and welfare organisations of employeenurses (Table 8).
Table 8: Overview of the effect of Social Maribel measures: social tax
reductions and job creation
Number of
created
Payments to the
Social tax
Year
Measure
employments in
social fund
reduction
half-timeequivalents
1997

Maribel 1

80.57 euro

113

1998

2 949 524.47

Maribel 2

161.13 euro

159

1999

5 310 870.88

Maribel 3

241.70 euro

180

2000

7 067 903.00

Maribel 4

288.18 euro

28

2001

7 745 888.02

2002

7 739 068.00

2003

9 915 771.10

Maribel 4+

288.18 euro

136

2004

10 598 669.64

Maribel 5

332.00 euro

80

2005

12 060 404.15

Maribel 6

354.92 euro

61

2006

12 060 404.15

2007

12 164 627.00

5

2008
2009

12 164 627.00

1

Total

12 164 627.00
111 942 384.41

763

Source: personal communication, Social Funds Maribel

2.5.3.5

Specific arrangement for nursing assistance in haemodialysis and peritoneal
dialysis at the patient’s home
Since 2001, the Agreement Committee for hospitals adopted lump sum funding for
haemodialysis and peritoneal dialysis at the patient’s home. The arrangement consisted
of a lump sum payment to the hospital, which might or might not include a payment for
nursing assistance at home (Table 9). If a home nurse carries out the nursing assistance
at the patient’s home, she has to make an agreement with the hospital in order to
receive the payment from the hospital.
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Table 9: Lump sum payments to hospitals for financing dialysis at home
Payment for
Payment for
Difference:
Type of dialysis
dialysis at home
dialysis at home
payment for
with nursing
without nursing
nursing assistance
assistance
assistance
at home
Haemodialysis
€ 289.55 per
€ 241.06 per
€ 48.49 per
haemodialysis
haemodialysis
haemodialysis
Continued ambulant
€ 866.32 per week
€ 685.79 per week
€ 180.53 per week
(€ 25.79 per day)
peritoneal dialysis
Continued ambulant
€ 123.76 per day
€ 97.97 per day
€ 25.79 per day
peritoneal dialysis, not
every day of the week
Continued cyclic
€ 866.32 per week
€ 763.21 per week
€ 102.11 per week
(€ 14.73 per day)
peritoneal dialysis
Continued cyclic
€ 123.76 per day
€ 109.03
€ 14.73 per day
peritoneal dialysis, not
every day of the week
It was stated in the Agreement Committee for home nursing (NIHDI) that payments for
nursing assistance in dialysis at home were too low19. In 2006, this specific payment
system for dialysis at the patient’s home was used for 1 938 patients (32.5%; both with
and without nursing assistance) of a total of 6 504 dialysis patients in Belgium24.

2.5.4

Types of home nursing activities financed

2.5.4.1

Basic care provision
The reimbursement of basic care provision interventions (first, second, and third visit)
was implemented in the fee-for-service payment system to support the use of a
structured nursing process: tasks include the global observation and assessment of the
patient; the planning and evaluation of nursing care; health counselling of the patient and
his support system; creation and maintenance of a nursing record for the patient;
travelling expenses.

2.5.4.2

Nursing consultation
In 2009, an annual fee for a nursing consultation (nomenclature number : 429015; Wcoefficient equals 5.555; RD 15/12/2008, Belgische Stadsblad/Moniteur Belge
29/12/2008) was added to the nomenclature of home nursing interventions. This fee
funds the development of a care plan that holds a description of the need for nursing
care, the present nursing problems described according to a theoretical nursing model
or classification and personalized objectives of the nursing activities. Various
classification schemes can be used such as Henderson25, Roy26, Gordon27, 28, Carpenito,
or the Resident Assessment Instrument29,30. NIHDI has published a model for
documenting all elements of the nursing consultation / nursing care plan. This new
nomenclature is an incentive to adopt nursing theory and classifications in the care
delivery in order to promote holistic and comprehensive nursing care.

2.5.4.3

Hygienic care
There is an ongoing discussion on hygienic care delivery. Delivering hygienic care to
patients is often considered as an unproblematic nursing activity with little professional
challenge and which requires no nursing qualification31. The Revenue Court
(Rekenhof/Cour des Comptes) states that care assistants financed by the Walloon and
Flemish communities perform too much household tasks and not enough basic personal
care activities32. On the other hand, it was argued that hygienic care delivery was more
than a mere instrumental intervention. It is a core activity mostly accompanied by other
psychosocial and technical interventions33.
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Moreover, hygienic care delivery may be financed by a fee for service or lump sum
payment (see supra). In 2006, 55% of all nursing activities registered by a nomenclature
code or a pseudo-code was hygienic care: 40 694 808 hygienic care codes on a total of
74 453 692 nursing care codes (nomenclature codes and pseudocodes)2,5. Verhaevert
(2005)2 questions whether the increased expenditures for hygienic care in the fee-forservice financing system are adequate.

2.5.4.4

Technical nursing activities
A comparison of the home nursing nomenclature with the list of nursing activities listed
in the Belgian Royal Decree Nr.78 (on the nursing profession) learns that just a limited
number of technical nursing activities are incorporated in the nomenclature on home
nursing. Some of these activities (such as nursing interventions and follow-up for
artificial airway) are not (or seldom) performed at home. But others such as oxygen
administration are indeed performed and not reimbursed. Some activities in the
nomenclature are more detailed (such as wound care). Some are less detailed (e.g.
425213: Gastro-intestinal care, enema) (see appendix 2).

2.5.5

Discussion

2.5.5.1

Price-cost relationships
A general disadvantage of the mixed fee-for-service and lump sum system is that it
consists mainly of negotiated tariffs with little or no relation to real production costs2,3,
34
. Therefore, it could be considered to develop a better insight in the actual cost
structure and the tariff. This issue has been introduced in different working documents
of the NIHDI. Studies have to be planned to investigate direct costs of different profiles
of care delivery:
• The costs for personnel: the actual time spent in care delivery is the main
personnel cost. A difficulty is that personnel cost structures are different for
employee-nurses and self-employed nurses2.
• The material costs: although several technical nursing interventions require
the use of disposable materials such as perfusion tubes etc. and generate
significant material costs, there is no general rule for compensating material
costs and it is not known which proportion of the costs is due to material
costs.
o Reimbursement of disposables: generally, it is presumed that
reimbursement includes the payment of the disposable materials needed
for administering these nursing interventions. However, often specific
needles and other materials are needed. Prices may vary in the private
dispensary.

2.5.5.2

The home nursing nomenclature
A diversity of home nursing tasks
The financing of home nursing has to be discussed against the background of an evolving
healthcare sector and evolving home care sector in particular. One of the issues to be
considered is the wide diversity of activities and tasks in home nursing. Gosset et al.
(2007)4 conclude that the current activity profile of home nurses is characterized by
complex interventions combining technical and non technical interventions. The latter
include communication, collaboration and observation/prevention. However, complex
interventions are currently not reimbursed within the NIHDI nomenclature.
Furthermore, home nurses regularly perform activities that are not included in the
nomenclature list, such as preparation of medication, control of blood glucose values,
(un)dressing of patients, counselling of psychiatric patients, measuring the blood
pressure, peritoneal dialysis, prevention and education, emotional support of patients
and their family, positioning of patients, interventions at night, ocular drops,
administration, and communication with other disciplines.
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Heyrman et al. (2007)35 list complex technical nursing care delivery which are
continuously performed at home and which are of comparable intensity and complexity
as interventions carried out in the hospital. Consequently, they state that 12 complex
technical home nursing activities need to be added to the current nomenclature of
home nursing:
1. Administration of a peripheral perfusion
2. Intra-venous bolus injection of medication
3. Assistance in the placement of a central venous catheter via percutaneous
punction
4. Red blood parts transfusion
5. Transfusion of blood plates
6. Assistance in replacing a cystocath-catheter
7. Assistance in replacing a percutaneous gastrostomy catheter
8. Assistance in ascites punction
9. Assistance in pleural punction
10. Assistance in placement of epidural catheter for analgesic treatment via PCApump
11. Parenteral nutrition
12. Therapeutic nutrition during less than 60 minutes

The nomenclature of nursing interventions is complex and lacks
integration
The rules for combining/cumulating nursing interventions are very complex and lack
consistency: for example, combining the basic care provision 1st visit (nomenclature
code 425014 on weekdays) with a visit of a specialist nurse in a patient with specific
wound care is prohibited but cumulating the 1st visit with diabetes educational care
provision and follow-up visits is allowed. During the diabetes educational sessions, a
specific nursing patient file on diabetes has to be created and maintained which is
similar/comparable to the wound care patient file. In this matter, little reasonable
arguments can be found for a different payment for a diabetic patient and a patient with
specific wound care.

Insufficient specificity of nomenclature codes
There are several examples of singular nomenclature codes representing very different
nursing interventions:
• the same nomenclature code represents vaginal irrigation and airway
aspiration;
• nursing interventions for sub-cutaneous infusion, parenteral nutrition,
intrathecal analgesia and epidural anaesthesia have one common code.
Moreover, many nursing activities are not reimbursed within the nomenclature
framework. As nursing practice is evolving, new nursing interventions should be
introduced in the nomenclature and interventions that have become obsolete should be
removed. The fee schedule seems to be too slowly adapted to change3.

Administrative workload
Fulfilling administrative formalities for obtaining reimbursement for specific technical
nursing interventions induces an administrative burden. Some initiatives have been taken
in 2008 from nurses’ representatives to abandon the request for payment to the
medical advisor of the patient’s health insurance organisation.

KCE Report 122

2.5.5.3

Financing of Home Nursing

27

Control procedures
The main role of the medical advisors is to control 10% of the overall prevalent patient
population under lump sum payments. However, no control is foreseen for the
increasing number of patients receiving hygienic care delivery in the fee for service
system. It could be discussed whether control of the proper use of the evaluation
instrument should be expanded to all patients receiving hygienic care (inclusive hygienic
care in the fee-for-service payment system).
An additional problem is that no criteria are available for identifying a systematic abuse
of the assessment instrument, neither is it clear which sanctions are to be foreseen and
which appeal procedures are available for nurses.
In some NIHDI reports global average numbers of visits per day are shown for the
global care delivery in the Belgian population (see higher, note CCW 2008/35 of June
2008), but systematic analyses of individual nurses care practices or home nursing
organisations are lacking, although this would be a relatively simple job for a mutuality
or NIHDI using administrative data on invoices of nursing care provision.

Key points
• Four payment systems contribute to the financing of home nursing at the
federal level:
1.
A mixed system of fee-for-service payment and lump sum payment;
2.
Specific costs for home nursing organisations;
3.
A subsidy for the costs related to computerization;
4.
Reduced social tax contributions and Social Agreements.
• A specific arrangement covers nursing assistance in haemodialysis and
peritoneal dialysis at the patient’s home.
• The fee-for-service system covers technical nursing interventions.
• The lump sum system covers nursing interventions for patients suffering from
dependency/deficiencies in the activities of daily living (ADL). Patients
dependency is assessed by scores on the Belgian Evaluation Scale for Activities
of Daily Living (BESADL).
• In the fee-for-service payment system, a doctor's prescription is required for
reimbursement of all nursing interventions (excepted for hygienic nursing
care). This is not true for nursing care delivery under the lump sum system
(excepted for technical acts that require a doctor’s prescription under the feefor-service payment system).
• To limit supply-induced care provision in the fee-for-service system, a
maximum day-limit is fixed on the amount of level A lump sum payment.
• The qualification structure is highly differentiated for nurses. Specialized nurses
have an extended role to autonomously take care of chronic patients with
diabetes or wounds at home.
• There is a current trend to focus nurses on technical and specialized nursing
activities by delegating basic nursing tasks to care assistants.
• The financing of home providers is not based on their qualification levels.
However, specific nursing interventions are only reimbursed when they are
performed by specialized nurses.
• Regulations for nursing care delivery at home allow the third-party payer
system. Patients only pay user charges.
• The nomenclature of nursing activities seems obsolete: a lot of complex
technical home nursing activities regularly performed are not currently
included.
• The nomenclature of nursing interventions is complex and lacks integration;
the rules avoiding cumulative reimbursement lack consistency.
• Control procedures are incomplete.
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This section of the report aims at collecting information on how some other countries
organise and finance home nursing. The scope of this chapter is to provide an overview
of the organisation of home care services and in particular the financing of professional
home nursing in a selection of countries representing different European Welfare State
Regimes.
Four Western European countries were included (France, UK, Germany, the
Netherlands) representing different funding structures. Germany, France and the
Netherlands have their roots in Bismarck-oriented social security systems with
similarity in the organisation of home care and nursing (importance of non profit
providers and services). The United Kingdom (UK) is included as representing an
originally Beveridge oriented country with state financed health and social services.
Data collection was based on a literature review, including grey literature such as
reports from international or national institutions, and contacting local experts.

3.2

RESULTS
The summary findings are reported in Table 10. For more detailed information, the
complete case studies can be found in Appendix 4.

3.2.1

The financing of home nursing

3.2.1.1

Funding of home nursing organisations
In England Primary Care Trusts provide primary and community services is particular
geographic areas. Each PCT receives an annual budget by the Department of Health
determined by the number of patients and the nursing needs of these patients. PCTs are
accountable for remaining within their allotted budget and in achieving the clinical
targets set out by the NHS. As long as PCTs are managing their patients and money
appropriately, they have the freedom to use their budget.
In the Netherlands the health insurance model is since 2006 organised with private
health insurers constrained by government conditions guaranteeing social protection.
The insurers are obliged to accept all applicants. A system of risk equalisation is
foreseen to prevent direct or indirect risk selection. The financial means for covering
the health insurance costs are (a) nominal premiums, (b) income related contributions
through taxes on income (both employer and employee and some agencies providing
allowances) and, (c) government contributions. The income-related contributions and
the additional money of the state are paid to a “fund” (zorgverzekeringsfonds). This fund
compensates health insurers for their obligations to accept all persons.
In France and Germany home nursing is largely financed through a social health
insurance scheme based on contributions from employers, employees and government
contributions form taxes. Home nursing organisations are mainly funded on a fee-forservice basis. A medical referral is required for nursing acts.
In France, the financing of the nursing home care services (SSIADs) is based on a daily
fixed price per person taking into account average nursing time required. It is entirely
covered by the National Health Insurance Fund (CNAM). This budget is supposed to
cover all expenses of the service, the remuneration of all personnel, the operation costs
(local, transport, administration of the service). Technical nursing activities are
reimbursed based on a list of activities (nomenclature) setting the tariffs, Other
activities such as communication, coordination or psychosocial interventions are not
included. The self-employed nurses (IDEL) are financed by way of conventions between
the sickness funds, the state and the nursing professional organisations. Sickness funds
pay fees for services within constrained budgets. Some remuneration is also paid for
travel costs (both fixed prices and relative prices linked to kilometres).
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Hospital at home (HAH) provide hospital-level care for patients with serious, acute or
chronic illnesses in their own living environment. It aims to shorten, delay or avoid
inpatient stays in acute, follow-up or rehabilitation wards whenever an admission into
HAH is considered feasible. Since January 2004, hospital home care services are paid by
“daily tariffs” calculated for 31 homogeneous service groups. The implementation is
progressive for the public sector and only 25% of home care services are paid by these
“case-mix adjusted daily tariffs” in 2005. All of the home care services provided by
private hospitals which were not covered by global budgets are currently funded by
these tariffs.
In Germany home nursing is financed through two main insurance schemes: statutory
health insurance and long term insurance. Health care services in the outpatient sector
are mainly reimbursed according to a fee-for-service system with a fixed budget and
floating (point) values. Sickness funds are obliged to collectively contract with all
providers of ambulatory care. Complementary money is paid by households and social
services. Within the health insurance framework there is a strict hierarchy of service
entitlement, ranging from medical treatment, specialized nursing, basic nursing, and
home help as a supplement to nursing. Specialized nursing (‘Behandlungspflege’) is
financed when it is prescribed by the medical profession. The same care, provided by
different categories of personnel, implies a different tariff. People who are (partly)
incapable of ADL-activities are eligible for care and reimbursement under long term
care insurance (LTCI). The long term care insurance provides a fixed amount of cash or
benefits in kind. In the LTC, tariffs are defined for bundles of treatment, per activity or
per hour or in points (e.g. washing is weighed 410 points, support with eating 250
points, making a meal 150 points). For each point a monetary value is negotiated and
contracted. The budget is attributed according to the score on the dependency scale
(‘Pflegestufe’) of the patient. If this budget is insufficient, the patient has to pay himself
the additional expenditures, or he can fall back on social assistance (‘Sozialhilfe’).

3.2.1.2

Co-payments
In these countries, no co-payment is charged for home nursing. Home nursing services
are free of charge or are reimbursed by the patients' health insurance.

3.2.2

The organisation of home nursing

3.2.2.1

Technical nursing, post acute home nursing and long term care
The UK is strongly oriented on community care. In France, the Netherlands and
Germany, a clear distinction is made between acute and post acute care (rehabilitation)
including often more technical and specialised home nursing and longer term care and
nursing. This distinction is clearly embedded in the financing mechanisms and insurance
regulations. In all countries, there is a debate on how to handle a delineation between
nursing, care and support in the regulations.

3.2.2.2

Home nursing providers
In France the hospital at home (HAD, hospitalisation à domicile) covers more or less
complex/acute medical services which could/should be provided at a hospital but can be
transferred to home with some medical co-ordination. Ambulatory nursing care
provided at home (SSIAD, service et soins infirmiers à domicile) consists of less
complex medical services. The SSIADs mainly take care of dependent (elderly) persons,
in order to avoid or delay an hospitalization or an institutionalisation or to support the
home back after an hospitalization. Many SSIADs combine nursing care with home care
and home help (domestic care and meals on wheels). Home care provided by
professionals are submitted to a medical prescription and are covered by the health
insurance36. Two thirds of available places are managed by private organisations or notfor-profit organisations. More than 30% of available places are managed by public
hospitals, municipalities or (medico-)social institutions. Independent registered nurses
(IDEL: Infirmiers Diplômés d’Etat Libéraux) are the most important providers of home
nursing in numbers. Independent nurses are individually responsible and work according
to the medical prescription.
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They use their own material and their own car. One third of their activities focuses on
technical acts on medical prescription (Nursing Medical Acts or AMI –‘acte médical
infirmier’) and two thirds on nursing care (or AIS ‘acte infirmier de soins’)37.
Independent nurses work often in collaboration with the SSIAD and they are even
partly performing activities in the nursing homes for old people (EHPAD –
Etablissement d'Hébergement pour Personnes Agées Dépendantes).
In the Netherlands, home nursing is mostly provided by non-government not-for-profit
local and regional home care organisations, operating under nationally organised
umbrella organisations (kruisverenigingen). These national organisations provide all forms
of care (home care, maternal care, specialised nursing care, home help, etc.).
Community nurses provide services as self-employed or as an employee of a larger
organisation. After the most recent reforms, more for-profit organisations and selfemployed nurses positioned on the market but the number of self-employed nurses
remains relative low. As part of the innovation policy in health care, the so-called
“buurtzorg” initiatives (small scale community nursing initiatives) were launched in
2007a.
In Germany, different types of organisations provide home nursing and care: socialprofit (e.g. Caritas, Red Cross) or municipal services (kommunale Sozialstationen) and
many private Pflegedienste. Sozialstationen (public/municipal or private/social profit)
provide home care and home nursing but function as community service centers too.
They were initially built to reduce the demand for residential/hospital care. Their
activities are thus not limited to nursing only. These social and home health services are
largely provided by independent, charitable and private-commercial bodies (social
service providers), partly also by municipal service providers. The size of the population
served by a Sozialstation varies between 12 000 and 50 000 inhabitants, depending on its
size and the degree of urbanization.

3.2.2.3

Qualification level
Only in Germany there is clear link between the qualification level of the nurses and the
tariffs for nursing activities.

a

http://www.nivel.nl/pdf/Rapport-Buurtzorg-nieuw-en-toch-vertrouwd.pdf
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Table 10: Comparison of home nursing in four countries
France
The Netherlands
Health insurance type
and coverage

•

Compulsory social insurance
(professional categories and
residence).

•

Beneficiaries : persons with
gainful employment or with
permanent residence in France.

•

•

Home nursing
providers

•

Since 2004, the sickness funds
are responsible for the financial
stewardship of the health care
system, the definition of the
health care package and the
regulation of prices and tariffs,
the negotiation of collective
agreements with the providers.
Low level of copayment.

Different types:
1.

2.

hospital at home to
provide hospital-level
nursing for patients at
home;
nursing home care
services (SSIADs) for

•

•

Since 2006, a standard health
care insurance package was
introduced, besides long term
care (AWBZ) and social support
regime (WMO).
All Dutch residents are obliged
to take out health insurance,
paying a nominal premium,
irrespective of income, age or
health status.

•

Private health insurers (since
2006).

•

Freedom of choice and to change
health insurance.

•

Health insured pay an incomerelated contribution (basic
premium) and a flat rate fee
(supplementary premium).

•

Insurance companies are not
allowed to have co-payments or
deductibles. They cannot deny
coverage to any person or to
charge anything other than their
nationally set and published
standard premiums.

•

Private - not for profit local and
regional home care
organisations, operating under
nationally organised umbrella
organisations (kruisverenigingen).

•

Recently independent or small
scale nursing initiatives
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Germany

UK (England)
•

General taxation based
model.

•

Publicly funded healthcare
system that provides
coverage to everyone
normally resident in the
UK.

•

It is not strictly an insurance
system because (a) there
are no premiums collected,
(b) costs are not charged at
the patient level

•

Decentralised model with
important role of strategic
health authorities.

•

NHS model with private
trusts contracting for
treatment and care.

Social-profit organisations, (municipal
services)

•

Mainly through primary
care trusts

•

Private nursing services

•

•

Important difference between basic
nursing (grundpflege) and technical
nursing (behandlungspflege) regulations

Exceptionally by private
independent providers

•

The federal government decides the
global budget and which procedures
to include in the benefit package.

•

The National Association of Sickness
Funds and the National Association of
Physicians negotiate and co-decide
which benefits are included in the
sickness fund benefit package.

•

Decentralized federal organisation.

•

Social insurance model. Statutory
sickness funds and private insurance
cover the entire population.

•

Private health insurers: Freedom of
insurer choice.

•

Separate long term care insurance
(1995).

•

Until recently, there have been almost
no co-payments or deductibles.
Recently, copayments for prescription
drugs, doctors visits, and hospital
stays, not for home nursing.

•
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Financing of home
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Germany

independent nurses
(IDEL) (sometimes in
collaboration with
SSIADs).

•

Nursing organisations employ
two times more nursing aids than
nurses.

•

The qualification structure for
nurses is differentiated in five
levels.

•

Labour differentiation over different
nursing categories to provide the
different services.

•

Labour differentiation is breaking
through by orienting nurses on
technical nursing activities and
delegating some basic nursing
tasks to nursing aids.

•

There is a trend to orient nurses
on technical and specialized
nursing activities by delegating
basic nursing tasks to nursing aids
and helpers.

•

The health insurance framework
makes a strict hierarchy of service
entitlement (specialized nursing, basic
nursing, and home help as a
supplement to nursing).

•

Lump sum ‘per diem’ and fixed
budget for the SSIAD.

•

Lump sum per patient on a needs
assessment.

•

Mainly a fee-for-service basis using
needs assessment.

•

Fee for service system for the
IDEL.

•

Contracting to introduce
competition.

•

Contracting to improve competition.

•

Regional unions of health
insurance funds can conclude
local contracts with health care
professionals, in addition to the
national agreements.

•

•

•

Homecare organisations are
financed based on a daily fixed
price per patient taking into
account average nursing time
required and patients’ case-mix.

An emerging financing issue is the
nursing and treatment provided
after early discharge of a hospital.
Transfer nurses are financed
either by the hospitals themselves
or through home care
organisation.

The introduction of morbidityoriented risk structure compensation
("morbi-RSA") in the financing system
aims to prevent patient selection by
sickness funds and to improve care for
patients with chronic diseases.

•

Some pilot initiatives fund the
development of integrated service
provision in primary care settings.

Qualification levels are not the
basis for funding.

•

The same care, provided by different
qualification levels nursing or caring
imply a different tariff.

•

UK (England)

Qualification levels are not the
basis for funding

•

•

Nurses training levels are
highly differentiated. Nurses
responsibilities are closely
connected to these
differentiated qualification
levels.

•

Lump sum per patient,
annual fixed budgets,
reference costs.

•

Contracting to introduce
competition.

•

The NHS uses a model of
reference costs linked to
Payment by Results. Extramarket forces costs are
taken into account

•

Qualifications levels are not
the basis for funding
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DEPENDENCY TOOLS FOR CASE-MIX
FINANCING IN HOME NURSING

4.1

INTRODUCTION

33

Since 2005, a discussion started on an alternative financing model in home nursing based
on case mix instead of fee-for-service payment system (cf. Chapter 2 about
disadvantages of the current funding system). A report of the NIHDI2 already
underlined the need for an adapted financing of home nursing. This report criticised the
limited clinical use of the BESADL scale, the impossibility to establish a plan of care and
to propose a good indicator of performed (and required) care. The determination of
nomenclature tariffs was also criticized, not being carried out on objective bases.
In this section we develop a review of tools and data needed related to case-mix
financing. Various case-mix systems for home nursing care delivery will be discussed. A
critical assessment will be made of case-mix measurement tools used for financing
purposes in home nursing.
This section aims at:
• Describe and assess the tools, measuring the nursing dependency of patients
cared at home, which could be an alternative to the current system, and that
are actually discussed in Belgium.
• Describe and assess potential relevant items to be recorded in order to
calculate or adjust tariffs.

4.2

RESULTS

4.2.1

Nursing dependency scales
Five nursing dependency tools are explored and described in detail:
• The scale used in Belgium, i.e. BESADL, which is an adaptation of the Katz’s
index;
• The scale used in Belgium for eligibility to dependence allowance for elderly
people (Aide à la Personne âgée –APA);
• The minimum data set (MDS) of the Resident Assessment Instrument (RAI),
home care version (RAI-HC);
• The gerontologic autonomy ISO resource groups system (Autonomie
gerontologique groupes iso-ressources, i.e. AGGIR) used in France;
• The Functional Autonomy Measurement System (Système de Mesure de
l’Autonomie Fonctionnelle, i.e. SMAF) used in Québec.

4.2.1.1

The Belgian Katz adapted scale (BESADL)
Description
The Belgian Katz adapted scale used in home nursing to assess the dependency level of
the person is formed by six items:
1. Washing
2. Dressing
3. Transferring and moving
4. Going to the toilet
5. Continence
6. Eating
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Each item is scored on a four level ordinal scale (1 = independent 2 = moderately
dependent 3 = severely dependent 4 = totally dependent). A patient is considered as
dependent if he/she gets a score of 3 for the item. The combination of these scores
leads to an assessment of the dependency level of the patient (see supra):
• baseline level (no dependency or low dependency level);
• level A (dependency for bathing, dressing and transfer or toileting);
• level B (dependency for bathing, dressing, transfer, toileting and continence
or eating);
• level C (the highest score for at least five functions, except continence or
eating, which may have a score 3). For that category, the nurse is obliged to
make at least two visits a day.
Interpretation guidelines are published on the NIHDI website and are used to control
the nurse’s assessment of the dependent person by the medical advisors of the social
insurance agencies..
Each dependence level gives an all-in price for a day care. In 2009 these prices are:
Dependence
Day price during Day price during
category
the week
the week-end
A
€ 15.15
€22.61
B
€ 29.19
€43.34
C
€39.93
€59.47

Validity
A content validity analysis38 shows that this scale only assesses dependency for Activities
in Daily Living (ADL) and does not assess the dependency for instrumental activities
(management, cooking, house holding, shopping, transport using, etc.) in daily living
(IADL). It focuses on incapacities and does not meet the ICF approach proposed by the
World Health Organisation International Classification of Functioning (ICF). Construct
validity is good: concurrent validity with the AGGIR scale is high (r²=0.89) and the scale
is correlated with the time spent for care for ADL (r² = 0.65). Cronbach alpha
coefficient is higher than 0.9. Test-retest and external reliability are good (coefficient
kappa >0.7).The mean time for care is significantly different in each group -A, B and C(ANOVA and Games-Howel post-hoc test.)
Falez (2006)38 found that the median required time for daily care for ADL is 229
minutes for category C, 200 for category B and 145 for category A. The scale is subject
to a ceiling effect and underestimates high dependency levels when compared with the
AGGIR scale: the highest dependency category measured with this last scale needs a
median time for care of 240 min. It also seems to be subject to a “lower limit” effect,
neglecting lowest dependency levels when compared with the AGGIR scale.

Applicability for financing purposes
Falez (2006)38 concludes that the scale is quite valid, since its construct validity is linked
with old concepts (incapacities in place of performance) and could theoretically be used
for a funding adapted to case mix of home nursing, because of the good correlation with
the workload. The Interface study (2005)39 reported face validity of the scale used in
nursing homes. For the caregivers, this scale gets an incomplete vision of the patient and
does not give sufficient information for care planning. The advantage of this instrument
is that it is currently used by nurses. All caregivers are familiar with this scale, which
would not imply modifications (which imply learning) for them.
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The Aide à la Personne âgée –APA scale
Description
This scale is used in Belgium for the granting of an allowance for elderly and disabled
people.
The APA scale comprised six items: moving, nutrition, hygiene, house holding,
communication, need of supervision. Each item is scored 0 (no problem), 1 (light
problems), 2 (important problems) and 3 (impossibility). The sum of the scores gives
eligibility for different levels of allowance. If this score is lower than 7, there is no
benefit allowance. Score from 7 up to 8 gets category allowance I, from 9 up to 11,
category allowance II, from 12 up to 14, allowance category III, from 15 up to 16
category allowance IV and more then 16, category allowance V.

Validity
The content validity40 shows that the scale assesses incapacities and does not meet the
ICF approach. Some items measure incapacities for ADL, other ones for IADL.
Moreover some items are mix assessment of ADL and IADL. The items are quite wide
and heterogeneous, assessing different dimensions in one item. For example, the item
concerning eating measures the ability of a patient to make his shopping and his cooking
(which are IADL) and in the same time the capacity to swallow the food (which is an
ADL). This scale does not assess incontinence disorders. The scale is well correlated
with the Belgian scale (Spearman’s correlation coefficient > 0.7) and the AGGIR scale
(Spearman’s correlation coefficient > 0.7). Cronbach alpha coefficient is higher than 0.8.
External validity is low (kappa coefficient <0.6).
Falez (2006)38 reports that median required daily care time for dependence for ADL is
232 minutes for category V, 159 for category IV, 158 for category III, 107 for category II
and 21 for category I.

Applicability for financing purposes
The tool lacks of precision to assess the dependency of the patient and consequently
for financing purposes.

