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1. INTRODUCTION 

The Appropriate Care Unit was created within the Research-Development-Quality Directorate of the 

NIHDI’s Healthcare Service as a result of the NIHDI’s 2016-2018 Administration Contract1. In Article 35, 

this Contract refers to ‘the setting up of an Appropriate Care Unit targeting, more specifically, an 

integrated approach to the rational use of resources’. The Appropriate Care Unit was set up since the 

second quarter 2017. 

The concrete implementation of the Unit was formalised in the ‘2016-2017 Healthcare Monitoring Action 

Plan’, published by the NIHDI on 18 July 20162. This plan lists around thirty measures aimed at optimizing 

health-care efficiency by encouraging appropriate practices and by avoiding unnecessary care. 

The plan states that the tasks of the Appropriate Care Unit include analysing the ‘relevance of care,’ with 

the aim of identifying unexplained variations in consumption emerging after standardisation of the 

Belgian population. These variations are indeed potentially a sign of non-optimal use of resources. 

In this context, the Healthcare Professionals Reports shed light on the variations in practice that would be 

linked to the distribution of professionals in the territory and their accessibility. 

The Healthcare Professionals Reports provide a comprehensive overview by healthcare profession 

working within the Belgian health insurance system in hospital and ambulatory settings. The reports cover 

health professions and subspecialties in the following disciplines: medicine, dentistry, ambulatory nursing 

and midwifery, physiotherapy and logopaedics. Note that the activity of salaried healthcare professionals, 

such as nursing or physiotherapy in hospital, cannot be measured and those professionals are excluded 

from this report. 

From the professional perspective, several aspects are covered: capacity, accessibility, continuous 

professional development, level of activity, working place, workload, patient base, evolution of workforce 

demographics. 

From the patient perspective, accessibility and frequentation are covered. 

  

 
1 (National Institute for Health and Disability Insurance, 2016) 
2 (National Institute for Health and Disability Insurance, 2016) 
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2. GENERAL REMARKS 

Compilation of data needs time. Data on professionals are available with a 1 year delay. Data on insured 

persons frequentation are available with 2 years delay. 

The average amount of expenses cannot be equated to the income of healthcare providers. These 

expenses do not include any additional charges or copayments. Moreover, many hospital specialties must 

allocate a portion of these amounts to fund the technical facilities or the use of premises. 

The patient analysis considers actual years during which the care took place, not accounting years unlike 

the other analyses.  

To address General Data Protection Regulation (GDPR) compliance for small cells, numbers from fewer 

than five registered healthcare providers are hidden. 

A KPI (Key Performance Indicator) colour system is used in this report. It is shown as: 

• Grey for contextual information 

• Green for positive performance compared to the starting year 

• Red for negative performance compared to the starting year 

The metrics in this report were not standardized to a specific population which implies that comparisons 

between regions or provinces may not be entirely fair or accurate.  

For illustration purposes the sheets for general practitioners are shown throughout this methodologic 

document.  
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3. ANALYSIS METHODOLOGY: SELECTION AND COMPUTATION OF 

INDICATORS 

A. Description of healthcare providers in 2023 

The first section of the reports provides insight into the healthcare professionals of a specific specialty by 

showing: 

• A set of basic metrics of the specialty versus a comparison group (metrics are total Full-Time 

Equivalent; distribution of healthcare providers according to convention and accreditation status, 

age class, etc.), 

• The geographical accessibility (numbers of healthcare providers available per province, per 

insured person, per sex, etc.), 

• The financial accessibility (by considering only conventioned healthcare professionals distributed 

per province or region, and per insured person), 

• The continuous professional development (by highlighting accredited healthcare professionals in 

each province/region and their availability per insured person.  

• Trainees are excluded from the current description of healthcare professionals. 

1. Data source and data preparation 

The description of the population of healthcare providers is carried out on the basis of the “SZV”  database 

which is a compilation of all healthcare providers recognised by NIHDI (i.e. who have a NIHDI number). 

This database consists partly of information provided by the healthcare professionals themselves such as 

their activity status, addresses, etc., through the  ProSanté/ProGezondheid platform (replacing MyInami 

platform). Only professionals with a NIHDI number have access to that platform.  

