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Introduction. The health reform law crystallizes the tensions between the different health systemplayers.
Besides the specific issue of third-party payment, which will be addressed in an upcoming article, some professional
organizations wish to strengthen fee for servicies while others call for more mixed formsof remuneration. Many eco-
nomic analyses were conducted to study the benefits and limits of each modeof physician compensation.

This article offers a synthesis of the literature about these modes: fee for service, capitation, payment performance and
wage labor.

Method. Collaborative literature analysis between doctors and health economist. The databases searchedwere MED-
LINE, the Cochrane Library and CAIRN.

Results. Each mode has specific benefits and limits for the financer, the physicians and the patients. Fee forservices in-
creases physician productivity but may increases health spending. Capitation and salary decrease care supply but
might help to control health spending and to develop preventive activities. The effectiveness of pay for performance is
now being questioned. The current trend is to promote mixed forms of remuneration, hoping to combine the advantages
and limit the share of defects of each modality. The complexity ofsuch systems makes it difficult to compare from one
country to another.

Discussion. The choice of a mode by the financer must take into account both the possible combinations of different
payment methods and the developments or societal aspirations to meet population health needs.

Bonds of interest: The authors have no conflict of interests to declare concerning the information published in this
article. You will find the key-words at the end of the text.

Introduction

Under discussion in the French parliament in 4. freedom of establishment;
spring 2015, the proposed legislation known as 5. the right to honororia for each treated patient

"modernization of our health system"" would and direct payment by the patient based on the
modify the terms of remuneration for certain principle of freely agreed-upon fees;

health care professionals, including general practi-
tioners, by establishing an integral and generalized
third party payment system. The project has
highlighted tensions between different professional

6. monitoring of patients by the national medical
funding organ end of physicians by the doctors’
union and the medical arbitration committee;

organizations. While some would like to reinforce the
role of fee for service, which is depicted as the cor-
nerstone of private medical practice, others wish to
mix or blend the different terms of remuneration.
The objective of this article is to produce a situational
analysis of today's scientific knowledge pertaining to
the different effects of various terms of remunera-
tion. In another article, we will deal more specifically
with the issue of third party payment and the ab-
sence of cash advance in primary care.

Terms of remuneration for general practitioners

in France: the past and the present

Historicallyin France, the 1927 charter adopted during
a medical trade union congress laid down the founda-
tions of private medical practice. The charter con-
sisted in seven founding principles:

1. the free choice by the patient of his physician;

2. respect for professional secrecy;

3. freedom to prescribe;
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7. representation of the medical doctors’ union
in the funding organs.

The 5th point led to the development of fee for
service as the main means of remunerating general
practitioners (GPs) in France.

Any medical, intellectual or technical action performed
by a physician on a patient shall be subject to a precise
predefined fee, and the sum total of the different ac-
tions performed during a consultation shall constitute
its overall price.

In 1960, the French Assurance maladie (health insurance)
introduced convention agreements for physicians: pro-
vided that the professionals' fees for services remain
capped and enforceable, patients are reimbursed accord-
ingly2.1n 1980, the 3rd convention introduced two
conventional sectors; in exchange for advantages
pertaining to their personal social-security contribu-
tions®, practitioners in the first sector are obliged not
to go over the limit as concerns conventional tariffs.
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In 2013, 89% of French practitioners exercised in
the framework of this first sector®. This year (2015),
conventional tariffs have been described in the gen-
eral nomenclature of professional actions (NGAP)®,
principally with regard to intellectual actions, and in
the common classification of medical actions (CCAM)
® For example, in 2015 the conventional tariff for
an adult's general medicine consultation, without
any additional technical action, is 23€, while a
prick test as a means of allergy detection is quoted
at 28.80€.

