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2. Belgium

2.1. Introduction6 

Belgium is a federal state composed of three Communities with specific cultural identities and 
different languages, and three Regions. The three Regions are the Flemish Region, the Walloon 
Region and the Region of Brussels-Capital. The three Communities, based on language and culture, 
are the Flemish Community, the French Community and the German Community. These 
Communities are responsible for policy areas such as education, cultural affairs, health and social 
support, which are seen as linked to people (the so-called “person-related matters”), rather than 
territory. The French Community includes the Walloon Region except for the German-speaking areas; 
the Flemish Community includes the Flemish Region. French and Flemish Communities share 
responsibility for Brussels.  
Each Region and each Community have a government and a council which together form the 
legislative body. The institutions of the Flemish have merged: the Flemish parliament is composed of 
representatives of the Flemish Region and 6 representatives of Brussels for the Flemish Community 
(these 6 representatives do not vote the regional materials). In the Region of Brussels-Capital where 
two official languages (French and Flemish) are spoken, the Community missions are executed by 3 
Commissions: the French Community Commission for unique French Community competences, the 
Flemish Community Commission for exclusive Flemish Community matters and the Joint Community 
Commission.  

Belgium has three levels of government: the federal government, the federated entities (three 
Regions and three Communities) and the local governments (provinces and municipalities). Health 
policy is both a responsibility of the federal authorities and federated entities (Regions and 
Communities). Due to the recent 6th Constitutional Reform7, federated entities received the 
commissioning powers for care in nursing homes, residential non-urgent long term psychiatric care 
(Beschut Wonen and Psychiatrische Verzorgingstehuizen – Habitations Protégées and Maisons de 
Soins Psychiatriques) and autonomously operating rehabilitation/specialized clinics (not depending 
from a general hospital). The federal authorities determine the general legislative framework for the 
healthcare system by issuing laws and by fixing the annual budget (for the sectors they still are 
competent for). Regulation and supervision of the health insurance system takes place at federal 
level. The federal authorities are responsible for the regulation and financing of the compulsory health 
insurance; the determination of accreditation criteria (i.e. minimum standards for the running of 
hospital services); the financing of hospital budgets and heavy medical care units; legislation covering 
different professional qualifications; and the registration of pharmaceuticals and their price control. In 
addition to the mentioned transferred competences due to the 6th Constitutional Reform, federated 
entities are responsible for health promotion and prevention; maternity and child healthcare and social 
services; different aspects of community care; coordination and collaboration in primary healthcare 
and palliative care; the implementation of accreditation standards and the determination of additional 
accreditation criteria; and the financing of hospital investment. To facilitate cooperation between the 
federal authorities and the federated entities, inter-ministerial conferences are regularly organized. 

Decision-making in the Belgian healthcare system mainly relies on negotiations between several 
stakeholders, starting with a ‘bottom-up’ approach and followed by a ‘top-down’ determination of the 
global healthcare budget. General policy matters concerning health insurance and its budget are 
decided in the General Council of the Healthcare Insurance division of the National Institute of Health 
and Disability Insurance (NIHDI, in French INAMI, in Dutch RIZIV) by representatives of the 
government, employers, trade unions and sickness funds, but given the fact the government 
representatives dispose of a veto right, no global budget can be approved without explicit agreement 
of the federal government. Afterwards, given respect of some explicit budget allocation to specific 

6 For this section texts have been selected from Gerkens 2010 
7 The official legal transfer of competences formally took place the 1st July 2014. De facto, federal authorities are still operating 
as a subcontractor for this sectors for the federated entities. A realistic operational transmission of these sectors will most 
probably take place for most sectors in 2019 
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sectors decided by the government, the distribution of this global budget is entrusted to the Insurance 
Committee, equally composed of representatives of sickness funds and healthcare providers. Once 
every sector has obtained its own budget, the allocation of it is discussed between representatives of 
sickness funds and the healthcare providers, in order to conclude national conventions and 
agreements (e.g. fees determination). 
The Belgian healthcare system is based on the principle of social insurance characterized by 
horizontal solidarity (between healthy and sick people) and vertical solidarity (based to a large extent 
on the labour incomes) and without risk selection. Financing is based mostly on proportional social 
security contributions related to taxable income and, to a lesser extent, on progressive direct taxation, 
and a growing area of alternative financing related to the consumption of goods and services (mainly 
value added tax). 