Each healthcare provider is characterized on the basis of his activity status on December 31st 2023. Only 

self-declared active and retired professionals were considered. Retired persons are recorded because they 

keep their medical prescription authorisation (e.g.  in 2023, around 20% of retired general practitioners 

carried out at least one medical activity). Some professionals display two distinct NIHDI numbers as they 

have qualifications in two distinct health care professions. In that case and to avoid double counting 

(which would lead to an overestimation of the total number of professionals), only the NIHDI number 

related to the highest diploma or the highest median annual income is considered. Other characteristics 

of each healthcare provider are extracted from the database or computed: 

• Precise qualification (skill-area, or specialty; thereafter-called “competency code”) as on NIHDI’s 

website; 

• Convention status. The values are fully conventioned, partly conventioned or not conventioned. 

A convention is a periodic agreement between healthcare providers and NIHDI. Especially, the 

convention guarantees that the health professional will apply the NIHDI tariffs or fees. In return, 

the professional receives various social benefits from the NIHDI; 
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• Birth date in order to calculate age or age-classes;  

• Gender (male or female); 

• Native language. Two groups are considered in reference to the two largest regions in Belgium: 

French-speaking (coded FR) which includes German-speaking people (Wallonia) and Dutch-

speaking for Flanders (coded NL); 

• NIS code (an administrative location number specific to each Belgian municipality) of either his 

work address or any known contact address if the work address is not available; 

• Accreditation status. Accreditation covers physicians, dentists and pharmacist-biologists. 

Accreditation is different to the licence to practise. It refers to a recognition of continuing training 

by the health professional and is valid for a specific period. It is a guarantee of quality of care over 

time; 

• The total annual services in terms of number of cases and amount reimbursed by insurance funds 

(thereafter-called “expenses”), as recorded in the NIHDI “P Documents” database (Doc_P; a 

compilation of individual services provided by insurance funds). 

With the exception of birth date and annual services, all these descriptors are considered at their 

individual specific value on the last day of the year. Annual services gathered from Doc_P refer to an 

accounting year: they cover not only the target year but also the previous two years because 

reimbursement can be done up to two years after the service date. 

Thereafter, each healthcare provider is assigned to a particular professional group taking into account his 

qualification (or specialty) and following the general taxonomy of international bodies such as OECD 

(Organization for Economic Cooperation and Development) and the EC (European Commission). One 

notable exception concerns stomatologists who are included in the group of physicians (Belgium) rather 

than dentists (OECD/EU). 

Active professionals: there is a distinction between self-declared active (including retired  professionals) 

and active professionals: active professionals are self-declared active who either have performed at least 

two medical services during the year or were working in medical homes (true active professionals). 

Finally, a full-time equivalent (FTE) is estimated for each healthcare professional. As NIHDI databases do 

not allow any estimate of work time, the FTE are approximated through the annual amount reimbursed 

as follows: 

• A reference group-amount is computed for each professional group, equal to the median volume 

of reimbursements for 45-54 age group of the target professional group; 

• The FTE of a given individual is the ratio between the annual amount reimbursed by insurance 

funds for the services provided by this individual divided by the reference group-amount; 

• A maximum FTE of 1 is given to those exceeding that threshold, assuming that no one should 

perform more than one FTE. 

The calculation of FTEs may be impacted by modifications of the competency code classification over 

the years, potentially generating breaks in the evolution of FTEs (e.g. nephrologists were recognised 
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as their own competency since 2022. Prior to that, they were bundled with specialists in internal 

medicine.). The median value changes depending on the year (see Annex 1).  

As there is no detailed services for healthcare professionals working in medical homes (MH), their 

individual FTE is deemed to be equal to 0.8226, based on a historical assessment. 

2. Specialty Metrics and Comparison 

 

This sheet compares the specialty of interest on the left to the reference group on the right. The 

comparison group for each specialty generally includes all specialties within the same category (e.g., 

urology compared to all surgical specialties). If a specialty has no closely related category, the comparison 

is made with a similar specialty based on the patient profile or, if no suitable match is found, with general 

medicine (e.g. psychiatry is compared to general medicine). By default, general medicine is compared to 

internal medicine specialties. 

The indicators shown are the total number of healthcare professionals, the number of true active 

healthcare professionals, the number of FTE, the reimbursed expenses per FTE, the number of 65+ 

healthcare professionals, the convention and accreditation both in numbers of active and in FTE.  

“N total” is the number of self-declared active or retired  professionals via ProSanté/ProGezondheid 

platform.  

