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At the 5th GP Congress the
overseas speakers each told
about the system of Health Care
in their own countries. We place
the contribution from Prof Dr
René de Smet first.

Forty wyears ago Belgium, the Netherlands and
Luxemburg — the three smallest countries in Europe
— concluded a trade agreement, the Benelux, This,
actually, was the start of the European Economic
Commumnity,

In comparison with its bigger neighbours, the Bene-
lux is still a rather small country. It is one of the
most densely populated areas and, consequently
people are very industrious.

I've been asked to present General Practice in the
Benelux.

Although Luxemburg is an independent region,
with a Duke as the head of state, economically it iz

closely linked to Belguim and its health care system
{HCS) is the same as ours. I'm not going to consider

it separately.

O the other hand the Duteh HCS is guite different.
In order to make my talk not too complicated, and
also because I'm much more aware of the incentives
and impediments of the systemn I'm working in, I
give a more extensive report of the Belgian system.
Consecutively I'll highlight, in contrast, some par-
ticularities of the Dutch system.

Health Care in Belgium

Some 100 years ago, at the beginning of the indus-
trialization, help to underserved people was brought
by the religious, i.e. Catholic community, Little by
little a core of sick-insurance organizations was
conatituted. Later on this was taken over and
expanded by the Christian political party. In a
further stage all political parties have built their
own health care systems.

Finally, from 1945 on, the Government has sub-
gidized and coordinated all this multi-colored field
but has left a certain degree of autonomy to each
political column, That's the way our HCS went: from
charity to political split-up.
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General practice in the Benelux

In Belgium, nearly the whole of the population is
insured against damage of sickness and injury. The
whole aystem is basically hospital oriented. For
many years the working conditions of the doctors

Belgium has 9 hospital beds for every 1 000
people.

and the program of the HCS were negotiated by
gpecialists. Splendid and well eguipped hospitals
were built in great number. We have 9 hospital beds
for every 1 000 inhabitants.

Hospital costs, at least up to 2 weas ago, were
reimbursed totally for most patients, In ambulatory
care the patient has to pay a fes for service, but he is
reimbursed to approximately 75 %.

It is worthwhile to mention that preventive care is
not taken up in the insuranee packet. Community
oriented preventive care, as mother-child care, and
mental health services resort to the Ministry of
Welfare,

A basic character of the Belgian HCS is the freedom
of choice. The patient has direct access to every
doetor, a specialist or a GP, and as many times as he
likes. He can prefer one hospital to another, and he
can claim even the most complicated. and expensive
examinations.

A Belgian has free direct access to any GP
iDL

Also the doctor has many liberties. The access to the
Universities is open. There is no entrance examina-
tion and no limit on the number of students to be
admitted. After qualification he can settle wherever
he likes, he can ask for all investigations and
actually there are but few limitations on his pre-
seribing.

In such a free-market system doetors are competi-
tive among themselves. As they have no registered
patients, they can only maintain a good relationship
with patients by improving their service: offering
high gquality care and being readily available. This
can be considered as a positive aspect of our system
bt it brings many doctors under unbearable strain.

But [ wouldn't disregard other problems inherent in
our HCS. There is no long-term planning and nearly
no limitations, the costs of the HCS are sky-rocket-
ing and exceed the growth of the GNP. Only recently
some restrictions have been imposed: a reduction in
the number of hospital beds; regulations on the use
of high technology; patients have to pay for their
atay in hospital . . .

On different occasions the Minister of Health has
expressed hiz willingness to pay more attention to
Primary Health Care. This renewed motivation, per-
haps, iz more inspired by economic considerations
than by being concerned about the quality of care.

Another problem we have to consider is the tremen-
dous increase in the number of qualifying doctors,
Presently we have one doctor for every 420 inhahbi-
tants, one of the highest figures in western Europe,
Only recently the possibility of a selection at the end
of the 1st university year has been discussed, Even
if this rule i= accepted, it will take another 6 vears
before it has any effect.

Belgium has 1 doctor for every 400 people.

As a negative result of the competition between
doctors, everyone is eultivating his own parcel. Co-
operation between colleagues and other primary
care workers is becoming more and more difficult.

Health Care System in the Netherlands

The major part of the Dutch population is insured by
law against the damage of sickness. Those belonging
to the upper class — roughly 256 % of the population -
do not. They can conclude a private insurance, if
they wish. Actually, they are in a free-market
system.

The care for insured eitizens is organized as a tier
gystem with a level for primary care and one for
secondary care. These citizens have to register with
a GP. The GP is paid on the basia of a capitation fea.
Above a certain number of registered patients, the
capitation fee i8 reduced.