2.2. Finance system  

In Belgium, health insurance is mandatory. Basic cover is provided within the national social security 
system, with the sickness funds (mutualité or ziekenfonds) as operators. Belgian healthcare has the 
characteristic that it’s publicly funded and mainly privately managed, as well from insurer as from 
provider point of view. The NIHDI (RIZIV-INAMI) operates as an external regulator for the public funds 
invested in the compulsory health insurance system. The NIHDI allocates a prospective budget to the 
sickness funds to finance the healthcare costs of their members, based on the liquidities engaged by 
them in the latest known period. The RIZIV/INAMI is a public social security institution directed by a 
Management Council (Beheerscomité-Comité de Gestion) with representatives from the government, 
the trade unions and the employer’s associations, providers and the (largest) sickness funds. The 
social security is autonomously managed by the social partners, although the federal authorities co-
finance the social security with incomes of the federal (in)direct taxes. 

All individuals entitled to health insurance must join or register with a sickness fund: either one of the 
six national associations of 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 Insurance. 
Private profit-making health insurance companies account for only a small part of the non-compulsory 
health insurance market. Since 1995, Belgian sickness funds have been held financially accountable 
for a proportion (15% in 1995, actually 25%) of any discrepancy between their actual spending and 
their budget, for which 30% (actually, at the start in 1995 10%) is determined according to a normative 
risk-adjusted allocation. A supplementary security guarantee for the sickness funds, in order to protect 
them from a voluntary underfinancing of the sector by the federal government, is constituted by the 
fact that if the expenses exceed the global budget by more than 2%, the financial accountability of the 
sickness funds is limited to 2% of their partial allocated budget. Sickness funds are funded partly 
through a risk-adjusted prospective budget (this currently is set at 30%, but can be increased by 
Royal Decree to closer to 40%) as well as retrospectively based on their individual share of total 
expenditure (actually 70%). Actual discussions between government and sickness funds seem to lead 
to the instauration of a form of collective financial accountability, in order to replace the current 
individual accountability8. Further state subsidies are allocated to cover administrative costs. 

To benefit from the healthcare system in Belgium, one must join a health insurance fund (mutuelle/ 
ziekenfonds). The majority of these funds are linked to the country’s political movements, but they are 
accessible to everyone. You can choose from 19 Christian, 11 socialist, 10 liberal, 5 independent and 
7 neutral funds from all over Belgium. In the Pact for the Future with the sickness funds9 the minimum 
of contributing members of a sickness funds will have to reach 75,000 (‘gerechtigde’ in Dutch – 
‘titulaire’ in French) on 1/1/2020, which will lead to an important reduction of number of mutualities. 

Although the Belgian system is historically and officially a Bismarckian system, with the incorporation 
since 1 January 2008, of all self-employed in the global reimbursement scheme, the Belgian 
compulsory healthcare system has become de facto a universal healthcare system, with a financial 
difference that self-employed do not contribute at the same level to it as salaried insured. 

8 Ministry of Social care and Healthcare Belgium 2016 
9 Ministry of Social care and Healthcare Belgium 2016 
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Both in the general system and in the system for the self-employed, social security contributions are 
related to income and independent of risk. Contribution rates are fixed by law as a percentage of 
income. But social contributions collection is organized differently in the two systems.  
Compulsory health insurance (general scheme) is mainly financed through employer and employee 
income contributions and they amount to 7.35% of each person’s gross salary. The employee must 
pay 3.55% directly from their wages and employers must pay the remaining 3.8%. Self-employed 
people have to pay the full 7.35% on a quarterly basis, quarterly contribution basis of year T related to 
the income of T-2. And for self-employed, a maximum contribution level is foreseen, not for the 
employee contribution. Cover is automatically provided for unemployed dependent family members 
and children up to the age of 18 (25 if studying). The unemployed, old age pensioners and people on 
long-term sickness benefit or maternity leave are not required to pay healthcare contributions .  

There is a voluntary health insurance (VHI) offered by the sickness funds and there is private 
insurance with commercial insurance companies for extended care (hospital and aftercare) and for 
travel care. Some large enterprises provide supplementary health insurance cover as an employment 
benefit. Private for-profit insurance remains very small in terms of market volume but has also risen 
steadily as compulsory insurance coverage has declined. Individual VHI is characterized by tariff 
segmentation and selection of risks. The content and cost of supplementary insurance varies for each 
fund.  

Since 2007, sickness funds and private insurance companies are prohibited from refusing people 
under 65 years old and people with pre-existing diseases or disorders. Since 2008, differential 
payments according to gender were abolished. Sickness funds are allowed to reduce the benefits for 
pre-existing diseases or disorders to, for example, €12.50 per hospital day. Private profit-making 
insurance companies may exclude pre-existing diseases and disorders as a whole in conditions 
enumerated by the law.  