“N active” is the number of professionals that performed at least two medical services during the year or 

were working in medical homes (true active professionals). 
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3. Geographical Accessibility 

 

Geographical accessibility is measured by the density, calculated as the number of FTEs per 10.000 insured 

person per region or province. Metrics in this report were not standardized. 

The indicators are the geographical distribution which enables to check for homogeneity, the evolution 

over 10 years and the growth rate over that period and a comparison of number of FTEs per 10.000 

insured persons and number of insured persons to check for putative relationships and disparities 

between provinces. 
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4. Financial Accessibility 

 

Since convention offers a clear advantage to patients in terms of expenses, financial accessibility was 

measured by the number of conventioned FTEs per 10.000 insured persons. It was compared between 

languages, age classes and provinces. The conventioned FTEs for partially conventioned providers are 

calculated as half of their total FTEs.  

The indicator shown is the percentage of conventioned FTEs relative to the total FTEs, globally, by 

language, province and age category. 



Healthcare Professionals Reports – Methodology 
 

 
   10 

5. Continuous Professional Development 

 

The continuous professional development (CPD) was measured via the accreditation status.  

The indicator used is the percentage of FTEs fulfilling the accreditation criteria. The indicator is shown 

globally, by gender, by language, by age class and by province. 
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B. Subspecialties Activity and Working Place   

In order to get a more detailed picture of the specific activity of practitioners, two main subdivisions were 

made:  

• A categorization of  their activity (FTE) helps to identify the specific field (subspeciality) in which 

practitioners mostly work, if any. This categorization is further divided according to two different 

logics of grouping (NIHDI groups from RIZIV/INAMI and more detailed activity patterns). 

• A categorization of “type of working place” helps to identify where practitioners perform the 

majority of their services. 

1. Data source and data preparation 

To assign a health provider to a subspecialty, a link is first made between a service performed by a 

specialty of healthcare providers and the subspecialty field that this service corresponds to. For example, 

the service ‘Pericardectomy’ performed by a general surgeon corresponds to the subspecialty field of 

‘Cardiac surgery’. 

The data source used for the analysis is the “P documents” database. For each provider, the totality of the 

performed services is compiled and analysed to highlight the subspecialty field that represents the 

majority of the healthcare provider’s activity.  

The main subspecialty field can then be relabelled as the subspecialty of the provider. For example, if a 

general surgeon’s main subspecialty field is ‘Cardiac surgery’, the subspecialty of the provider will be 

“General surgeon – Cardiac”. 

The working place type is determined by identifying the care place where the majority of reimbursed 

services was registered. 
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2. Type of Activity, Working Place and Composition 

 

The level of activity is measured by the total reimbursement amount of the specialty. The distribution of 

the reimbursement by specialty allows to distinguish different types of activity which are grouped to study 

what kind of procedures are done and where. The type of activity is described by two criteria: the type of 

working place  and the nature of the activity: 

• The type of working place is the place where the activity takes place (private, polyclinic, day 

hospital, hospital stay). 

• The nature of the activity is described according to two logics of grouping. The traditional 

distribution of reimbursements within NIHDI (N01 contacts, N25 Thoracic surgery, etc.) and a 

specific, more detailed breakdown to identify sub-specialties within the specialty (i.e.  

subspecialty “CHG_CARDIAQUE” (cardiac surgery) for general surgeons). 

The indicators provided are the reimbursement in euros per FTE and the reimbursement breakdown by 

category versus the total reimbursement. The evolution provides information on the stability of the 

patterns of the activity comparing year N with year N-5. 
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3. Description of category of activities and repartition of healthcare providers by category of 

activities  

 

Health care providers are assigned to subspecialities according to the specific type of activity or, failing 

that, according to the type of workplace The assignment of a health care provider to a subspecialty 

prioritizes the type of activity exercised. In general, the type of activity with the most reimbursements 

determines the subspecialty of the healthcare provider. If no particular activity was identified for the 

specialty, the assignment was done on the criterium of the workplace: hospital, polyclinic, private. If there 

is no clear distinction between the different locations, then the subspecialty is named "Mixed". 

Subspecialties with less than 5 active practitioners or less than 0,5% of total FTE are left out. Comparison 

of subspecialties helps to understand differences in the type of activity. 