4.2.1.3

The Resident Assessment Instrument Home Care Version (RAI-HC)
Description
The RAI-HC includes two parts. The first part is the Minimum Data Set (MDS-HC) that
collects standardised information of domains, critical for individuals. These domains are:
(1) Cognition
(2) Communication
(3) Vision
(4) Mood and behaviour
(5) Social functioning
(6) Physical functioning in activities of daily living
(7) Continence
(8) Medications
(9) Socio-demographics
(10) Nutrition and hydration
(11) Oral/dental status
(12) Skin conditions
(13) Informal social support
(14) Environmental/home safety
(15) Preventive health measures
(16) Diseases diagnoses
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(17) Health conditions
(18) Service utilisation.
The second part consists of 30 problem-focused Clinical Assessment Protocols (CAPs)
covering conditions that are common risks for home care clients. The CAP’s areas are:
(1) Functional performance
(2) Sensory performance
(3) Mental health
(4) Bladder management
(5) Health problems/syndromes
(6) Service oversight.
A guideline book (265 pages for the French version 2003) should support the assessor
to adequately complete the form.
RAI-HC is a member of the family of RAI. The data are collected with a so-called
“Minimum Data Set” (MDS.) Once the assessment is done, it is possible to detect
problems labelled “Client Assessment Protocols (CAP)” and to refer to guidelines for
care planning.
The data collected can be used to develop “Quality Indicators” for potential problems.
For example, rate of pressure ulcers or rate of restraint and so on.
Based on data, patients are grouped in different categories according to care load and
type of care delivered by caregivers. These categories are labelled “Resources
Utilization Groups (RUG)”. The RUGs are based on an hierarchical method. For each
RUG it is then possible to evaluate the costs of a day careb.
Resource utilisation groups (RUG) are derived from the first part of the MDS-HC38, 41.
They are called RUG-III/HC by analogy with the RUG-III (third version of RUG) used in
the United States for the Prospective Payment System (PPS) in nursing homes. The
RUG-III/HC uses seven hierarchical levels: rehabilitation, extensive services, special care,
clinically complex, impaired cognition, behaviour problems and reduced physical
functions. It differs from RUG-III used in skilled nursing facilities (SNF) by collapsing
several groups and using instrumental activities of daily living (IADL) in addition to
activities of daily livings to form 23 resources utilisation groups in place of 53 in SNF.
Informal care, i.e. care delivered by non professional caregivers is used in the RUG-III/
HC. Informal care time is assigned a lower cost. Case-mix indices, one for formal care
alone and a second for both formal and informal care are produced.
RUG III has been tested42 and refined for long-term home care clients in Canada in a
study including 804 individuals seeking home care through the Michigan Care
Management Program on the home and Community Based Waiver for the Elderly and
Disabled. In this study, RUG III explained 33.7% of the variance of per diem cost, using
cost weighted formal and informal care as the dependent variable. Resource use within
groups was relatively homogeneous.

Validity
In the United States, the RAI-HC is used by the department of Veteran Affairs for home
care clients. Hawes et al. (2007)43 reported that RAI-HC showed good consistency in
five countries (United States, Canada, Japan, Australia, and the Czech Republic).
Content validity was tested, and convergent validity with the Barthel ADL index, the
Lawton Instrumental Activities of Daily Living Scale and the Mini Mental State
examination was good. Reliability across nursing home and home- and community based
settings has been established.

b

This method is used in the USA to fund the care of the Skilled Nursing Facilities, residential care
rehabilitation facilities for older people after an acute care episode in the hospital.
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Poss et al. (2008)41, tested the validity of RUG-III/HC in Canada. They found that most
care episodes concerned the groups of reduced physical functions (56.1%) and that less
than 1% concerned extensive services and behaviour problems. Tests for homogeneity
showed low coefficient of variation (CV) except for two groups for formal costs.
Combined formal and informal costs showed lower CV values. Explained variance for
formal and informal costs had a value of 37.3%, but was 20.5% for formal costs only.
However, nursing costs (3.0%) and other professional service components (physical
therapy 0.7% and occupational therapy 2.3%) did not fit well by RUG-III/HC. The
authors discuss that case-mix indices (CMI) set for adjusting payments to an agency
responsible for formal care alone should be those based on formal care alone. The
poorer fit to formal costs should not influence the choice of the CMI’s. They concluded
that informal care is an important piece of the cost structure in home care. Dubuc et al.
(2006)44 report that RUG-III focuses on the therapy and that the patient actually
receives rather than he/she needs. Bernabei et al. (2008)45 report examples of using
RAI-III/HC in the Aged in Home Care (AdhOC) data set constructed in 11 European
countries. Studies on prognostic factors showed that oral problems, particularly
chewing problems were associated with a significant difference in one-year mortality.
Some results suggested that the use of the MDS could reduce costs, avoiding nursing
home admissions. Actually, outcomes intervention studies showed that the risk of
nursing home admission was significantly lower for patients having case management.
Quality indicators should provide meaningful information about the quality of care
provided by the home care agencies.
An international comparison using RAI-HC across 11 European countries showed that
what is called “home care” has different meanings in different countries. However, the
authors recognise concerns with regard to the quality of data and the training of
personnel. The instrument is perceived as too long which could impact on data entry45.
Dalby, Hirdes and Fries (2005)46 underline the necessity to use risk adjustment methods
for home care quality indicators in order to make fair comparisons across providers. A
type of risk adjustment intended to control bias at the provider’s level is the agency’s
ability to identify differences in client’s clinical characteristics and select patients for
admission.
In Canada, an instrument derived from RAI-HC, the Method for Assigning Priority
Levels (MAPLe) identifies predictors for nursing home placement, caregiver’s distress
and for being rated as requiring alternative placement to improve outlook. For every
increment in MAPLe, there is a substantial increase in risk of nursing home admission.
The pattern for caregiver distress is more pronounced. Higher MAPLe priority levels
are associated with higher weekly costs of formal care and hours of informal care. It is
not recommended to use this instrument as an automated decision-making system but
should help case managers to engage in a full discussion with the client and his family to
develop person-based recommendations47.

Applicability for financing purposes
We did not find any literature about funding experiences based on the RUG derived
from RAI-HC. The RAI-HC was primarily designed to assess the needs of patients with
severe functional problems often requiring intensive care services at home (several
times per day), usually by different professionals. This objective explains the complexity
of the instrument. Consequently, the scoring of MDS is very detailed and it takes on
average one-hour to record all information.
According to the Qualidem study48, MDS-RAI is the most suitable instrument in the
home care sector, being the only tool that offers much more added-value for the
preparation and development of an individualized plan of care. This study did not
evaluate the quality of RAI for financing purposes.
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The Gerontological autonomy ISO resource groups (Autonomie gérontologique
groupes iso-ressources- AGGIR
Description
This assessment tool is made of two parts. The first part assesses the dependency for
daily living activities and cognitive troubles. It consists of ten items, called discriminant
variables:
(1) orientation,
(2) behaviour,
(3) bathing,
(4) dressing,
(5) eating,
(6) elimination,
(7) transfers,
(8) moving in home,
(9) moving out of home
(10)communication.
The first eight items are used to classify the person in six iso-resources groups, i.e.
groups of persons needing similar levels of care for activities of daily living. Some isoresource groups classify persons with different dependency profiles but with close
needs for help: for example, iso-resource group 2 classifies persons with important
orientation troubles and able to moving (wandering persons) and bedridden persons
without cognitive disorders. The classification has been constructed by statistical
methods using ascending hierarchical classification of Ward and multiple
correspondence analyses.
The iso-resource group 1 (GIR 1) classifies persons who are totally dependent. The isoresource group 6 classifies persons without any dependency for the ADL but needing
some help for the instrumental activities of daily living (IADL). The last two items are
used at home for persons with low level of needs but having partial or total problems to
move outside home and/or for calling for help (groups 6B and 6C; groups 5B and 5C.)
The system assesses what the person makes actually and does not assess the capacities
to do. In that way, the assessment method meets the approach used by the World
Health Organisation (WHO) International Classification of Functioning (ICF.)
Each item is scored following an ordinal method. If the person performs the activity in a
coherent way, usually, entirely and alone the score is A. If the person does not perform
the activity at all, the score is C. If the person performs the activity partially (i.e. not
totally and/or not usually and/or not alone) the score is B. Guidelines help the assessor
to choose the adequate score. Software calculates the iso-resource group.
For each resource group, it is possible to get a relative level of care needs. If the GIR 1
gets the value of 1 000, GIR 2 gets a value of 840, GIR 3 a value of 660, GIR 4 a value of
420, GIR 5 a value of 250, GIR 6 a value of 70. It is so possible to calculate a case-mix
index for a population, called weighted mean GIR. That index allows comparisons
between different care services and could be a method for payment based on case mix.
The second part of the instrument consists in 7 items, assessing the dependency for
instrumental activities of daily living (IADL) and called “illustrative variables” because
they are not taken into account for the determination of the groups: management,
cooking, house holding, shopping, transport using, medications and leisure. These items
are used for patients at home but could also be used in nursing homes. They are scored
in the same way than the discriminant variables.
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Validity
Benaim (2005)49 reports that the AGGIR scale was built in institutional setting and that
its use was later extended to assess dependency at home without specific validation.
Such extension is doubtful because some relevant issues are not solved, as the need of
supervision at home and because some productive disorders like restlessness and
running away from home are not taken into account. Moreover, this scale is not a tool
allowing a follow-up of the dependent person and the geriatrics generally do not
recommend integrating it in the medical file.
Using a principal components analysis, Roudier and Al-Aloucy (2004)50 found five factors
explaining 90% of the variance. They concluded that the scale mainly takes the physical
dependency into account. Dependency related to dementia would require an adaptation
of the scale, integrating cognitive and behavioural troubles. Fanello et al. (2000)51
observed a relationship between the AGGIR scale and the Mini Nutritional Assessment
(MNA), iso-resource groups 4, 3, 2 and 1 presenting a higher risk of malnutrition.
Lafont et al. (1999)52 found a relationship between global cognitive performance and the
dependency evaluated by the AGGIR scale but concluded that the model seems to lack
sensitivity for taking in account functional impairment associated with dementia. IADL
should be considered in the classification.
Falez40 assessed the content validity, and concluded that this scale assesses dependency
for activities in Daily Living (ADL) and for instrumental activities in daily living (IADL).
He concludes that the scale meets the International Classification of Functioning (ICF)
approach. Construct validity is good. Concurrent validity with the Belgian scale is high
(r²=0.89) and the scale is correlated with the time spent for care for ADL (r² = 0.63.)
Cronbach’s alpha coefficient is higher than 0.9. Test-retest and external reliability are
good (coefficient kappa >0.7). The mean time for care is significantly different in each
iso-resource group (ANOVA and Games-Howel post-hoc test).
Falez(2006)38 found a high correlation between the weighted mean GIR and the
required time for ADL care (r²=0.86). He found that median required daily care time
for dependence for ADL is 236 minutes for iso-resource group 1, 194 minutes for isoresource group 2, 158 minutes for iso-resource group 3, 99 minutes for iso-resource
group 4, 38 minutes for iso-resource group 5 and 21 minutes for iso-resource group 6.
The author concludes that the scale is valid and could allow a funding of home nursing
care by case-mix based on the AGGIR scale.
The Interface study reports face validity of the scale as used in nursing homes. For the
caregivers, this scale is evaluated as offering better insight in de condition of the patient
than the Belgian scale, but does not offer sufficient information for care planning.
Gervais et al. (2009)53 compared AGGIR and SMAF. They found a good correlation
between the two scales (r2=0.86) but also discrepancies in the way the two scales
classify the patients.
Coutton (2009)54 compared the dependency categories of the AGGIR scale and the
resources utilisation by dependent aged persons, but is not able to conclude neither
whether the scale is valid nor whether the resources utilisation is adequate.

Applicability for financing purposes
Colvez et al. (2009)55 presided a scientific committee entrusted by a French law, to
adapt the dependency evaluation tools. This committee reported that the AGGIR scale
alone does not constitute a complete assessment of the problems of the person. The
hierarchy between discriminant and illustrative variables pushes the IADL variables, the
relational life and the capacity to manage the daily life into the background. Moreover,
the scale does not recognize the consequences of psychological disorders and the
discriminant variables “moving out and alerting” are underestimated because they are
not taken in account to calculate the iso-resource groups. Another problem reported
by the committee is the small number of scientific validations of the tool. The scientific
committee recommends that providers should be funded on a case-mix basis but
recommends AGGIR scale only if it is integrated in a multidimensional tool allowing to
develop a care plan.
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The Functional Autonomy Measurement System
Description
The SMAF (Système de Mesure de l’Autonomie Fonctionnelle) was developed in
Quebec in 1982. Data used to develop this system came from a sample of 1 977 old
people with autonomy troubles, in different contexts (at home and in long term
institutions). Clinical evaluations and cost evaluations were performed. The SMAF
creates groups of patients using their characteristics and not using care delivered. The
SMAF evaluates how the person performs 29 functions covering ADL (7 items), mobility
(6 items), communication (3 items), mental functions (5 items) and IADL (8 items). Each
function is scored on an ordinal way: 0 (independent), - 0.5 (with difficulty), -1 (with
supervision), -2 (with help), -3 (dependent). The items allow capturing disabilities
related to interaction between individuals and their environments and meet the
approach of ICF.
It takes about 20 to 30 minutes to assess the patient with the instrument. The scale
exists in different versions (English, French and Dutch). A combined Statistical analysis
(using Ward ascending classification and the K-means non-hierarchical partitioning
method) with advice from a panel of experts lead to the identification of 14
homogeneous disability profiles (iso-SMAF) characterised by a gradual progression in
severity of disabilities in IADL and ADL accompanied by predominant limitations either
in mobility or mental functions. These 14 profiles could be classified in 5 categories.
Category 1 classifies persons with IADL problems (iso-SMAF 1, 2 and 3). Category 2
classifies persons with predominant troubles for mobility (iso-SMAF 4, 6 and 9.)
Category 3 classifies persons with predominant mental disorder (iso-SMAF 5, 7, 8 and
10.) Category 4 classifies persons with mental and mobility disorders needing help for
mobility. Category 5 classifies bedridden persons with severe mental disorder.
The care time needed varies from 0.39 hour up to 4.07 hours a day. Some iso-SMAF
profiles need care time that are not statistically different (1-2, 3-4, 7-8, 9-10, 11-12) but
they differ in the type of services needed.

Validity
Dubuc et al. (2006)44 described the method used to create and validate the Iso-SMAF
classification. Stability of the classification was assessed with the “split sample” cross
validation method. Reproducibility was assessed by using another cluster analysis
method. The predictive validity was assessed by the ability of the classification to predict
patients’ required hours of nursing care. Homogeneity was evaluated by the coefficient
of variation. Heterogeneity across profiles was assessed with t-test or Wilcoxon rank
test. Content validity was established by a combination of Delphi method and nominal
group technique.
The results showed a good stability and reproducibility with a good kappa coefficient
obtained with the cross-validation (K= 0.67) and same cluster structures identified
when using different methods. The 14 iso-SMAF classification explained 82% of the
variance in nursing care time and 80% of their costs. Coefficients of variation were all
less than 0.544.
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Applicability for financing purposes
Tousignant et al. (2007)56 showed that a theoretical budget based on the iso-SMAF
profiles may highlight the under- or over funding of a facility when compared to usual
funding systems. In that study, theoretical costs based on functional autonomy profiles
are calculated, including costs associated with care (such as administrative costs) and
operating the facility. The study concerned 1 590 persons staying in long term care
facilities. The authors concluded that results of their study confirmed the feasibility of a
new funding approach to long-term care facilities57.
Tousignant et al. (2009)57 also described functional autonomy profiles of people living at
home. They compared the adequacy of the delivered care with the required care based
on the profiles in public homecare programs. In a first step they calculated the specific
amount of nursing care, personal care and support services related to each ISO-SMAF
profile. In a second step, they compared this theoretical required time with the duration
of care and services effectively delivered. They found that only 8% of the required
services were provided by professionals.
Table 11 summarizes the characteristics of dependency assessment instruments.
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Table 11: Characteristics of dependency assessment instruments for case mix financing summary of literature review
Explored domains
Base of the
Scientific
Correlation
Correlation
Nurses costs
case-mix
validity
with delivered
with required correlation
care time
care time
BESADL (adapted Katz
ADL
3 dependency Good
Good
Good
No information
scale)
categories
APA Belgian scale
ADL and IADL
5 allowance
Not good
No information
Good
No information
categories
AGGIR
Orientation, ADL and IADL 6 isoGood
Good
Good
No information
resources
groups
RAI
Cognition
Based on
No information Not good
23 Resources Good
Communication
delivered care
Utilisation
Vision
time
groups
Mood and behaviour
Social functioning
ADL
Continence
Medications
Socio-demographics
Nutrition and hydration
Oral/dental statute
Skin conditions
Informal social support
Environmental/home safety
Preventive health measures
Diseases diagnoses
Health conditions
Services utilization.
SMAF
ADL
No information
Good
Good
14 iso-SMAF
Good
Mobility
profiles
Communication
Mental functions
IADL

Instrument
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Applicability for
financing
purposes
yes
No
Yes
Yes

Yes
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Key points
• Five nursing dependency tools, identified in the literature, were described: 1)
The Belgium Evaluation Scale of Patients’ dependency in ADL activities
(BESADL), 2) The Belgian Scale for eligibility to dependence allowance for
elderly people (APA), 3) The Resident Assessment Instrument adapted for
home care (RAI-HC), 4) The Gerontologic autonomy ISO resource groups
system (AGGIR), 5) The Functional Autonomy Measurement System (SMAF).
• A perfect encompassing registration tool does not exist. A trade-off has always
to be made between usability, precision, reliability & validity, and workload.
• The use of patient dependency meausrement tools for funding purposes were
rarely reported in the literature.
• All methods used to record the case-mix induce an administrative workload
and a risk of supply-induced demand.
• The most appropriate case-mix tool should group patients into standardised
groups, meaning that they are estimated to consume the same amount of
resources.
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INTRODUCTION
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This section reports the results of four stakeholder dialogues on the current financing
rules and principles in home nursing in Belgium. Stakeholders in home nursing can be
defined as those groups who have an interest and/or are impacted by the theoretical
policy options on financing and organising home nursing in Belgium. The stakeholder
dialogue is conceived as a stakeholder consultation on opinions and arguments on issues
related to the future financing of home nursing in Belgium. The stakeholder meetings
aimed not at consensus recommendations neither at priority setting of issues. The
details of the methods and results can be found in appendix 5.
Three groups of key stakeholders were selected: a first group is involved in the policy
negotiations and implementation of financing home nursing (different governmental
instances, NIHDI, federal and communities, sickness funds, ...). Furthermore, two
separate groups of stakeholders were identified that deliver nursing care at home: a
group of representatives from self-employed nurses and a group of representatives
from employee nursing organisations. Twenty-five stakeholders participated in the
stakeholder meetings.

5.2

THEMATIC ANALYSIS
In this part we report a summary of all comments expressed by the participants. We
classified the different statements of participants in an inductively developed framework
of four general themes and 19 topics (Table 12). The structuring of the four main
themes and the (sub)topics might be used for gradually building up an integrated
argumentation for making adaptations to the financing system. Most of the building
blocks of the financing system which were discussed in the stakeholders meetings were
treated in their context.
First there was the critique on the existing system (theme 1), from global critiques on
the division of the political competencies to more detailed critiques on several parts of
the financing system. Then, focusing on the financing system itself, arguments for
reforms (theme 2) were mentioned, from pleas for a fundamental and global change
towards arguments for incremental changes in specific sub-mechanisms of the financing
system. Focusing on nursing related topics (theme 3), merely content arguments were
formulated. A fourth theme with regard to assessment and registration instruments
emerged from three previous main themes: the critiques on the current financing
system (theme 1), arguments for reforms (theme 2) and nursing related topics (theme
3).
Table 12 : Classification of themes and statements of stakeholders

Theme 1: Remarks and comments on the current financing system
Topic 1: General
Lack of global vision
Pleas to adapt the financing model to the organisation model
Remarks on a segmented policy approach of health care sectors
Topic 2: The Belgian political competencies
Topic 3: Critiques on the complexity of current financing mechanisms
Topic 4: Critique on current fees
Costs and type of nurse
Material cost
Cost and collaboration with hospitals
Cost, Workload and use of time
Real cost and informal caregivers
Urban areas
Topic 5: Critique on the fee-for-service system
Fee-for-service and chronic care
Completeness of nomenclature
Complex rules for avoiding combination of payments
Topic 6: Critique on capitation
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Topic 7: Critique on lump sum financing
Topic 8: Out-of-pocket payments for patients
Other alternatives (PGB)
Theme 2: Arguments for reforms
Topic 9: The extent of required change: radical or fundamental?
Topic 10: Principles of financing
Arguments for a mixed financing model
In favour of more case-mix
Fee-for service and lump sum for which activities?
Pay for quality
Decision making process on implementation of new nursing acts
Topic 11: Develop better control mechanisms
Perceived need for control
The control working practices
The objectives of control
Sanctions and feedback
Theme 3: Nursing related topics
Topic 12: General changes in home nursing
Topic 13: Characteristics of providers of nursing care:
Self-employed nurses (often organised in small associations) versus large organisations (of
employee nurses)
Qualification levels
Topic 14: Labour market: attractiveness of home nursing as a profession
Topic 15: the need for (higher) qualifications
The need for specialist qualifications
Continuous professional education
Topic 16: Labour differentiation
Adequate mix of general and specialist home nurses
The relation between family doctor and nurse: doctor’s prescription / lack of autonomy
for nurses
The relationship between home nurses and other care professions
Coordination with other professions
Accreditation
Theme 4: Assessment and registration instruments
Topic 17: General remarks with regard to administrative tasks
Topic 18: Patient needs and nursing care
Encourage/promote prevention, rehabilitation nursing
Topic 19: Comments on the tools
Katz tool
Alternatives
- Time needed for registration

5.2.1

Theme 1: The current financing system

5.2.1.1

Topic 1: General
A recurrent remark was that the Belgian organisation and financing of health care lacks
a global vision on the organisation of health care delivery and, more particularly a vision
on how the current financing model can be adapted to deal with the new challenges.
The policies for different healthcare sectors are too segmented, approached as separate
boxes: e.g. if the hospital stays become shorter, there are no provisions (there is no
plan) for home nursing to take care of higher numbers and technical complexity of
patients in a post-acute stage of recovery. Moreover, the increasing number of chronic
conditions to care for within home care put pressure on the complexity and severity of
nursing. These aspects of changing severity and complexity are expected to be
embedded in a vision on the organisation of primary care and home nursing within a
more broad health care perspective.
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Participants urged to develop a financing system taking into account clearly defined
objectives underlying the intended organisation of home nursing: the integration of
home nursing with hospital based care delivery and primary care (organisational
objective), the promotion of good practice, the promotion of a global view on the
patient, etc. ...

5.2.1.2

Topic 2: The Belgian political competencies
All participants were aware that the division of political competencies makes the
organisation of home care and home nursing quite particular in Belgium: participants felt
there is an issue with regard to a clear demarcation of home nursing (federal
competency) and family help/social care and services (competency of the communities).
Some participants argued to develop a regulating mechanism for making a clear
distinction between health care delivery and social care delivery (financing should follow
the organisational model). In the current situation, patients can opt for the federal
health care approach or for the community care for similar care. In the grey zone
between health care and social services, currently financing is an argument for the
patient to choose for health care for their basic care.

5.2.1.3

Topic 3: Critiques on the complexity of current financing mechanisms
All participants seemed to agree on the problematic complexity of the current financing
mechanisms. Stakeholders disapproved of the fact that currently too many different
mechanisms and financing sources contribute to the financing of home nursing. They
mentioned: the nomenclature, specific costs of services for home nursing, social tax
reductions, subsidies for software, specific arrangements with hospitals. The complexity
was described a consequence of different policy measures to substitute for the
shortcomings within the basic financing mechanism (the nomenclature). Many
participants urged for a simple (straightforward) financing mechanism which would offer
sufficient financing without additional ”patchwork” systems.

5.2.1.4

Topic 4: Critique on current fees
The current fees were generally criticized because they do not cover the real costs of
home nursing. There was a consensus between home nurses that fees should account
for real costs and include different cost aspects: personnel costs, material costs, travel
costs, … Representatives of health authorities agreed less with this statement. It was
also mentioned that in a society with an increasing number of persons with chronic
diseases, the fee-for-service financing mechanism is not adequate if it is used to finance
new tasks such as support and counselling, assessment, education of patients,
coordination, communication… These types of tasks should be integrated in a more
global financing mechanism (or lump sum) of holistic nursing care of patients with a
chronic disease and not a separate fees for separate activities.
Most participants agreed that no different fees for self-employed nurses and employeenurses should be introduced. However, financing should take into account different cost
structures of self-employed and employee-nurses.
A particular issue concerned the current practice of nursing assistance in haemodialysis
and peritoneal dialysis at home for which specific arrangements have to be made with
hospitals. Critiques on these arrangements were twofold: first, financing home nursing
delivery via these specific arrangements with hospitals adds to the complexity of the
global financing system of home nursing; secondly, it was stated that payments for
nurses in home nursing are too low.
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Topic 5: Critique on the fee-for-service system
Fee-for-service and chronic care
The current fee-for-service system is designed to finance distinct/specific nursing
activities. A general critique on this scheme is that it does not support a holistic nursing
care process. This holistic nursing approach is considered as required in today’s chronic
care model. The fee for service model holds a risk that nursing care is being reduced to
carry out distinct activities without taking into account other aspects of the nursing
process: observation, problem detection, definition of objectives, planning, evaluation.
The “nursing consultation”, a nursing assessment intervention which was recently added
to the nomenclature, was considered as an example of an outdated use of fee-forservice financing, because implementation of the nursing consultation was accompanied
by a complex set of rules for defining and limiting the patient group in which it might be
used, while in fact such an assessment should be integrated in the nursing care process
of all patients receiving long-term nursing care. Moreover, for a comparable assessment
and interdisciplinary discussion other regulations (e.g. the Integrated Services for Home
Care) foresee a fee-for-service payment.

Completeness of nomenclature
Most participants agreed on the fact that many nursing interventions such as blood
sampling, observation and registration of vital signs and parameters, oxygen therapy,
aerosol therapy, etc. are lacking in the nomenclature, which means that there are no
tariffs and payments for these nursing interventions. These activities sometimes require
significant amounts of time.
Remarks were also made on the laws on the content of the nursing profession and the
current list of reimbursed activities. Activities identified in the law on nursing in Belgium
(Article 21 quinquies of the Royal Decree nr. 78, the Law on Nursing): observation of
the health status, formulating nursing problems, giving information and advice, support
of the dying person, grief support) are not identified in the nomenclature of home
nursing. Some participants urge to give these intellectual activities higher priority. It is
recognized though that the introduction of educational interventions for diabetic
patients (2003) and the nursing consultation (2009) was considered as a significant
progress in this matter.

Complex rules for avoiding combination of payments
Stakeholders mentioned the complexity of financing rules that allow and/or limit the
financing of multiple simultaneous nursing activities in one visit or one day. These
complex rules are considered as potential impediment for delivering qualitative nursing
care. Moreover, the non-exclusiveness of some nomenclature codes was mentioned.
Some nomenclature codes may refer to different nursing interventions, e.g. an intramuscular injection is identified by the same code as a sub-cutaneous injection. As a
consequence it is not possible to identify which intervention actually has been carried
out.
Participants from authorities and sickness funds observed the lack of knowledge of
nurses about the nomenclature and the administrative rules to apply them.

5.2.1.6

Topic 6: Critique on capitation
Some stakeholders expressed their aversion for capitation payments without outcome
measurement, as currently used for medical houses. They feared that the capitation
would lead to patient selection and quick referral to hospital or institution for old
persons.
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Topic 7: Critique on lump sum financing
The main critique on the current lump sum financing of nursing care is the lack of
transparency. Especially the fact that only minimal criteria are used for registration of
‘pseudocodes’, is questioned. Because registration of ‘pseudocodes’ is often lacking, it is
insufficiently known which nursing activities are performed for patients falling under the
rules of lump sum payments.

5.2.1.8

Topic 8: Out-of-pocket payments for patients
Some persons reflected on the patient’s out of pocket payments in home nursing. Two
participants from self-employed nurses mentioned that many home nurses, employeenurses as well as self-employed nurses, did not charge for the co-payment part of the
patient. They argued that it should be mandatory to ask patients to pay the personal
contribution in order to hold them responsible, to take into account their personal
contribution for the MAB (‘maximum billing’) and to avoid abuse.
The patient in the role of manager of his budget for nursing care, such as the personal
assistance budget (PAB) for handicapped persons in the Flemish community, was not
considered as a good model, because many patients would experience difficulties to
describe their need and choose appropriate nursing care and support.

Key points
• Stakeholders had a general critique on the lack of a global vision on health care
organisation. They explained it partly as a result of the division of political
competencies on health care in Belgium.
• Stakeholders formulated detailed critiques on the fee-for service as it is
currently applied via the nomenclature of home nursing: the incompleteness for
financing different types of activities; the complexity resulting from application
of different financing mechanisms and complex rules for financing of combined
nursing activities; tariffs that insufficiently cover operational costs of workload
and time, material cost, the absence vs. availability of family caregivers, time
loss in urban traffic.
• Many stakeholders also emphasized the (potential) merits of the current
system.

5.2.2

Theme 2: Arguments for reforms

5.2.2.1

Topic 9: The extent of required change: radical or fundamental?
Reflecting on the reform process to implement new financing mechanisms, two
dominant opinions emerged: the good parts of the current system should be kept and
incremental changes would be made for solving the critiques on the system. The latter
participants agreed that the financing system should be a mixed system, partly fee-forservice and partly lump sum payments.

5.2.2.2

Topic 10: Principles of financing
Practically all stakeholders agreed on their preference for a mixed system of fee-forservice payments for discrete nursing activities and lump sum payments for patient
groups with higher case-mix levels. Some stakeholders expressed their preference to
limit fee-for-service financing for simple and well defined care situations, and not to use
it for complex and long term care.
Many participants pleaded that financing should take outcome and quality of care into
account. It was mentioned that the organisation and collaboration of nurses in nursing
practices/services yield merits for quality of nursing care and that therefore the financing
mechanisms should take into account the type of organisation of home nurses.
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A more flexible financing system of practices of home nurses and differentiation of
functions should be implemented. In the context of this discussion, participants
mentioned that quite a number of nurses combine a job in a hospital with some limited
nursing activity as a self-employed home nurse. It was suggested that low activity levels
and the limited availability of the part-time self-employed nurse could affect continuity
and coordination of nursing activities.
Several methods for differentiating payments according to the outcome/quality of care
were mentioned:
• Quality indicators and outcome parameters should be developed: e.g. patient
satisfaction, HbA1c blood levels in diabetic patients.
• The fees were mentioned as a very effective lever to promote the required
nursing interventions: fee for unnecessary interventions should be low
whereas fees for evidence based interventions should be high.
• The use of an instrument (see further) would support the evaluation of
quality of care.

5.2.2.3

Topic 11: Develop better control mechanisms
All stakeholders agreed on the need for control procedures, especially with regard to
nursing care delivery in the lump sum financing system and share the opinion that
current control procedures were suboptimal.
Home nurses requested more opportunities to develop self-control procedures using
standardized and feasible instruments, without much administrative efforts. There was
disagreement between the representatives from the authorities and the representatives
from the sickness funds about which instance should be authorized to perform control
of nursing care delivery at home.
Home nurses and participants from sickness funds had different opinions on the existing
procedures for sanctions. Anyway, participants from both, self-employed nurses and
large organisations of employee nurses, questioned the fact that for several years, the
authorities gave little or no feedback on the activity level of home nurses.