In Belgium, purchaser–provider relations are based on “indemnity insurance”. In this case, no 
contractual arrangements exist between insurers and providers. Although no direct price controls for 
the remuneration of providers exist, fees are established between the sickness funds and the 
representatives of the physicians. Physicians who do not agree with this convention (non-
conventioned physicians) can set fees freely (approx. 20% of the physicians). For conventioned 
physicians who do not respect the established fees, financial sanctions can be enforced. 

In June 2017 86% of general practitioners and 73% of specialists agreed to this convention. However, 
in the facts, the total amount of unofficial fees attested by conventioned and not-conventioned 
physicians in hospital setting increased from 303 Mio euro in 2006 to 531 Mio euro in 2015, an annual 
increase of 6.5% compared to the 3.6% annual increase of the official fees (3,033 Bio euro vs. 2,211 
Bio euro). 

In ambulatory care, patients usually pay the complete fee to the providers and are reimbursed 
partially by their sickness fund on submission of the bill. Since the 1st October 2015, patients with a 
low income (Rechthebbende met verhoogde tegemoetkoming – Bénéficiaire d’Intervention Majorée) 
only have to pay €1 (their level of co-payment) when they visit a GP, while the sickness fund pays the 
GP directly, the health insurance component. In the case of hospital care and pharmaceuticals, 
financing is mainly through third-payer arrangements, in which the sickness funds pay the providers 
and the patients are only responsible for the co-payment.  
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Healthcare expenditure in Belgium is 10.4% of the GDP. Of the total healthcare expenditure is 18% 
financed out of taxes, social insurance contributions (NHI) accounts for 59% of total healthcare 
expenditure, out-of-pocket payments for 18% and private insurance for 5% (OECD Health Statistics 
2017).  
 
Belgium: Healthcare expenditure 

Healthcare expenditure %GDP 10.4% 

Healthcare expenditure by type of financing: 
- Government schemes:  
- Compulsory NHI 
- Out-of-pocket 
- Voluntary NHI 
- Other 

 
18% 
59% 
18% 
  5% 
  0% 

OECD Health Statistics 2017 
 

 
2.3. Benefit package and co-payments 
 
A comprehensive benefit package is available to 99% of the population through compulsory health 
insurance. The insurance package is defined explicitly through a complex process of negotiations 
within RIZIV/INAMI. Each year representatives of the sickness funds, and the healthcare providers 
(including the hospital sector) negotiate a detailed fee schedule for each type of service, the so-called 
nomenclature. All the medical dispensations that can be (partly or completely) reimbursed are listed in 
the nomenclature of medical dispensations. Services not covered by the nomenclature are not 
reimbursable. The nomenclature is a list (which is extremely detailed and lists more than 8,000 
services) which does not only mention the relative value of dispensations, but also specific rules of 
application, requirements about the competence of care providers etc. There is also a list of 
pharmaceutical specialities that are reimbursed. For each service, an identification number, 
contractual fee and reimbursement rate is specified. Sickness funds are legally bound to reimburse 
any claim from their insured members for care delivered by any recognized healthcare provider at the 
agreed fee levels 10.  
 
The state-fund covers most medical services including treatment by specialists, hospitalisation, 
prescriptions, pregnancy and childbirth and rehabilitation.  
User charges in Belgium apply for outpatient care, inpatient care and pharmaceuticals. They can be 
official and provided by law or supplements (for instance for consulting non conventioned doctors) 
charged on top of official user charges.  
 
For inpatient care, a patient’s out-of-pocket payments consist of11:  

- a flat rate of €43 for the first day for hospitalization, €16 from the second day (higher 
reimbursement schemes pay less). As from the 91st day, all categories of beneficiaries, 
except for ordinary beneficiaries without dependants, pay a patient fee of €6; 

- costs of certain non-reimbursable medical products or pharmaceuticals;  
- a flat rate charge per day for pharmaceuticals (€0.62/day), and flat rate charges per inpatient 

stay for biological tests (€7/stay), for radiology (€6/stay) and for technical acts (€16/stay);  
- a room supplement when the patient has requested a single room. In a double room currently 

all certificate supplements are prohibited (for all recipients). Whether for classic hospitalization 
or one day, fees (and room) supplements cannot be attested, only in a private room. 

 
In Belgium supplements are charged to the patient, additional to the official tariff of the nomenclature. 
High supplements (mostly more than 100%) for a single room (supplements for medical honoraria, 
material (protheses etc) and hotel-costs). In some cases double-room supplements are also charged.. 
In January 2007 the minister decided that hospital supplements are abolished within categories of 
patients such as chronically ill in double room, single room for medical reasons, parents accompany 

                                                           
10 RIZIV 2017 
11 RIZIV 2017 
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their child and other specific types of patients are mentioned, who do not have to pay a supplement 
for double room.  