Dutch patients need a referral letter from
their GP to a specialist.

Registered patients cannot consult the specialist
freely; thev have to get a referral letter from their
GP. Accesa to the university iz assigned by lot, and
the number admitted by each university, depends
on the teaching capacity. After qualification the
doctor needs a licence to settle down in a particular
area.

At the secondary care level, specialists are paid on
the basis of a fee per item.

Education in Belgium

Medical studies last for 2even years. Only 4 of the 7
universitiea have a Department of General Practice.
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General practice in the Benelux

These Departments are rather small, they are not
well paid and their possibilities of doing research are
posr.

After gqualification the Belgian doctor can settle
down, but if he has followed a 2-year vocational
program, he is entitled to ask a higher fee. He has to
be full-time in practice for 2 years, either in his own
practice or in a teaching practice. Some hospital
departments are also acceptable, albeit only for
perinds of 3 months.

Medical schools in Belgian universities
allow anybody without any entrance
examinations.

During these 2 years in practice the young doctor
has to participate in day release courses. There he
will meet other young colleagues to discuss problems
they have been confronted with in their practices.
These group discussions are accompanied by a senior
GP who has been trained for this job by the Depart-
ment of General Practice.

Education in the Netherlands

Dutch medical studenta have a §-year curriculum.

Departments of General Practice are attached to all
7 universities. Their staff is large and composed of

Acecess to a Dutch university is decided by
lot.

doctors, educationalists and psychologists, Their fi-
nancial resources are remarkable (certainly in com-
parison with the Belgian situation), and they are
able to carry out research,

After their 6th year, Dutch students are bound to
work for 1 year as an assistant in a teaching practice.
He will be supervised by the senior doctor of the
practice and in the meantime he has to participate
in day release courses.

After qualification he has to buy a practice. Very
often he has to wait several months, even yvears, for
a suitable offer and the price to pay is always high.

General Practice

Differences in education and in the HCS inevitably
must lead to distinctive ways of practice manage-
ment.

In Belgium more than 90 % of all GPs are working

in solo practices. Mearly all of them have their
surgery in their home. Administrative help is very
exceptional. This task is to be carried out by a family
person. In these circumstances intrusion of profes-
sional activities in the private life is inevitable.

More than 50 % of Belgian patients are
seen in their own homes.

A well-settled GP cares for 20-30 patients a day.
Younger GPs do less, and we have reached the
point, where seeing so few patients would lead to
lack of experience. These doctors could constitute a
threat to the public health.

Peculiar to the Belgian situation is the fact that half
of all patients, or even more, are visited in their own
home. I don't see any reazon to justify this behaviour,

As already mentioned, most Belgian doctors are not
inclined to share their duties with others. Exception
has to be made for members of group practices, who
trv very hard to promote multidisciplinary eoopera-
tiom.

More than 80 % of GPs in Belgium are in
solo-practices, working from their own
home; for only 50 % of Dutch doctors
this is the case.

In the Netherlands 50 % of the GPs do work in
cooperation, duo practices or group practices. There
are g few Health Centres, but their number does not
increase any more.

The mean time for contact with the patient is 6
minutes, but repeat prescriptions, follow-up consul-
tations and requests for referral are included in
theae figures.

The Dutch situation is characterized by the rela-
tively high number of home deliveries. These are
supervised by the midwives who call for the GP in

Doctors in Belgium are competitive among
themselves, causing much stress and poor
cooperation between them.

case of emergency. A large number of GPe also work
in a home team where multi-disciplinary programs
for patients at home are agreed upon.
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General practice in the Benelux

Continuing Education

Continuing education in Belgium is still old-fashion-
gd. The local circle of GPs invites a specialist to
speak about new tremnds in investigation or treat-
ment. Guestions can be put. Continuing education is
not mandatory, as yvet.

Little by httle GPs are becoming aware that this
formula iz not ideal. The College of GP is really

Almost half the babies in Holland are
delivered at f:qme,

concerned in stimulating new, more valuable for-
mulae of continuing education. As wet, active
learning in small groups and medical andit are
performed by only a few.,

In the Netherlands continuing education iz better
structured. Active learning iz widely accepted and in
each region a steering committes of GPs is working
out a yearly program. Specialists are invited when
necessary and they are only allowed to answer ques-
tions.

Conclusions

Although Belgium and the Netherlands have the
same cultural background and are close to each
other in many respects, their HCS and their man-
agement are very different.

I"ve tried to illustrate the most important aspects of
each system. I've not spoken about the quality of
each system of care. I think it iz not o important to
compare, for it is not the system but the persons who
are working within it, that influence the value of a
gystem. And on both sides there are many, many

good doctors,
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