Key points
• All participants agreed on the principle that the financing system should be a
mixed system consisting of fee-for-service payments for specific activities
combined with lump sum/case-mix financing.
• Arguments for reforms ranged from requesting a radical change into a
complete new financing system to incremental adaptations of the current
system, involving the introduction of pay for quality, working out better control
mechanisms and clarity about sanctions.
• It was proposed to evolve towards more communication and feedback between
the financing agencies and the home nurses on range and content of activities.

5.2.3

Theme 3: Nursing related topics

5.2.3.1

Topic 12: General changes in home nursing
Many participants focused on the shift towards the increasing health care delivery
across settings (hospital – home nursing). This movement results in higher demands for
complex care delivery, higher competencies and skills of general home nurses and more
specialist nurses. Home nurses collaborating in a service for home nursing can easily ask
advice from a specialist nurse of the service.
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Topic 13: Organisational characteristics of providers of nursing care:
As mentioned before, participants accepted that fees should not be differentiated for
self-employed nurses and employee-nurses. Many stakeholders argued that a
compensation, such as the subsidy for specific costs of services for home nursing,
should be given if the collaboration in a service/practice enhances continuity and
coordination of nursing care.

5.2.3.3

Topic 14: Labour market: attractiveness of home nursing as a profession
The attractiveness of the nursing profession in home care was raised as an aspect to
consider when reflecting on financing reforms. Attractiveness of the profession was
associated to the autonomy to organise oneself the work and the work hours and the
opportunities for high professional care delivery that a home nurse experiences. It was
suggested that in recent years self-employed nursing became more attractive (with
exception for Brussels) than for employee-nurses who experience major difficulties to
recruit employee-nurses.

5.2.3.4

Topic 15: The need for (higher) qualifications
Within the framework of financing reforms it was mentioned that financing should take
account for more specialist roles in home nursing. Currently, there are no conditions
for home nurses to carry out the specific technical nursing interventions. Participants
raised questions about the available expertise of home nurses to carry out specific
technical nursing interventions with enough quality. It was also mentioned that training
of home nurses in new nursing care techniques should be financed.

5.2.3.5

Topic 16: Labour differentiation
On the one hand, there will be less GPs in the future, and nurses will have to take over
tasks which are currently carried out by GPs. On the other hand, there are many
nursing interventions which are carried out routinely by home nurses and which might
be rather easily delegated to care assistants. These evolutions will require adaptations in
horizontal and vertical labour differentiation of home nurses. For many participants
there seems to be a contradiction between the Royal Decree nr. 78 which allows
nurses to perform some nursing interventions without a doctor’s prescription and the
financing system of home nursing which requires a doctor’s prescription for most
nursing interventions, except for hygienic nursing care delivery. Mainly self-employed
nurses requested that NIHDI should install provisions for an accreditation system
and/or social statutory comparable to the medical doctors.
Several participants from home nurses agreed that chronic nursing care delivery
including nursing interventions with regard to personal hygiene, should not be
underestimated. These basic nursing tasks are often thought upon as routine nursing
tasks that can be substituted by lower qualified employees, e.g. care assistants or family
aids. However, participants argued that e.g. in frail older people, an adequate
assessment of the patient’s status and situation is required.
In the discussion on the relationship between home nurses and professional carers, two
topics emerged.
First, there was discussion about collaboration/task demarcation between nurses and
other care professions (family aids from social services / services for family support/aid).
A main theme in the discussion was that an adequate differentiation is needed between
health care delivery including hygienic nursing care versus hygienic care by the social
service. According to a participant from health authorities, it is the home nurse’s
professional role and competency to decide between the two systems for delivery of
hygienic care. It is considered inadequate that the patient chooses for nursing care
delivery for economic reasons (no personal contribution). Home nurses are expected
to express leadership and to give feedback and steering/guidance to other disciplines.
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Secondly, while discussing on the collaboration with care assistants in pilot studies of
NIHDI on the employment of care assistants, it was mentioned that in these pilot
projects special legal measures are taken to foresee supervision and opportunities for
feedback between home nurses and care assistants.
A change process towards a chronic care delivery model is considered to require
several adaptations in the organisation and complementary care delivery of home
nursing and other types of health care and social services. Some participants focused on
the fact that a shift from a care “delivery” model towards a care “management” model
in home nursing would emerge: home nurses will have to adopt other roles of
coordination and communication. Therefore, the chronic care model will require
optimal differentiation of tasks and functions between nurses, nursing assistants and
GPs.
All healthcare workers should provide information to a shared electronic patient
record. Use of adequate ICT instruments is a means to reduce the time needed for
consultation and coordination with other health care professionals, especially in primary
care.

Key points
• Stakeholders refer to the fact that the changing content and provision of
nursing should be considered when adapting the financing mechanisms:
Home nursing is confronted with an increased demand for complex care
delivery, for more management and coordination tasks and for more
specialised nursing tasks;
Self employed nurses and employee-nurses organisations have different
costs structures. These two types of providers have their particular
strengths and weaknesses for guaranteeing continuity of care;
Financing mechanisms should consider labour market issues and
attractiveness of home nursing;
A debate is needed on nursing professional qualifications, continued
professional education and the relationship with other professionals: doctors
and other care professions.

5.2.4

Theme 4: Assessment and registration instruments

5.2.4.1

Topic 17: General remarks with regard to administrative tasks
Many participants argued that registration of data on both the patient’s needs and the
nursing care provided is an essential part of actual nurse’s roles in home care. This is an
essential condition to coordinate care, for communication, delegation, needs
assessment, etc. But this obligation should go hand in hand with the development of a
well elaborated data registration model.
With regard to the current situation it was criticized that financing does not account
(sufficiently) for the work load of data registration, information collection and keeping a
nursing record up to date. Punctual reflections were made on the current practice of
registering pseudo-codes for lump sum financing: it was accepted as a useful tool but
nurses expressed fear for an administrative overload. Some participants are favourable
of more investments in ICT applications in order to reduce administrative workload.

5.2.4.2

Topic 18: Patient needs and nursing care
Participants expected in general that financing accounts correctly for the patients’ need
for nursing care. They mentioned several instruments which can be used for
determining the need for nursing care.
The patient’s nursing record was considered as a powerful tool to document nursing
care, especially in patients with the lump sum payments. Mainly nurses argued that it is
important that assessment of the need for nursing care should be done by home nurses.
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It would not be a good choice (as it was made in the Netherlands) to allow a third
external party to perform the assessment and check the patient’s eligibility for nursing
care.
According to the stakeholders, the current financing system offers little incentives for
prevention and rehabilitation nursing and restorative nursing care.

5.2.4.3

Topic 19: Comments on the assessment tools
BESADL tool
On the one hand there were negative critiques with regard to the limited validity and
reliability of the current ADL evaluation scale in use. The BESADL tool only takes
physical dependency into account, not social or other sources of need for nursing care.
Persons characterized by the same level of physical dependency may represent very
different workloads for home nurses. The ADL instrument is not adapted to assess the
physical dependency of children. The use of the instrument does not take sufficiently
into account a correction for the presence of assistive devices.
On the other hand the merits of this ADL assessment instrument were highlighted. The
instrument is not perfect but it demonstrated validity in differentiating groups of
patients according to their need for nursing care. It is a simple instrument that is known
by all nurses, it requires little time spending and resources.

Alternatives
As mentioned before, propositions for an alternative for the Belgian adapted KATZ
assessment instrument varied widely. Between all the propositions, some stakeholders
expressed their preference for the RAI assessment instrument for home care (RAI-HC).
Advantages of RAI were emphasized: it is seen as a complete and adequate assessment
and it offers an integrated approach enabling to serve several purposes simultaneously:
quality indicators, financing, support for plan of care, outcome measurement, etc ...
However, the RAI instrument is considered to be too complex, too difficult, to require
too much administrative efforts by home nurses. A new instrument should be simple,
easy to understand and interpret.
Participants also requested a shorter screening instrument for detecting those patients
who need a full RAI-assessment. It was also mentioned, both by home nurses and by
representatives of sickness funds, that if RAI is used only for those patients requiring
complex nursing care and/or multidisciplinary consultation, the time and effort which
will be required for carrying out the assessment should be reimbursed.

Key points
• Registration and assessment tools were considered as an essential part of
nurse’s role in home care.
• Stakeholders did not agree on the objectives of the use of an assessment
instrument: for control of care delivery, case-mix determination and financing,
quality indicators, care planning, …
• Stakeholders reflected on the administrative burden of a comprehensive
assessment: some considered that such a data collection and information
gathering was necessary and feasible, others pleaded for a simple instrument.
Some stakeholders even suggested to develop a new instrument, specific for
home nursing in Belgium.
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SUMMARY
Four main themes were most prevailing: critics on the current system, arguments for
reform, specific nursing related topics, assessment and registration instruments.
Although the main critic on the current system was that a global vision on the
organisation and financing system of home nursing was lacking, many stakeholders also
emphasized the merits of the current system. Probably, many of the detailed critics
might find their origin in this lack of global vision. A good example is the fee for the
nursing consultation/assessment that was introduced in 2009. It makes use of a fee-forservice financing principles but from an integrated vision on home nursing it should be
seen as an integral part of regular nursing care delivery.
The absence of a dominant global vision on the financing of home nursing might also be
the reason why most stakeholders preferred a gradual/incremental change towards new
procedures for financing. Stakeholders demonstrated consensus on their preference for
a mixed system of fee-for-service and lump sum financing. With regard to chronic care
patients, it was expected that the future lump sum payments would be based on a global
case-mix index for a practice or a service of home nurses.
Although there were no propositions/statements on control procedures, optimizing
control procedures was requested by both, representatives of home nurses and
stakeholders from sickness funds.
There were only minor differences between opinions of stakeholders from selfemployed nurses and representatives from organisations of employee-nurses. They
agreed that fees should not be different for self-employed nurses and employee-nurses.
They also agreed on the fact that different cost structures could be taken into account
by the financing system.
Recent developments in the nursing profession might require higher levels of
specialisation among home nurses, more autonomy and less dependency on GP’s
prescription on the one hand, and more delegation of nursing care delivery to care
assistants and professional carers on the other. These developments towards new
nurses’ roles and tasks were mentioned, but few propositions were made on how these
tasks should be financed in the (near) future.
With regard to registration and assessment instruments, different opinions were
mentioned. Although most stakeholders emphasized the importance and urgent
implementation of a new instrument, there was no agreement on the objectives of its
use: control of care delivery, case-mix determination and financing, quality indicators,
care planning, ... The administrative burden of an instrument that would require a lot of
data collection, was another source for disagreement between stakeholders: some
considered that such a data collection and information gathering was necessary and
feasible, others pleaded for a simple instrument than the existing instruments. Some
stakeholders even suggested to develop a new instrument, specific for home nursing in
Belgium.
Analysis and comparison of the written scores, comments and arguments revealed no
major differences with the opinions that stakeholders expressed in the discussions.
The stakeholder discussion revealed on the one hand a demand for fundamental change
of the evaluation/assessment instrument, on the other hand a demand for adaptations
on (sub)parts of the complex financing system which seem not to function adequately
rather than a revolutionary reform of the current Belgian model. Aspects/parts of the
financing system which will need adaptations are: control and sanctions, task
differentiation, case-mix financing, integrating ‘new’ nursing interventions, coordination,
continuity of care, pay for quality, ...
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Key points
• The stakeholder discussion revealed a demand for fundamental change of the
need assessment instrument, although stakeholders did not agree on the
purposes of use of these instruments.
• Stakeholders prefer adaptations on (sub)parts of the complex financing system
rather than a revolutionary reform of the current Belgian model.
• Aspects/parts of the financing system which will need adaptations are:
distinction between health care delivery and social care delivery, control and
sanctions, task differentiation, case-mix financing, integrating ‘new’ nursing
interventions, communication and coordination between nurses and with
medical specialists and GPs, insufficient nurses’ knowledge of the nomenclature
and the administrative rules to apply them, and continuity of care, pay for
quality.
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The scope of this study is limited to homecare nursing as it is currently financed at the
Belgian federal level through the NIHDI (RIZIV/INAMI). The main objective of this study
is to assess to what extent the financing of professional homecare nursing services
can/needs to be changed from the current scheme to an alternative financing scheme
taking into account the relative patient case-mix. Different data collection approaches
were used. First, the Belgian financing system for home nursing is described, mainly
based on documents describing the regulations. Second, the financing systems for home
nursing in a selection of Western-European countries were compared on a general
level. Third, a literature review was performed on scales and instruments that could be
used to support case-mix funding in home care and/or nursing. And finally, the opinions
of Belgian stakeholders on the current financing regulations were explored by means of
stakeholder dialogues.
The approach chosen has particular limitations:
This report uses a rather narrow approach on the concept of home nursing determined
by the existing financing framework of home nursing at the federal level in Belgium. In
the Belgian context, as comparable to the German situation, the financing of home
nursing activities is embedded in financing regulations in which nursing activities are
considered as complementing or supporting medical activities. Professional home
nursing is organised and financed by the NIHDI. Welfare services such as family support
services are organised and financed on a community level. Hospital nursing is organised
and financed on a Federal level by the Ministry of Public Health. This division of political
competencies and financing regimes makes the debate complex as nursing and care
topics play at the crossroad of these domains. On many issues the delineation between
home nursing and home care is difficult to make in daily practice, as demonstrate both
the stakeholder dialogue on the Belgian situation and the cross-national comparison.
This study did not elaborate on the overlap, complexity and differences between the
financing mechanisms on different politic levels in Belgium. A study with a broader scope
(in which home nursing is embedded in the broader field of home care, long term care
or chronic care) would possibly enable to develop a more overall picture on the vision
and position attributed to respectively home care and home nursing in the Belgian
health care sector, taking into account nursing care in (post-) acute situations and
nursing within the domain of chronic general and specialised care. It is clear though that
a discussion on the public financing is de facto also closely related to the debate on the
intended organisation of home care and home nursing.
The study uses the perspective of financing of providers. It did not address the question
of patients’ accessibility and equity. It has to be recognized though, that changes to the
reimbursement schemes or changes in the provision of services can have a major impact
on equity and accessibility issues for the target populations. The practical conditions of
this research (time and resources) did not allow to analyse the (potential) impact of
changing financing and organisation regimes for the patient. Due to the hybrid and
fragmented financing structure of home nursing, it is difficult to assess the level of copayment because the provision of home nursing is on the borderline with the provision
of home care and help. The same or similar activities, sometimes by the same providers,
is financed both along the lines of health care and long term care including social care.
The financing of home nursing is relative free when it is situated in the health care but it
is less so in the long term care regimes. In Germany when the lump sum budgets,
allocated according to dependency degree, are exhausted, the financing needs to be
topped up with out-of-pocket payments or reliance on social assistance. In the Dutch
long term care insurance, there is a co-payment for home nursing dependent on the
age, income (of the total household) and living situation. In the UK, public financing of
home care is tested.
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A methodological difficulty of the study is that the review of scientific articles yielded in
just a small number of studies. Most of the information on financing of nursing and the
place of home nursing in the health care system is found in grey literature, unpublished
reports, policy documents and websites. We did not find any studies in which a formal
evaluation of the financing approach leads to a conclusion of the effect or impact of
financing mechanisms with regard to home nursing.
The search on evaluation scales was contractually limited to the BESADL-scale, APAscale, AGGIR, RAI, and SMAF. Only few papers about case-mix funding for home care
are found. Moreover, conflict of interests are frequent because the authors who publish
are often linked with conception or implementation of the tool assessed. The difficulty
to find independent authors and validation research explains why this research area is a
field of controversy and debate. The levels of evidence are frequently low, few studies
using random samples.

Key points
• This report uses a rather narrow approach on the concept of home nursing
determined by the existing financing framework of home nursing at the federal
level in Belgium. On many issues the delineation between home nursing and
home care is difficult to make.
• The study uses the perspective of financing the providers. It did not address the
question of patients’ accessibility and equity. The economic literature clearly
indicates that each financing mechanism has direct and indirect consequences
for the patients.
• The search on evaluation scales was limited.

6.2

THE FINANCING OF HOME NURSING
In this section, we use the framework of PEST-analysis to discuss some developments
and considerations surrounding the debate on the financing of home nursing. The
framework focuses on four dimensions to asses the macro-environment in which policy
discussions evolve: political (P), economical (E), Social (S) and Technological (T) factors

6.2.1

Political factors
During the stakeholder discussions, it was often mentioned that a more elaborated
vision and perspective on the organisation of Belgian health services in general and
home nursing in particular is needed. The lack of a global and integrated vision on the
positioning of different health services within the societal developments has a potential
negative impact on positioning of home nursing in the health care field. Some of the
countries studied (e.g. Germany and the Netherlands) have introduced health insurance
reforms (and thus financing) based on a debate of the role of different health service
functions within a changing health care field. One of the challenging future issues in
Belgian home-nursing will therefore consist of positioning the different functions of care
and nursing in an organisational framework. In a Belgian context this will necessary
require structured negotiations between the different Ministers at different political
levels. It is currently observed that home nursing and family support services are visiting
the same patients and families and sometimes offer overlapping activities, while both are
financed according to different financing mechanisms. A political reform will require a
clear assessment of the evolutions and choices made on the overall priorities in
organising health care for a population. For home care and home nursing this will
require to consider two major societal shifts. On the one hand, the length of stay
reduction in hospitals going hand in hand with transfer of a number of technical and
specialised nursing activities and skills between sectors. On the other hand, there are
major demographic changes and a growing need for chronic care provision at home.
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As a result of a shortening of length-of-stay and more day-care in hospitals, more
attention will have to be paid to seamless or integrated care initiatives guaranteeing the
continuity of adequate (nursing)- care for patients. But as in Belgium hospital care is
organised on a politically different level than home care, the reduced length-of-stay in
hospitals cannot be easily connected to formal policy initiatives on the development of
new organisational modes (including the financing). This trend towards more need for
care in the communities should go hand in hand with a reflection on a transfer of
resources from hospitals towards the home or community care sector. At this stage,
some disease related initiatives have recently been launched illustrating a disease
management approach. There are clear indications though that disease oriented
organisation modes (and the financing regimes) should be complemented with
“function” oriented approaches (mainly because of the problematic issue of comorbidities and the complexities of care needs).
This implies that a political reflection is needed on the intended role of health services
functions within an overall vision health services provision. A clear assessment should
be made of the competencies needed to provide services of high quality. For this
reason, some countries (e.g. the Netherlands, Germany) have chosen to finance postacute specialised nursing within the framework of hospital activities, but allowing to
contract home nursing providers. The financing schemes are also oriented on the
quality of care provided. Other countries (such as France) have not adapted their
financing regime for home nursing but introduced management approaches integrating
task differentiation within nursing activities between carers and nurses. The recently
launched pilot projects of the NIHDI on the employment of care assistants in home
nursing test a similar turn. Special legal measures are taken in which nurses get the
responsibility (and are financed) for the supervision and support for the care assistants.
These initiatives legitimise the nurse as a supervisor of lower qualified personnel.
Although these approaches are mainly a reaction to labour market conditions, they
should be considered in the broader system perspective of changing roles and functions.
The political intention to revalue primary care is expressed in Belgian documents2 and
Protocol Agreements between federal government and the community governments
have already been signed in 2001. The Integrated Services for home care were
established in 2003. Recent Decrees from the Flemish Government realized some of
the intentions formulated in the Protocol Agreement: the Collaboration Initiatives for
primary care.

6.2.2

Economical factors
Economic studies on home nursing in Belgium are scarce. Little is currently known on
the cost structure of home nursing. It is thus very difficult to assess objectively to what
extent the current financing is covering the real costs of home nursing provision. In the
Belgian debate the discussion evolves also on the differences in cost between selfemployed and home nursing organisations. However, none of the neighbouring
countries studied have a financing mechanism based on the real daily cost of individual
providers; they calculate reference tariffs for contract negotiations, use fee for services
for technical acts (sometimes corrected for qualification levels), or pay lump sums
without differentiating for the type of provider.
The information collected indicates that the current financing of home nursing in
Belgium could take into account more cost generating elements for home nursing
organisations. It was suggested during stakeholder meetings to compare the home
nursing with the financing principles introduced for Belgian nursing homes because of
the important role of nurses. These financing principles incorporate many different
incentives with the underlying idea to improve quality of care. However, this research
did not aim at comparing the relevance, feasibility or impact of financing principles from
another sector for the home nursing sector.
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An issue closely connected to the financing of the home care sector are labour market
issues. The attractiveness of the nursing profession is high on the policy agenda. At this
stage, it is unclear on how the labour market of nurses and carers will respond to a
growing home nursing sector. In the recent history, many efforts have been paid to
improve the attractiveness of the profession and to seek alternatives for the
organisation of home care. Moreover, wages have raised, labour conditions have
become better, specific measures for reduction of labour time at the end of the career
are very innovative, home nurses are loyal to their job33. However, there is a delicate
balance between the degree of autonomy of home nurses and the need to feel
supported in their responsibilities. Workload or time pressure appears as a problem in
home care. Workload is mainly associated with non direct patient related aspects of
care. The study also indicates that home nurses are convinced that society has an
incorrect perception of the home nursing profession compared with the image of
hospital nursing. These observations could be important for the attractiveness of the
profession.

6.2.3

Social Factors
The ageing of society, the shift in health care provision and the increasing number of
chronic patients induce a shift of healthcare needs in the home environment. If the turn
is taken towards more home care provision, it will also be required to consider the
growing number of individuals living alone. Moreover, the financing mechanisms should
be assessed against the background of intended objectives. For chronic patients with a
certain degree of dependency the emphasis could be set on self-care support, increasing
the abilities of patients and their families, teaching and motivation activities rather than
getting support for punctual technical nursing acts. The latter could be more
appropriate for post acute care (e.g. as a result of early discharge or specialised nursing
acts that can be provided in a home care setting). Moreover, an adapted financing
scheme should take into account that people in need of long term home nursing care
integrate more the role of self-care and support by informal caregivers. Integration of
formal professional care delivery and informal care and mutual reinforcement by
professionals and family caregivers are required.

6.2.4

Technological Factors
Technological developments in health care allow to a certain extent “to bring the
hospital home”. Developments in tele-monitoring, patient support tools, independent
living technology are considered as key factors in the future development of home care.
Although home care technology has not pervaded the sector yet and most technology
at home is still implemented on an experimental basis, it can be expected that the
technology will change the provision of nursing, the role of informal or self care and
thus the needs of the patients. One of the future challenges in the reflection on home
nursing and home care will definitely be to assess to what extent these new
technologies will affect on how nursing care and support could be organised and how
these developments should be accounted for in the funding of home nursing.
In Belgium, some initiatives were funded on stimulating the use of technology for
organisational support processes in nursing (2006 programme on software and the
VINCA-project in 2008-2009). It is expected that these technologies will have both an
impact on the development or registration and control of care delivery as well as to
enhance the communication and sharing of information between home nurses and other
professions in primary care and hospitals.

KCE Report 122

Financing of Home Nursing

59

Key points
• A political reflection is needed on the intended role of health services functions
within an overall vision of health services provision. One of the challenging
issues in Belgian home-care and nursing will require structured negotiations
between the different Ministers at different political levels.
• Two major societal shifts should be considered. On the one hand, the length of
stay reduction in hospitals going hand in hand with transfer of a number of
technical and specialised nursing activities and skills between sectors. On the
other hand, there are major demographic changes and a growing need for
chronic care provision at home.
• Little is currently known on the cost structure of home nursing. It is thus very
difficult to assess objectively to what extent the current financing is covering
the real costs of home nursing provision.
• An issue closely connected to the financing of the home care sector are labour
market issues.
• The financing mechanisms should be assessed against the background of
intended objectives. For chronic patients the emphasis could be set on self-care
support, increasing the abilities of patients and their families rather than
getting support for punctual technical nursing acts. The latter could be more
appropriate for post acute care (e.g. as a result of early discharge or specialised
nursing acts that can be provided in a home care setting).
• Developments in tele-monitoring, patient support tools, independent living
technology are considered as key factors in the future development of home
care. One of the future challenges will be to assess to what extent these new
technologies will affect on how nursing care and support could be organised and
financed

6.3

BUILDING BLOCKS OF A FINANCING SYSTEM FOR
HOME NURSING

6.3.1

A mixed financing model
The financing system for Belgian home nursing responds to the characteristics of a
hybrid system. A hybrid system consists of a variety of payment systems which are used
simultaneously for financing care in a certain treatment setting13. This is in line with the
systems found in the neighbouring countries studied where also hybrid systems are
installed. Most of our Belgian stakeholders wanted to maintain this hybrid, mixed model,
but also agreed on the fact that the current financing system is not well adapted to the
changing needs of our healthcare system. Many issues should be dealt with such as:
• In most countries studied a difference is made between acute home care
following an acute onset requiring hospital stay and long term care for
patients with chronic conditions and high levels of dependency.
• Many countries make the distinction in the way they finance basic nursing and
specialised, technical nursing. The former is mostly paid by a global budget
based on an assessment of dependency. The latter is mostly paid on a fee-forservice basis.
• Many countries integrate home nursing and home care in one overall
approach.
• In general, basic care is mostly given by caregivers with a lower qualification.
Patient responsibility is taking and specialised care is giving by qualified nurses.
• The correspondence between tariffs and costs.
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Financing nursing interventions
According to the typology of Jegers et al. (2002)13, a fee-for-service payment system (as
the main bulk of the nursing interventions are paid) is a largely variable system as home
nurses increase their returns by producing more services. It has two principal benefits:
access of care is guaranteed as well as provision of the best care available, at least if
tariffs are high enough. Therefore governments should monitor/control that the tariffs
for single nursing interventions account for the marginal costs of that intervention.
Stakeholders mentioned though that tariffs of basic nursing interventions in the Belgian
system, such as hygienic nursing care, wound care and injections, do not account for the
workload and the time required to carry out these interventions. Neither do current
tariffs account for the relative value of nursing interventions within the total
nomenclature.
An important backdrop of a fee-for-service system is the supply-induced effect.
Authorities should limit supply induced nursing care provision in order to cap the
expenses. Assigning a predefined budget is a powerful tool.
But discussion issues of a different nature rise too. In a fee-for-service system, the
nursing activity is reduced to a sum of individual nursing interventions. Moreover, it has
been mentioned that the current nomenclature does not include all nursing
interventions. The development of the nursing profession has demonstrated that
(home) nursing is more than the sum of the separate interventions. It requires to assess
the complete home care environment for each patient on self-care skills, cognitive
abilities, psychological and social environment.
Based on the insights of nursing theories, some stakeholders of employee nursing
organisations argued to limit fee-for-service financing to simple and well-defined nursing
interventions, such as an injection, simple wound care, etc., Lump sum financing
according to dependency levels could then be used for situations aiming at a more
holistic nursing approach.
A particular category is the group of specific technical nursing interventions (nursing
interventions for intravenous or sub-cutaneous infusion, parenteral nutrition, epidural
anaesthesia, intra-thecal anaesthesia, installation of a permanent catheter or
material/needle for medication administration in an implantable medication infusion
device). Stakeholders agree that these more specialised technical nursing interventions
are rather well financed in the current regulations, although that it lacks insight to what
extent the fees cover real costs. Moreover, this part of the fee for service financing
leads to questions about cherry-picking (see infra).
A debate of a different nature is the extent to which hospitals and home nursing
providers can work in a complementary way in the home environment of a patient. The
international comparison (e.g. France, The Netherlands, UK) learns that the financing
system for highly specialized nursing care is partly embedded in the model of hospital
financing rather than in the modalities of home nursing. Hospitals are allowed to
perform or outsource these activities (if they want) to home nurses, but remain
responsible for the quality. This decision is embedded in a thorough discussion on the
notions of post acute and specialised care, on the changing roles of health providers,
and is to a large extent also an issue of acceptance of which actor operates on a
particular sector of the “market”.

6.3.3

Financing per number of patients
The current Belgian financing system is not using a capitation financing mechanism.
Neither is it advocated by Belgian home nursing stakeholders. In a capitation system,
periodical lump sum payments are made (usually annual) per patient under the
supervision of the nurses during a certain period (usually a year). This payment is done
irrespective of the number of performed activities and contacts13 and when capitation
was mentioned in the stakeholders’ discussion there was no advocate for it.
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Financing according to patient needs
The current Belgian financing approach holds partly a per diem lump sum financing. It is
a variable financing system on a prospective basis13,58. The price, independent of the real
costs, is determined ex ante. This financing model gives incentives to providers to
reduce costs per patient-day, while it challenges the policy makers to take
accompanying measures to guarantee accessibility, quality and affordability for patients.
It requires a monitoring of activities in order to prevent that providers would
economise on the volume and type of appropriate services per unit of reimbursement
(the patient-day). In the current Belgian per diem lump sum payment system, minimal
visit rates have been defined. Control procedures were introduced. Administrative
control procedures are based on an analysis of electronic billing data (the average
number of daily visits per home nurse per patient per dependency category).
Complementary to these administrative tests, control visits in samples of patients under
lump sum financing are performed to verify whether the administrative data are valid.
Concerns rise on the different meanings given to the needs of patients: home nurses
focus on care relationship and assess the needs from that perspective, while NIHDI
control agents focus solely on patients’ functional competence. Stakeholders urge to
improve the communication on these two perspectives to improve both the control
procedures and the quality of care.