In Belgium 50% of the cost of emergency health service transport has to be paid out-of-pocket. In 
case of cancer there is a special arrangement, in which a higher proportion of transport costs is 
reimbursed. 

Patients have to pay for any dental services directly and send their receipts to be reimbursed for the 
costs. Preventive dental care for children until 18 years old is totally reimbursed. In order to promote 
regular dental visits, a patient who doesn’t consult a dentist during a calendar year, will be confronted 
with higher out-of-pocket payments the following year. Many services, such as crowns and bridges, 
need to be approved by the medical advisor (adviserend arts – médecin conseil) of the sickness fund. 
The dentist takes care of this by submitting a schedule of proposed work. 

There is also a scheme of higher reimbursement (patients BIM-RVT), also known as preferential 
scheme, for categories under a legally defined income level. In brief, the patient fee for preferential 
scheme beneficiaries amounts to only about 10% for ordinary medical care, except for consultations 
by a practitioner-specialist, for which the patient fee amounts to about 15%, and for speech therapy, 
kinesitherapy, physiotherapy, podology and dietetics for which the patient fee cannot exceed about 
20%.   

Complementary to a higher (direct) reimbursement level for lower incomes, the system of a “maximum 
billing (MAF: maximum-facture and maximum à facturer) invoice” was introduced in order to improve 
financial access by limiting the global family out-of-pocket payments for healthcare to a maximum 
amount. This varies in accordance with the global fiscal taxable family income (5 categories: from 
income lower than €17,180 - €450, to income higher than €46,024 – €1,800). Family being defined as 
all individuals living at the same address. 

2.4. Pharmaceuticals 

Rules and regulations controlling the pharmaceutical industry and the distribution of pharmaceuticals 
are the responsibility of the federal government. In order to be able to be placed on the market, a 
medicine (for human or veterinary use) must be registered with the Ministry for Public Health under 
the provisions of the Royal Decree of 3 July 1969 on the registration of medications. The decision that 
a drug can be registered is taken by the Minister of Public Health after consultation with a 
pharmaceuticals committee (composed of scientists and general practitioners) and a transparency 
committee (composed of representatives of insurance companies, universities, pharmacists, general 
practitioners and pharmaceutical companies). Registration must be re-obtained if there is any change 
to the drug (e.g. in dosage or indications) and in any case every five years.  

The Ministry of Economic Affairs Pricing Committee for Pharmaceutical Specialties sets the maximum 
price at which the medicine can be sold in Belgium (Book V Section 2 of the Code of Economic Law: 
the law of 3 April 2013 “Setting the prices of drugs and similar products” Execution regulated by the 
royal decree of 10 th April 2014). This price is set on the advice of the Ministry for Public Health about 
the innovative nature of the medication, its place in pharmacological categories and current medical 
practice and therapeutic needs, dosage, packaging and economic variables. After registration with the 
Ministry for Public Health and once the maximum price has been determined by the Ministry for 
Economic Affairs, a pharmaceutical company can apply to INAMI/RIZIV’s Commission of 
Reimbursement of Medicines (CTG-CRM) to put a medicine on the list of pharmaceutical products 
that are reimbursed by the compulsory health insurance. INAMI/RIZIV’s CRM-CTG makes a 
recommendation (which often involves a reduction of the price from the maximum allowed by the 
Ministry of Economic Affairs, so as to make reimbursement feasible) to the Minister of Social Affairs, 
who grants official reimbursement status. Agreement by the Minister of Budget is also requested. In 
order to respect the European directives, the global timeline for the procedure to accede to a 
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reimbursement status (inclusive approval Ministers of Social Affairs and Budget) has been legally 
fixed at 180 days12.  

Pharmaceuticals are exclusively distributed through public offices and hospital pharmacies. The 
establishment of new pharmacies has been strictly regulated since 1973, and a royal decree of 18 
October 1994 imposed a moratorium to limit the number of pharmacies to their present number. This 
moratorium was due to end on 8 December 1999, but was extended.  

Non-prescription drugs are priced higher than prescription drugs. About 2,500 pharmaceutical 
products are on a positive list and therefore are partly or fully reimbursable. The percentage of the 
cost that is reimbursable varies, depending on the therapeutic importance of the pharmaceutical. 
Pharmaceutical dispensations include pharmaceutical specialities and magistral preparations, i.e. 
drugs prepared by the chemist himself. On the basis of their social and pharmaceutical utility, 
reimbursable pharmaceutical specialities are divided into five reimbursement categories. Each 
category corresponds to a specific patient fee. A distinction is made between category A 
(pharmaceuticals for serious and long-term illnesses), B (socially and medically useful 
pharmaceuticals), and C (socially and medically less useful pharmaceuticals).  