In 1998, signature of an agreement between the
medical funding organs and the MG France
syndicate introduced a degree of capitation by
putting into place the optional scheme known as
"referring physician"’. Materialized by signature of a
contract between a patient and "his" GP, this option
allowed the latter to collect from French health
insurance a yearly flat-rate allowance of 150 francs
(approximately 23€) per patient, while the patient
benefited from conventional tariffs and was exoner-
ated from advance payment to cover expenses.

The 2004 health insurance law and the 2005
medical convention put a definitive end to this
scheme, which was replaced by the notion of
"treating physician". From January 2015 onwards,
GPs in private practice have collected different
capitations in addition to fee-for-service, particu-
larly a "treating physician" charge of 5€ per year
and per registered patient and an "ALD" charge of
€40 per year and per patient suffering from a long
-duration disease (ALD).

In 2009, pay for performance came into being on a
voluntary basis in the framework of the French
contract for improvement of individual practices
(CAPI). This modality was generalized in 2011 dur-
ing the national medical convention through defi-
nition of "remuneration based on public health
objectives (ROSP)8. According to a report by the
French court of auditors, in 2013 flat rate and per-
formance-based remuneration averaged about
12.3% of GP revenues’.

Remuneration in France and in foreign coun-
tries

The terms of remuneration for GPs vary from one

country to the next, generally combining charac-

teristics derived from four principal mechanisms:

ecapitation, in which a physician collects a lump
sum per patient registered in his office, inde-
pendently of the volume of medical care he pro-
vides; whether or not he actually sees the pa-
tient, the physician is paid;

o fee for service, which depends on the number of
(intellectual or technical) acts actually carried out
by the physician;
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e pay for performance (P4P), which corresponds to
remuneration according to achievement of the
objectives targeted by all or some of the pa-
tients having declared themselves to be under
the care of a given physician;

e salaried status, in which an employment con-
tract is established with an employer (regional
authority, association, mutual, etc.). For GPs, the
remuneration offered by this scheme corre-
sponds to a flat-rate or lump-sum payment for a
given working period, independently of the in-
tensity of the activity (number of patients seen
and acts performed). That said, at times the sal-
ary can be indexed on the number of acts car-
ried out.

Numerous studies of economic analysis have been

conducted in view of examining the advantages

and drawbacks of each remuneration

method for physicians10,11. Generally speaking, the

analyses are aimed at estimating the effects of the different

mechanisms on medical practice in terms of quality and
accessibility.

In this article, we intend to draw up a synthesis of

data concerning the different ways of remunerat-

ing physicians: fee-for-service, capitation, pay for
performance and salaried status.

Method and positioning

Economic analysis premises its approach on the hy-
pothesized rationality of economic actors. The hypothe-
sis synthesizes the idea that economic actors are lucid,
calculating and enlightened in their behavior and that
they utilize as effectively as possible the available
means in order to attain a given objective, which is
maximization of satisfaction. This objective not only
covers the idea of simple satisfaction of needs, but
also implies that individuals are capable of classifying
their choices in order of preference. So it is that while
the consumer maximizes his well-being, the producer
maximizes his profit. Concretely, it is a question of taking
into account the strategic behaviors of economic actors
on a market of goods and services. In the most fre-
quent of cases, which occurs when the market does
not function perfectly from an economic standpoint, a
regulator has got to take into account these strategic
behaviors so as to optimally mitigate market
failures and reestablish an economic situation
considered to be socially desirable. In the neoclassical
economic model, the regulator is the actor who most
frequently espouses as an objective the maximization
of social well-being, that is to say the group-based or
collective standpoint. In line with these concepts,
any economic evaluation of a treatment, a scheme or
a mode of organization of health care supply and
delivery, for example, requires a preliminary
definition of the applicable frame of reference.
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And In its methodological evaluation guidel2, for
instance, the French Haute autorité de santé (official
health authority) called for "an overall social perspec-
tive, broad enough to encompass and take into ac-
count the different stakeholders concerned by the
interventions contemplated in the context of the
French health care system".