The indicators shown are the FTEs and median reimbursement by subspecialty, the percentage of 

reimbursement by cluster, the top 5 NIHDI groups and the top 5 specific groups. 
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C. Patients perspective and healthcare providers workload 

This part of the report focuses on the patient point of view of healthcare professionals in terms of the 

accessibility of healthcare providers - insured persons coverage and the number of contacts per insured 

person - and the patient frequentation. On the other hand the workload of the healthcare professionals 

is analysed in terms of the number of patients per FTE, the number of contacts per FTE and the number 

of contacts per patient per provider. 

1. Data source and data preparation 

The starting point for the analyses from the patients perspective is the "P Documents" database, 

consisting of data sent semi-annually and within four months by the insurer-organisations to the NIHDI , 

based on patients who sought care in Belgium and claimed insurance reimbursement. These data include 

the services provided by healthcare professionals in the outpatient and hospital sectors. 

The analyses from the patients perspective consider the actual years in which the place took care, not 

accounting years, unlike the other analyses in this report. For each analysis year, the last year available 

for patient analysis is the year before in order to present complete and reliable data. For the actual report, 

data are available for the care years 2018 to N-2 (time period to collect data). 

In order to do a correct analysis of the workload per healthcare provider, each patient is assigned to a 

single provider in each specialty (providers in training are excluded). The provider who has seen the 

patient most often (different days) will be selected. In case of ex aequo, the provider who first saw the 

patient in the year was selected. For general medicine, the provider in charge of the Global Medical File 

(GMF) will be selected when the patient has one. 

As a result, intermediate data are available per care year, per medical specialty, per patient with patient  

characteristics (sex, age, socio-economic status (standard vs. preferential reimbursement scheme), GMF, 

residence geography), the number of contacts and number of different healthcare providers seen. 

Based on these intermediate data, two different summaries were derived: 

• Patient perspective summary which serves as input for output sheets 1, 2, 3 and 4 

• Healthcare provider perspective which serves as input for output sheet 5 

The patient perspective summary was done by care year, medical specialty, region, province, sex, age 

category, socio-economic status, GMF status.  Indicators related to GMF status are limited to age ranges 

from 30 to 85 years, because patients outside these age ranges can’t have a chronic GMF. The main 

variables calculated are the number of patients and the number of contacts. The data includes healthcare 

providers in training. 

The healthcare provider perspective summary was created by care year, medical specialty, sex*, age 

category*, accreditation status*, convention status*, language*. All characteristics with * are provider 

characteristics on December 31st of the considered year. The main variables calculated are the number of 

patients, the number of contacts and the number of contacts per provider. The data excludes healthcare 

providers in training. 
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2.  Accessibility, Insured Coverage 

 

The insure coverage was calculated as the percentage of insured persons having at least one contact per 

year with the specialty (including HCP in training). The global figure is shown as well as the values per 

gender, social status, age category, GMF status (insured persons between 30-85 years) and region of 

residence of the patients/insured population. The map shows the relative difference between the values 

in the provinces compared to the global national value. 

Comparison between categories of patients helps to identify possible disparities in accessibility by 

criterium.  

Insured persons must have physical contact to be counted. However there’s an exception for general 

practitioners, because it includes patients registered in medical homes (with or without physical contact).  
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3. Accessibility, Insured Frequentation 

 

As complementary measure to understand accessibility, the number of contacts was calculated: 

• Per insured person 

• Per patient (insured person who at least has one contact with the specialty) 

The global figures for both indicators are shown as well as the values by age group and province of 

residence of the patients/insured population. The average number of contacts per insured person is 

shown by region and social status for 2018 and 2022.The map shows the relative difference between the 

values (2022) in the provinces compared to the global national value.  
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4. Patient Frequentation 

 

Elaborating on the previous sheet, this sheet shows more details on the number of contacts per patient 

(insured person who at least has one contact with a specialty). The global figure is repeated and the 

breakdown by gender, social status, GMF status, province and age category are represented graphically. 

Further the average number of providers per patient is shown, as well as the average age of the patients 

and the average patient age at contact (weighted average age taking into account the number of contacts 

each patient has). 
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5. Frequentation Complementarity 

 

This sheets compares the insured coverage and the patient frequentation (contacts per patient) between 

the specialty that is analysed and a comparison group.  

Furthermore, the age distribution for the patients of the analysed specialty is compared to that in the 

comparison group (except for GP). 
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6. Workload 

 

This sheet provides insight into the workload per year of the specialty by FTE and describes the patient 

population.  