Table 2.4: Co-payments pharmaceuticals (RIZIV 2017) 
Reimbursement basis of the package (RB) <€14.38 >/€14.38 

A category (serious and long term illnesses) No patient fee No patient fee 

- B category (socially and medically useful
drugs)

Patient fee for the preferential category
Patient fee for ordinary beneficiaries

26.52% of the RB 
44.20% of the RB 

€1.50 + 16% of the RB 
€2.50 + 27% of the RB 

- C category (and medically useful drugs) 88.39% of the RB €5.00 + 54% of the RB 

- Cs category 106.07% of the RB €6.00 + 65% of the RB 

- Cx category 141.43% of the RB €8.00 + 86% of the RB 

In case of hospitalisation in a general hospital, €0.62 per care day is invoiced for the reimbursement 
pharmaceutical specialties.  

In pharmaceutical policy, the reimbursement procedures were simplified, the revision process for new 
and existing medicines was improved using scientific methods and a reference reimbursement 
system was introduced to promote generics. 

Policy instruments to control costs of pharmaceuticals have been price regulation and increases in co-
payments. The government tries to stimulate the use of generics by introducing lower co-payments for 
generics.  

Belgium: Expenditure retail pharmaceuticals by type of financing 

- Government & compulsory schemes:
- Voluntary HI
- Out-of-pocket
- Other

69.2% 
  0.1% 
30.6% 
 0.1% 

OECD Health Statistics 2017 

2.5. Primary care and hospitals 

Primary care 

Primary care is mainly privately delivered by solo general practitioners (GP) and specialists. Around a 
quarter of GPs operate in group practices. Most group practices correspond to integrated healthcare 
practices, such as medical houses (maison médicale/wijkgezondheidscentra), which operate a 
multidisciplinary team, including (at least) several GPs, administrative and reception staff, nurses, a 

12 Veken 2017 
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physiotherapist and a psychotherapist. Group practices can operate a fee-for-service payment system 
like other physicians, but also a capitation system13. 
In Belgium patients are free to register with a GP of their choice and the GP is not a gatekeeper. But 
to stimulate the gatekeepers role and to increase the patient loyalty towards their GP, patients pay 
lower co-payments if they register with one specific GP and accept that individual ‘general medical 
files’ are kept by that GP. Payment is mainly based on a fee-for-service basis. 
Polyclinics provide non-urgent first line care (such as diagnostic or follow up of patients). 

Ambulant nursing (home care): The major activity, financially speaking, of ambulant nursing is treating 
dependent patients. This is based on a lump-sum financing system opening the doors widely since 25 
years for overconsumption/fraud. The patient is screened by the nurse on his/her dependency on 
normal daily activities (washing him/herself, eating, going to the toilet, dressing him/herself, psychic 
autonomy) and the higher the degree of dependency the higher the lump sum (so called forfaits A, B 
or C) the nurse obtains, without quasi no formal care obligation.  

Hospitals 
Hospital care is provided either by private non-profit or by public hospitals. Belgium has a wide choice 
of hospitals and clinics with a total of 104 public and private general hospitals (102 general and 2 
specialised) which are managed by universities, religious organisations, health insurance funds 
(exclusively managed by sickness funds: very marginal, max 2 or 3) or social welfare organisations.  

• General hospitals mostly involved in providing non-surgical care for adults with services such
as cardiology, pneumology, gastro-enterology & endocrinology. They also provide a maternity
ward and most of them have an emergency response unit.

• University hospitals directly linked to universities and provide for teaching and research
facilities.

• General hospitals with university status that have special provisions to collaborate with
universities and colleges for teaching and research purposes.

• Psychiatric hospitals care for psychiatric patients that require care in a controlled, restricted
environment. Some of these hospitals also offer therapy day clinics for patients that stay at
home.

• Smaller specialized hospitals which provide care for heart and vascular diseases, pulmonary
diseases, locomotor disorders, neurological problems, palliative care, chronic diseases or
psychogeriatric care.

• Geriatric hospitals with care specifically for the elderly.
The last two types hospitals have been transferred to the federated entities, if operating completely 
independently from a general hospital,  

Belgium has seven general hospitals with the status of academic hospitals (one of each medical 
school that offers the entire medical curriculum). The law on hospitals (1963/1978) already included 
an identification of the specific missions of the academic hospitals. This law stated that academic 
hospitals are general hospitals, but with additional specific missions (education and research). 
The largest academic hospital in Belgium is the University Hospital of the University of Leuven. It is a 
private, not-for-profit academic hospital. Two of the academic hospitals have a public status. The 
other ones have a private, not-for-profit status. 

You can also be referred to a day hospital, where you receive specific surgery and are allowed to 
return home the same day, under certain conditions. At polyclinics, specialists offer consultations or 
small treatments, without the need for an overnight stay. Both day hospitals and polyclinics are 
usually departments of a general hospital. 