These objectives are similar to those of our work, of
which the goal was to shed light on the effects on
social well-being of the different means of remuner-
ating GPs. We particularly wished to consider the conse-
quences of these payments from the broadest possible
perspective, for example by taking into account what are
known as opportunity costs, that is to say the costs en-
tailed by an economic action or decision precluding alter-
native actions or decisions.

In view of optimally detailing and explaining the
effects of the above-mentioned remuneration
methods, analysis of the literature has been car-
ried out using the MEDLINE data base, the Coch-
rane library and CAIRN. Physicians and economists
collaborated on this study.

Results
Classification of the remuneration methods

There are several ways of approaching and studying
the different remuneration methods. From the
funder's standpoint, the modes of remuneration can
be classified according to whether the expenditure is
defined a priori (capitation, employee) ora posteriori
(fee for service, P4P). From the health care
provider's standpoint, all remuneration methods
contain some degree offlat-rate transaction, which
corresponds to a lump sum remitted for each act (fee
for service), for each patient (capitation) or for a
given number of work hours and a function (salary).

Fee for service, a fixed sum of money for each
act

Fee for service depends on the degree of activity and
consequently on the number of acts carried about by
a physician (consultations, visits, technical proce-
dures, etc.). So as to mitigate the problems posed by
uniform fees for highly heterogeneous service, cus-
tomized fees have been added on. They can depend
on type of patient (surcharges in France for con-
sultations with children under 6 years of age), type
of act (the CCAM classification appliedinFrance)or
duration of the act (Tarmed in Switzerland, box 1).
This remuneration method is predominant in France
and in systems based on Bismarckian principles. If
they wish to be better remunerated, it is in the inter-
est of physicians to increase their volume of activity
by increasing the number of acts, the number of pa-
tients seen and/or their work hours.
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In fee for service systems, physicians tend to work
longer and undertake more procedures; their
heightened productivity has been described in
several studies, particularly in Norway®™, where
physicians employed by municipalities and physi-
cians receiving fees for services coexist. The corol-
lary consists in the fact that patients more widely
avail themselves of doctors' services when the
latter are remunerated on a fee-for-service basis™.
A heightened offer of out-patient services consequently
facilitates access to and continuity of health care, which
can be of pronounced interest in a situation
characterized by service supply shortages.

As regards demand, fee for service would appear
to be associated with enhanced patient
satisfaction. In an American studyls, patients suf-
fering from the most severe pathologies tended to
preferentially address themselves to fee-for-
service physicians; they associated fee for services
with better quality of care.

That much said, a number of studies have
associated fee for service with a phenomenon of
"induced demand"; a physician may use his
discretionary authority to increase the volume or
intensity of his activity. A French study™ has shown
that the when new physicians open a practice in a
given geographic area, their presence does not
entail diminution of the activities of their
previously established colleagues. Quite on the
contrary, the number of acts per patient goes up. In
accordance with the same intuition, the freezing or
lowering of fees was associated with a heightened
number of acts"’.

As regards the intensity of their activity, fee-for-service
physicians appear to have less of a tendency to refer
their patients to a specialist, and to be more inclined to
perform a greater number of acts themselves. In
Norway, shifting from fixed remuneration (salary) to
variable remuneration (fee for service) has indeed
had as an effect the diminishment of referrals to
fellow physicians™®. In the United States, patients
whose doctors received fees for services were
likewise less inclined to address themselves to
specialists than patients using the capitation
system®.

The phenomenon of induced demand is a major
determinant of the inflationist nature of fee for
service, a fortiori in countries with health
insurance systems in which patients' expenditures
of doctors are relatively well-reimbursed.

To conclude, comparison of the different
remuneration systems (see Table 1) shows that
the countries in which fee for service is predomi-
nant display the highest percentages of health-
related expenses.
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Capitation, a flat rate for each patient

Remuneration by capitation corresponds to remit-
tance of a per-patient lump sum.The amount of the
charge may take into account the characteristics
of a given patient (age, sex, pathologies, socio-
economic aspects)in view of avoiding patient selec-
tion behaviors by physicians. In point of fact, once
the lump sum is received by the doctor, his remu-
neration does not depend on the volume or inten-
sity of the health care he provides for his patients.
This means of payment is predominant in the
United Kingdom and in systems based on the
Beveridgian model; it is also applied in the Neth-
erlands, Spain and Belgium.