The three indicators shown are: 

• The average number of contacts per FTE  

• The average number of patients per FTE  

• The average number of contacts per patient per provider 

For each indicator, the overall figure is shown as well as the breakdown by province, age category, gender, 

language, convention status and accreditation status. The classification criteria are linked to the 

healthcare professional. 

Here, the province is the province of the work address of the healthcare professional, if available and 

otherwise that of the contact address. Note that the province of healthcare professionals can be different 

than that of their patients. This can explain differences in workload figures (contacts/FTE, patients/FTE) 

and lead to potential misinterpretation for the figures by province, especially for small numbers of 

professionals. Also if the number of FTE by cell is inferior to 5, the average number of contacts per FTE 

and the average number of patients per FTE are hidden. 
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D. Monitoring of health workforce (demography) 

This section of the report shows the evolution of the workforce demography over the last five years. The 

number of active healthcare providers per 10.000 insured are shown as well as the number of active FTEs 

per 10.000 insured. The number of active providers per age category is shown over the last decade as well 

as the age distribution of the active FTEs. Furthermore, the average age per FTE is given for both language 

groups and the global percentage of 65+ activity. 

As for the description of healthcare providers in 2023 (section 3.A), trainees are excluded from the current 

description of workforce dynamics.  

1. Data source and data preparation 

The procedures of annual data acquisition and preparation are as described for the year 2023; therefore 

the reader may refer to the section 3.A.1 above.  

The dynamics of workforce demography shows the evolution of various indicators over the years (such as 

total FTEs per sex or per age class, FTEs for a fixed number of insured, etc.) and displays the corresponding 

growth rates in some cases. 

  



Healthcare Professionals Reports – Methodology 
 

 
   21 

2. Evolution of the Workforce Demography 

The demography of Healthcare workforce considers active professionals (more than 1 care per year). The 

corresponding FTE is also shown. The analysis is performed on the past decade and the numbers are 

distributed by age class, gender or language. 

 

Some illustrations exhibit both active professionals (on the left) and FTE on the right. The indicators 

provided are: 

• The number of active providers per 10.000 insured persons over the last 5 years 

• The growth rate over the past five years of the active providers by language regime 

• The replacement rate, being the ratio of active professionals above 55 years to those below or 

equal to 55 years 

• The percentage of inactive providers below 65 years old by language regime 

• The evolution of the total FTEs by gender over the past 5 years 

• The average FTE per active provider below 65 

• The percentage females among the total FTEs 

• The evolution of the FTEs distribution by language over the last 5 years 
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3. Demographic Evolution by Age Group 

 

This section aimed at comparing certain demographic characteristics of healthcare professionals between 

10 years . The indicators shown are: 

• The frequency distribution of active healthcare professionals 

• The FTE proportion per age class 

• The mean age of one FTE per language group 

• The percentage of 65+ FTEs from the total (only 2023) 

• The mean age weighted by FTE by language  
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4. APPENDIXES 

A. Annex 1: FTE Details 

This section provides more details on the reference value used as a basis for calculating FTEs. 

This reference value correspond to the median of reimbursements for providers aged 45 to 54 in the same 

specialty for a year of reference and is calculated each year. Evolution is not adjusted for inflation.  

The FTE (full-time equivalent) of a provider is [his/her total reimbursements in a given year] divided by 

[the median of reimbursements for providers aged 45 to 54 in the same specialty].  

The total reimbursement for a specific health provider as an activity measure may be biased by the fact 

that some providers (e.g. internship supervisors) combine their activities with those of doctors in training. 

To limit this bias, when the result of the division for a specific health provider exceeded 1, it was capped 

at 1.  

N.B. FTE in medical home cannot be evaluated given the absence of activity registration. The FTE for 

employed doctors in medical homes (lump sum financing) was estimated at 0,8226 per doctor in 2009 

through an one shot registration based on their contracts. An updated estimation will be soon available 

practice registries, but is not yet done.   

This sheet describes the evolution of the reference value and the average FTE per active provider by sex, 

language and age group. 
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The indicators shown here are: 

• The average FTE per active provider, globally and per language and gender 

• The FTE per active provider by age category  

• The median reimbursements for providers between 45 and 54 over the past decade 
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B. Annex 2: Type of Practice 

The practice registry provides information on the location of the activity of each health care provider.  

The location is grouped into categories, namely solo practices, group practices, nursing homes, hospitals, 

and other facilities.   

The different practice types are grouped into 5 categories: solo, group, nursing home, hospital, other.   