The hospital legislation and financing mechanism are the same in both the public and private sector. 
Looking at the hospital system as a whole, they appear very similar and integrated. Both types of 
hospitals fulfil the same basic functions, they have the same system of financing and their normative 
obligations are identical. The private sector is considered as an odd-on to the public sector. Moreover 
there are no “for-profit” private hospitals in Belgium. Privatisation of hospitals for profit is not allowed 
in Belgium. Belgium regulation does not allow private international hospital chains.  

13 Gerkens 2010 
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There are certainly more differences between the different private hospitals and between different 
public hospitals than between the two respective categories. Within the private sector, there are 
hospitals that have developed a social aim, while others focus on comfort and extras. There has been 
a consolidation of big hospitals, the last years there has been a reduction to less than 150 hospitals. 

The system of hospital financing makes a distinction between medical and non-medical services. The 
latter refer to the general hospital costs and to accommodations expenses (including also costs of 
equipment and nursing staff). Since the 1980s there has been a continuous evolution from a cost-
based to a prospective financing system. The health insurance scheme covers about 75% of these 
costs and the remainder is financed directly by the Ministry of Social care and Healthcare. The 
medical services are fully integrated into the system of health insurance and are covered by the 
sickness funds.  

The basic feature of the Belgian hospital financing is its dual financing system according to the type of 
services provided. 
- Services of accommodation (nursing units), emergency services (anaesthesia, sterilization,

operating room, plaster room) and nursing activities in day hospitalizations are financed via a
fixed prospective budget system based on so-called “justified activities”.

- Medical and medico-technical services (consultations, laboratories, medical imaging and technical
procedures) and paramedical activities (physiotherapy) are mainly paid via a fee-for-service
system to the service provider.

Together, these two remuneration systems account for almost 80% of a hospital’s revenue14. 

Hospitals receive additional funding from: 
- outpatient and inpatient sale of pharmaceutical products (financed per unit or pack);
- a prospective budget for pharmaceuticals for inpatient care;
- specific ambulatory activities, such as day care, dialysis and rehabilitation, which are mainly

reimbursed per patient via lump sums;
- subsidies for investments from the federated authorities (communities);
- supplements charged to patients;
- non-hospital activities, such as commercial operations and homes for the elderly, nursing homes,

cafeteria, newspaper shop, etc.;
- private legacy or corporate grants15.

There can made a distinction between so-called “net” and “all-in” fees. Net fees only cover activities 
performed by physicians (surgical, anaesthesia and emergency services). The remaining costs of 
nonmedical staff, consumables and infrastructure are paid in these services via the hospital budget. 
Therefore, among the services charged to the hospital budget, physicians are still paid via a fee-for-
service system. For services other than surgical, anaesthesia and emergency services, the “all-in” or 
global fees cover all costs relating to the medical provision. This means that each additional provision 
again results in the integral financing of all costs16.  

Specialists 
Most medical specialists work independently in hospitals or in private practices on an ambulatory 
basis. Exceptions include neurosurgeons or radiologists, because they cannot invest in the high tech 
equipment required. High tech equipment is legally not allowed outside the hospital. Doctors are 
usually paid on a per medical act basis either by the patient at their private practice or by the hospital. 
Some specialists are employees on a hospital payroll or for research labs or universities. Assessment 
consultants are paid a fixed fee for their assessment report by whoever hired them. Many specialists 
combine their private practice with a hospital posting or with a teaching position or similar research 
posting. Only a few operate private clinics (mostly ophthalmologists, dentists or (small) plastic 
surgery). 

14 Gerkens 2010 
15 Gerkens 2010 
16 Gerkens 2010 
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Belgium: Expenditure by type of service* 

Inpatient care 
Outpatient care 
Long-term care 
Medical goods 
Collective services 

30% 
24% 
24% 
16% 
  5% 

*Total is not exactly 100% due to rounding
OECD Health Statistics 2017

2.6. Recent developments 

During the 1980s there was a tendency towards closer regulation and supply restrictions mainly in the 
hospital sector. At the beginning of the 1990s the overall structure of the system changed. Everything 
was set in place to introduce a system of managed competition, but this step was never taken. Quite 
the contrary: at the end of the 1990s there was a move towards a more proactive government policy. 
This has been characterized by two features: the introduction of some microeconomic incentives and 
a considerable increase in the healthcare budget.  