This system does not give the physician an incen-
tive to perform more acts, and it allows the funder
to anticipate and control health expenses. Study
of the data provided by the Organization for Eco-
nomic Cooperation and Development (OECD) has
shown that capitation may diminish health care
expenses by as much as 20%”°. In the United States
the same observation has been put forward; costs
are significantly lower in areas where capitation is
predominant™.

More generally speaking, the capitation system
would appear to favor therapeutic education and

Research

prevention; a Canadian study?’has shown that re-
muneration by capitation was associated with
more effective treatment and with higher control
rates for arterial hypertension.

That much said, the capitation system may give doctors an
incentive to enlarge their customer base, and this type of
incentive can lead to increased competition between
practitioners dealing with a population of unchanging size.
The main excess studied in the literature involves the
selection of patients. An American study® has shown
that when physicians were remunerated by capita-
tion, patients more frequently switched from one to
another. This phenomenon has been interpreted as a
form of patient selection favoring the patients with
the least severe diseases. Other studies, one of them
Canadian“, have found no such link. In fact, this phe-
nomenon would appear to be counteracted once
corrected coefficients pertaining to the overall health
condition of a given population are taken into ac-
count when calculating the capitation fee. It should
be added that, as is case in Great Britain, capitation is
generally associated with limitation to the freedom
of patients to choose their doctors, limitation that
also tends to prevent doctors from being selective
with regard to their patients.

Capitation has also been associated with shorter
and less frequent consultations. According to an

Box 1 - The situation in Switzerland

n 2004, after fifteen years of negotia-

tions between partners, Switzerand intro-
duced a new medical fee, Tarmed, which
replaced the 26 previously applied
cantonal fees. It is applicable to 4300 services,
each of which is defined by a number of points
corresponding first to equipment costs and
overhead, and second to the time required to
provide a service. The value of a point was
established in one canton after another; the fee
was intended to be the most detailed in the
world. Its introduction meant that most
medical offices had to be computerized
and that physicians had to be trained. The
expected advantages consisted in ensuring
transparency on actual costs and in privileg-
ing the medical as opposed to the technical
act. Since its adoption, a GP is paid for the
time he devotes to a patient in his presence
or in his absence, which means that the
administrative time necessary to health care
coordination is remunerated. Possible in-
duced demand is counteracted by
establishment of a mean "per case" cost;
any physician exceeding the mean "per
specialty" cost by more than

130% has got to provide justifications, and ~ have been demanding that the value of a

even, where relevant, to remit
retrocession fees. The problem is of
particular importance to GPs whose activi-
ties vary according to the structure of their
clientele;  while their per-case  cost
distribution is reflected by a staggered Gaus-
sian shape, specialists' distribution is more
compact. Numerous GPs exceeded the
130% ceiling, especially those many of
whose patients suffered from
polymorbidities. This was described as an way
for insurers to select "good" risks™.

The proposed introduction of a system of
"managed care" based on "care networks" with
gatekeeping and a budgetary envelope involving
capitation payment has been under discussion;
feedback has varied from one canton to the
next*. When put to a referendum, the 2011 law
on "managed care" was overwhelmingly
rejected (76%)"".

Switzerland has retained the Tarmed version of
fee for service, which takes "medical time" into
account. Recently, the federal government has
been confronted with protesting GPs who

consultation be increased by 10 points.
Give the existence of the so-called "cost
neutrality" rule, which stipulates that the
country's health care budget remain in con-
formity with preestablished standards, the
additional revues for the generalists have had
to be drawn from those of the specialists,
who have not failed to react.