6.3.4.1

Case mix financing
The need of the patient for nursing care is generally put forward as a key element for
developing adequate financing. Stakeholders seem to agree to organise the future
financing along the lines of a case-mix financing model. The general principle is that a
provider receives a global financing for a period of time, based on the weighted need for
nursing care (including complexity and intensity) of the patients served during that
period of time.
The definition of case-mix is different when it is used in an acute relocated hospital care
context or chronic long-term care context.
In the relocated acute context, case-mix refers to the diagnosis related groups (DRG)
tools used in the hospital setting. This is the case in France (groupes homogènes des
maladies (GHM) and groupes homogènes de séjour (GHS)), The Netherlands (DBC)
and the UK (HRG) where the acute “hospital at home” care is included in the overall
tariff per group. In most of these systems the tariff can be unbundled to allow home
nurses to participate in the care to these patients. In France, the tariff is degressive
according to the time after discharge. They are adjusted for differences in level of
dependency using the Karnofsky-index.
In the long term care setting, case-mix refers to groups that are evaluating the level of
dependency or morbidity in order to avoid risk selection (e.g. Germany: morbid-RSA).
The literature search on dependency measurement tools did not provide useful solution
for funding home nursing. The most appropriate case-mix tool has to minimally induce
cost variability between patients within the same dependency category, meaning that
they will consume the same amount of resources. According to the literature, a perfect
case-mix tool does not exist for financing purposes. The validity and reliability of the
currently used ADL assessment instruments appear to be too weak to play a pivotal
role to differentiate patients to be financed under a fee-for-service or in the daily lump
sum regulation.
• There is very little scientific literature on the Belgian Katz adapted scale. It
only assesses dependency for ADL and is not recognized to be a tool for care
planning. There is no research about the link between the scale and the
funding of home nursing.
• There is little scientific literature on the APA scale. It is not recognized as a
tool for care planning. Its weak content validity does not allow using this scale
for funding home nursing.
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• RAI-HC is currently tested in Belgium by the FPS Public Health with the
collaboration of some nursing home facilities and home care agencies. RAI
seems to be the more complete method to assess the geriatric problems and
is recognized as a complete tool for care planning at home. The derived
RUG-III explains more than 38% of the variance of the costs. However, we
did not find any method allowing a case-mix funding calculation based on
RUG-III/HC for home care. Moreover the methodology used to obtain the
different RUGs could be subject to further discussions especially for supplier
induced effects: nurses could be encouraged to produce more care than
needed in order to classify the patient in a higher category of payment. The
correlation between the RUGs-III and the care costs are quite low. Higher
values should be preferable for funding home care.
• The SMAF was never tested in Belgium. The most interesting development
regarding the ISO-SMAF seems to be the link between the ISO-SMAF profiles
and the theoretical costs for required time of: nursing care, personal care and
support services. The ISO-SMAF profiles take also in account the IADL
dependency and is potentially useful for Integrated Home Care Services
(IHCS).
• There is very little scientific evidence about AGGIR The AGGIR scale
correlates well with the ISO-SMAF It seems theoretically possible to create a
case-mix funding for home care with the AGGIR scale.
A particular question is how to take into account the part of the intervention covered
by the family and informal caregivers. There is a lack of knowledge and expertise in this
area in Belgium.
In the stakeholders’ discussions, there were mixed opinions on the use of the
alternative assessment instruments (SMAF, RAI, ...) to the BESADL especially since
these instruments are expected to serve different purposes at the same time. These
mixed purposes generally lead to a debate on usability, validity and reliability issues with
regard to each of these purposes. The choice for an instrument requires a thorough
debate and assessment of its utility for the intended purposes. One of the main relevant
topics is the administrative burden of data registration and on how this will be handled
and integrated in the daily activities both of individual nurses as well as home nursing
organisations. It could also be discussed to what extent the same level of detail for
registration is needed for patients with different needs. The current pilot experiences
with the RAI instrument give indications that such a differentiation might be required to
implement a feasible registration, not impacting too much on the core activities of
health professionals.
Moreover, other nursing need assessment instruments (such as North-American
Nursing Diagnosis system (NANDA), the Home Health Care Classification (HHCC) or
the OMAHA system59-63) exist that we did not discuss in this report. These tools are
generally intended to assess the needs of patients and organise nursing care64 but not
for financing purposes. It has to be reminded though that the RAI instrument was
initially developed for clinical and care planning purposes, and was only proposed as a
tool for case-mix financing.
Besides patients needs, other patient related variables are considered too: urban area,
availability of informal caregivers and supportive devices, home nursing for patients living
in nursing homes. A similar adoption is seen in France and the UK where a special rate
for metropolitan and rural areas is used. In 2005, a proposal for such a case-mix
financing was presented in the Agreement Committee for home nursing34. Currently a
special fee is already paid for home nursing in rural regions to compensate for longer
distances between patients, but there are no additional payments for the city related
problems such as traffic jams, parking and safety problems in urban areas. Stakeholders
also warned that these problems hold a risk for insufficient future supply of home
nursing in urban areas (e.g. Antwerp, Brussels).
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Financing and nurses characteristics
In determining a financing system, some characteristics of the nurses such as the
qualification, level of expertise and experience could be considered. The discussion
needs to consider two basic elements: the roles and functions and the activity level.

6.3.5.1

The roles, functions, competencies of the general nurse in home care
In Belgium, two levels of nurses (bachelor-level (A1) and diploma-level (A2)) comply the
EC Directive 2005/36/EC. Moreover, nurses can also obtain a degree on a Master level.
These qualification levels have an impact on the wages, which implies that a debate on
financing will require a reflection on the prices paid for nursing activities. The financing
principles will induce some effects. If nurses are considered as equally competent and
price indifferent, there will be an incentive to hire the less costly nurse. If they are paid
differently, a discussion will be needed on the criteria used to justify different payments.
Moreover, under this latter choice, it is needed to discuss the issue of professional
responsibility, quality issues and the resulting organisational problems in allocating tasks
to different nursing and care professionals. Because of the increasing complexity and
intensity of home nursing and the fact that home nursing work independently without
direct supervision from senior nurses or medical doctors, there is a shift within the
European professional nursing organisations65 to recommend a professional bachelor
qualification level. This changing role is in line with the most recent International
Standard Classification of Occupations (ISCO)c as defined by the International Labour
organisation in which the description of the role of the nurse has changed a lot. Until
1988, nursing and midwifery were defined as assisting roles to the medical profession. In
2008, nurses and midwives are defined as professionals being full members of the
interdisciplinary team. The ISCO-classification also defines a second-level nurse, the
nursing associate professionals (ISCO 08.3221) providing care but usually work in
support of nursing professionals and medical doctors.
Recent nursing classifications document that the nursing profession is subject to a
process of differentiation, at least on the level of professional titles. They generally
include propositions to connect the professional title with the activities they can
perform. The ICN66 “Nursing care continuum” identifies 5 competency levels: Nursing
support worker (SW), Enrolled, registered or licensed practical nurse (EN), Registered
or licensed nurse (RN), Nurse Specialist (NS), Advanced Practice Nurse (APN). Besides
the five levels, specific specializations can be distinguished. Examples: a wound care
nurse may perform visits for wound care advice; a specialist nurse in diabetes may visit
patients for educational sessions. There is a policy issue on how to address the
developments on the level of professionals in the financing regimens. It can be expected
in the near future to connect nursing activities with required qualifications in the
financing system too. It will also require economic simulations to estimate what the
impact is of financing modalities that account for differences in qualification level on the
budgets for home nursing. Complementary to that, it should imply an assessment of the
quality of the care provided.
Labour differentiation is an issue discussed in may countries and affects the debate on
financing. There is a general trend to orientate nurses to more technical and specialised
care and delegating basic care activities to lower qualified levels. In most countries the
responsibility stays with a professional nurse and there is no difference, except of
Germany, in the fee according to the qualification of the caretaker delivering the care.
Germany is using different tariffs according to qualification level. The lessons learned
from the NIHDI pilot initiatives on care assistants (run from 2007 to 2011) should be
taken into account. Gosset et al. (2007)4 make some propositions related to the
financing of home nursing to value the role of nurses:
• Adequate payment for more categories of specialised nurses;
• Payments for the time spent in multidisciplinary coordination meetings;
• Financing of intellectual activities;

c

http://www.ilo.org/public/english/bureau/stat/isco/index.htm, last visited on 30 nov 2009
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• Address the shortage of nurses through adequate payment and making the
home nursing profession more attractive.

6.3.5.2

The activity level in home nursing
The current organisation of home nursing allows that (part-time) employed nurses
developed a self employed practice of home nursing. Every nurse in Belgium is entitled
to be registered by the NIHDI and perform home nursing even with a minimum activity
level. A particular problem was mentioned with regard to nurses who combine their
hospital job with a job as part-time self-employed nurse doing some “cherry-picking” of
performing some series of interventions to patients at home. This raises some concerns
both with regard to the continuity of care and the quality for offering a holistic nursing
approach. It could be considered to introduce a minimum level of activity of the home
nurses and connect it to the financing regulations. In Germany as well as in France,
there is a requirement that nurses in home care should have at least two years
(Germany) and three years (France) of experience before they are allowed to practice
as a self-employed nurse.

6.3.6

Adaptation of the current funding system, the readjustment or the
calculation of new tariffs
One of the major critics of the currently used nursing nomenclature in Belgium is that
tariffs do not cover the actual costs and that it lacks the use of more objective
parameters to adjust the fees. Tariffs reflect the dynamics of a consensus-process rather
than objective estimates of covering costs. Moreover, the current nomenclature of
nursing interventions is very complex and not sufficiently specific to identify nursing
interventions. Billing rules are complex (ex: rules to prevent the combination of nursing
interventions) and have inconsistencies (see also chapter 2).

6.3.6.1

Techniques to calculate and define tariffs
The main objective of a revision of the nurses’ nomenclature is to adjust tariffs in order
to avoid patient selection and to have a good correspondence between costs and tariffs.
Also adequate reimbursement for patients from the hospital with a need for
instruments or material that is not available in the home setting should be taken into
account in setting the right tariff 4.
Foreign initiatives to adapt and modernise medical nomenclatures as in France 67-70 and
the United States could be inspiring on a methodological level to adapt the home
nursing nomenclature.
A first technique, used in France and in The United States is the positioning of medical
work of each act compared to other interventions, first within the same specialty
(cardiology, pneumology, paediatrics, etc.) then between specialties. The principle is to
choose an intervention, which will be the reference for the positioning of all other acts.
This is usually a common intervention, not too complex and which varies slightly
according to clinical situations. The assessment of the reference intervention is made by
experts. The evaluation is based on various criteria such as the length, the technical
complexity, the stress and the intellectual effort. Evaluations are conducted during
expert meetings, leading ultimately to consensus. Beyond the medical work, the cost of
the practice (vehicles, fuel, equipments, compress, etc.) has been also assessed. After
this evaluation, the fee is the sum of the medical work and the cost of the practice. The
existence of both values allows the adaptation of one element, independently of the
other (for example the adaptation of the value reflecting the cost of the practice due for
example to higher cost of fuel but no adaptation of the work value).
A second relatively complex technique consists in adjusting tariffs on the basis of actual
costs. Cost studies can be conducted in full costing or in direct costing71. Cost studies
require a cost study in the whole sector or in a sample of home nursing organisations in
order to calculate costs of each nursing intervention. This technique requires a good
information system providing two types of information: (a) resources consumed and (b)
activity produced with these resources.
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• Accounting data means computing total expenditure (consumables, salaries,
equipment depreciation, etc.) per home nursing provider.
• Activity data include all nursing activities performed for each patient.
Furthermore, an allowance for indirect costs should also be made.
Providing accurate data is currently a problematic issue in Belgian home nursing.
The aim is to allocate costs on activity with cost drivers (for example length of time per
act or weight per act) and to obtain a cost per patient based on the consumption of
activity. Each patient can afterwards be aggregated according to his diagnosis, his profile
of dependency, and so on. This technique is mainly developed in hospitals in Belgium69,
72
.
Some other practical considerations could be taken along too. The French
nomenclature67-69 describes a procedure avoiding the registration of partial acts. The
approach used is well described73. All interventions made in the practice are identified
and coded. Each intervention is paid taking into account the nursing workload (or
medical workload) and the costs per act (cost of the practice). Nursing or medical
interventions are classified based on relative values of each act compared to relative
values of others in the nomenclature70.

6.3.7

The organisation
Organisations or services providing home nursing range from independent selfemployed nurses, over smaller groupings of self-employed nurses, over larger home
nursing organisations –some with close connections to sickness-funds. The main issues
with regard to financing principles are connected to differences between large
organisations and self-employed nursing (individuals or small groupings). The cost
structures for these different types or organisations are quite different, and a policy
discussion is needed to what extent these need have to be considered in the financing
principles. The logistic structure and the so-called back-up services of the different types
of organisations is an issue that can be included in the debate on providing home
nursing and financing for it. These discussions are connected to issues of quality of care.
Home nurses need to address issues such as 7/24 continuity of care, phone permanence
for emergencies and availability of nurses for questions of general practitioners and
patients. Questions should also be debated on the competencies for nursing situations
requiring particular knowledge. Moreover, it should be discussed on how financing of
home nursing can give incentives for continuous education, to deal with basic clinical
infrastructure (patient record, electronic agenda and communication) and ICT support.
In the stakeholder discussions, self-employed home nurses criticized that the current
subsidies for specific costs of services for home nursing are limited to services
consisting of at least 7 full-time-equivalents. Stakeholders argued that smaller practices
or associations of self-employed home nurses should also receive financing for
organisational measures which contribute to continuity of care.
It was also argued that different costs structures resulting from social tax differences
between self-employed and employee-nurses should be taken into account by the
financing system.

6.3.8

The results/ performance
The current Belgian financing mechanisms for home nursing do not take account for
results or performance. There was quite a consensus that the financing system and
accompanying control procedures should give more incentives for quality of care. One
of the problems mentioned was the current paradox between the regulation and the
societal objectives to develop more independence and autonomy of the individual
patients. The current financing schemes have the paradoxical effect that nursing
organisations striving for this autonomy are sanctioning themselves financially. Care
providers who are able to prevent the deterioration of patient status, who are putting
effort in teaching and training to get the patient independent, etc. are expected to
obtain financial incentives if they reach these goals. The benefits, pitfalls and feasibility of
systems for pay-for-performance has recently been described in a KCE-report74.
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Many of the principles that are mainly applied to medical doctors can be applied as well
to other professionals as home nurses.

Key messages
• An important backdrop of a fee-for-service system is the supply-induced effect.
Moreover, in a fee-for-service system, the nursing activity is reduced to a sum
of individual nursing interventions, while (home) nursing is considered more
than the sum of the separate interventions.
• Stakeholders agree that more specialised technical nursing interventions are
rather well financed in the current Belgian regulations. It lacks insight though
to what extent these fees cover real costs.
• Moreover, this part of the fee for service financing leads to questions about
cherry-picking of nurses combining their hospital job with a job as part-time
self-employed nurse performing only specialized nursing interventions to
patients at home. This raises concerns both with regard to the continuity of
care and the quality for offering a holistic nursing approach.
• A debate could be considered on the extent to which hospitals and home
nursing providers can work in a complementary way in the home environment
of a patient for highly specialized nursing care. This can impact on the choice
for financing regulations (activities partly funded under hospital regimes).
• The current Belgian financing system is not using a capitation financing
mechanism. Neither is it advocated by Belgian home nursing stakeholders.
• A per diem lump sum financing gives incentives to providers to reduce costs
per patient-day, while it challenges the policy makers to take accompanying
measures to guarantee accessibility, quality and affordability for patients.
• Regarding the current control procedures, concerns rise on the different
meanings given to the needs of patients: home nurses focus on care relationship
and assess the needs from that perspective, while NIHDI control agents focus
on patients functional competence.
• Stakeholders seem to agree to that part of their financing can be based on
(better defined) dependency categories or resource utilization groups. There
are mixed opinions on the use of the potential alternative assessment
instruments based on issues of usability, validity and reliability with regard to
the purposes of each of these instruments.
• Characteristics of the nurses such as the qualification, level of expertise and
experience could be considered. The financing principles will induce some
effects. If nurses are considered as equally competent and price indifferent,
there will be an incentive to hire the less costly nurse. If they are paid
differently, a discussion will be needed on the criteria used to justify different
payments.
• The logistic structure and the so-called back-up services of the different types of
home nursing providers (large organisations, self employed) should be
considered in the debate. However, this does not imply that financing should be
adapted to the specific cost structures of each individual provider.
• There is a current paradox between the financing regulations and the societal
objectives to develop more independence and autonomy of the individual
patients. The current financing schemes have the paradoxical effect that
nursing organisations striving for this autonomy are sanctioning themselves
financially.
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APPENDICES

APPENDIX 1: RESULTS SEARCH STRATEGIES
Figure 1: Search and selection strategy for relevant literature references on
dependency measuremement tools

Potentially relevant citations
identified: 964

Studies retrieved for more
detailed evaluation: 6

Other studies and
reports included: 28

Studies used: 34

Based on title and abstract were
excluded: 958
Reasons:
‐ Language (not French, not
English, not Dutch): 24
‐ Not about funding: 15
‐ Not the tools studied: 3
‐ Qualitative aspects: 12
‐ General aspects: 92
‐ Limited to one disease: 27
‐ Comparisons between hospital
and home care costs: 69
‐ No author, no abstract (not
selected on the basis of the title):
59
‐ Not the scope of the research
question: 657
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APPENDIX 2: THE NOMENCLATURE OF HOME
NURSING ACTIVITIES

I.

Code

Coefficient

Honorarium/fee
Maximum
reimbursement

425014

0.879

€ 3.63

2nd visit

425036

0.879

€ 3.63

3rd visit

425051

0.879

€ 3.63

425110

1.167

€ 4.82

423054

0.532

€ 2.20

423076

0.484

€ 2.00

423091

0.508

€ 2.10

424255

0.484

€ 2.00

424270

0.484

€ 2.00

424292

0.484

€ 2.00

424314

0.484

€ 2.00

- simple wound care

424336

1.459

€ 6.03

- complex wound care

424351

1.599

€ 6.61

- specific wound care
- visit of a specialist nurse in a patient with
specific wound care
4. Bladder care, bladder irrigation and/or
catheterization
5. Vaginal irrigation or airway aspiration

424373

2.900

€ 11.98

424395

2.800

€ 11.57

425176

0.804

€ 3.32

425191

0.730

€ 3.02

6. Gastro-intestinal care, enema

425213

0.730

€ 3.02

Medication preparation and administration in
chronic psychiatric patient

425736

0.180

€ 0.74

Day limit

425390

3.825

€ 15.80

Forfait A

425272

3.825

€ 15.80

Forfait B

425294

7.371

€ 30.45

Forfait C

425316

10.083

€ 41.65

A. Basic care provision
1st visit

B.

Technical nursing interventions
1. Hygienic care
2. Injection
- Intravenous medication injection including
heparin lock flush injection via direct intravenous access
- IM, SC or HD injection
- IM, SC or HD injections in multiple injection
sites
3. Wound care
- follow-up on wound with bio-active wound
dressing
- application of ointment
- application of eye drops or eye ointment
after surgical treatment (limited to 14 days
postoperative care period)
- application of bandages, compression
therapy

II.

III.

Forfaitary honoraria (3)

Specific technical nursing interventions

KCE Report 122
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Intravenous of sub-cutaneous infusion,
parenteral nutrition, epidural anesthesia,
intrathecal anesthesia
Installation of a permanent catheter or
material/needle for medication administration
in an implantable medication infusion device.
IV.

425375

8.934

€ 36.91

423113

8.934

€ 36.91

427055

10.887

€ 44.98

427033

11.750

€ 48.54

427011

14.422

€ 59.58

427173

10.887

€ 44.98

427070

7.062

€ 29.17

Nursing care in palliative patients
Lump sum level A for nursing interventions in
patient with palliative status FPA
Lump sum level B for nursing interventions in
patient with palliative status FPB
Lump sum financing level C for nursing
interventions in patient with palliative status
FPC
Lump sum PP

V.

73

Supplement palliative honorarium PN

Forfaitary honoraria for nursing interventions
in diabetic patients
Creation of a specific nursing file for a patient
423135
7.001
€ 28.92
with diabetes
Individual education towards self-management 423150
21.002
€ 86.76
Attendance of a nurse in an education session
423172
8.401
€ 34.71
towards self-management
Individual education towards insight
423194
7.001
€ 28.92
Follow-up visit after an education towards self423216
2.800
€ 11.57
management
Follow-up of a patient who did not perform
423231
0.070
€ 0.29
self-management of his diabetes.
Extra displacement costs
418913
0.546
€ 2.26
The payments of basic care provision (first, second and third visit), the forfaitary payments and the daylimit payment include a reimbursement of travelling expenses of 0.224 W. 25% of this reimbursement is
part of the patient’s personal contribution.
VI.

Comment : For each care activity, the maximum daily amount of reimbursement is determined
using its specific W-value. On January 1st, 2009, the value of W equals 4.13113 .
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APPENDIX 3: COMPARISON BETWEEN LEGAL
NURSING ACTIVITIES AND THE NOMENCLATURE
B-labeled nursing interventions
1.1 Respiratory care
Airway aspiration and airway drainage
Nursing interventions and follow-up for artificial airway
Use, manipulation and use of device for assisted/artificial
respiration
Cardiopulmonairy resuscitation with non-invasive means
Oxygen administration
Use and follow-up of thorax drainage system
Cardiopulmonary resuscitation with invasive means
Blood letting
1.2 Blood circulation
Peripheral intra-venous catheterization, blood sampling and
intra-venous catheterization with isotonic solution

B1/B2

Nomenclature code and label

B1
B1

425191: airway aspiration
/

B1
B1
B1
B2
B2
B2

/
/
/
/
/
/

B1

425375

Installation of a permanent catheter or material/needle for
medication administration in an implantable medication
infusion device.
B1
Appplication of bandages, compression therapy for
prevention or cure of venous illness
B2

423113

Preparation, administration and supervison on intravenous
infusion and transfusion
Use and supervision on devices for extra-corporal
circulation Gebruik van en toezicht op toestellen voor
extracorporele circulatie en contrapulsatie
To remove arterial and deep venous catheters
Sampling blood and derivatives for transfusion
1.3 Digestive system
Manual removal of faeces
Preparation, administration and supervision on :
- enema
- gastric intubation and suction
Removal and replacement after fistulisation
percutaneous gastric catheter with balloon
1.4 Urinary and genital system
Vaginal irrigation
Aseptic vulva care
Preparation, administration and supervision on:
- bladder catheterization
- bladder instillation
- drainage of the urinary tractus

of

B2

425375

B2
B2
B2

/
/
/

B1

425213

B2
B2

425213
/

B2

425213

B1
B1

425191
425191

B2
B2
B2

425176
425176
/

a

Removal and replacement after fistulisation of a supra-pubis
percutaneous suprapubic catheter with balloon
B2
1.5 Skin and senses
Preparation, administration and supervision on:
- wound care
- care of stoma, wound with drain
- removal of objects from the eyes

424314

B1
B1
B1

425176 (verwijdering: 424351)

424255, 424270, 424336, 424351,
424373
424351
/
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Preparation, administration and supervision on:
- removal of cutaneous sutures, drains and catheters
Irrigation of nose, eyes and ears
Application of warmth- en cold therapy
- therapeutic bath
Removal of epidural catheter
Application of therapeutic light (UV, infra-red)
Ventouses, maggots
1.6 Metabolism
Preparation, administration and supervision on:
- haemodialysis
- haemoperfusion
- plasmaforesis
- peritoneal dialysis
Maintenance of the fluids balance
1.7 Administration of medication
Preparation and administration by the following ways:
- oral (inclusive inhalation)
- rectal
- vaginal
- subcutaneous
- intramuscular
- intravenous
- airways
- hypodermoclysis
- gastro-intestinal catheter
- drain
- eye drops
- ear drops
- percutaneous
Preparation and administration of a
medication
maintenance dose via an catheter inserted by a doctor:
epidural, inthratecal, intraventicular, or in the plexus, for
obtaining long-term analgesia
1.8 Special techniques
Nursing care and supervision in premature babies using an
incubator
Supervision and preparation on sterilisation of materials and
the sterilization process
Manipulation of radioactive products
Removal of plasters
Drainage van intracerebral liquid via a ventrikel drain with
permanent control of the intracranial pressure
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B2
B2

424351
/

B2
B2
B2
B2

/
/
/
/

B2
B2
B2
B2
B2

/
/
/
/
/

B2
B2
B2
B2
B2
B2
B2
B2
B2
B2
B2
B2
B2

/
/
/
423076, 425375
423076
423054, 423113
/
425375
/
/
424292
/
423076

B2

425375

B1

/

B1
B1
B2

/
/
/

B2

/

Application of immobilization of laesions, after manipulation
by a doctor, such as plastering
B2
2 Administration of food and liquids
Enteral liquid and nutrition
B1
Parenteral nutrition
B2
3 Mobility
Application of functional positioning of the patient using
technical devices and supervision.
B1

/
425213
425375

/
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4 Hygien
Specific hygienic care in preparation of medical examination
or treatment
B1
Hygienic care in patients with ADL dysfunction
B1
5 Fysical protection
Transport of patients requiring permanent supervision
Measures for prevention or physical laesions: physical
restraints, isolation, supervision
Measures for prevention of infections
Measures for prevention of pressure ulcers
6 Nursing activities with regard to the medical
diagnosis and treatment
Measurement of parameters of different biological functions
Preparation and assistance in invasive medical intervention
for diagnosis
Using devices for observation of different functions
Sampling and collection of secretions en excretions
Blood sampling
- by venous and capillar punction
- by an arterial catheter which is in place
Carrying out and reading out cutaneous and intradermo
tests
7. Assistance in medical treatments
Management of surgical equipment and equipment for
anaesthesia
Preparation of the patient for anaesthesia and surgical
interventions
Participation, assistance and supervision during anaesthesia
Preparation, assistance and instrumentation during medical
and surgical interventions
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/
425110

B1

/

B1
B1
B1

/
/
/

B1

/

B2
B2
B2

/
/
/

B2
B2

/
/

B2

/

B1

/

B1
B2

/
/

B2

/
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APPENDIX 4: CROSS-NATIONAL COMPARISON
FRANCE
Introduction
The French health care system is based on a social insurance model in which
contributions are based on income. All citizens and legal foreign residents are covered.
In addition, 90% of the population subscribes to supplementary health insurance to
cover other benefits not covered under NHI.
Responsibilities are divided between the state (the parliament, the government and
various ministries), the statutory health insurance funds and, after the reforms of 1996,
regional and departmental authorities (DRASS [Regional health and social affairs
services] and DDASS [Health and social affairs services at the department level]). The
Social Security Funding Act of 2000 gave the state responsibility for the whole hospital
sector, including private for-profit hospitals that previously were regulated by the
insurance funds75. The Ministry of health, among other tasks, divides the budgets over
different health care sectors (and if hospitals are concerned over regions).
The health insurance schemes are under the supervision of the Social Security
Directorate of the Ministry of Social Security. It has the responsibility for the financial
and operational management of health insurance too.
The health system is dominated by solo-based, fee-for-service private practices for
ambulatory care and public hospitals for acute institutional care. Patients are free to
consult each level of care and be reimbursed under NHI76.

Insurance framework
Three main health insurance schemes provide a uniform package of benefits: the general
health insurance scheme (Régime Général), the agricultural scheme (Mutuelle Sociale
Agricole, MSA) and the national insurance fund for self-employed non-agricultural
workers (Régime Social des Indépendants, RSI). In addition, there remain several
insurance systems for some professional groups who already had insurance coverage in
1945, including civil servants, mariners, miners, railway-workers, and employees of the
national bank75.
In 2000 the Universal Health Coverage Act (Couverture Maladie Universelle, CMU) was
introduced, opening up the right to statutory health insurance coverage on the basis of
legal residence in France and for persons below a certain income level75.
Reimbursement is regulated through uniform rates. The financing is supported by
employers, employee contributions, and personal income taxes.
Major reforms were adopted in 2004: the Public Health Policy Act and the Health
Insurance Reform Act, followed in 2005 by new agreements between the national health
insurance funds and medical trade unions on rules governing private practice. The Public
Health Policy and Health Insurance Reform Act insist on the role of the state and
parliament in priority setting in the health sector. They give more power to local and/or
dedicated structures for implementation. The Health Insurance Reform Act also
renewed the governance of national health insurance by reinforcing still further the
position of the government in national insurance fund management. A new branch (the
fifth) of the social security system was created in 2005 to provide support to people
living with disabilities75.
The three main insurance funds (Régime Général, MSA and RSI) are federated in a
National Union of Health Insurance Funds (Union Nationale des Caisses d’Assurance
Maladie, UNCAM). This new federation has become the sole representative of the
insured in negotiations with the state and health care providers. In order to regulate
ambulatory health care expenditure, the director-general of UNCAM now has more
power than the health insurance funds had previously, to negotiate with the doctors’
unions and other professionals in private practice.
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The reforms imply that health insurance funds became responsible for defining the
package of care to be covered (for procedures performed by health care professionals).
They get support from High Authority of Health (Haute Autorité de Santé, HAS), which
is in charge of the scientific evaluation of diagnostic and therapeutic procedures and the
development of clinical guidelines.
Health insurance funds define levels of co-payment abut also became responsible for
meeting the financial objectives for ambulatory care expenditure. They are assumed to
have the capacity and tools to control their health care costs and stay within the limits
of the national target/ceiling set by parliament75.

Home nursing providers
The nursing profession: qualification levels
Admission to schools of nursing is subject to possession of the baccalaureate or final
secondary school diploma. All candidates have to take an entrance exam organised by
the School’s of Nursing (IFSI). Numbers are controlled. The training level is considered
to be higher secondary level.
All practicing nurses in France must have a State diploma approved by the Ministry of
Health. This diploma is obtained after three years of study combining nursing school
coursework and in-hospital placements. Three years of practice in the hospital
environment are required prior to practicing in the private sector.
France recognizes three specialisations in nursing, the paediatric nurse (puéricultrice),
the anaesthetic nurse (infirmier anesthésiste) and the operating theatre nurse (infirmier
de bloc opératoire). A nurse with at least five years professional experience can
undertake training to become a nurse manager or lecturer.
France is currently in the preparatory stage for implementing the three-cycle “Bologna”
higher education system (bachelor's, master's and doctorate). Nursing education is
essentially a vocational three-year diploma. However, pilot projects have been launched
in 2005 to develop the function of advanced practice nurses in response to the growing
incidence of chronic illnesses (especially diabetes and cardiovascular diseases), and
expected shortage of health care professionals. The Law has been adapted to authorize
drug prescriptions by nurses. Evaluation of these experiments is currently realized. Ten
new experiments look at the delegation of the follow-up of chronic patients to nonmedical practitioners77.
France does not have a tariff setting depending on the qualification level of nurses,
although tariffs are different for self-employed or employed nurses.

Providers of home nursing
In France the distinction between curative and rehabilitative home care does not really
exist. The distinction is made between hospital at home (HAD, hospitalisation à
domicile) which covers more or less complex/acute medical services which
could/should be provided at a hospital but can be transferred to home with some
medical co-ordination; and ambulatory nursing care provided at home (SSIAD, service
et soins infirmiers à domicile) which consist of less complex medical services.
Moreover, independent registered nurses
Libéraux) also provide home nursing services.

(IDEL:

Infirmiers

Diplômés

d’Etat

Home care (‘aide ménagère’ and ‘aide sociale‘) are more and more integrated in larger
networks of providers of home nursing and care services.

Nurses home care services (SSIADs)
The SSIADs mainly take care of dependent (elderly) persons, in order to avoid or delay
an hospitalization or an institutionalisation or to support the home back after an
hospitalization. In 2002, more than two thirds of patients were older than 80 years, 60%
needed help to wash and get dressed, 25% were bedridden. Globally, 45% of patients
suffered from psychic dependency. However, legal texts do not restrict beneficiaries of
these services to old people.
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Their scope of activity is enlarged to handicapped persons and chronic patients.
Between 1980 and 2008, the number of places covered by the health insurance
increased from 3 500 to 90 000. However, the objective is to obtain a park of 232 000
places in 2025, by creating 6 000 places per year to 2010, and 7 000 additional places
per year since 2010.
Many SSIADs combine nursing care with home care and home help (domestic care and
meals on wheels). Home care provided by professionals are submitted to a medical
prescription and are covered by the health insurance36. Two thirds of available places
are managed by private organisations or not-for-profit organisations. More than 30% of
available places are managed by public hospitals, municipalities or (medico-)social
institutions.
The minimum level of personnel defined by SSIADs is composed of 4 nurses and 8
nursing aids for 60 persons, i.e. 1 carer for 5 patients.d To guarantee the 24/24 hours
and 7/7 days service, the SSIADs can contract with independent nurses (IDEL). More
than 80% of personnel in the SSIADs are nursing aides (aide-soignantes) and cover 80%
of all patients visits. They provide the basic care and support for the essential ADL,
under the responsibility of the nurse. Salaried nurses essentially provide coordination
and administrative tasks. For example, they organise evaluation visits to determine the
organisation of care and the follow-up. They also organise the work of the other carers
(nursing aids, psychological aids) and the contact with other professionals. Independent
nurses (IDEL), paid fee-for-service, are recruited on a regular basis or time to time.
They are competent for technical medical acts, for which only nurses are authorised to
provide. These nurses covered 13% of all patients visits36.
Since the mid-'80s, the percentage of nurses' activities of personal care has risen rapidly
compared to technical and clinical oriented tasks. This can be partly explained by an
increase in the number of disabled patients but the fee-for-service remuneration
scheme is supposed to have an effect too. Some abuses are even suspected. In an effort
to refocus nurses’ activity on the provision of clinical care a nursing care plan
"Démarche de soins infirmier" has been introduced78 to reinforce the self-employed
nurse's role in the management and coordination of the care for dependent patients.
Once the physician prescribes a DSI, the nurse assesses the patient's health and social
needs, defines care objectives, and decides how they should be achieved using a
combination of nursing care (including monitoring and prevention), personal and social
care. This plan is validated by the physician and subsequently implemented by the nurse.
New services provided within the context of a DSI were explicitly included in the
nomenclature and are remunerated on a fee-for-service basis. The DSI is also expected
to improve the traditionally limited cooperation between the social and health sectors.
However, in daily practice, DSI is rarely implemented because of opposition of nurses
who refuse the transfer of basic activities to other social professionals or to the family
members, and the negative reaction of doctors due to the administrative burden linked
to IDEL prescription approval78.