There have been no drastic reforms in the Belgian healthcare system over the last two decades.  
Health policy is determined through a complex network of administrative procedures in which the 
providers and the sickness funds play a crucial role. Attention to microeconomic incentives has 
always been rather limited among these decision makers. The reliance on tariff cuts and increases in 
co-payments during the 1990s could not be efficient in a fee-for-service system with a large degree of 
freedom for both patients and health care providers. 
However, in the hospital sector, the actual minister of Social Affairs has planned the introduction of a 
prospective financing for interventions with low variability in care. This will start with a lump sum 
financing of the medical fees of these interventions in hospitals (classical and one day) from 
September 1st 2018 on. Only in recent years has there been a deliberate but very modest attempt to 
introduce better incentives into the system.  
Regulated competition has never been considered as a serious option. There are no strong groups on 
the political scene that openly defend the idea of ‘more market’ in the health insurance sector. The 
fear of markets is based on the prominent values of equity and universal access of the Belgium 
healthcare.  

Finally from an operational point of view the 6th Constitutional Reform created/activated a model 
confronting the field actors with ‘some’ situations: 

1. One of the huge advantages of the Belgian system, with its unique number for every citizen
and all (semi-)public social security institutions using it within strict privacy regulation rules, a
de facto universal system with a standardised billing system for all actors, which leads to a
very low global overhead cost, from every €100 invested in the healthcare sector, more than
€95 go to the patient, will probably vanish with this reform, given the fact that the same
business without any added value for the patient will have to be done with 4 of 5 times this
actual overhead cost. This element could be one of the real ‘hidden agenda points’ of this
reform, because with such an overhead, why wouldn’t you turn it over to the so ‘efficient’
private sector?

2. The ‘saucisonnage’ of one the strategic sectors for the very near future, long-term elderly
care, is inacceptable from a public interest-point of view: daily activity assistances (meals,
house cleaning) is a federated competence, home nursing a federal, nursing homes a
federated one, geriatric services outside a general hospital a federated, a geriatric (academic)
service in the hospital a federal.

3. Given the complexity and the nuance of the Belgian system, especially for the transferred
sectors, a lot of specific expertise is concentrated within a limited number of physical persons,
that you cannot easily cut in two or three in order to transfer this experience to all the
federated authorities.

Local Expert: Joeri Guillaume 



138 

Bibliography 
Chapter 1 
Kemenade van YW (1997). Healthcare in Europe. The finance and reimbursement systems of 18 West European 
countries 
Kemenade van YW (2007). Healthcare in Europe. The finance and reimbursement systems of 11 West European 
countries 
Government of the Netherlands (16-1-2017). News item: 
https://www.government.nl/latest/news/2017/01/16/government-wants-european-medicines-agency-to-relocate-
to-the-netherlands 
Ministry of Health, Welfare and Sports. Access to Medicines Initiative, 24 October 2017: www.rijksoverheid.nl 
OECD (1992). The reform of health care. A comparative analysis of seven OECD countries, OECD, Paris 
OECD (2004). Towards High-Performing Health Systems; Policy studies. OECD Health project. OECD, Paris  
OECD (2017). Health at Glance 2017: www.oecd.org/health/health-systems/health-at-a-glance-19991312.htm 

Belgium 
Europe cities: http://www.europe-cities.com/destinations/belgium/health/ 
Gerkens S., Merkur S (2010). Health Systems in Transition. Belgium Health system review 2010. European 
Observatory on Health Systems and Policies 
KCE. Belgian Health Care Knowledge Centre:  
https://kce.fgov.be/en/entitlement-to-a-hospital-insurance-for-persons-with-a-chronic-illness-or-handicap 
Ministry of Social care and Healthcare Belgium (2016). Pact for the Future with de sickness funds (Toekomstpact 
van de verzekeringsinstellingen), September 2016:   
http://deblock.belgium.be/sites/default/files/articles/2%20Pact%20VI%205.0.pdf 
OECD (2017). Health at Glance 2017: www.oecd.org/health/health-systems/health-at-a-glance-19991312.htm 
OECD (2017). State of health in EU. Belgium: Country Health Profile 2017: 
http://dx.doi.org/10.1787/9789264283299-en 
RIZIV (2017): http://www.riziv.fgov.be/NL/NOMENCLATUUR/Paginas/default.aspx#.Wmiut3kiHX4 
Veken van der K, Vijver van de I (2017). Pricing & Reimbursement of medicines in Belgium, COOPAMI: 
www.coopami.org/en/countries/countries/south_korea/projects/2017/pdf/2017060703.pdf 
Wikipedia. Healthcare in Belgium 