With Tarmed, Switzerland is now a leading
European country in terms of the mean
duration of a consultation. Lemon and Smith
have shown that it is not duration per se, but
rather the contents of a consultation that yield
patient satisfaction and health care quality®.
The a approach of a psychosocial problem
areas, treatment of comorbidities and sharing
of decision-making responsibilities necessitate
time as well as skills. A remuneration system
such as Tarmed, which recognizes a physician's
dedicated time, has definitely contributed in
Switzerland to the creation of complemen-
tary training programs.

Dr Daniel Widmer
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Main means
of payment Fee for service

Mixed remuneration

Health system

Salaried or capitation

Austria,
Above average Belgium, Greece, Italy,

France, 9.4% Denmark 8.8% Slovakia, Spain, 7.8%

Germany Sweden

Australia, New
Zealand, Ja-
Below average Canada 9.2% pan, Ireland, 7.7% United King- 7.3%
Norway dom

Table 1. Physician remuneration and health expenses (2000)

Source : OECD, human resources for health care project and OECD health data 2003

American studyzs, doctors spend less time with
patients remunerating them by capitation. How-
ever, this observation has not been confirmed for
doctors all of whose patients were remunerating
them by capitation.

Finally, in the United States capitation has appeared
to be associated with more frequent referral to spe-
cialists. However, there was no difference when capi-
tation was applied to all patients, as is the case in the
United Kingdomzs,

Salaried status, a salary for a function

Salaried status for a doctor entails monthly, con-
tractual, lump sum remuneration by a public or
private employer. In France, it is the mode of re-
muneration applied for GPs exercising their pro-
fession in medical centers or in structures for pro-
fessional practice (companies formed by self-
employed practitioners). It is the principal mode of
remuneration in Portugal, Sweden, and some cen-
tral and eastern European countries.

Salaried status is associated with longer consulta-
tions and a lower number of acts by patient and
patients by doctor. If consultation time length is
considered as a marker of health care quality, then
salaried status should tend to improve the latter.
A Canadian study highlighted the fact that salaried
physicians dedicate more time than fee-for-service
physicians to care coordination or teaching”®. It has
also been shown that they were more inclined to
implement generic substitution®.

Salaried status is not reputed for favoring physician
productivity. However, one study has shown that a shift
to salaried status has not diminished the productivity of
doctors in the United Kingdom3°. It also showed that
degree of referral to specialists had not been modified
by the shift. Finally, salaried status has been associ-
ated with enhanced physician satisfaction in terms
of work hours, stress, remuneration and recogni-
tion for their activity31. This observation may be
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related to more favorable working conditions
(working hours, social protection).

Discussion

A difficult analysis of the different terms of
remuneration

Each method of remuneration or compensation
presents advantages and drawbacks for the fun-
der as well as physicians and patients. The choice
of funder has got to take into account the histori-
cal development of a national health care system,
the budgetary constraints, the possible combina-
tions of different remuneration methods, societal
aspirations (levels of compensation, young physi-
cians' aspirations, patient expectations, health care
quality demands).

Analysis can be rendered additionally difficult by the
existing dichotomy between the methods of financ-
ing primary care structures and the methods of com-
pensating the professionals who practice within
them. In France, health care centers are financed by
fee for service

(a posteriori financing), while professionals are sala-
ried (a priori remuneration). The efficiency of these
structures is consequently difficult to analyze and to
compare with the similar structures existing in other
countries (in the United Kingdom, equivalent structures
are financed a priori by capitation). A report by the
French inspector general of social affairs (IGAS)
focused on this difficulty and recommended a
reform in the financing of health care centers® .

A present-day consensus encouraging
blended payment

Blended payment consists in intermixing the dif-
ferent remuneration methods for physicians in
view of mitigating the drawbacks of each. The
OCED and the World Health Organization (WHO) are
favorable to this mode of functioning®.
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The theoretical models of blended payment are gener-
ally based on a fixed prospective portion, by capitation
or salary, and a variable portion by fee for service or
payment for performance®. Thesystem is aimed at
associating the respective advantages of each re-
muneration method, and consequently bringing
about a simultaneously quantitative and qualita-
tive improvement of health care. The complexity of
a blended system renders comparison between
countries highly problematic.