• Nursing home: represents care facilities for the elderly or individuals requiring psychiatric care 

• Group: represents collective practices or facilities where professionals work together (e.g. medical 

house with lumpsum, mental health facilities, day care facilities, public pharmacies, medical 

laboratories, bandagist/orthopedist workshops) 

• Hospital: represents hospitals or medical establishments (ex: general hospitals, psychiatric 

hospitals, hospital pharmacies) 

• Solo: represents individual practitioners or private addresses 

• Other: represents facilities or organizations not falling into the above categories (ex: 

physiotherapy office, tariff office, organizations with a registered business number) 
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The repartition of health care providers into those 5 categories is measured in Full Time Equivalents (FTEs) 

and broken down according to the professionals characteristics ( gender, age classes, language) and trend 

over the past decade. 

 

N.B. Not Available (NA) values are decreasing over time as the database becomes increasingly complete. 
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C. Annex 3: Informatisation of General Practitioners & Dentists 

Healthcare professionals (General Practitioners & Dentists) receive financial incentives if they meet 

certain criteria related to the use of information technology (e-services) and digital tool in their practice. 

This sheet presents the percentage of full-time equivalents (FTE) who met e-service usage thresholds in 

2023. It is only available for General Practitioners & Dentists (general dentistry, periodontology, 

orthodontics). It assesses the growth of digital tool adoption, identifies commonly used services, and 

highlights differences across professional characteristics. 

 

Criteria Used: 

- Patient Management (PM) criteria is a combination of these 6 e-services : Recip-e, Chapter IV, 

eFact, Informed Consent, DMG-GMD (global medical file) and eAttest.  

- Patient Management & Care Plan (PM-CP) criteria is a combination of PM criteria with these 2 e-

services : Medication Regimen and Medic-e Disability Assessment.  

- Patient Management & Care Plan & Decision Support (PM-CP-DS) is a combination of PM-CP 

criteria with these 2 e-services : Sumehr and CEBAM Evidence Linker.  

- Patient Management & Care Plan & Decision Support & Self-Assessment (PM-CP-DS-SA) is a 

combination of PM-CP-DS criteria with this e-service : Barometer.  

Note: The Sumehr threshold increased to 55% in 2023 (previously 25%). 

Data Sources: 

- Recip-e: provided by ASBL Recip-e & NIHDI Medical Evaluation and Control Service 
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- Chapter IV, eFact, DMG-GMD, eAttest: provided by CIN-NIC 

- Informed Consent: based on DMG-GMD holders (CIN-NIC) cross-verified by eHealth Platform for 

consent registration 

- Sumehr & Medication Scheme: from regional health vaults (Abrumet, RSW, Vitalink) 

- CEBAM: data provided by CEBAM 

- Disability Assessment: from FPS Social Security 

 

Criteria Used: 

- Obligatory criteria is a combination of these 3 e-services : Electronic Invoicing (eAttest and 

eFact), Check Insurability via MyCareNet and Verification of Official Pricing MyCareNet 

- All criteria is a combination of Obligatory criteria with these 4 facultative e-services: GMF 

(General Medical File), Download Messages via eHealthBox, Medication and Recipe_e 

Data Sources: 

- Most data are provided by the Intermutualist College (CIN-NIC) 

- For eHealthBox: data are provided by the eHealth Platform 

- For Medication Scheme: data are provided by regional health vaults: Abrumet (Brussels), RSW 

(Wallonia) and Vitalink (Flanders) 

Note: Recip-e was used prior to 2021, with data from ASBL Recip-e. 
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D. Annex 4: Insured Coverage of General Practitioners Fee for 

Service vs Medical Homes 

Annex 4 is only available in the general practitioners report. 

In annex 4 the insured coverage is compared between general practitioners Fee for Service (left) and 

general practitioners in medical homes (right).  

For general practitioners with Fee For Service, the insured coverage is the percentage of insured persons 

who had at least one contact with a general practitioner in the year. It includes patients with DMG without 

physical contact. For general practitioners in medical houses (lump sum) the insured coverage is the 

percentage of insured having at least one lump sum reimbursed in the year. 

 

The indicators shown here are: 

• The global insured coverage as well as by region, with the evolution between 2018 and 2023 

• The ratio of insured coverage of females versus males 

• The ratio of insured coverage for social status (BIM versus standard reimbursement scheme) 

• The average age of patients 

• The map shows the relative differences of the provinces versus the national value of the insured 

coverage 

 