Independent registered nurses (IDEL)
The group of independent nurses are the most important providers of nursing home
care. Independent nurses have the same training level as hospital nurses (BAC+3) but
need to have a professional experience of 36 months, full-time equivalent before
working as self-employed home nurses37.
Independent nurses perform the nursing activity under their own responsibility,
following the medical prescription and the order of mission. S/he uses his/her own
material and his/her own car. The independent nurse collaborates with nursing aids but
has no teaching/coordinating role.

d

This was adapted to 1 carer for 4.48 persons after the working time reduction to 35 hours.
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One third of their activities focuses on technical acts on medical prescription (Nursing
Medical Acts or AMI –‘acte médical infirmier’) and two thirds on nursing care (or AIS
‘acte infirmier de soins’)37. In cities, the delegation of nursing tasks to nursing aids seems
more difficult and a lot of independent nurses provide all tasks to old patients (medical
and nursing tasks, including basic care). There is an ongoing debate on better focusing
their activities, including a possibility of own prescription, and a substitution of their
caring activities (AIS) by caring personnel as nursing aids (as is the case in the SSIAD).
The French Court of Auditors gives in 2005 the advise of redefining the role and task of
independent nurses and especially in relation with this of physicians and caring
professions. The underlying issue was to reserve the health insurance financing for
technical acts and the dependence allowance for tasks required by the patients’
dependency. Another issued concerned the training level of nurses, too specialized to
provide basic care.
Independent nurses work often in collaboration with the SSIAD and they are even
partly performing activities in the nursing homes for old people (EHPAD –
Etablissement d'Hébergement pour Personnes Agées Dépendantes).

CSI ‘centre des soins infirmiers’
The CSI ‘centre des soins infirmiers’ are mostly local non-profit organisations which
employ nurses, delivering home nursing. They are financed as the IDEL on a fee for
service basis.

Hospital at home
The hospital at home (HAH) structures aim to provide hospital-level care for patients
with serious, acute or chronic illnesses in their own living environment. According to its
official definition, HAH provides total, coordinated medical care to patients in their
home. Intended as a general, polyvalent care plan, its aim is to shorten, delay or avoid
inpatient stays in acute wards or in follow-up or rehabilitation wards whenever an
admission into HAH is considered feasible. In 2006, 164 HAH structures offered near 6
700 places functioning (approximately 3 900 in 2000) and produced almost 85 000 stays
in France. Almost all are shared out between the public service and the private not-forprofit sector, essentially associations. In 2006, over two million days of hospitalization at
home (HAH) were realised in France. Majorities of patients were elderly men and just
delivered women. Around 7% of HAH stays ended with the patient dying at home.
Patients are referred to HAH to receive one or several types of medical treatments
prescribed prior to their admission. Called “component of medical treatment” they are
based on the initial diagnosis established, for example, during inpatient hospitalization in
medicine, surgery or obstetrics (MSO). Medical follow-up is nevertheless carried out
under the supervision of the hospital doctor, in liaison with the coordinating HAH
doctor79.
HAH is medically prescribed for a limited time period which is extendable in some
clinical situations but, sometimes, for an initially unspecified time period. In 90% of
cases, a hospital doctor prescribes HAH following inpatient hospitalization, a hospital
consultation or after a visit to the hospital emergency service. A private practitioner,
notably GPs, can equally prescribe HAH following a consultation or home visit.
HAH positions both as a link in the patient’s care pathway and as one of the elements
within an organised care network: both upstream and downstream, it operates in
coordination with nurses home care services (SSIADs), home care, as well as private
medical practitioners operating out of hospital.
Treatments are more complex and intensive in HAH, and the SSIADs are not
accredited to provide the total care requirements. Despite its expansion, the HAH offer
remains marginal within the health care system. The goal announced by the government
is to obtain 15 000 HAH places available by 2010, i.e. create 11 000 new places79.
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Besides their purely medical needs, the patients’ level of dependency (or autonomy) is
equally assessed on admission and regularly re-assessed during the course of the stay. It
completes the description of the patients’ overall health status. Two indicators are used
and collected: on the one hand, the scale of activities of daily living (ADL) and, on the
other, the Karnofsky index (KI).

Financing structure
Introduction
Out-patient curative care is essentially provided by independent practitioners paid on a
fee-for-service basis. The NGAP (Nomenclature Générale des Actes Professionnels)
applies to procedures performed by non medical health professionals in private practice
(nurses, physiotherapists, speech-therapists, and orthoptists). In this schedule, fees are
linked to the production cost of each procedure, including the professional’s own
earnings.
In the NGAP, the ‘value’ of each procedure is determined by the multiplication of a
coefficient by a key-letter, which is specific to each professional category. For instance,
the key-letters for nurses’ fees are AIS (€2.40) and AMI (€2.90). Nurses’ procedures
are rated between 1 AMI (e.g. for an intra-muscular injection) and 16 AIS (‘home care
for a sick person requiring constant observation and regular nursing care, including
hygiene care, between 20 pm and 8 am’).
Prices are always negotiated at the central / national level, between health insurance
funds and the unions of health professionals. In the NGAP framework, there were two
types of negotiation:
- first, the negotiation for the quotation of each procedure in the fee schedule;
- second, the negotiation for the national value of the key-letter.
Negotiations for the value of the key-letters take place during the preparation of
national agreements which are signed between the representatives of each professional
group and health insurance funds every four to five years. The values of the key-letters
may change more often but there are no fixed and systematic appointment for that.
Agreements signed with nurses (as with all other healthcare professionals) include an
annual target for total expenditure. Tariff increases are granted providing that the target
is met. In addition, nurses must respect an individual annual ceiling; otherwise, they
must pay back part of their revenue to the health insurance funds.

Calculation of home care services costs
A national survey of home care services was launched in 2000 (ENHAD 2000), in order
to describe the patient profiles demanding home care and to define “homogeneous
resource use groups”. The homecare tariffs currently in use are calculated from a cost
model based on this survey.
The direct medical cost of a “stay” in home care is calculated taking into account all
direct medical consumption of patients including medication, nursing care, cost of
coordination activities, excluding wages of medical practitioners. Moreover, the cost of
a number of expensive drugs (like chemotherapy) and medical care (such as dialysis,
radiotherapy, etc.) are not included in the cost calculations.
First, costs are calculated for 19 “care categories” from actual data. Second, the cost of
the cheapest care category is identified as “minimum direct medical cost”. The “total
daily cost” of a patient stay in homecare is estimated by weighting the minimum direct
medical cost with a number of variables characterising the type of care. The variables
included in the cost estimations are: the main care protocol, the secondary care
associated, the physical and mental dependence of the patient (measured by Karnofsky
index), and the length of stay (treated as non linear). In addition, a regional/geographical
index is used for adjustment. This model allowed to calculate the costs of care for
different combinations (of patient dependence, care, LOS, etc).
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From about 1200 theoretical cost values, 31 homogenous Groups of Tariffs are
established where for each tariff group the cost of providing care would not access +/10 € of the average tariff set80.

Financing SSIAD
The financing of the NHCS (SSIADS) is based on a daily fixed price per place taking into
account average nursing time required. It is entirely covered by the National Health
Insurance Fund (CNAM). The budget is based on the number of “installed” places,
which can be different from the number of “authorised” places (the theoretical planned
maximum) number. This budget is supposed to cover all expenses of the service, the
remuneration of the personnel, the operation costs (local, transport, administration of
the service). With this budget, SSIADs can employ salaried nurses and nursing aids, and
appeal to independent nurses, paid fee-for-service. The reimbursement rate of nursing
care is over 90% for a long period (89.5% for medical acts and 94.5% for nursing acts).
In October 2000, the nurses' fee schedule was changed to introduce the new services
provided by the nurses administering care under the PSI (assessment of needs and
drafting of a nursing plan, the visits necessary to its implementation, the clinical
monitoring visits). In France, authorized procedures are organised into a relative
hierarchy and are attributed a coefficient with respect to a unit of measurement, known
as a 'key letter'. In this first version, the new procedures were attributed a specific
coefficient based on the existing nurses' 'key letters'78.
In June 2002, the fee schedule was changed again, and a new 'key letter' was created for
the visit during which the nursing care plan is established. This symbolic change is
presented by Convergence Infirmière as a first step towards the official recognition of
the concept of "nurse's visit" (the existing key letters specifically referred to the
technical or personal care provided, but not the more "intellectual" component of the
activity). The forms that nurses must fill in were published in October 2002. In the
codicil of the National Agreement published in 2003, the DSI is included in the new
convention framework and a new incentive (Professional Practice Contract) has been
added. In this lump sum financing model a huge part of care activities is done by care
personnel instead of nurses.
In a recent study the financing system of the SSIAD is evaluatede. The financing system
caused substantial problems of either under-provision for dependent persons when the
budget of the SSIAD does not allow additional dependent patients, or otherwise deficits
for the service. The study proposes a new system based on the cost of the structure on
one hand, and the cost of the individual care to be provided (‘les coûts terrain’). This
cost can be based on dependency, morbidity, need for care by a nurse, availability of
informal care and others.

Financing IDEL
The IDEL is financed on the health insurance means by way of conventions between the
sickness funds, the state and the nursing professional organisations. Sickness funds pay
fees for services within constrained budgets. Tariffs for fees-for-service are fixed with a
key letter. Technical acts are supposed to require 16 minutes of nursing time whereas
nursing acts are supposed to require 30 minutes.
Part of the remuneration is also paid for travel costs (both fixed prices and relative
prices linked to kilometres),
IDEL working with SSIADS transmit at the end of each month a list of all acts
performed per patient, their quote in the nomenclature list, the related tariffs, and the
related expenses in order to be paid.The fee for service system leads to a “supplier
induced phenomenon” in order to guarantee the income of the professional. It has been
observed that in area’s with a shortage of home nursing, the majority of activities of
IDEL are technical activities.
e

Chevreul K., Eon Y., Com-Ruelle L., Lelouarne J.- F., Lucier S. Le coût de la prise en charge des patients
en SSIAD et ses déterminants : vers quelle tarification ? Séminaires : Mardis de l'IRDES
(http://www.irdes.fr/EspaceRecherche/SeminairesHistorique2008.html)
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In case of a larger supply (higher density of the professionals), the independent nurses
balance their income by increasing the caring activities (AIS)37.

Financing Hospital at home
Until 2004, home care services were financed from a fixed budget devoted to “home
care” in public and some of the private not-for-profit hospitals. This “home care”
envelop had been adjusted with yearly negotiations between regional hospital agencies
and the providers based on historical costs with taking into account the actual number
of days produced, and some of the variations in medical activity. Most private
institutions were paid by daily tariffs, but the tariff was not linked to the type of care
provided and the actual resource use. There were not many for profit institutions
providing home hospital care.
Since January 2004, hospital home care services are paid by “daily tariffs” calculated for
31 homogeneous service groups. The implementation is progressive for the public
sector and only 25% of home care services are paid by these “case-mix adjusted daily
tariffs” in 2005. All of the home care services provided by private hospitals which were
not covered by global budgets are currently funded by these tariffs80.

THE UNITED KINGDOM (ENGLAND)
Introduction
The National Health Service (NHS) is the publicly-funded healthcare system in England.
The NHS provides the majority of healthcare to anyone normally resident in the United
Kingdom, including primary care, in-patient care, long-term healthcare, etc.
The Department of Health (DH), headed by the Secretary of State for Health is
responsible for the NHS. Most of the expenditure of The Department of Health is
spent on the NHS.
Within the general administrations, England is organised regionally. The DH controls
ten Strategic Health Authorities (SHA), which oversee all NHS operations. Each SHA is
responsible for enacting the directives and implementing fiscal policy as dictated by the
DH at a regional level. SHA have the responsibility of coordinating the strategies of the
trusts (providing organisations) in their regions. The 2006 reforms in England
restructured the SHAs. The number was reduced from 28 to 10 SHA more closely
connected to government office regionsf.
Various NHS trusts take responsibility for running or commissioning local NHS services.
They provide services on behalf of the NHS. In the context of this project, the NHS
primary care trusts (PCTs) are the most important. PCTs provide primary care services
and commission secondary care services. During these 2006 reforms all Primary Care
Trusts (PCTs) outside the London area were restructured. The number of PCTs
reduced from 303 to 152, mainly in an effort to increase efficiency.
The NHS and Community Care Act (1990) govern health care and social care. NHS
should assess and provide nursing and care for patients based on their needs,
requirements and circumstances. The act introduced an internal market into the supply
of healthcare making the state an 'enabler' rather than a supplier of health and social
care provision. The Act states that it is a duty for local authorities to assess people for
social care and support. This is to ensure that people who need community care
services or other types of support get the services they are entitled to. Patients have
their needs and circumstances assessed and the results determine whether or not care
or social services will be provided.
The implementation of policy is organised by means of national service frameworks
(NSFs) too. These NSF set quality requirements for care based on the best available
evidence of which treatments and services work most effectively for patients, and offer
strategies and support to help organisations achieve these.

f

http://www.opsi.gov.uk/acts/acts2002/ukpga_20020017_en_1#1
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The latest years a lot of attention has been paid to integrate the different providers of
care. Intermediate care, rehabilitation, rapid response and prevention of admission
teams are currently considered to be at the forefront of the Government’s
modernization agenda. The thinking is that pressure should be removed from hospital
admission and, wherever possible, patients should receive care in the community.

Insurance framework
The NHS provides public coverage to everyone normally resident in the UK. It is not
strictly an insurance system because (a) there are no premiums collected, (b) costs are
not charged at the patient level and (c) costs are not pre-paid from a pool.
Private health care develops parallel to the NHS, paid for largely by private insurance,
but it is used by less than 8% of the population, and generally as a top-up to NHS
services.

Home nursing providers
The nursing profession: qualification levels
The National Health Service is the provider of almost all healthcare in the United
Kingdom, and employs the vast majority of UK nurses and midwives. The qualification
structure of the UK nurses is very differentiated. The nursing staff is split into two main
groups: (a) Non-registered staff (e.g. auxiliary nurses and healthcare assistants and (b)
Registered staff . This latter group is split in four levels:
• First level. Nurses make up the bulk of the registered nurses in the UK. They
were previously known by titles such as RGN (registered general nurse),
RSCN (registered sick children's nurse), RMN (registered mental nurse),
RNLD (registered nurse learning disabilities).
• Second level nurse training is no longer provided, however they are still
legally able to practice in the United Kingdom as a nurse. Many are now
either retired or have undertaken conversion courses to become first level
nurses.
• Specialist nurses. These nurses have many years of experience in their field, in
addition to extra education and training. Different groups are distinguished:
o Nurse practitioners - carry out care at an advanced practice level
including activities at the basic level of physicians. They commonly work in
primary care (e.g. GP surgeries) or accident and emergency (A&E)
departments.
o Specialist community public health nurses – among this group fall the UK
district nurses. District Nurses are senior nurses who manage care within
the community, leading teams of community nurses and support workers.
Training as a district nurse requires registration as a nurse in the adult
branch, with at least five years post-qualifying experience of professional
practice. Typically much of their work involves visiting house-bound
patients to provide advice and care, for example, palliative care, wound
management, catheter and continence care, medication support. They
may be trained to assess patient's needs for equipment provision such as
mobility and independent living aids, medical equipment such as specialist
beds and mattresses, as well as guidance in applying for grants and welfare
benefits. Their work involves both follow-up care for recently discharged
hospital inpatients and longer term care for chronically ill patients who
may be referred by many other services, as well as working
collaboratively with general practitioners in preventing unnecessary or
avoidable hospital admissions.
o Clinical nurse specialists - nurses undertaking these roles commonly
provide clinical leadership and education for the staff nurses working in
their department.
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• Nurse consultants - these nurses are similar in many ways to the clinical
nurse specialist, but at a higher level. These practitioners are responsible for
clinical education and training of those in their department, and many also
have active research and publication activities.
• The qualification levels of the nurses have an impact on the wage distribution
(costs for the organisations employing them), but have as such not an impact
on the funding and financing mechanism.

Provision of nursing care
In England, registered, unregistered nurses and district nurses are mostly employed by
NHS Primary Care Trusts. These provide some primary and community services or
commission secondary care from independent agencies in a particular geographical area.
Primary Care Trusts are responsible to organise enough and accessible services for
people within their area. They also became responsible for integrating and coordinating
health and social care systems.

Financing
Primary Care Trusts (PCTs) have their own budgets and set their own priorities, within
the overriding priorities and budgets set by the relevant Strategic Health Authority they
belong to and independtly the Department of Health.
Allocations to PCTs cover Hospital and Community Health Servicesg.The Department
of Health allocates revenue resource funding to PCTs on the basis of the relative needs
of their populations. The allocations aim to allow PCTs to commission similar levels of
health services for populations with similar needs. Revenue allocations to PCTs are
informed by a formula known as the “weighted capitation formula”. The weighted
capitation formula uses a series of age-related and additional needs variables in
calculating each PCT's 'unified weighted population'. The PCTs 'unified weighted
population' determines whether the PCT requires more or less per capita funding than
the English average.
Each PCT receives an annual allotment of money from the Department of Health
determined by the number of patients and the characteristics of these patients. PCTs
are accountable for remaining within their allotted budget and in achieving the clinical
targets set out by the NHS. Allocations are not broken down into separate blocks each
of which can only be used for a particular type of service. PCTs have to determine how
best to use their resources to meet their local needs and priorities, within national
standards and the direction and requirements set out in the Department of Health’s
Operating Framework for the NHS. As long as PCTs are managing their patients and
money appropriately, they have the freedom to use their budget as they see fit. In case
PCTs overspend their budget, the SHA will assume tight control of the PCT's spending.
A review of the weighted capitation formula was carried out by an independent
committee (ACRA) between 2005 and 2008. Its recommendations form the basis for a
new formula used to inform allocations in 2009-10 and 2010-11.
The main elements of the weighted capitation formula are:
•

the population base – the source used to count relevant PCT
populations

•

the need formula – which accounts for differences in age and
health status across PCTs

•

the market forces factor (MFF) – which accounts for unavoidable
geographical differences in the costs of treatment across PCTs.

Separate formula’s are used for health and community health care services (with
different formula’s for separate need formulas for acute services, maternity, mental
health, and HIV/AIDS), prescribing budgets and primary care services.

g

http://www.dh.gov.uk/en/Managingyourorganisation/Financeandplanning/Allocations/index.htm
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The NHS uses a model of reference costsh. Reference Costs are the average cost to the
NHS of providing a defined service in a given financial year. The introduction of
reference costs is linked to a Payment by Results way of funding. Community Services
are not subject to Payment by Results but District nursing (as a speciality domain) is
included in the reference costing. The model of reference costing resulted from the
1997 White Paper ‘The New NHS’. Detailed cost information has been collected
annually since 1998. Its main purpose is to provide a basis for comparison within (and
outside) the NHS between organisations, and down to the level of individual
treatments. Underpinned by a national tariff for groups of clinical procedures, NHS
organisations are paid for the treatment they provide. The more productive and
efficient an NHS Trust is, the more it will benefit from extra resources. Moreover, NHS
Trusts are required to publish and benchmark their own costs on the same basis.
A reference cost index (RCI) is calculated showing the average cost of an organisation
aggregate activity, compared with the same activity delivered at the national average
cost. The index is based on the average for the provider type to allow for meaningful
comparison by similar organisations. Providers based in some areas of the country have
higher costs due to external market forces, which is taken into account (e.g. London
and South East have higher costs for staff, land and/or buildings).

THE NETHERLANDS
Introduction
The organisation of health care in the Netherlands is going through an important
reform process. The policy reforms mainly aim at introducing market elements and
competition into the system. The reforms aim at putting the needs and demands of a
patient more central, rather than a supply oriented model for particular patient groups
or persons with impairments. Formerly, the health care model used was target group
oriented, with a main focus on the “supply” side. Based on this arrangement, diverging
care systems were developed for separate groups of clients. The introduction of
“market principles” is expected to focus more on the demand side (via market
mechanisms) as on the transversal provision of care (overlap between care needs of
target groups).
Along the lines of these reforms, a professionalization and rationalization of the
management principles of home nursing organisations set through, in which procedures,
protocols and business process analyses penetrate the organisational modes of
providing home care. Apparently these reforms have an important impact on the use
and allocation of “human resources”: cost-efficiency considerations are at the core of
the current management of home care and home nursing.

Insurance framework
The Dutch health care and social support insurance is built on three ‘pillars’:
• The 2006 Health Care (cure) Insurance Act (ZvW) defines the mandatory
private health care insurance, covering general practitioners, therapists,
medication, hospital care and all the auxiliary needs.
• The Exceptional Medical Expenses Act (AWBZ) insures long-term care. It
was introduced in 1967 and covers all mandatory public long-term care
insurance for nursing homes/homes for the elderly, home care and
institutional care for frail elderly people and those with psychiatric disorders
or physical disabilities. The scope of the role of AWBZ was however
redefined in the 2006 reforms.
• The 2007 Social Support Act (WMO) obliges local authorities, supported by
national government, to provide services for those in need.

h
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_08
2576.pdf
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These are supplemented by laws on price controls, accreditation, quality and rights of
clients.
Several public authorities have been created to monitor and support the health care
model and to ensure that the health care system works effectively. The Health Care
Insurance Board (college voor zorgverzekeraars, CVZ) i co-ordinates the implementation
and funding of the Health care Insurance Act (ZvW) and the Exceptional Medical
Expenses Act (AWBZ). The core task of CVZ is to follow up and examine whether the
basic package of care provided by the ZvW and AWBZ is accessible and affordable, and
whether it provides the care that is necessary. CVZ carries out three main tasks (1) Risk
adjustment: dividing the contribution funds among health insurers in such as way that
insurers can insure everyone, irrespective of his or her state of health; (2) Care for
specific groups: implementing provisions and regulations for citizens in danger of being
excluded from the health insurance system; (3) Package management: providing
information and advice on the content and composition of the basic health care
package.
The quality control is organised through a government inspection agency (Inspectie voor
de gezondheidszorg IGZ)j. This agency also controls the (para-)medical activities and the
qualifications needed to execute the work.
The Dutch care authority (Nederlandse Zorgautoriteit, NZa)k supervises the markets of
health care and the positions and behaviours (contracting relationships, avoiding
monopolies, etc.) of the “market players”.
Theoretically, the current system distinguishes between care provided out of the health
care budget (funded through health insurance and provided by insurance companies),
care (through premiums for long-term care) and support (municipalities) But technically
most people in long term situations need different forms of care simultaneously. This
makes the system quite complex in daily practice (e.g. money from the AWBZ budget is
often used to pay for clients’ medical and nursing care as well as for their long-term
care because boundaries are difficult to make; personal communication).

Health insurancel
The Dutch health insurance model introduced since 1 January 2006 is organised around
a private health insurance organisation constrained by government conditions
guaranteeing social conditions and protection. The insurance system is operated by
private health insurance companies. The insurers are obliged to accept every resident in
their area of activity. A system of risk equalisation should facilitate the acceptance
obligation for insurers and aims at preventing direct or indirect risk selection.
The financial means for covering the health insurance costs are (a) nominal premiums,
(b) income related contributions through taxes on income (both employer and
employee and some agencies providing allowances) and, (c) government contributions.
The income-related contributions and the additional money of the state are paid to a
“fund” (zorgverzekeringsfonds). This fund compensates health insurers for their
obligations to accept all persons.
The health insurance comprises a standard package of essential healthcare. The insured
pay a nominal premium to the health insurer. The insurer determines the level of the
nominal premium, but is obliged to provide the same care to everyone for this
premium. The Health Insurance Act also provides for an income-related contribution to
be paid by the insured.
Employers contribute by making a compulsory payment towards the income-related
insurance contribution of their employees. On top of this standard package people can
take supplementary insurance, but at their own expense and choice.
i
j
k
l

http://www.cvz.nl/resources/corporate2008-eng-sep08_tcm28-23203.pdf
http://www.igz.nl/
http://www.nza.nl/site/english more info is to be found in Dutch on http://www.nza.nl/
http://www.minvws.nl/en/themes/health-insurance-system/default.asp
http://www.ggzbeleid.nl/pdfzvw/vws_brochure-ziektekostenverzekering.pdf
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Before the health care reforms, people paid membership contribution to the local home
nursing organisation, for which they were entitled to receive care (full reimbursement).
Since 2004, co-payments were introduced (link with income and a maximum is defined).
After the 2006 reforms, only maternity care is falling under the basic compulsory
insurance. Patients have to opt for an additional insurance to be reimbursed for home
care.

Exceptional Medical Expenses Actm
The Exceptional Medical Expenses Act (AWBZ) is a national insurance scheme for longterm care. This scheme is intended to provide the insured with chronic and continuous
care which involve considerable financial consequences. Generally speaking, everyone
who is legally residing in the Netherlands and non-residents who are employed in and
therefore liable for payroll tax in the Netherlands are insured.
The AWBZ is carried out by the health care insurers. People who are insured under
the AWBZ and have a compulsory health insurance are automatically registered for
entitlements under this act. Before a person can qualify for care under the AWBZ, the
need for care, the type of care and the intensity of care needed is assessed leading to an
‘indication’ for care. This ‘indication’ is issued by an independent organisation. The client
then has the choice of receiving his entitlement as care in kind, or in the form of a
personal care budget (a combination of the two is also possible).
The entitlements under the AWBZ have been defined in terms of six broadly-defined
functions for arranging indicated care:
• Personal care: e.g. help with taking a shower, bed baths, dressing, shaving,
skin care, going to the toilet, eating and drinking.
• Nursing: e.g. dressing wounds, giving injections, advising on how to cope with
illness, showing clients how to self-inject.
• Supportive guidance: e.g. helping the client organise his/her day and manage
his/her life better.
• Activating guidance: e.g. talking to the client to help him modify his behavior
when behavioral or psychological problems exist.
• Treatment: e.g. care in connection with an ailment, such as serious absent
mindedness.
• Accommodation: e.g. sheltered housing, continuous supervision or admission
to an institution.
• The Social Support Actn
On 1 January 2007, the Social Support Act (Wet Maatschappelijke Ondersteuning, Wmo)
came into force, making the municipalities responsible for setting up social support. The
aim of the Social Support Act is participation of all citizens to all facets of the society.
Municipalities must provide a good cohesive system of support for their residents who
are not sufficiently able to implement other solutions in certain situations, either on
their own or together with others. The Ministry of Health, Welfare and Sport defines
the framework in which each municipality can make its own policy, based on the
composition and demands of its inhabitants.
The Wmo is a particular amendment to the former AWBZ, delegating the provision
and organisation of social support to the municipalities. The Wmo guarantees that all
Dutch citizens obtain care and support in cases of protracted illness, invalidity or
geriatric diseases. The act encloses the area of well-being or welfare policy as well but is
less important to understand the financing principles of home nursing.

m
n

http://www.minvws.nl/en/themes/exceptional-medical-expenses-act/default.asp
http://www.minvws.nl/en/themes/social-support-act/default.asp
and
http://www.minvws.nl/includes/dl/openbestand.asp?File=/images/socialsupportact-_tcm20-171643.pdf
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Home nursing providers
The nursing profession: qualification levels
Care related professions and the educational system distinguishes nurse, carer and
helper. The qualification structure of these caring professions is divided into 5 levels.
Each level is associated with a level of tasks complexity: level one is the helping auxiliary,
level two the helper (helpende), level 3 nursing aid (verzorgende) The qualification levels
4 and 5 give access to the professional title of nursing :
• Qualification level 4, based on a professional training at the high school level
(professionele beroepsopleiding)
• Qualification level 5 is a training trajectory at higher professional education
(Bachelor level). Nurses with this degree have the competence to coordinate
other people involved in the care process and to make nursing diagnoses.
Moreover, the Dutch system differentiates between “nursing specialists” and
“specialised nurses”. Specialised nursed have obtained certificates in particular nursing
specialisations.
Since 2009, the nursing specialisto (also often called nurse practitioner) is a recognised
profession after obtaining a degree on university level (Master). A nursing specialist is
entitled to have a “treatment relationship” with the patient. The profession has been
recognised with the aim to take over some of the medical tasks of the medical
profession. Currently 5 nursing specialists are legally recognized (mental health care,
preventive care in somatic condition, acute care in somatic conditions, intensive care in
somatic conditions and chronic care in somatic conditions).
The recognition of the Nurse Practitioner (NP) as a formal professional category was
originally meant to answer several human resource problems: a shortage of physicians,
the need for continuity and coordination between patients and healthcare workers, and
the lack of career possibilities for nurses. National experiments in twelve groups try to
develop initiatives on extended roles of nurses: qualified nurse practitioners can visit
patients at home, care for patients with chronic conditions (asthma, arterial
hypertension, smoking etc.) and manage vaccination programmes. They may not
however, make diagnoses or issue prescriptions.
On the level of home nursing, the Dutch model differentiates the home nurses child and
elderly care (wijkverpleegkundige ouder en kind zorg (OKZ)) from “other” nurses.
Dutch home nurses have task descriptions that evolved from generalist nursing tasks
towards task contents that require a higher level of education and skills (e.g.
coordination tasks within nursing and with other professionals, medical-technical
nursing tasks). Home care organisations also employ specialized nurses for specialized
nursing tasks while basic personal care are increasingly performed by nursing aids and
home helps.
The qualification levels of nurses are not considered as an (explicit) financing criterion.
The financing of home nursing is the result of contract negotiations (see infra).