Finland 
Epsu: www.epsu.org/sites/default/files/article/files/03-06-14-Prishtine-FSSHK-Seminar-Migration_Health-Policy-
Speaking-Notes-Tehy-FIN-EN.pdf 
Europe-cities: http://www.europe-cities.com/destinations/finland/health 
Finlandcare. Comprehensive and quality healthcare: www.finlandcare.fi/web/finlandcare-en/finnish-healthcare-
solutions 
Health Data Navigator: http://www.healthdatanavigator.eu/national/finland 
HEPA. Finland - Policy Making. Country profile http://www.repopa.eu/content/finland-hepa-policy-making 
Hus. http://www.hus.fi/en/patients/Pages/Health-services-in-Finland.aspx 
Kela. http://www.kela.fi/web/en/national-health-insurance 
Kiuri O, Attorneys L (2017). Medicinal product regulation and product liability in Finland: overview:  
https://uk.practicallaw.thomsonreuters.com/3-500-
4529?transitionType=Default&contextData=(sc.Default)&firstPage=true&bhcp=1 
Ministry of Social Affairs and Health. Rehabilitation reform committee published its report (9-11-2017) 
Ministry of Social Affairs and Health. Brochures (2013): www.stm.fi 
Ministry of Social Affairs and Health. Brochures (2013) 
National Supervisory Authority for Welfare and Health (Valvira): www.valvir.fi 
Norden (2005). Nordic Council of Ministers Welfare and Health Services in the Nordic countries. TemaNord:   
www.norden.org 
OECD (2017). Health at Glance 2017. November 2017: www.oecd.org/health/health-systems/health-at-a-glance-
19991312.htm 
Paivitetty (2016). Healthcare in Finland : www.laakariliitto.fe 
Tehy. Working in Finland. www.tehy.fi/en/social-and-health-care-sector 
Vuorenkoski L (2008). In Health systems in transition. European Observatory on Health Systems and Policies. 
Finland Health system review. vol 10 no 4; 2008 
Vuorenkoski L (2015). Finland. Reform of funding of the National Health Insurance. National Institute for Health and 
Welfare. Health Policy Monitor: 
http://hpm.org/en/Surveys/THL_- _Finland/06/Reform_of_funding_of_the_National_Health_Insurance.html 
WHO. Accessing primary and specialist care outside the hospital Evidence from eight countries. 
http://apps.who.int/iris/bitstream/10665/107882/1/E89259.pdf 
Wikipedia. Healthcare in Finland 

https://www.government.nl/latest/news/2017/01/16/government-wants-european-medicines-agency-to-relocate-to-the-netherlands
https://www.government.nl/latest/news/2017/01/16/government-wants-european-medicines-agency-to-relocate-to-the-netherlands
http://www.rijksoverheid.nl/
http://www.europe-cities.com/destinations/belgium/health/
https://kce.fgov.be/en/entitlement-to-a-hospital-insurance-for-persons-with-a-chronic-illness-or-handicap
http://deblock.belgium.be/sites/default/files/articles/2%20Pact%20VI%205.0.pdf
http://dx.doi.org/10.1787/9789264283299-en
http://www.coopami.org/en/countries/countries/south_korea/projects/2017/pdf/2017060703.pdf
http://www.epsu.org/sites/default/files/article/files/03-06-14-Prishtine-FSSHK-Seminar-Migration_Health-Policy-Speaking-Notes-Tehy-FIN-EN.pdf
http://www.epsu.org/sites/default/files/article/files/03-06-14-Prishtine-FSSHK-Seminar-Migration_Health-Policy-Speaking-Notes-Tehy-FIN-EN.pdf
http://www.europe-cities.com/destinations/finland/health
http://www.finlandcare.fi/web/finlandcare-en/finnish-healthcare-solutions
http://www.finlandcare.fi/web/finlandcare-en/finnish-healthcare-solutions
http://www.healthdatanavigator.eu/national/finland
http://www.repopa.eu/content/finland-hepa-policy-making
http://www.hus.fi/en/patients/Pages/Health-services-in-Finland.aspx
http://www.kela.fi/web/en/national-health-insurance
https://uk.practicallaw.thomsonreuters.com/3-500-4529?transitionType=Default&contextData=(sc.Default)&firstPage=true&bhcp=1
https://uk.practicallaw.thomsonreuters.com/3-500-4529?transitionType=Default&contextData=(sc.Default)&firstPage=true&bhcp=1
http://www.stm.fi/
http://www.valvir.fi/
http://www.norden.org/
http://www.oecd.org/health/health-systems/health-at-a-glance-19991312.htm
http://www.oecd.org/health/health-systems/health-at-a-glance-19991312.htm
http://www.laakariliitto.fe/
http://www.tehy.fi/en/social-and-health-care-sector
http://hpm.org/en/Surveys/THL_-%20_Finland/06/Reform_of_funding_of_the_National_Health_Insurance.html
http://apps.who.int/iris/bitstream/10665/107882/1/E89259.pdf