In France fee for service, which is largely predomi-
nant, has been blended with individualized
(permanent care, coordinated or "bundled" pay-
ment for LDD patients) or collective flat fees in the
experimentation with new remuneration methods
(NMR) that has been taking place since 2009 and
involves inter-professional cooperation and thera-
peutic patient education. Evaluation of the ongo-
ing tests has shown that the NMRs are likely to
favor the construction of primary care teams and
to generate savings on health-related expenses®”.

Some questioning on pay for performance
(P4P)

It is in the framework of blended payment that
pay for performance (P4P) has gradually estab-
lished itself in numerous health care systems. That
said, it has always applied in conjunction with an-
other remuneration method; more often than not,
P4P is aimed at supplementing the initial remu-
neration of health care professionals subsequent
to attainment of contractually predefined objec-
tives. Recourse to these complementary schemes
is justified in the economic literature dealing with
the impact of information asymmetries and on
contract theory. As it is impossible to measure the
results of medical activity and to observe the de-
gree of effort provided by a physician, it is corre-
spondingly impossible to build a remuneration
system based on physician productivity, whence
the problems entailed by each and every one of the
systems (induced demand, patient selection, etc.). Es-
tablishment of an economic inventive system, which
would imply the introduction of monetary mecha-
nisms, is but one of the means of alleviating infor-
mation asymmetry by conceding to the profes-
sional an informational rent. Anglo-Saxon coun-
tries are the first to have developed P4P. For ex-
ample, the United Kingdom has set up a scheme
making reference to the internationally recog-
nized Quality and outcome framework (QOF)aG.
Several reviews of the literature have attempted to
synthesize the results of these works so as to better
understand the effects of P4P implementation®”.
Taken as a whole, randomized controlled trials
pertaining to P4P have shown mixed results.
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The evidence did not suffice to provide support for
P4P as concerns improvement in the quality of pre-
ventive and chronic care. As for non-randomized
trials on P4P, they found only a modestly positive
effect. All in all, the levels of evidence were con-
sidered weak, and the authors of the reviews en-
couraged health authorities to contemplate the
evaluation of P4P programs as soon as they are
set up, thereby avoiding the pitfalls of before/
after studies in which the biases inherent to the
method render it difficult to extrapolate from the
results.

What is more, P4P raises ethical questions and may
reinforce some physicians' paternalistic tendencies™.

Taking remuneration levels into account

Physicians' remuneration levels constitute a key
issue with regard to the equilibrium of these sys-
tems. Given the degree of social financing (64.7%
in 2013)*, society has a right to monitor the rele-
vant information. At the same time, effective
functioning of a compensation system depends
not only on close coordination between profes-
sionals, funders and patients, but also on the
equally indispensable trust and satisfaction of the
different parties involved.

One study has compared the remuneration levels
of GPs and their evolution in several European
countries from 1975 to 2005*. Following estab-
lishment of the QOF, in 2004 English physicians
were the most highly remunerated, but the au-
thors were not able to show the existence of a link
between method and level of remuneration.
Other factors seemed to have had more influence:
medical density, access of patients to the health
care system ("gatekeeping" heightens GP remu-
neration), level and method of defraying patients'
medical expenses, thereby contributing to their contin-
ued solvency and helping to ensure GP remunera-
tion. In France, in spite of the introduction of remunera-
tions supplementing fee for service payment, the remu-
neration level of GPs remained lower than that of organ
specialists and increased far less rapidly (2%vs. 11%
from 2005 t02011)",

The different aspirations of young phy-
sicians

In a context marked by abiding tensions and by
ongoing transformations of the health care offer
(feminization of the profession, modification of the
aspirations of young physicians), it is incumbent on
public policymakers to take into consideration all
possible remuneration mechanisms in view of up-
grading the attractiveness of the profession, physician
satisfaction, and adequacy of the health care offer
in relation to demand throughout the territory.
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A nationwide study showed that only 38.5 of gen-
eral medicine interns were planning to set up pri-
vate practice, and that service for fee payment
was the main impediment to independent profes-
sional activity®.