Providers of home nursing
Home nursing is mostly provided by non-government- not for profit local and regional
home care organisations, operating under nationally organised umbrella organisations
(kruisverenigingen). These national organisations provide all forms of care (home care,
maternal care, specialised nursing care, home help, etc.)
Community nurses provide services as self-employed or as an employee of a larger
organisation. After the most recent reforms, more for-profit organisations and selfemployed nurses positioned on the market; the number of self-employed nursed
remains relative low.

o

http://www.verpleegkundigspecialismen.nl/
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As part of the innovation policy in health care, the so-called “buurtzorg” initiatives
(small scale community nursing initiatives) were launched in 2007. These local teams
consist of maximum 10 to 15 community nurses and carers providing generalist nursing
and care to people living in their homes. The teams provide care in a local community
(wijk)p

Financing of home nursing
As indicated in the introduction, an important distinction has to be made between what
is financed under ZvW on the one hand and AWBZ on the other. The yearly budget for
AWBZ and ZvW is defined by the government. For AWBZ, this overall budget is
allocated to the local care agencies (“zorgkantoren”) that contract care providers for
the necessary care activities.
In this recent period, the government has taken numerous cost-containment measures,
mainly aiming at increasing the “efficiency” of the sector.q The shift has been taken to
emphasize “output financing” of the providers, based on a variant of case mix
(functiegerichte bekostiging). The main financing mechanism has become contracting for
care, based on a set of indications of the patients. The contracting approach does not
take into account the qualifications of the nurses and carers as a point of reference. This
latter part is a main point of critique in the sector of care provision, as on the one hand
a lot of care and nursing is now being substituted to lower qualified personnel and on
the other hand that care and nursing is being increasingly organised in “stopwatch
model” undermining the care and nursing relationship.

General health insurance
The Dutch government introduced Diagnosis Treatment Combinations (DBC) to pay
insurers mainly for patient hospitalizations. It is a DRG inspired approach but has some
fundamental methodological differences too. One major difference is that DBC are not
based on an internationally recognised classification system, but on 24 different systems
of diagnosis classification, developed by different specialist medical associations. Another
main difference with 'classical DRG-systems' is the episode of care rather than the
encounter as a basis of the DBC-product.
Each DBC has a two-component price, one for the hospital, one for the medical
specialist (self-employed). Nursing is considered as an element of the hospital price.
The DBC gives an incentive to insurers to decrease the number of hospitalisation days.
Unlike most DRG systems, the Dutch DBC system describes the total episode of care
delivered in hospitals: so not only the inpatient care but also outpatient and day care.
Since 1 January 2010, so-called transmural or chain care-DBC's for non complex
chronic conditions (COPD, diabetes care, stroke, heart failure) are being introduced.
This functional model of transmural DBC financing tries to assess the costs of each
phase or episode related to a pathology, theoretically regardless of the particular coststructures of the type of providers (the hospitals, the home care sector, the
rehabilitation sector,…)r.
The DBC-information offers the necessary information for the contract negotiations
between health insurers, the hospitals and self-employed professionals.

p
q
r

http://www.nivel.nl/pdf/Rapport-Buurtzorg-nieuw-en-toch-vertrouwd.pdf
http://www.nza.nl/nza/Nieuws/monitor_extramurale_awbz/
This functional DBC is criticized as it is considered problematic to use for people with co-morbidities
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Long term care insurance
The financing of AWBZ care is now gradually oriented in terms of case-mix
characteristics and contract negotiationss. As from January 2010, the aim is to use the
case mix approach (zorgzwaartepakketten) for budget allocations, contracting for care
and nursing and documenting the case mix profiles of providers.
The nursing needs are expressed as functions and classes (the higher the care needed,
the higher the class). Based on this indication, the patient or client can claim care or
support. This “class” is expressed as the (average) number of hours or parts of a day of
care and support during a week. A class is defined for each AWBZ function. The
indication office sets also the period (length) for which a patient can claim care or
nursing. Functions and classes are combined in so-called “zorgzwaartepakketten” to set
up the budget allocation. The 32 local public agencies (zorgkantoren t ) take the
responsibility “to buy” care and nursing with local providers, and to control the quality
of the nursing care. These agencies operate autonomous, but have tight links with local
care insurers.
Patients can also apply for personal budgetsu. A PGB is an individually assigned, personal
budget enabling an individual to negotiate himself with providers about the care
arrangements he needs. The patient can also choose a mediator or agency to do it for
him, or can make a combination of PGB and care organised through the care agencies.
The PGB-budget is 25% lower compared to a professional care budget. The patient is
not entitled to the unspent part of the cash benefits.

Hospital displaced nursing (Ziekenhuisverplaatste zorg)
An emerging issue, against the background of health care reforms is the so-called
“ziekenhuisverplaatste zorg”: care nursing and treatment that is provided after early
discharge of a hospital.
For this early discharge tasks are being taken up by so-called “transfer-nurses”. These
transfer-nurses or liaison function can be financed by the hospitals themselves or
through home care organisation, but can also be taken into the process of CIZ. At this
stage, it is not entirely clear on how this aspect of nursing and care has to managed
financially. Since 2007, this so-called hospital displaced care ziekenhuisverplaatste zorg is
regulated under the overall ZvW-regulations, as it is considered as part of the curative
care. However home nurse organisations criticize this decision as the financing
instrument would keep patient too long within the hospital setting, as no particular
budget is foreseen for these transfer activities. A temporary solution was developed in
2009 that this type of nursing care could both be financed under ZvW and CIZ-AWBZ
and that an intermediate contracting role has to be played by the zorgkantoren.
The 2010 solutionv urges to explicitly define the nursing activities in direct relation to
cure interventions as part of hospital displaced nursing. Indication is needed by a
medical specialist who indicates that (specialized) technical nursing is needed in the
home care. A “specific” service will be developed by the Nzaw in order to support the
contracting of care. This solution allows that these nursing activities can either be
provided (bought) by hospital nurses or by home care organisations.

s
t
u
v
w

http://www.nza.nl/dossier/Zorgzwaartebekostiging/zorgzwaartebekostiging
http://www.zn.nl/De_branche/Zorgkantoren/Werkzaamheden/index.asp
http://www.minvws.nl/dossiers/persoonsgebonden_budget_pgb/uitleg-pgb/ and http://www.pgb.cvz.nl/
http://www.minvws.nl/kamerstukken/lz/2009/bekostiging-ziekenhuisverplaatste-zorg-met-ingang-van2010.asp
http://www.nza.nl/aanbieder/ziekenhuiszorg/beleidsregels/88211/
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GERMANY
Introduction
A special feature of the German Bismarck inspired health care system is the important
role played by self-governing bodies of service providers (professions and health care
organisations) and health insurance funds. Within a legal framework, the medical selfgoverning bodies (the national associations of doctors and dentists, the German
Hospital Federation and the federal associations of health insurance funds) formulate
and implement in detail which services will be provided and under which conditions.
Only rather recently nurse associations (and other allied professionals) received formal
rights to be consulted in the health care decision-making bodies.
Besides a delegation to nongovernmental corporatist bodies, the health care system is
characterized by a decentralized federal organisation with actors organised on the
federal as well as the state (Land) level.
The health care system is based on social health insurance and characterized by three
co-existing schemes.
• The statutory health insurance covers a vast majority of the population (with
mandatory and voluntary membership);
• A smaller part of the population has private health insurance. A smaller group
of people are insured through private health insurance to fully cover health
expenditure. Premiums vary with age, sex and medical history. Separate
premiums have to be paid for spouses and children.
• A very small part of the population is covered by governmental sectorspecific governmental schemes (military, persons on substitution service,
police, social welfare and assistance for immigrants seeking asylum).
Since the 1980s, Germany implemented many health care reforms, mainly aiming at
providing more efficient and cost-effective health care services. The most distinct
changes over the last 10 years are the control of freedom of choice in health care use,
improving choice in health insurance, the introduction of long term care insurance and
the increase in out-of-pocket payments. Policy makers have recently introduced
measures to restrict utilization of services and to provide stronger guidance for
patients. Contrary to many countries, German health policy makers are promoting
forms of care that reduce choice for patients. The Statutory Health Insurance (SHI)
Modernization Act (GMG) of 2004 and the Statutory Health Insurance Competition
Strengthening Act (GKV-WSG) of 2007 constitute important turning points. The total
number of sickness funds has decreased steadily after the introduction of the Health
Care Structure Act of 1993 by merging into single general regional funds per Land.
In 2004, the Federal Joint Committee (G-BA)x (laid down in Volume Five of the Social
Code Book) was established. All medical professional groups and patients are
represented in the governing bodies of the G-BA. The G-BA determines the benefit
package of the statutory health insurance and issues legally binding directives for health
care sectors. The G-BA has also been assigned with a range of responsibilities with
respect to quality assurance in the health care system. The G-BA issues directives
governing quality assurance in the ambulatory, inpatient and inter-sectoral spheres. All
directives issued by the G-BA are submitted for approval to the Federal Ministry of
Health (BMG).
The G-BA plays a very important role in ambulatory (outpatient) care too as for
reimbursement matters, any new provision of care must obtain a positive assessment
(based on evidence-based procedures) in terms of benefit and efficiency before it can be
reimbursed by the statutory health insurance funds. The G-BA also issues the directives
to safeguard medical service provision within statutory health insurance.

x

http://www.g-ba.de/institution/sys/english/
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In addition, the regulatory powers of the G-BA encompass recommendations on
requirements regarding the content of disease management programs. The aim of these
programs is to improve the treatment and the quality of medical provision for
chronically ill patients.
The reform of 2006y focuses on the structure of health insurance funds, also induced by
the fact that employers contributions have been raised. At the same time, the new
reform aims to simplify health benefits, provide more choices, increase transparency
and create competition among providers.
In 2008, The National Association of Statutory Health Insurance Funds (GKVspitzenverand) was created as the central coordinating organisation for all statutory
health insurance funds. The National Association of Statutory Health Insurance Funds
also acts as the National Association of Long-Term Care Funds. Representing the
interests of statutory health insurance at federal level, it plays an important role in
concluding framework contracts and remuneration agreements in all health care
sectors. The contracts concluded apply to all health insurance funds and their
associations at sub national levelz.
The 2006 health care policy reforms culminated in 2009 in the introduction of the
health care fund (Gesundheitsfonds) introduced as a new organisation for centrally
collecting and distributing the money from social security contributions and taxes to the
several health insurance funds. Statutory health insurance funds will receive a flat
amount for each insured person. The sickness funds may raise an additional premium to
cover excess funds. But the government aims at more competition between the
sickness funds.
In relation to home nursing the most important reform was the introduction of the long
term care insurance. The health care system developed historically very much as a
hospital-centred health care model. Until the introduction of the Pflegeversicherung in
1995, home care relied a lot on the role of informal family care, more than professional
home care. The strong medically oriented health care model has for a long time
hampered a structural development of home nursing and care. Nursing as a profession
has mainly developed as an extension of the role of physicians. Home nursing developed
as an extension of hospital care.
The 2006 reforms promote integration and cooperation through start-up financing for
integrated care contracts within and between together long-term care and non-medical
health care professions (such as speech therapists, occupational therapists, etc.). The
main objectives of the 2007 reform of the German long-term care system include
establishment of local LTC support centres and case managers who help organise and
coordinate care; increasing benefits; development of evidence-based care standards and
regular quality inspections.

Insurance framework
In this part, we focus on Statutory Health Insurance (SHI) and long term care insurance,
and pay less attention to the private insurance. About 85% of the population is covered
by a basic health insurance plan providing a standard level of coverage. The remainder
opt for private health insurance, which frequently offers additional benefits.

Statutory health insuranceaa
Statutory health insurance is the major source of financing health care.
The sickness funds are responsible for collecting contributions, purchasing benefits on
an in-kind basis and paying providers. Sickness funds collect the contributions directly
from the employers or public agencies. Since 2009, money is allocated and redistributed
through this Gesundheitsfonds.

y
z
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http://www.allhealth.org/BriefingMaterials/BertelsmannStiftung-BigBang-1171.pdf
http://www.gkv-spitzenverband.de/About_us.gkvnet
http://www.deutsche-sozialversicherung.de/en/health/index.html
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All health insurance funds are organised into the National Association of Health
Insurance Funds (GKV-Spitzenverband) that participates in negotiations on
remuneration and reimbursement framework contracts.
There are seven different types of sickness funds in the SHI-system: regional funds
(AOK), company-based sickness funds (BKK), guild funds (IKK), substitute funds,
agricultural funds (LKK), the maritime health insurance fund, and the Federal Miner’s
Insurance Institution (Bundesknappschaft).
Sickness fund membership is mandatory for employees whose gross income does not
exceed a certain level. Members and their dependents are entitled to the same benefits.
Independent of the status, the amount of contribution paid or the duration of insurance.
The Health Care Structure Act of 1993 gave members the right to choose a sickness
fund freely (from 1996) and to change between funds on a yearly basis with three
months’ notice. All general regional funds and all substitute funds were legally opened to
everyone and have to contract with all applicants. Company-based funds and the guild
funds may choose to remain closed, but if they open, they too have the obligation to
contract with all applicants. Sickness funds are free to set their own contribution rates,
but are subject to approval by the responsible state authority.
A risk structure compensation scheme (RSC) bb seeks to equalize differences in
expenditures among sickness funds (due to age, sex and disability). The Act to Reform
the Risk Structure Compensation Scheme introduced Disease Management Programs
(DMPs) as an instrument to reduce risk selection among funds. Upon accreditation, the
sickness funds run and coordinate the disease management programs, including the
contracting with providers. Four DMP were initially introduced (the first four conditions
for DMPs: diabetes mellitus type II, breast cancer, coronary heart disease, and
asthma/chronic obstructive lung disease).
In January 2009, the existing risk structure compensation scheme between sickness
funds has been expanded to include morbidity-oriented factorscc. The measure aims at
preventing risk selection, improving care for patients with chronic diseases and
equalizing starting points for competition between sickness funds. The introduction of
morbidity-oriented risk structure compensation ("morbi-RSA") entails a major
reorganisation of financial flows.
The morbi-RSA balances differences in risk-related expenditure:
• For each insured person, sickness funds theoretically receive a uniform flat
rate from the health fund. According to the risk structure of the individual
insured person, there are deductions or increases.
• The morbi-RSA comprises 80 diseases, split according to different levels of
severity in 106 hierarchical morbidity groups for classifying insured persons.
These 106 morbidity groups, together with 40 age/sex risk groups and 6
groups of people receiving invalidity benefits form the basis for calculating the
individual risk structure of each insured person. Additionally, sickness funds
receive a flat rate for participants of disease management programs.
• The morbi-RSA follows a prospective model:
o All SHI schemes are regulated through the Social Code Book (SGB)
o Technical nursing acts and competencies are at the core of the health
reimbursement approach. Medical referrals are needed to be entitled for
reimbursement for nursing activities under the health insurance (see
infra).

bb
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http://eurpub.oxfordjournals.org/cgi/reprint/11/2/174.pdf
http://www.euro.who.int/document/e85472.pdf
http://www.hpm.org/en/Surveys/Bertelsmann_Stiftung_-_Germany/13/Morbiditybased_risk_structure_compensation.html
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Statutory long term insurancedd
Statutory long-term care insurance (Pflegeversicherung) was introduced in 1994. Starting
in 1995, all members of statutory sickness funds as well as all people with full-cover
private health insurance were declared mandatory members. The introduction of the
Pflegeversicherung fits into a policy aiming at strengthening home care and providing
more support for family caregivers. Improving quality of care, promoting rehabilitation,
promoting civic engagement and promoting self-responsibility for financing of long-term
care.
The Insured population is entitled for benefits which is expected for at least six months
and cannot cope with the everyday life without assistance. The benefits cover four
areas: personal hygiene, feeding, mobility and household (shopping, cooking, cleaning,
doing the laundry). Medical treatment (including medical technical nursing) is not part of
the long-term care insurance but instead of the health insurance system. However the
‘Pflegeversicherung’ also reimburses some nursing care ( e.g. changes of bandages,
injections (Insulin), wound treatment, medicines).
A person is entitled to long-term insurance benefits only after he has been insured for
at least five years. Entitlement to long term insurance benefits is given when care is
expected to be necessary for at least 6 months (hence “long-term” care). Short-term
nursing care continues to be funded by the sickness funds or private insurers (if
included in the package).
LTCI is financed with contributions of employers and employees, and organised along
the lines of the German health insurance. The care insurance funds work under the
umbrella of the health insurance funds. This means that each health insurance fund has
an affiliated care insurance fund as well as private insurers (as for health) for the higher
income group.
The long-term care insurance offers protection against the consequences of dependency
and the need for continuing nursing care. It provides either benefits-in-kind or cash
benefits used to finance basic personal care and help with household chores. A
combination of cash allowance and non-cash benefits is possible. In addition, the
following services are provided:
• Free nursing care courses for relatives and volunteer carers,
• Care allowance for carers recruited by the insured person,
• Day and night-time care,
• Nursing aids and technical appliances,
• Subsidies for equipping the insured persons home to facilitate care.
Personal characteristics such as age, income or social status play no role in the
assessment or indication of long-term care needs as a basis for the decision on whether
to provide benefits or not. The benefits are determined through the degree of need
assessed by the medical service of the health insurance fund. Three care categories of
need have been established by law establishing the maximum amount of benefits
provided through long-term care insurance:
• Care category I = considerable need of care (erheblich Pflegebedürftige), who
need help with at least two or more activities of daily living (ADL) in the
sphere of personal hygiene, feeding or mobility, at least 90 minutes each day,
of which more than 45 minutes should be spent on meeting personal care
needs. In addition, they require home help services several times a week.
Benefits consist of professional home care that is tied to a maximum, or cash
benefits with which a patient can buy his own home care.
• Care category II = severe need of care (Schwerpflegebedürftige): people who
need help with ADL-activities at least three times a day and regularly need
home help services. The help must be required for at least 3 hours a day,
with more than 2 hours being spent on care related tasks
dd

http://www.deutsche-sozialversicherung.de/en/longterm_care/index.html
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• Care category III = extreme need of care (Schwerstpflegebedürftige), people
with the most acute care needs, who require constant, round-the-clock help
with ADL-activities and regular help with household tasks. Help must be
needed for at least 5 hours a day, of which at least 4 hours must be carerelated tasks. Service benefits (home care or nursing home care) are tied to a
maximum, as well as cash benefits.
Benefits in the statutory long term insurance are available upon application by the
patient only.
Home nursing (Häuslichen Krankenpflege also called Behandlungspflege ee ) is still
considered as delegated tasks by the medical profession (nursing activities are provided
on prescription). These acts can be covered through sickness funds, through private
insurance or paid out-of pocket. This aspect of home nursing has to be clearly
distinguished from other forms of home care and is regulated in different funding
mechanisms.

Home nursing providers
The nursing profession: qualification levels
Germany distinguishes three major differentiations in nursing. The 1985 law on nursing
professions (Gesetz über Berufe in der Krankenpflege and Ausbildungs- und Prüfungsordnung
für die Berufe in der Krankenpflege) distinguishes:
• Krankenschwester or -pfleger: nurse generalist with three years of education.
Some are specialized as a community nurse (Gemeindekrankenschwester) in
one additional year of part-time study that can be entered after working in
the profession for at least two years. A specialization into community nursing
is not compulsory for working in home nursing; only a minor part of the
nurses
working
in
the
community
is
qualified
as
a
Gemeindekrankenschwester
• Krankenpflegehelfer(in); auxiliary nurse, one year of education;
• Altenpfleger(in), specialized in care for the elderly, two or three years of
education.
The qualification levels of the nurses have an impact on the financing of technical acts
(see infra).

Home nursing organisations
In order to understand the rather complex way of financing and provision of home
nursing, the distinction between basic nursing (grundpflege) and technical nursing
(Behandlungspflege) is important.
In general terms (because clear descriptions are not readily available), one could say
that the German system considers grundpflege as nursing activities independent of a
pathology or disease that are general to any person, while behandlungspflege is directly
connected to disease-related technical acts to support diagnostics and treatment.
Besides this, the German system also distinguishes home support (such as cooking
shopping cleaning etc). Ambulatory services can provide in basic nursing technical
(specialized) nursing and support care.
Most of the organisations providing home care and nursing use labor differentiation
over different nursing categories to provide the different services.
Different types of organisations provide home nursing and care: social-profit (e.g.
Caritas, Red Cross) or municipal services (kommunale Sozialstationen) and many private
Pflegedienste. Sozialstationen (public/municipal or private/social profit) provide home
care and home nursing but function as community service centres too. They were
initially built to reduce the demand for residential/hospital care. Their activities are thus
not limited to nursing only.

ee
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These Social and home health services are largely provided by independent, charitable
and private-commercial bodies (social service providers), partly also by municipal
service providers. The state and/or the social benefit funds have a safeguarding mandate
here. A typical Sozialstation employs 8 to 10 nurses, either generalists or nurses
specialized in care for the elderly. Volunteers and nursing aids, who perform basic
nursing procedures and home help services, assist them. The size of the population
served by a Sozialstation varies between 12 000 and 50 000 inhabitants, depending on its
size and the degree of urbanization.
Care support centres are created within the framework of LTC to pool all care-related,
medical and social services and their networking under one roof. Ideally, all actors
involved in care, that is sickness/LTC funds, private long-term care insurers,
municipalities, social welfare bodies and local long-term care providers should be
represented in these centrally located, easy-to-reach centres. Staff for serving people
falling under the long-term care and health insurance schemes, of services and facilities
for old people and of the social assistance funds coordinate their activities and inform
those who are seeking advice and help about the relevant social services. The care
support centres must be independent. Additional to these centers the function of casemanagers was formally established, aiming at coordination of care around patients.
In order to be accredited, home nursing providers are obliged by law to guarantee to
provide nursing services day and night and during the weekends and bank holidays.
Since the SHI Modernization Act 2003, hospitals may treat ambulatory patients with
diseases requiring highly specialized treatment on an ongoing basis, and thus provide
nursing. Since 2004, hospitals may also provide care in specialties and for patients with
certain rare diseases and special forms of disease progression.
Integrated care is recently identified as a separate sector. Integrated care contracts
concern mainly disease-centered programs at the interface between acute hospital care
and rehabilitative care, involving office-based specialists physiotherapists and family
physicians. Sickness funds negotiate selective contracts with single providers or a
network of providers, i.e. physicians, hospitals, rehabilitative institutions. All these
services need to be accredited within their sector, but may provide services across
sectors within the scope of the integrated care contract, e.g. a hospital may provide
outpatient services if it has a joint contract with an ambulatory physician.

Financing of home nursing
In the outpatient sector, health care services are mainly reimbursed according to a feefor-service system (Leistungen) with a fixed budget and floating (point) values. Sickness

funds are obliged to collectively contract with all providers of ambulatory
care.

Investments are financed through Länder (comparable to the financing model of
hospitals) and are not part of social contribution budgets.
Home nursing is financed through two main insurance schemes: statutory health
insurance and long term insurance. Complementary money is paid by households and
social services.
For the statutory health insurance, nursing care at home is currently included in the
benefit package. Within this health insurance framework there is a strict hierarchy of
service entitlement, ranging from medical treatment, specialized nursing, basic nursing,
and home help as a supplement to nursing. Specialized nursing (“Behandlungspflege”) is
financed when it is prescribed by the medical profession. The same care, provided by
different categories of personnel, implies a different tariff.
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‘Behandlungspflege’ can be combined with ‘Grundpflege’ or even home help according to
patient needs, when prescribed. It is initially aimed at preventing too long stays in
hospitals, or should support the medical (GP) home care (‘Häusliche Krankenpflege’). In
practice, the reimbursement of acute “medical” nursing becomes content-wise very
close to the package of care provided in the German Long Term care insurance, be it
that the Grundpflege is not always considered necessary. However, the theoretical
demarcation between Grundpflege and Behandlungspflege is not that easy to make in daily
practice. Although the SHI Restructuring Act mandated the Federal Joint Committee
(G-BA) to clarify responsibilities and improve cooperation among the sickness funds,
organisational responsibilities and financing obligations are still subject to debate.
People who are (partly) incapable of ADL-activities for at least six months due to
physical or mental illness are eligible for care and reimbursement under LTCI. The long
term care insurance provides indemnity tariff (fixed amount of cash benefits or in kind)
according to the care class each person is grouped into (see supra). Applicants are
examined and grouped into one of three categories by the regional medical review
boards which are jointly run by all statutory sickness funds. In the LTC, tariffs are
defined for bundles of treatment, per activity or per hour or in points (e.g. washing is
weighed 410 points, support with eating 250 points, making a meal 150 points). For
each point a monetary value is negotiated and contracted.
The dependent person can obtain the necessary services and will be reimbursed by the
budget he is attributed according to the score on the dependency scale (‘Pflegestufe’). If
this budget is insufficient, he has to pay himself the additional expenditures, or he can
fall back on social assistance (Sozialhilfe).
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APPENDIX 5: THE STAKEHOLDERS DIALOGUE
INTRODUCTION
This section reports the results of four stakeholder dialogues on the current financing
rules and principles in home nursing in Belgium.
Stakeholders can be defined as those individuals, groups or organisations that have a
“stake”, a position or interest, in the actions of a government (or other types of actors),
because they can be directly or indirectly affected by these policies and actions.
Stakeholders are all those who need to be considered in achieving project goals and
whose participation and support are crucial to its success81. Stakeholders in home
nursing can thus be defined as those groups who have an interest and/or are impacted
by the theoretical policy options on financing and organising home nursing in Belgium.
A stakeholder dialogue refers to the processes of bringing together different
stakeholders (actors) and engaging them in a dialogue and collective learning that can
improve innovation, decision-making and action82. A stakeholder dialogue is mainly
about giving stakeholders a voice, listening to their opinions and arguments on the issue,
and to a certain extent develop an interactive group process. It can be considered as a
manner of social learning, which means that different societal groups are engaged in a
communicative process of understanding problems, conflicts and social dilemmas and
creating strategies for improvement.
The following features characterize the stakeholder dialogue82:
1. it deals with a clearly bounded context and set of problems;
2. it involves an explicitly defined and evolving set of stakeholders with common
(but often conflicting) interests;
3. it works across different sectors;
4. it follows an agreed yet dynamic process and time frame;
5. it is guided by negotiated and understood rules of interaction;
6. it deals consciously with power and conflict among stakeholders and sectors;
7. it engages stakeholders in learning processes (not just negotiation over fixed
positions);
8. it aims for a balance between bottom up and top down approaches;
9. it aims to contribute towards effective institutional change;
The aim of this section is to explore views and perspectives of people directly involved
in the financing of home nursing in Belgium. The stakeholder dialogue is conceived as a
stakeholder consultation on opinions and arguments on issues related to the future
financing of home nursing in Belgium. The stakeholder meetings aimed not at consensus
recommendations neither at priority setting of issues. The challenge was to facilitate
dialogue between people who potentially hold opposing views, with the aim to achieve a
common understanding of the issue at stake83.
The specific objectives were:
• to assess what the stakeholders perceived as relevant (positive and negative)
with regard to the current Belgian financing model and to explore whether
their perceptions matched/confirmed principal findings from our literature
study. Participants were invited to develop arguments with particular
attention for their interests.
• to discuss the stakeholders view on the link between organisational nursing
models and financing in the particular Belgian context.
• to question the stakeholders’ view on instruments and procedures for
financing nursing care delivery.
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METHODS
Selection of stakeholders
The selection of stakeholders was performed by the research team. The selection of the
stakeholders seemed rather straightforward as we are operating in a stable context:
issues are clearly defined and circumscribed, most of the relevant stakeholders are
visible84. Three groups of key stakeholders were selected: a first group is involved in the
policy negotiations and implementation of financing home nursing (different
governmental instances, NIHDI, federal and community adminstrations, sickness funds,
...). Furthermore, two separate groups of stakeholders were identified that deliver
nursing care at home: a group of representatives from self-employed nurses and a group
of representatives from employee nursing organisations The sickness funds were also
considered to be the representatives of the patients (Table 1).
The selection process of the stakeholders was performed in two discussion rounds by
the research team. For the selection we had to deal with practical constraints too: the
discussion groups needed to be relatively small and for pragmatic reasons we organised
only two discussion rounds (see infra).
Table 1 : Invited and participating stakeholders
Number invited
Type of stakeholder
Organisations for self-employed nurses

5

Number
responded
3

Home nursing organisations

7

5

Sickness funds

5

3

Authorities

4

1

NIHDI

1

1

Medical houses

1

0

Trade unions

1

0

Integrated services for home care

3

3

Organisations were contacted by e-mail by the KCE secretariat. Follow-up was done by
the research team. All invited organisations received an e-mail defining the objectives of
the study and the objectives of the dialogue, an invitation to participate in the
stakeholder meeting and a short description (in the two languages) about themes that
would be discussed.
Twenty-five stakeholders participated in the stakeholder meetings (see infra): eleven
representatives from employee nurses, nine representatives from self-employed nurses,
two representatives from authorities, three from sickness funds. Ten representatives
were French native speakers, fifteen were Dutch native speakers. Globally, 14 persons
participated on both stakeholder sessions while 11 persons participated in only 1
session.

PROCEDURE OF THE STAKEHOLDERS DIALOGUE
As an input to the stakeholder dialogue, the research team developed propositions.
During two consensus meetings with KCE researchers involved in the project and the
external research team, short statements/propositions were formulated using insights
from the literature review (Table 2). These propositions were conceived as triggers for
initiating the discussion on financing matters in home nursing.
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Table 2 : Proposition used in the stakeholders dialogue
Proposition 1: The changing role of home nursing in health care requires that financing mechanisms
should change.
Proposition 2: The principles for financing home nursing in Belgium must change FUNDAMENTALLY.
Proposition 3: Financing sufficiently takes into account new nursing activities.
Proposition 4: Financing is sufficiently adapted to allow for differentiation of tasks and functions
between different types of nurses (care assistants and qualified nurses).
Proposition 5: The current nomenclature list of nursing interventions is incomplete and insufficiently
adapted to the current nursing reality in home care.
Proposition 6: Tariffs for home nursing interventions should be based on real costs of suppliers of
home nursing care.
Proposition 7: We need other instruments for care dependency to create opportunities for an
appropriate financing system for home nursing.
Proposition 8: Costs and efforts for registration of care dependency are too high for an adaptation of
the financing system.
For each proposition the participants received a form with the proposition and some
clarification. Each proposition and clarification was read aloud by the moderator, with a
short additional explanation. Then the participants were asked to score the proposition
on a five point scale (do completely agree, do agree, no opinion, do not agree, do
completely not agree). Participants were invited to write down key arguments why they
agreed or did not agree with the proposition.
After this part the moderator invited them (one by one) to orally explain their opinion
about the proposition. Other participants were invited to discuss these opinions. As
soon as the round table was finished and everyone had the chance to develop his/her
arguments the moderator moved to the next proposition. The dialogue took about 1 to
1.5 hours per proposition.
The group consultation process was organised in two sessions (May 20 and June 16,
2009). In the first session, propositions 1 to 4 were discussed. In the second session,
propositions 5 to 8. Each session was split into two groups (morning and afternoon
group) of 7 to 11 people. Both sessions took 2.5 to 3 hours of discussion. The reason
for splitting the groups was threefold. Firstly, the groups were too large to facilitate the
group discussions (more than 20 people). Secondly, we wanted to deal with practical
agenda issues. Some participants were only able to attend the morning session, others
only the afternoon session. Thirdly, for methodological reasons we tried to control for
potential “group thinking” effects within groups. We were interested to see if two
independent groups would come to similar opinions and arguments about the same
propositions.
Based on their availability participants were allocated to one of the sessions. We tried
to balance the sessions according to stakeholder characteristics and aimed at language
mix as much as possible. Each group was composed heterogeneously, which means that
different stakeholders were represented in each group (self-employed and employee
nurses, health authorities and sickness funds; French/Dutch).
During the sessions, all participants spoke their own language (Dutch or French)
without simultaneous translation. If necessary for one of the participants, the moderator
repeated and summarized stakeholders’ statements in the other language.
Three researchers (MP, CD, LP) participated in all sessions as observers. They took
notes of the discussions. All sessions were audio-taped; this audiotape was used as a
backup-tool. Participants were asked to first state their name before they started
speaking, which allowed to identify all statements on tape afterwards.
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The proposition forms, with the scores and written arguments and opinions, were
collected after the stakeholder meeting. To analyse the stakeholder-perspective from
which some arguments were given, the participants were asked to put their names on
the forms, with the guarantee that nobody would be quoted by name.
One of the researchers (JP) operated as moderator of the group discussions using a
predefined scenario, including support questions85. One of the researchers (WS)
operated as co-moderator for time-keeping, helping the moderator when necessary85.
Each session proceeded in the same way:
1. Introduction and welcome
2. Identification of purpose of the study
3. Introduction to the method of the study and stakeholder dialogue
4. Introduction to group discussion
5. Introducing participants’ (name, organisation, role)
6. Reading first proposition aloud + clarification (JP)
7. Scoring the proposition (on paper) + formulating arguments (10’)
8. One hour group discussion per proposition
9. Next proposition…
10. Group discussion
11. Finalizing and thanking for collaboration
One month elapsed between the two stakeholders’ sessions. The first session explored
opinions on the statements 1 to 4. The second session focused on the statements 5 to
8.
The dialogue from the first session was transcribed and analyzed before session 2 in
order to detect whether some additional issues should be discussed more in depth
during the second stakeholder meeting. Between the first and the second session, a
research team meeting (15 June 2009) was organised for an intermediate analysis of the
first sessions, checking for saturation or emerging new priority topics. This intermediate
analysis did not urge to change or adapt the original propositions 5 to 8. Due to time
constraints, two propositions were discussed simultaneously: proposition 3& 4, and
proposition 5&6.

Analysis and reporting of the stakeholder dialogue:
In each stage of the raw data reporting or analysis at least two researchers were
involved (MP, CD, LP, WS, ML).
The analysis was carried out as follows:
1. Thematic minutes of sessions according to relevant topics (MP, CD, WS, LP).
Researcher triangulation of minutes and check for completeness (CD, LP).
2. The arguments of the stakeholders were first thematically grouped by two
researchers into summary raw data reports of the respective meetings. The
reports were corrected for missing or inaccurate data by two researchers
per session (MP, CD, LP), who participated as external observers.
3. This stage was followed by:
4. General Classification of content and control of statements for stakeholder
attributes86, 87
5. Thematic details coding of topics according to their content (MP, CD, LP,
ML). All topics were classified in a classification table.
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6. Synthesizing, theorizing, re-contextualizing using inter-participant analysis and
analysis of categories (ML, LP). Comparative analysis of parallel stakeholder
groups.

THEME 1: REMARKS AND COMMENTS ON THE CURRENT
FINANCING SYSTEM
Topic 1: General
Quite a number of participants had comments and remarks that can be labelled as
“general” in the sense that hold encompassing issues on health care organisation and
policy making.

Lack of global vision
A recurrent remark was that in the Belgian organisation and financing of health care
lacks a global vision on the organisation of health care delivery and, more particularly a
vision on how the current financing model can be adapted to deal with the new
challenges.
• “Currently modifications to the financing system are not based on a global
reflection on the financing system, but there are only small case by case
adaptations”ff (participant 11).
• “A holistic vision is required ... it would be better to adopt a totally new
financing system rather than to provide little/partial solutions using separate
incremental ad hoc financing mechanisms” (participant 12; session 1).

Pleas to adapt the financing model to the organisation model
Stakeholders argue that the organisation model of health care (including the role of
home nursing) should be well reflected before changing/adapting the financing system.
Participants urged to develop a financing system taking into account clearly defined
objectives underlying the intended organisation of home nursing: the integration of
home nursing with hospital based care delivery and primary care (organisational
objective), the promotion of good practice, the promotion of a global view on the
patient, etc. ...
• “The financing system should promote the integration of home nursing in the
global health care delivery” (participant 11; session 2)

Remarks on a segmented policy approach of healthcare sectors
Participants criticised the fact that the debate on financing and healthcare organisation is
currently fragmented. The policies for different healthcare sectors are too segmented,
approached as separate boxes: e.g. if the hospital stays become shorter, there are no
provisions (there is no plan) for home nursing to take care of higher numbers and
technical complexity of patients in a post-acute stage of recovery. Moreover, the
increasing number of chronic conditions to care for within home care put pressure on
the complexity and severity of nursing. These aspects of changing severity and
complexity are expected to be embedded in a vision on the organisation of primary
care and home nursing within a more broad health care perspective.
• “Healthcare is shifting towards a transmural chronic care model requiring
other/higher competencies, specialisation, ... the nomenclature of home
nursing is poorly adapted to this new model“ (participant 2; session 1).

ff

We selected quotes illustrating the issue. Often more quotes are made by more participants on the same
issue. Of course we translated the original quotes of the participants, trying to stick as close as possible
to the original one.
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Topic 2: The Belgian political responsibilities
All participants were aware that the division of political competencies makes the
organisation of home care and home nursing quite particular in Belgium: participants felt
there is an issue with regard to a clear demarcation of home nursing (federal
competency) and family help/social care and services (competency of the communities).
Some participants argued to develop a regulating mechanism for making a clear
distinction between health care delivery and social care delivery (financing should follow
the organisational model). In the current situation patients can opt for the federal health
care approach or for the community care for similar care. In the grey zone between
health care and social services, currently financing is an argument for the patient to
choose for health care for their basic care.
• “the separate financing mechanisms of social services and home nursing can
impact on the patient’s choice in need for support and nursing care with
regard to personal hygiene” (participant 11; session 2).
With regard to this issue a participant of the health authorities highlighted that the
person’s status should be the criterion to determine whether someone needs to
receive health care services, or social services. If the person cannot be considered as a
“patient”, hygienic nursing care should be provided by family aides of social services
organised under community competencies. The financing system should not be the
reason why the patient chooses for hygienic nursing care from the health care system
rather than from social care services.
• “The grey zone between social services delivery and nursing care delivery
should be clarified. It should not be the patient who chooses the type of
service delivery which is most advantageous in financial terms. There should
be a regulating mechanism between social services delivery and nursing care
delivery” (participant 11; session 2).

Topic 3: Critiques on the complexity of current financing mechanisms
All participants seemed to agree on the problematic complexity of the current financing
mechanisms. Stakeholders disapproved the fact that currently too many different
mechanisms and financing sources contribute to the financing of home nursing. They
mentioned: the nomenclature, specific costs of services for home nursing, social tax
reductions, subsidies for software, specific arrangements with hospitals. The complexity
was described a consequence of different policy measures to substitute for the
shortcomings within the basic financing mechanism (the nomenclature). Many
participants urged for a simple (straightforward) financing mechanism which would be
sufficient for home nurses to be profitable/cost effective, without additional
”patchwork” systems.

Topic 4: Critique on current fees
The current fees were generally criticized because they do not cover the real costs of
home nursing. There was a consensus between home nurses that fees should account
for real costs and include different cost aspects: personnel costs, material costs, travel
costs, … Representatives for health authorities agreed less with this statement.
• “Tariffs for daily lump sum payments in patients with significant ADLdependency are adequate but tariffs of basic nursing interventions in the feefor-service financing, such as hygienic nursing care, wound care and injections,
do not account for the workload and the time which is required to carry out
these nursing interventions.” (participant 8; session 2)
It was also mentioned that in a society with an increasing number of persons with
chronic diseases, the fee-for-service financing mechanism is not adequate if it is used to
finance new tasks such as support and counselling, assessment, education of patients,
coordination, communication… These types of tasks should be integrated in a more
global financing mechanism (or lump sum) of holistic nursing care of patients with a
chronic disease and not a separate fees for separate activities.
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Costs and type of nurse
An emerging issue was the difference between self-employed nurses and organisations
employing nurses. Most participants agreed that no different fees for self-employed
nurses and employee-nurses should be introduced. But complementary to this general
statement employee-nurses and self-employed nurses expressed also the opinion that
financing should take into account different cost structures of self-employed and
employee-nurses.

Material cost
With regard to the financing of material costs, nurses and participants from sickness
funds formulated different statements: home nurses remarked that the current fees
were not corrected for the increased costs of transport, materials used, index, … As a
reaction one participant from a sickness fund suggested to disentangle the aspect of
material costs from the fee for a nursing activity. Material and other costs might
fluctuate because of other factors (e.g. discount on prices if nurses order large numbers
of a material, which is more advantageous for large organisations).

Cost and collaboration with hospitals
A particular issue concerned the current practice of nursing assistance in haemodialysis
and peritoneal dialysis at home for which specific arrangements have to be made with
hospitals. Critiques on these arrangements were twofold: first, financing home nursing
delivery via these specific arrangements with hospitals adds to the complexity of the
global financing system of home nursing; secondly, it was stated that payments for
nurses in home nursing are too low.

Cost, workload and use of time
Reflections were also made on the need to take into account workload and use of time
in determining fees: one participant mentioned that time registration shows the time
spent of nurses for activities for particular categories of patients has increased:
• “ in the last 5 years, the average time spent in patients with lump sum level A
payments has increased 5 to 10 minutes per visit“ (participant 17; session 1).
Stakeholders do not request continuous and detailed time studies, but a correct
assessment of the required time to care should be possible/done and connected to the
use of a new patient assessment instrument (see below).

Real cost and informal caregivers
Some participants argued that fees should also take account for the availability and the
involvement of the informal caregivers.
• “The absence of an informal caregiver often leads to an increase of the
workload and the time needed to carry out the nursing care”. (participant 24;
session 1)
Other aspects requiring time of nurses were mentioned too:
• “Time is needed to care, to listen, to involve the family members in the care
delivery” (participant 6; session 3)

Urban areas
Some participants raised the particular issue of nursing in urban environments: urban
areas lead to complaints about time loss in traffic jams and parking problems
• “In urban areas costs of time loss in traffic jams and searching for parking are
immense.” (participant 25; session 4)
Moreover labour shortage of nurses in (big) urban centres is seen as a potential
challenge.
•

“Nurses can choose/select the patients they (want to) care for. Therefore, in
urban areas, there is a risk of nurses shortage.” (participant 12; session 4)
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It was recognised though that in recent legislative propositions, the Agreement
Committee has taken into account time spending and material use for calculating the
tariff of nursing interventions which will be added to the nomenclature of home nurses.
• “Recently, the Agreement Committee for home nursing considered material
costs while preparing new nomenclature for home nursing” (participant 22;
session 4).

Topic 5: Critique on the fee-for-service system
During the discussion many comments were made on the perceived advantages and
disadvantages of the fee-for service financing: the comments addressed, on the one
hand, content issues with regard to the list of activities, on the other hand, the
complexity of the current scheme.

Fee-for-service and chronic care
The current fee-for-service system is designed to finance distinct/specific nursing
activities. A general critique on this scheme (nomenclature of nursing interventions) is
that it does not support a holistic nursing care process. This holistic nursing approach is
considered as required in today’s chronic care model. The fee for service model holds a
risk that nursing care is being reduced to carry out distinct activities without taking into
account other aspects of the nursing process: observation, problem detection, definition
of objectives, planning, evaluation.
• “It is important that home nurses are allowed to use an assessment
instrument for the intake of patients. Their job should not be restricted to
carry out the activities which are prescribed by the doctor”. (participant 1;
session 4)
The “nursing consultation”, a nursing assessment intervention which was recently added
to the nomenclature, was considered as an example of an outdated use of fee-forservice financing, because implementation of the nursing consultation was accompanied
by a complex set of rules for defining and limiting the patient group in which it might be
used, while in fact such an assessment should be integrated in the nursing care process
of all patients receiving long-term nursing care.
• “Recent initiatives/solutions such as the nursing consultation and the
multidisciplinary consultation in the Integrated Services for Home Care are
subject to complex rules”. (participant 12; session 1)
Moreover, for a comparable assessment and interdisciplinary discussion other
regulations (e.g. the Integrated Services for Home Care) foresee a fee-for-service
payment.

Completeness of nomenclature
Most participants agreed on the fact that many nursing interventions such as blood
sampling, observation and registration of vital signs and parameters, oxygen therapy,
aerosol therapy, etc. are lacking in the nomenclature, which means that there are no
tariffs and payments for these nursing interventions. These activities sometimes require
significant amounts of time.
Remarks were also made on the laws on the content of the nursing profession and the
current list of reimbursed activities. Activities identified in the law on nursing in Belgium
(Article 21 quinquies of the Royal Decree nr. 78, the Law on Nursing): observation of
the health status, formulating nursing problems, giving information and advice, support
of the dying person, grief support) are not identified in the nomenclature of home
nursing. Some participants urge to give these intellectual activities higher priority.
• “Part A of the Royal Decree nr. 78 is the essence of nursing but it is
insufficiently represented in the nomenclature for home nursing. It should
receive more attention”. (participant 18; session 4)
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Mainly home nurses stated (in rather general terms) that financing does not take
account (sufficiently) for communication and coordination with medical specialists and
GPs. The evolution of health care delivery towards a model of care delivery across
settings (hospital – home care – intermittent care) and the increased application of a
chronic care model both require that home nurses demonstrate other competencies
than a few years ago. Home nurses are expected to integrate their care delivery with
the doctor’s medical care.
Several participants from nurses’ organisations argued that there will always be the need
for integrating new nursing interventions in the nomenclature. But the uptake of new
nursing activities in the nomenclature is considered to lag behind the developments in
home nursing reality. Especially highly technical nursing interventions are not all
represented in the nomenclature.
•

“Currently, specific technical nursing interventions are only limited in the
nursing nomenclature, while medical innovations evolve very quickly. But
negotiations for implementation of an innovative nursing activity in the
nomenclature require at least 2 years”. (participant 22; session 4)

• “The legislation on the financing of home nursing is very complex. The system
is based on continuous adaptations and corrections (a corrective system)
which is the reason why the list of nursing activities is incomplete. The list is
the result of consultation (between nurses and sickness funds). I fear that
there will never be a system which will allow proactive steering. Overall, it is
not too bad. Nurses may want/desire a lot but the question remains: what do
the authorities want to pay?” (participant 25; session 4)
It is recognized though that the introduction of educational interventions for diabetic
patients (2003) and the nursing consultation (2009) was considered as a significant
progress in this matter.

Complex rules for avoiding combination of payments
Stakeholders mentioned the complexity of financing rules that allow and/or limit the
financing of multiple simultaneous nursing activities in one visit or one day.
• “Through the years, several rules for allowing or limiting combinations of
nursing activities have been added to the nomenclature, which added to the
complexity of the system as a whole”. (participant 3; session 1)
• “Rules for allowing or limiting combinations of nursing activities are complex
and can lead to abuse. We must take care that the system does not run off
the rails. (participant 3; session 4)
These complex rules are considered as potential impediment for delivering qualitative
nursing care.
• “It is not allowed to combine some nursing activities [for obtaining funding]
although it is important that these activities are carried out simultaneously”.
(participant 9; session 3)
Moreover, the non-exclusiveness of some nomenclature codes was mentioned. Some
nomenclature codes may refer to different nursing interventions, e.g. an intra-muscular
injection is identified by the same code as a sub-cutaneous injection. As a consequence
it is not possible to identify which intervention actually has been carried out.
Participants from authorities and sickness funds observed the lack of knowledge of
nurses about the nomenclature and the administrative rules to apply them. It was
agreed upon by all participants that in general terms home nurses did not know the
rules sufficiently. Participants of health authorities and sickness funds considered the
nomenclature rules as not so complex. Part of the explanation for complaints of the
complexity is potentially the result of the lack of particular criteria or particular
(administrative) competency levels to become a home nurse.
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Topic 6: Critique on capitation
Some stakeholders expressed their aversion for capitation payments without outcome
measurement, as currently used for medical houses. They expected that the capitation
would lead to patient selection and quick referral to hospital or institution for old
persons.

Topic 7: Critique on lump sum financing
The main critique on the current lump sum financing of nursing care is the lack of
transparency. Especially the fact that only minimal criteria are used for registration of
‘pseudocodes’, is questioned. Because registration of ‘pseudocodes’ is often lacking, it is
insufficiently known which nursing activities are performed for patients falling under the
rules of lump sum payments.

Topic 8: Out-of-pocket payments for patients
Some persons reflected on the patient’s out of pocket payments in home nursing. Two
participants from self-employed nurses mentioned that many home nurses, employeenurses as well as self-employed nurses, did not charge for the co-payment part of the
patient. They argued that it should be mandatory to ask patients to pay the personal
contribution in order to hold them responsible, to take into account their personal
contribution for the MAB (‘maximum billing’) and to avoid abuse.

Alternatives (PAB)
One stakeholder from a large organisation of employee-nurses argued that the patient
in the role of manager of his budget for nursing care, such as the personal assistance
budget (PAB) for handicapped persons in the Flemish Community, was not considered
as a good model, because many patients would experience difficulties to describe their
need and choose appropriate nursing care and support.

THEME 2: ARGUMENTS FOR REFORMS
Topic 9: The extent of required change: radical or fundamental?
Reflecting on the reform process to implement new financing mechanisms, two
dominant opinions emerged: most stakeholders expressed that they preferred that the
good parts of the current system should be kept and that incremental changes would be
made for solving the critiques on the system. Two participants explicitly urged to adopt
more fundamental than just incremental changes to find a final and major solution for
the global critique on the complexity of the system. The latter participants agreed that
the financing system should be a mixed system, partly fee-for-service and partly lump
sum payments.
• “The financing system must change fundamentally but not radically. The
system must stay as a mixed system but the instruments used for determining
the financing, the keys for entrance into the system must change” (participant
10; session 1).
Stakeholders pleading for incremental changes argued that the current system, which is
a mixed system, has merits.
• “Let’s not throw everything overboard, let’s keep the good things” ... “We
should act cautiously if we want to implement invasive changes”. (participant
3; session 1)
• “Let us adapt the current mixed financing system: fee-for-service and lump
sum financing”. (participant 2; session 1)
According to these stakeholders, much of the complexity of the current system is due
to subsequent adaptations and extensions to the original sound mechanism. These
stakeholders mentioned that in the past, adaptations and extensions were made in
order to meet recent requirements with regard to prevention, quality of care, new
developments, earlier hospital discharges in acute stage of recovery, task and function
differentiation, specialization, financial support for organisational matters, enhanced
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importance of chronic care delivery / the chronic care model, multidisciplinary
collaboration, coordination, support, counselling, …
According to several stakeholders a main aspect to change concerns the eligibility
criteria for home nursing care, the entrance to the system, should change.
• “The keys to the system must change” (participant 10; session 1).
However, participants agree that efforts are needed to achieve change:
• “organisations and nurses were asking for change since several years, but in
the future they have to limit their resistance and be willing to accept
changes.” (participant 10; session 1).

Topic 10: Principles of financing
Arguments for a mixed financing model
Most participants agreed that an adapted model of financing should be a mixed system,
partly fee-for-service and partly case-mix related lump sum payments.
One representative of an association of self-employed nurses proposed that the
financing model should be a good mix of four types of financing/funding: fee-for-service
payments, payments for discrete nursing interventions; lump sum payments according to
patient’s characteristics (case-mix); payments related to the organisation of the practice;
payments related to the objectives of care (outcome, quality).
• “Fee-for-service payments might be limited to the delivery of discrete nursing
activities in less complex patient situations where the need for nursing care is
low. The other payment mechanisms intend to cover different aspects of
nursing care provision in their specific variability: e.g. continuity of care
cannot be covered by a nomenclature code but it might be promoted by
financing the organisation model of home nurses”. (participant 23; session 2)

Arguments for case-mix
Most of the participants agreed that case-mix financing should be introduced for the
group of patients with complex needs. These patients require multiple simultaneous
nursing interventions and the availability of a diversity of nursing competencies that
cannot be covered by a simple nomenclature.
It was explicitly remarked that the case-mix model should not be based on medical
diagnoses. Moreover, it was suggested that case-mix financing models avoiding patient
selection (cherry-picking) should be preferred.

Fee-for service or lump sum
Practically all stakeholders agreed on their preference for a mixed system of fee-forservice payments for discrete nursing activities and lump sum payments for patient
groups with higher case-mix levels, although the research team suggested an opposite
model: lump sum payments for discrete and simple nursing activities and fee-for-service
payments for complex care delivery.
Some stakeholders expressed their preference to limit fee-for-service financing for
simple and well defined care situations, and not to use it for complex and long term
care. They argued that a nursing intervention must always be adapted to the patient’s
situation and the nurses should always pay special attention to other aspects of nursing.
• “There is more than the nursing intervention which is reimbursed. Home
nurses do much more than the activities which are financed. A nursing
intervention must be adapted to the patient’s situation, the nurse has to pay
attention to the psychological aspects, communicates with the doctor, the
pharmacist, … “ (participant 20; session 3)
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Pay for quality
Many participants pleaded that financing should take outcome and quality of care into
account. There was general agreement on the principle that payments should be related
to the objectives care, to the outcome, to quality of care. It was mentioned that the
organisation and collaboration of nurses in nursing practices/services yield merits for
quality of nursing care and that therefore the financing mechanisms should take into
account the type of organisation of home nurses.
• “Financing should take account the necessary (organisational) conditions for
quality of care and the indicators of good quality of care delivery” (participant
23; session 2)
• “Associations of less than 7 self-employed nurses were not eligible for
receiving payments for specific costs of services for home nursing.”
(participant 5; session 1)
It was added that the existing financing of specific costs of services for home nursing
(specific costs were defined as costs for organisation, coordination, programming,
continuity, quality and evaluation; see chapter 2.) is unwieldy due to complex
administrative regulations. A more flexible financing system of practices of home nurses
and differentiation of functions should be implemented. It was argued that simplifying
the administrative work will require that a registry of nursing practices will be installed.
In the context of this discussion, participants mentioned that quite a number of nurses
combine a job in a hospital with some limited nursing activity as a self-employed home
nurse. It was suggested that low activity levels and the limited availability of the parttime self-employed nurse could affect continuity and coordination of nursing activities.
• “There are cherry-pickers who have via the hospital very easy access to
profitable nomenclature activities”. (participant 22; session 4)
• “A registry of home nurses is required: who is employed full-time in home
nursing? Who is combining employment in a hospital with partial selfemployment in home nursing? Does full-time employment in home nursing
result in higher quality of care delivery than partial employment?” (participant
16; session 4)
Additionally, it was mentioned that payments related to the objectives of care,
outcome, quality of care will require data registration of sufficiently large patient
populations.
• “Data registration is required on every level of care delivery. Therefore an
adequate data management model will be required” (participant 23; session 2)
Several methods for differentiating payments according to the outcome/quality of care
were mentioned:
• Quality indicators and outcome parameters should be developed: e.g. patient
satisfaction, HbA1c blood levels in diabetic patients.
• The fees were mentioned as a very effective lever to promote the required
nursing interventions: fee for unnecessary interventions should be low
whereas fees for evidence based interventions should be high.
• The use of an instrument (see further) would support the evaluation of
quality of care.

Decision making process on implementation of new nursing acts
Home nurses and representatives of health authorities agreed that the introduction of
nursing interventions in the nomenclature requires a heavy procedure which takes at
least one year, which is too slow. Additionally, home nurses mentioned that the
representatives of home nurses in the Agreement Committee often do not request for
the introduction of new nursing interventions because they know that budgets are
limited. It was also mentioned that recently the Agreement Committee considered a
new method for provisional financing of urgently needed nursing interventions.
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Topic 11: Develop better control mechanisms
Perceived need for control
All stakeholders agreed on the need for control procedures, especially with regard to
nursing care delivery in the lump sum financing system and share the opinion that
current control procedures were suboptimal. The current way of financing lacks
transparency because of a lack of adequate control
Special attention is asked for the registration of activities under lump sum payment
(pseudo-codes) and to the interrater reliability of the evaluation scale for the activities
of daily living (Katz). Home nurses gave the example of a patient who is evaluated as
incontinent by the home nurse but who denies his incontinence when he is confronted
with the nurse advisor of his sickness fund because he does not know her, she is a
stranger to him.
Interrater reliability of the Katz scale seems insufficient for its use in decisions on
reimbursement levels for individual patients. In 40 to 50% of all controls, the nurse
advisors of the health insurance funds assigned a lower score than the score assigned by
the home nurse. The low interrater reliability is explained by potentially many reasons:
unclear guidelines, bad scoring by nurses, the need for nursing care might change from
day to day.

The control working practices
Nurse advisors from the sickness funds experience feelings of demotivation because
they were seen as the bogeyman who has to apply restrictive and sanctioning measures.
They expected that the recently installed intermutualistic control procedures will yield
positive results.
A participant of a sickness fund mentioned:
• “The current control procedures of the Medical Evaluation and Inspection
Department of the NIHDI are not very effective and often lead to nothing”.
(participant 2; session 3).
Home nurses were on the other hand pleading for better understandable procedures.
They also requested more opportunities to develop self-control procedures using
standardized and feasible instruments, without much administrative efforts.
There was disagreement between the representatives from the authorities and the
representatives from the sickness funds about which instance should be authorized to
perform control of nursing care delivery at home.
• “The NIHDI and the sickness funds both have interest in paying as little
money as possible for reimbursing patients and argued that therefore an
independent controlling instance should be installed, as it is in some other
countries”. (participant 10, session 3)

The objectives of control
A representative of home nurses argued that home nurses and authorities might have
fundamentally different visions on patient assessment. Home nurses perform an
assessment in the context/framework of a caring relationship with the patient. Home
nurses’ view is not limited to a momentary view but spans a longer period of care
delivery during which a patient’s need for nursing care may change with ups and downs.
Medical or nursing advisors from sickness funds or NIHDI are strictly focusing on the
patient’s functional competence because of financing the care.
• “Home nurses perform assessments with a different point of view compared
to the controlling officials and the nurse advisors. An assessment by a home
nurse is an integrated aspect of a care delivery context: it also takes into
account the patient’s evolution over time. The officials merely assess the
patient from a functional point of view”. (participant 22; session 4)
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Some nurses agreed with this proposition and wondered whether provincial medical
committees or a new Council of Nurses could eventually do the controlsgg. Participants
from the sickness funds confirmed that the sickness funds should keep the competence
to control nursing care delivery at home. They argued:
• “Recent modifications of the control procedures (control by multiple funds
simultaneously) demonstrated higher consistency, but that it will require a lot
of time”. (participant 4; session 1).

Sanctions and feedback
Home nurses and participants from sickness funds had different opinions on the existing
procedures for sanctions. Home nurses feared very high fines. Participants from the
sickness funds stated that control procedures of the Medical Evaluation and Inspection
Department of the NIHDI were not very effective and often lead to nothing, fines were
not often applied (participant 2, session 1).
Anyway, participants from both, self-employed nurses and large organisations of
employee nurses, questioned the fact that for several years, the authorities gave little or
no feedback on the activity level of home nurses.
• “There should also be a shift in the communication between NIHDI and
sickness funds on the one hand and home nurses on the other, resulting in
more reciprocal dialogue and educational and positive feedback”. (participant
2, session 1)

THEME 3: NURSING RELATED TOPICS
Topic 12: General changes in home nursing
Many participants focused on the shift towards the increasing health care delivery
across settings (hospital – home nursing). This movement results in higher demands for
complex care delivery, higher competencies and skills of general home nurses and more
specialist nurses. Home nurses collaborating in a service for home nursing can easily ask
advice from a specialist nurse of the service.
As a general comment, it was mentioned that the French ‘hospital at home’ model was
not considered an adequate model for Belgium.

Topic 13: Organisational characteristics of providers of nursing care:
Self-employed nurses (often organised in small associations) versus
large organisations (of employee nurses)
As mentioned before, participants accepted that fees should not be differentiated for
self-employed nurses and employee-nurses.
It was not questioned and discussed in detail how the different cost structures could be
taken into account. It may be summarized that nobody expressed the need for different
tariffs for self-employed and employee nurses, but many stakeholders argued that a
compensation, such as the subsidy for specific costs of services for home nursing,
should be given if the collaboration in a service/practice enhances continuity and
coordination of nursing care.

Qualification levels
It was questioned whether a distinction should be made between nurses who will be
allowed to perform simple nursing activities in the fee-for-service system and nursing
practices/services which will be allowed to deliver chronic care in the case-mix payment
system? The example of France was given where these two types of nursing care
delivery are split between different associations and organisations of nurses.

gg

based on the nonverbal reactions it can be questioned whether many participants agreed with this
proposition
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Topic 14: Labour market: attractiveness of home nursing as a profession
The attractiveness of the nursing profession in home care was raised as an aspect to
consider when reflecting on financing reforms. Attractiveness of the profession was
associated to the autonomy to organise oneself the work and the work hours and the
opportunities for high professional care delivery that a home nurse experiences. It was
suggested that in recent years self-employed nursing became more attractive (with
exception for Brussels) than for employee-nurses who experience major difficulties to
recruit employee-nurses.

Topic 15: The need for (higher) qualifications
The need for specialist qualifications
Participants stated that in home nursing the demand and need for specialised nurses had
increased, e.g. specialist nurses in diabetes education in the care path diabetes, specialist
nurses in care delivery in children, due to earlier discharge from hospital, ... Within the
framework of financing reforms it was mentioned that financing should take account for
more specialist roles in home nursing.
Currently, there are no conditions for home nurses to carry out the specific technical
nursing interventions. Participants raised questions about the available expertise of
home nurses to carry out specific technical nursing interventions with enough quality.
Some stakeholders feared that those nurses who are not able any more to carry out
this kind of specialized tasks in hospitals, decided to move to home nursing.
It was also mentioned that training of home nurses in new nursing care techniques
should be financed.
Although it is clear that the demand for specialized nurses has increased, participants
from self-employed nurses and employee-nurses emphasized the importance of the
sufficient availability of general oriented home nurses.
The competencies of general home nurses should not be underestimated. They can take
up an important role in patient support and accompaniment, introduction of assistive
devices, etc.

Continuous professional education
It was argued that the financing system does not (sufficiently) take into account the
increasing demand for continued professional education.
The example was mentioned of a specialist nurse in wound care, recognized by the
NIHDI, does not receive higher honorarium for carrying out wound care interventions
(while the visit and offer specialist advice for patients receiving specific wound care from
their regular nurse - note of the researchers).
The example of France was given, where home nurses are allowed to administer
chemotherapy after they have passed an educational trajectory (similar regulations exist
in the current financing system, e.g. specialist advice from a wound care specialist nurse
in for patients receiving specific wound care from their regular nurse – note of the
researchers)
Self-employed nurses proposed to develop an accreditation system (similar to the GPs’
system?).
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Topic 16: Labour differentiation
On the one hand, there will be less GPs in the future, and nurses will have to take over
tasks which are currently carried out by GPs. On the other hand, there are many
nursing interventions which are carried out routinely by home nurses and which might
be rather easily delegated to care assistants. These evolutions will require adaptations in
horizontal and vertical labour differentiation of home nurses.

Adequate mix of general and specialist home nurses
Several participants from home nurses, self-employed as well as employee nurses,
agreed that chronic nursing care delivery including nursing interventions with regard to
personal hygiene, should not be underestimated. These basic nursing tasks are often
thought upon as routine nursing tasks that can be substituted by lower qualified
employees, e.g. care assistants or family aids.
However, participants argued that e.g. in frail older people, an adequate assessment of
the patient’s status and situation is required.
• “Carrying out ‘routine nursing interventions’ in vulnerable older patients
allows nurses to observe and to assess the patient’s status”. (participant 22;
session 2)
In this context it was also mentioned that currently, home nurses too often have to
hurry and run, while they actually need more time to think.
• “A ‘thinking’ general home nurse could save time and money”. (participant 1;
session 2)
Although it was not thoroughly discussed, several participants emphasized the specific
knowledge/expertise of a general home nurse in the long term follow-up of chronically
ill (older) persons, including a close personal relationship and psychological approach.
• “We need both, general home nurses and specialist nurses”. (participant 15;
session 1)
• “Home nursing is characterized by its own knowledge/experience: long term
follow up and accompaniment by the same general home nurse in a personal
relationship”. (participant 1; session 2)

The relation between family doctor and nurse: doctor’s prescription
/ lack of autonomy for nurses
Some participants suggested that doctors’ prescription of nursing care delivery was
suboptimal. Home nurses often have to ask the doctor to prescribe nursing care, but a
doctor often does not agree with the home nurse on the appropriateness of a nursing
intervention. Another complaint was that doctors often do not (correctly) prescribe
the type of nursing care that a patient should require according to the home nurse. In
this context, it was mentioned that doctors insufficiently know the nomenclature of
home nursing.
For many participants there seems to be a contradiction between the Royal Decree nr.
78 which allows nurses to perform some nursing interventions without a doctor’s
prescription and the financing system of home nursing which requires a doctor’s
prescription for most nursing interventions, except for hygienic nursing care delivery
(specific interventions which confronted home nurses with this contradiction were not
mentioned in the stakeholder dialogues.)
Several stakeholders from both health authorities and home nurses suggested that
prescription of wound care materials and interventions should be done by home nurses.
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The relationship between home nurses and other care professions
In the discussion on the relationship between home nurses and professional carers, two
topics emerged.
First, there was discussion about collaboration/task demarcation between nurses and
other care professions (family aids from social services / services for family support/aid).
A main theme in the discussion was that an adequate differentiation is needed between
health care delivery including hygienic nursing care versus hygienic care by the social
service (see above). According to a participant from health authorities, it is the home
nurse’s professional role and competency to decide between the two systems for
delivery of hygienic care. It is considered inadequate that the patient chooses for
nursing care delivery for economic reasons (no personal contribution). It was argued
that home nurses should have an overview on the person’s global situation. Home
nurses are expected to express leadership and to give feedback and steering/guidance to
other disciplines.
• “The home nurse has to decide whether the patient should benefit from help
from social services or nursing care” (participant 11; session 2).
Secondly, while discussing on the collaboration with care assistants in pilot studies of
NIHDI on the employment of care assistants, it was mentioned that in these pilot
projects special legal measures are taken to foresee supervision and opportunities for
feedback between home nurses and care assistants.
• “When a care assistant is delivering care, it is in the context of and under
continuous supervision of a structured nursing team. The home nurse stays
involved”. (participant 22, session 2)
With regard to the pilot studies of NIHDI, participants from home nurses stated that
delegation of nursing interventions should be well considered. It should not be
implemented for economic reasons.
Some alerted for the risk of fraud when nurses are collaborating with nursing assistants.
Care delivery by the care assistant, but requesting the full tariff of a qualified nurse.
(Currently tariffs are equal: care delivery by care assistants is reimbursed the same
amount as care delivery by qualified nurses. - Note of the researcher)
Participants from all stakeholders groups stated that a fundamental discussion about the
delivery of hygienic nursing care (some pleaded explicitly to delegate hygienic care
delivery to care assistants and family aides) has to take place, although some
professional nursing attention/presence/supervision always will be required. The
qualified home nurse should have a leading role in the coordination of nursing care with
care assistants and family aids.
It was mentioned that for employee-nurses it is relatively simple and already anticipated
in the pilot studies on the employment of care assistants to receive feedback from care
assistants and to provide supervision and coordination of care, but this is much more
difficult in the collaboration with family aids.
Finally, it was often stated that the sector of home nursing should wait for the results of
the pilot studies on the employment of care assistants.

Coordination with other professions
A change process towards a chronic care delivery model is considered to require
several adaptations in the organisation and complementary care delivery of home
nursing and other types of health care and social services. Some participants focused on
the fact that a shift from a care “delivery” model towards a care “management” model
in home nursing would emerge: home nurses will have to adopt other roles of
coordination and communication. Therefore, the chronic care model will require
optimal differentiation of tasks and functions between nurses, nursing assistants and
GPs.

116

Financing of Home Nursing

KCE reports 122

• “Specialization and function differentiation are partial solutions for higher
complexity” (participant 2; session 1)
• “We must also consider which tasks might be done by home nurses instead
of doctors?” (participant 4; session 1)
With this regard it was stated that the financing of home nurses and the Integrated
Services for Home Care should be geared to one another.
As a complement a participant from the health authority argued that all healthcare
workers should provide information to a shared electronic patient record. Use of
adequate ICT instruments is a means to reduce the time needed for consultation and
coordination with other health care professionals, especially in primary care.
One self-employed home nurse mentioned that coordination of different professional
disciplines was different from delegation of nursing care to another discipline. For selfemployed nurses delegation of nursing care might be complex/difficult.

Accreditation
Mainly self-employed nurses requested that NIHDI should install provisions for an
accreditation system and/or social statutory comparable to the medical doctors.

THEME 4: ASSESSMENT AND REGISTRATION INSTRUMENTS
Topic 17: General remarks with regard to administrative tasks
Many participants argued that registration of data on both the patient’s needs and the
nursing care provided is an essential part of actual nurse’s roles in home care. This is an
essential condition to coordinate care, for communication, delegation, needs
assessment, etc. But this obligation should go hand in hand with the development of a
well elaborated data registration model.
• “Data registration is required on every level of care delivery. Therefore an
adequate data management model will be required” (participant 23; session 2)
With regard to the current situation it was criticized that financing does not account
(sufficiently) for the work load of data registration, information collection and keeping a
nursing record up to date. Punctual reflections were made on the current practice of
registering pseudo-codes for lump sum financing: it was accepted as a useful tool but
nurses expressed fear for an administrative overload. Some participants are favourable
of more investments in ICT applications in order to reduce administrative workload.

Topic 18: Patient needs and nursing care
Participants expected in general that financing accounts correctly for the patients’ need
for nursing care. They mentioned several instruments which can be used for
determining the need for nursing care. Some participants stated that a nursing diagnosis
system should be used for evaluating the need for nursing care. It was argued that in
patients receiving highly technical nursing interventions, the ADL evaluation scale (Katz)
does not describe the need for nursing care correctly. It was also mentioned that in
recent years the need for support in activities of daily living (hygienic care, bathing,
clothing, using the toilet, eating, etc. ) has increased because older persons are
increasingly living alone, without supervision and help of family members and relatives.
Several single isolated quotes and questions or propositions were expressed with
regard to the patients’ needs and the required or delivered nursing care. Some
participants requested that a new assessment instrument should take into account the
use of time of home nurses with special attention for rehabilitation nursing/restorative
nursing care (which is more time intensive).
It was mentioned that nurses do not always give feedback about how they are able to
deliver the required nursing care. The patient’s nursing record was considered as a
powerful tool to document nursing care, especially in patients with the lump sum
payments. Mainly nurses argued that it is important that assessment of the need for
nursing care should be done by home nurses.
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It would not be a good choice (as it was made in the Netherlands) to allow a third
external party to perform the assessment and check the patient’s eligibility for nursing
care.
According to some participants, financing should also take account for higher needs for
nursing care in patients from social vulnerable areas. Therefore, indicators of social
vulnerability of patients are needed.

Encourage/promote prevention, rehabilitation nursing
According to the stakeholders, the current financing system offers little incentives for
prevention and rehabilitation nursing and restorative nursing care.
• “Educational nursing interventions for diabetic patients are considered as a
threat to nurses because in case of a successful education of the patient
towards self-management of diabetes (including auto-administration of
injections), the nurse no longer allowed to visit the patient for his insulin
injections.” (participant 9; session 3).
• “An unwanted effect of the ADL assessment for determining a patient’s lump
sum financing level is that, if the patient becomes more autonomous in
carrying out the activities of daily living, the honorarium of the home nurse
diminishes, because the daily lump sum decreases”. (participant 10; session 1)

Topic 19: Comments on the tools
Katz tool (BESADL)
On the one hand there were negative critiques with regard to the limited validity and
reliability of the current ADL evaluation scale in use. The Katz evaluation scale only
takes physical dependency into account, not social or other sources of need for nursing
care. Persons characterized by the same level of physical dependency may represent
very different workloads for home nurses. The ADL instrument is not adapted to assess
the physical dependency of children. Unwanted effects of the use of the ADL
assessment were described above. The use of the instrument does not take sufficiently
into account a correction for the presence of assistive devices. It was mentioned that
interrater reliability in control situations was low: there were significant differences
between assessments of home nurses and nurse advisors of sickness funds. A participant
from the health care authorities argued that clear guidelines exist for interpretation of
the ADL assessment items.
On the other hand the merits of the ADL assessment instrument were highlighted. The
instrument is not perfect but it demonstrated validity in differentiating groups of
patients according to their need for nursing care. It is a simple instrument that is
known by all nurses, it requires little time spending and resources.
A third remark was that validity and reliability of other assessment instruments will
probably be similar. It was hypothesized that replacing the instrument by another one
would not necessarily result in a better instrument.

Alternatives
As mentioned before, propositions for an alternative for the Belgian adapted KATZ
assessment instrument varied widely. Between all the propositions, some stakeholders
expressed their preference for the RAI assessment instrument for home care (RAI-HC).
Others pleaded for creating a new instrument adapted to Belgian home nursing
(development, pilot test, etc.), arguing that a similar effort/work was done for the
minimal nursing dataset in Belgian hospitals. These persons also argued that some
specific instruments/extensions should be developed: for example instruments for
financing post-operative nursing care at home, ...
With regard to the RAI assessment instrument, important objections were mentioned:
the RAI instrument is considered to be too complex, too difficult, to require too much
administrative efforts by home nurses. A new instrument should be simple, easy to
understand and interpret (see also section: Time needed for registration).
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However, advantages of RAI were emphasized too: it is seen as a complete and
adequate assessment and it offers an integrated approach enabling to serve several
purposes simultaneously: quality indicators, financing, support for plan of care, outcome
measurement, etc ... Stakeholders from home nurses pleaded that, before RAI would be
implemented, health care authorities should decide in advance which of the applications
will be used in home nursing. On the question whether the same instrument should be
used for planning and financing of nursing care, some participants agreed, others
disagreed. Opinions on this matter were not linked to characteristics of the
stakeholders.
Participants also requested a shorter screening instrument for detecting those patients
who need a full RAI-assessment. It was also mentioned, both by home nurses and by
representatives of sickness funds, that if RAI is used only for those patients requiring
complex nursing care and/or multidisciplinary consultation, the time and effort which
will be required for carrying out the assessment should be reimbursed.
A new instrument should enable external control and self-control by means of quality
indicators (see earlier themes: quality of care and control).
Home nurses requested that, simultaneous with the implementation of a new
instrument, there would be opportunities to receive sufficient training from NIHDI and
that patients will also be informed about the instrument/method used for financing
nursing care delivery.

Time needed for registration
Use of time for the RAI-assessment was a major counter-argument to implement and
use the instrument. However, opinions diverged between stakeholders.
On the one hand, representatives of health authorities, self-employed home nurses and
representatives of the larger home nursing organisations disagreed on the proposition
that costs and efforts for registration of care dependency are too high for an adaptation
of the financing system. The participants raised issues such as:
• The cost of additional time spent in a more encompassing registration should
be weighed against the cost of abuse of the current system.
• When it was argued that better data and information will be required for
achieving higher quality and outcome of home nursing, it was mentioned that
time investments will be needed for data registration.
• The registration cost should be financed.
• The work load of assessment and registration might be shared with other
disciplines.
• ICT support will be required for efficient use of RAI.
• It is part of professional nursing to carry out a comprehensive data and
information collection in order to formulate nursing diagnoses/problems.
On the other hand, self-employed nurses and employee-nurses agreed with the
proposition that costs and efforts for registration of care dependency are too high.
They argued that:
• RAI-assessment takes too much time.
• Nurses are reluctant to spend much time in administrative tasks.
• Administrative tasks should be limited.

The scoring of propositions and written comments
The stakeholders’ scores for the propositions are listed further and summarized as
averages scores per stakeholder group in Figure 3. These scores confirm the issues
which emerged during the dialogue. The written documents do not present any
additional information on arguments used as compared to the discussion sessions.
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Most stakeholders agreed that the changing role of home nursing required that the
financing mechanisms would change (proposition 1). Two participants from financing
authorities disagreed. One of them did not repeat this different opinion in the group
discussion, although she used her written arguments in her contribution to the
discussion.
The other disagreeing stakeholder argued that the nurses’ changing role did not require
a change of the financing mechanisms, but that some of the instruments used within the
financing mechanisms needed modification, more precisely the evaluation instrument.
Most stakeholders agreed that the principles for financing home nursing in Belgium must
change fundamentally (proposition 2). However, mixed opinions on the word
‘fundamentally’ emerged on the scope of the required change: incremental changes
versus fundamental changes. All participants agreed that the financing system should be
a mixed system, existing of partly fee-for-service payments and partly lump sum
payments.
There was quasi unanimous disagreement with the proposition that financing sufficiently
takes into account new nursing activities (proposition 3). The only stakeholder who
agreed with the proposition, argued that financing does already account for many ‘new’
nursing interventions.
Similar disagreement is found with the proposition that financing is sufficiently adapted
to allow for differentiation of tasks and functions between different types of nurses
(proposition 4). Major concern was that there was no financing for the consequences.
There was general agreement with the proposition that the current nomenclature list of
nursing interventions is incomplete and insufficiently adapted to the current nursing
reality in home care (proposition 5).
While all nurse stakeholders from home nurses agreed with the proposition that tariffs
for home nursing interventions should be based on real costs of suppliers of home
nursing care (proposition 6), a majority of stakeholders from health authorities
mentioned that they had no opinion on this proposition.
There was agreement with the proposition that other instruments for care dependency
are needed in order to create opportunities for an appropriate financing system for
home nursing. However, a minority of the stakeholders disagreed with or had no
opinion on the proposition. There was only one extreme score (2 = I strongly agree),
which might be an indication that stakeholders were cautious on the issue.
There was no consensus in the opinions on the proposition which stated that costs and
efforts for registration of care dependency are too high for an adaptation of the
financing system. Within each stakeholder group (financing authorities, self-employed
nurses and employee nurses) there were two opinions: agreement and disagreement
with the proposition.
From Figure 1 it can be concluded that for each separate proposition, average scores of
the three stakeholder groups (employee-nurses, self employed nurses and financing
authorities) were similar (agreement or disagreement) except for the 8th proposition
which stated that costs and efforts for registration of care dependency are too high for
an adaptation of the financing system: employee-nurses and financing authorities
disagreed with the proposition; self employed nurses agreed with the proposition.
For the first six propositions, the financing authorities demonstrated more moderate
opinions (closer to the ‘no opinion’ score) than the nurses, who formulated more
explicit agreement and disagreement scores. For the 7th and 8th proposition, the
financing authorities formulated more extreme scores than self employed nurses and
employee-nurses.
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Figure 1 : Average scores of three stakeholder groups on 8 propositions

P1 = proposition 1; P2 = proposition 2; ...
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Table 3 Results of the stakeholders’ written scores on the propositions used in the stakeholder dialogues
Participants
Participant 1
Participant 2
Participant 3
Participant 4
Participant 5
Participant 6
Participant 7
Participant 8
Participant 9
Participant 10
Participant 11
Participant 12
Participant 13
Participant 14
Participant 15
Participant 16
Participant 17
Participant 18
Participant 19
Participant 20
Participant 21
Participant 22
Participant 23
Participant 24
Participant 25

Stakeholder
group
E
F
S
F
S
S
E
S
E
F
S
E
E
E
E
F
E
E
S
S
S
E
S
F
E

Language

Proposition 1

Proposition 2

Proposition 3

Proposition 4

Proposition 5

Proposition 6

Proposition 7

Proposition 8

D
D
D
D
D
F
D
D
F
F
F
D
F
F
F
F
F
D
F
D
D
D
D
D
D
Average score

1
1
1
1
1
NA
1
2
1
2
2
2
1
NA
2
‐1
1
1
NA
NA
2
1
1
‐1
1
1.10

‐1
1
1
1
1
NA
1
1
1
1
1
2
1
NA
1
1
1
1
NA
NA
1
1
1
‐2
1
0.81

‐1
0
‐2
‐1
‐1
NA
‐1
‐1
‐2
‐1
‐1
‐2
‐1
NA
‐1
1
‐1
‐1
NA
NA
‐1
‐1
‐2
‐1
‐1
‐1.05

1
‐1
‐2
‐1
‐1
NA
‐1
0
‐2
‐1
‐1
‐2
‐1
NA
‐1
0
‐1
‐1
NA
NA
‐1
‐1
‐2
‐1
‐1
‐1.00

1
1
NA
1
NA
1
NA
1
2
1
NA
2
NA
1
2
1
2
1
1
2
NA
1
NA
1
1
1.28

1
0
NA
0
NA
1
NA
1
2
0
NA
2
NA
1
2
1
1
1
1
1
NA
1
NA
0
1
0.94

1
1
NA
1
NA
1
NA
0
/
2
NA
1
NA
1
‐1
1
1
1
1
1
NA
1
NA
1
‐1
0.76

‐1
0
NA
0
NA
1
NA
0
/
‐1
NA
‐2
NA
‐1
2
‐1
‐1
‐1
2
0
NA
‐1
NA
‐2
‐1
‐0.41

Stakeholder group: F = financing authorities; S = self-employed nurses; E = employee nurses;
Language: D = Dutch; F = French; Scores: 2 = I strongly agree; 1 = I agree; 0 = No opinion; -1 = I disagree; -2 = I strongly disagree; / = missing; NA = no attendance to that
session

This page is left intentionally blank.

Wettelijk depot : D/2010/10.273/05

KCE reports
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.

Effectiviteit en kosten-effectiviteit van behandelingen voor rookstop. D/2004/10.273/1.
Studie naar de mogelijke kosten van een eventuele wijziging van de rechtsregels inzake
medische aansprakelijkheid (fase 1). D/2004/10.273/2.
Antibioticagebruik in ziekenhuizen bij acute pyelonefritis. D/2004/10.273/5.
Leukoreductie. Een mogelijke maatregel in het kader van een nationaal beleid voor
bloedtransfusieveiligheid. D/2004/10.273/7.
Het preoperatief onderzoek. D/2004/10.273/9.
Nationale richtlijn prenatale zorg. Een basis voor een klinisch pad voor de opvolging van
zwangerschappen. D/2004/10.273/13.
Validatie van het rapport van de Onderzoekscommissie over de onderfinanciering van
de ziekenhuizen. D/2004/10.273/11.
Financieringssystemen van ziekenhuisgeneesmiddelen: een beschrijvende studie van een
aantal Europese landen en Canada. D/2004/10.273/15.
Feedback: onderzoek naar de impact en barrières bij implementatie –
Onderzoeksrapport: deel 1. D/2005/10.273/01.
De kost van tandprothesen. D/2005/10.273/03.
Borstkankerscreening. D/2005/10.273/05.
Studie naar een alternatieve financiering van bloed en labiele bloedderivaten in de
ziekenhuizen. D/2005/10.273/07.
Endovasculaire behandeling van Carotisstenose. D/2005/10.273/09.
Variaties in de ziekenhuispraktijk bij acuut myocardinfarct in België. D/2005/10.273/11.
Evolutie van de uitgaven voor gezondheidszorg. D/2005/10.273/13.
Studie naar de mogelijke kosten van een eventuele wijziging van de rechtsregels inzake
medische aansprakelijkheid. Fase II : ontwikkeling van een actuarieel model en eerste
schattingen. D/2005/10.273/15.
Evaluatie van de referentiebedragen. D/2005/10.273/17.
Prospectief bepalen van de honoraria van ziekenhuisartsen op basis van klinische paden
en guidelines: makkelijker gezegd dan gedaan.. D/2005/10.273/19.
Evaluatie van forfaitaire persoonlijk bijdrage op het gebruik van spoedgevallendienst.
D/2005/10.273/21.
HTA Moleculaire Diagnostiek in België. D/2005/10.273/23, D/2005/10.273/25.
HTA Stomamateriaal in België. D/2005/10.273/27.
HTA Positronen Emissie Tomografie in België. D/2005/10.273/29.
HTA De electieve endovasculaire behandeling van het abdominale aorta aneurysma
(AAA). D/2005/10.273/32.
Het gebruik van natriuretische peptides in de diagnostische aanpak van patiënten met
vermoeden van hartfalen. D/2005/10.273/34.
Capsule endoscopie. D/2006/10.273/01.
Medico–legale aspecten van klinische praktijkrichtlijnen. D2006/10.273/05.
De kwaliteit en de organisatie van type 2 diabeteszorg. D2006/10.273/07.
Voorlopige richtlijnen voor farmaco-economisch onderzoek in België. D2006/10.273/10.
Nationale Richtlijnen College voor Oncologie: A. algemeen kader oncologisch
kwaliteitshandboek B. wetenschappelijke basis voor klinische paden voor diagnose en
behandeling colorectale kanker en testiskanker. D2006/10.273/12.
Inventaris van databanken gezondheidszorg. D2006/10.273/14.
Health
Technology
Assessment
prostate-specific-antigen
(PSA)
voor
prostaatkankerscreening. D2006/10.273/17.
Feedback : onderzoek naar de impact en barrières bij implementatie –
Onderzoeksrapport : deel II. D/2006/10.273/19.
Effecten en kosten van de vaccinatie van Belgische kinderen met geconjugeerd
pneumokokkenvaccin. D/2006/10.273/21.
Trastuzumab bij vroegtijdige stadia van borstkanker. D/2006/10.273/23.
Studie naar de mogelijke kosten van een eventuele wijziging van de rechtsregels inzake
medische aansprakelijkheid (fase III)- precisering van de kostenraming.
D/2006/10.273/26.
Farmacologische en chirurgische behandeling van obesitas. Residentiële zorg voor
ernstig obese kinderen in België. D/2006/10.273/28.
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HTA Magnetische Resonantie Beeldvorming. D/2006/10.273/32.
Baarmoederhalskankerscreening en testen op Human Papillomavirus (HPV).
D/2006/10.273/35
Rapid assessment van nieuwe wervelzuil technologieën : totale discusprothese en
vertebro/ballon kyfoplastie. D/2006/10.273/38.
Functioneel bilan van de patiënt als mogelijke basis voor nomenclatuur van
kinesitherapie in België? D/2006/10.273/40.
Klinische kwaliteitsindicatoren. D/2006/10.273/43.
Studie naar praktijkverschillen bij electieve chirurgische ingrepen in België.
D/2006/10.273/45.
Herziening bestaande praktijkrichtlijnen. D/2006/10.273/48.
Een procedure voor de beoordeling van nieuwe medische hulpmiddelen.
D/2006/10.273/50.
HTA Colorectale Kankerscreening: wetenschappelijke stand van zaken en budgetimpact
voor België. D/2006/10.273/53.
Health Technology Assessment. Polysomnografie en thuismonitoring van zuigelingen
voor de preventie van wiegendood. D/2006/10.273/59.
Geneesmiddelengebruik in de belgische rusthuizen en rust- en verzorgingstehuizen.
D/2006/10.273/61
Chronische lage rugpijn. D/2006/10.273/63.
Antivirale middelen bij seizoensgriep en grieppandemie. Literatuurstudie en ontwikkeling
van praktijkrichtlijnen. D/2006/10.273/65.
Eigen betalingen in de Belgische gezondheidszorg. De impact van supplementen.
D/2006/10.273/68.
Chronische zorgbehoeften bij personen met een niet- aangeboren hersenletsel (NAH)
tussen 18 en 65 jaar. D/2007/10.273/01.
Rapid Assessment: Cardiovasculaire Primaire Preventie in de Belgische Huisartspraktijk.
D/2007/10.273/03.
Financiering van verpleegkundige zorg in ziekenhuizen. D/2007/10 273/06
Kosten-effectiviteitsanalyse van rotavirus vaccinatie van zuigelingen in België
Evidence-based inhoud van geschreven informatie vanuit de farmaceutische industrie aan
huisartsen. D/2007/10.273/12.
Orthopedisch Materiaal in België: Health Technology Assessment. D/2007/10.273/14.
Organisatie en Financiering van Musculoskeletale en Neurologische Revalidatie in België.
D/2007/10.273/18.
De Implanteerbare Defibrillator: een Health Technology Assessment. D/2007/10.273/21.
Laboratoriumtesten in de huisartsgeneeskunde. D2007/10.273/24.
Longfunctie testen bij volwassenen. D/2007/10.273/27.
Vacuümgeassisteerde Wondbehandeling: een Rapid Assessment. D/2007/10.273/30
Intensiteitsgemoduleerde Radiotherapie (IMRT). D/2007/10.273/32.
Wetenschappelijke ondersteuning van het College voor Oncologie: een nationale
praktijkrichtlijn voor de aanpak van borstkanker. D/2007/10.273/35.
HPV Vaccinatie ter Preventie van Baarmoederhalskanker in België: Health Technology
Assessment. D/2007/10.273/41.
Organisatie en financiering van genetische diagnostiek in België. D/2007/10.273/44.
Health Technology Assessment: Drug-Eluting Stents in België. D/2007/10.273/47
Hadrontherapie. D/2007/10.273/50.
Vergoeding van schade als gevolg van gezondheidszorg – Fase IV : Verdeelsleutel tussen
het Fonds en de verzekeraars. D/2007/10.273/52.
Kwaliteit van rectale kankerzorg – Fase 1: een praktijkrichtlijn voor rectale kanker
D/2007/10.273/54.
Vergelijkende
studie
van
ziekenhuisaccrediterings-programma’s
in
Europa
D/2008/10.273/57.
Aanbevelingen voor het gebruik van vijf oftalmologische testen in de klinische
praktijk .D/2008/10.273/04
Het aanbod van artsen in België. Huidige toestand en toekomstige uitdagingen.
D/2008/10.273/07
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Financiering van het zorgprogramma voor de geriatrische patiënt in algemene
ziekenhuizen: definitie en evaluatie van een geriatrische patiënt, definitie van de interne
liaisongeriatrie en evaluatie van de middelen voor een goede financiering.
D/2008/10.273/11
Hyperbare Zuurstoftherapie: Rapid Assessment. D/2008/10.273/13.
Wetenschappelijke ondersteuning van het College voor Oncologie: een nationale
praktijkrichtlijn voor de aanpak van slokdarm- en maagkanker. D/2008/10.273/16.
Kwaliteitsbevordering in de huisartsenpraktijk in België: status quo of quo vadis?
D/2008/10.273/18.
Orthodontie bij kinderen en adolescenten. D/2008/10.273/20.
Richtlijnen voor farmaco-economische evaluaties in België. D/2008/10.273/23.
Terugbetaling van radioisotopen in België. D/2008/10.273/26
Evaluatie van de effecten van de maximumfactuur op de consumptie en financiële
toegankelijkheid van gezondheidszorg. D/2008/10.273/35.
Kwaliteit van rectale kankerzorg – phase 2: ontwikkeling en test van een set van
kwaliteitsindicatoren. D/2008/10.273/38
64-Slice computertomografie van de kransslagaders bij patiënten met vermoeden van
coronaire hartziekte. D/2008/10.273/40
Internationale vergelijking van terugbetalingsregels en juridische aspecten van plastische
heelkunde. D/200810.273/43
Langverblijvende psychiatrische patiënten in T-bedden. D/2008/10.273/46
Vergelijking van twee financieringssystemen voor de eerstelijnszorg in België.
D/2008/10.273/49.
Functiedifferentiatie in de verpleegkundige zorg: mogelijkheden en beperkingen.
D/2008/10.273/52.
Het gebruik van kinesitherapie en van fysische geneeskunde en revalidatie in België.
D/2008/10.273/54.
Chronisch Vermoeidheidssyndroom: diagnose, behandeling en zorgorganisatie.
D/2008/10.273/58.
Rapid assessment van enkele nieuwe behandelingen voor prostaatkanker en goedaardige
prostaathypertrofie. D/2008/10.273/61
Huisartsgeneeskunde:
aantrekkingskracht
en
beroepstrouw
bevorderen.
D/2008/10.273/63
Hoorapparaten in België: health technology assessment. D/2008/10.273/67
Nosocomiale infecties in België, deel 1: nationale prevalentiestudie. D/2008/10.273/70.
Detectie van adverse events in administratieve databanken. D/2008/10.273/73.
Intensieve maternele verzorging (Maternal Intensive Care) in België. D/2008/10.273/77
Percutane hartklep implantatie bij congenitale en degeneratieve klepletsels: A rapid
Health Technology Assessment. D/2008/10.273/79
Het opstellen van een medische index voor private ziekteverzekerings-overeenkomsten.
D/2008/10.273/82
NOK/PSY
revalidatiecentra:
doelgroepen,
wetenschappelijke
evidentie
en
zorgorganisatie. D/2009/10.273/84
Evaluatie van universele en doelgroep hepatitis A vaccinatie opties in België.
D/2008/10.273/88
Financiering van het geriatrisch dagziekenhuis. D/2008/10.273/90
Drempelwaarden voor kosteneffectiviteit in de gezondheidszorg. D/2008/10.273/94
Videoregistratie van endoscopische chirurgische interventies: rapid assessment.
D/2008/10.273/97
Nosocomiale Infecties in België: Deel II, Impact op Mortaliteit en Kosten.
D/2009/10.273/99
Hervormingen in de geestelijke gezondheidszorg: evaluatieonderzoek ‘therapeutische
projecten’ - eerste tussentijds rapport. D/2009/10.273/04.
Robotgeassisteerde chirurgie: health technology assessment. D/2009/10.273/07
Wetenschappelijke ondersteuning van het College voor Oncologie: een nationale
praktijkrichtlijn voor de aanpak van pancreaskanker. D/2009/10.273/10
Magnetische Resonantie Beeldvorming: kostenstudie. D/2009/10.273/14
Vergoeding van schade ten gevolge van gezondheidszorg – Fase V: Budgettaire impact
van de omzetting van het Franse systxxeem in België. D/2009/10.273/16
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Tiotropium in de behandeling van Chronisch Obstructief Longlijden (COPD): Health
Technology Assessment. D/2009/10.273/18
De waarde van EEG en geëvokeerde potentialen in de klinische praktijk.3
D/2009/10.273/21
Positron Emissie Tomografie: een update. D/2009/10.273/24
Medicamenteuze en niet-medicamenteuze interventies voor de ziekte van Alzheimer,
een rapid assessment. D/2009/10.273/27
Beleid voor weesziekten en weesgeneesmiddelen. D/2009/10.273/30.
Het volume van chirurgische ingrepen en de impact ervan op de uitkomst:
haalbaarheidsstudie op basis van Belgische gegevens. D/2009/10.273/33.
Endobronchiale kleppen bij de behandeling van ernstig longemfyseem Een “rapid” Health
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