The motivations of young doctors can likewise
influence their involvement in certain general
medicine fields. In a study on physicians' motiva-
tions concerning preventive action, the authors
showed that for the youngest ones, intrinsic
motivations were of greater importance than the
extrinsic motivations associated with economic
incentives*’. They concluded that in view of  im-
proving their preventive efforts, capitation and
salaried practice were of greater interest than
payment for performance.

Conclusion
Fee for service payment increases physician
productivity but heightens health expenses.

Health system

Capitation and salaried status decrease productivity
but facilitate the monitoring of health-related ex-
penses and the development of non-curative activi-
ties with major bearing on today's societal issues.

Remuneration methods represent only one of the
determinants of health care quality or mastery of
health-related expenditures. They cannot be dissoci-
ated from other influencing factors such as the or-
ganizational arrangements of care pathways, medi-
cal density, and health insurance coverage.
Absence of scientific proof on the superiority of any
given remuneration method goes hand in hand in
France with an absence of consensus within the profes-
sion that may be explained by ideological reasons or
generational differences. That said, France has already
established complementary remuneration methods.

These observations may be conducive to develop-
ment, as has occurred in Belgium (box 2), of alterna-
tive remuneration methods.

Box 2 - The situation in Belgium

Seven though most Belgian GPs receive

fee-for-service payment, with or without
third-party payment, some of them work
for a flat rate, availing themselves of a
possibility that has existed for thirty years.
While the proportion of physicians using
the second option has steadily grown and
now involves 5% of practitioners, it has
remained an essentially urban phenome-
non.

The guiding principle is simple: Ahree-way
contract, tacitly renewable from one
month to the next, binds a patient, his
mutual and a caregiver or a group of care-
givers. Double exclusivity —consequently
prevents the caregivers from addressing
themselves to social security, and also pre-
vents patients from being reimbursed for
acts performed outside of the group in
which they are registered (except for any
specialized care).

While the principle of flat rate payment for
consultations was enshrined by the national
health ministry in 1963 legislation, it was not
applied prior to 1982. Following a 1969
medical strike, a group of left-leaning practi-
tioners demanded its implementation for
multidisciplinary primary care teams; medical
houses were consequently created. They
targeted affordability and the decoupling of
revenues and the number of acts carried
out. Due to the initial politicized aspect,
for a sizable length of time application of
the flat rate was confined to a limited num-
ber of medical houses. However, a recent

general medicine thesis showed that for
some young doctors, a choice is often
made not between flat rate and fee for
service, but rather between group and
individual practice®.

The flat rate appears particularly suit-
able to multidisciplinary practice; it
enables a group to finance times of
coordination, of prevention, of thera-
peutic education and of administrative
tasks. It provides caregivers with stable
revenues throughout the year, and may
even allow some physicians to work as
salaried employees of their own associa-
tion. At present, a flat rate can be applied to
general practitioners, nurses and physio-
therapists. Various adjustments of the calcu-
lation mode have rendered the amounts of
money involved progressively more attrac-
tive. Today, the flat rate is calculated for
each group of caregivers by means of forty
indicators associating the socioeconomic
profiles of the patients with the pathologies
treated. The monthly lump-sum payments
for a GP or a nurse are about 16 euros, while
those of a physiotherapist come to 7 euros.
Initial fears of payment delays by the mutual
societies soon proved to be unfounded. All
told, the system has been functioning quite
satisfactorily. As for the fear of overuse of
care, it likewise turned out to be largely
unfounded. The patients registered in the
medical houses on a flat-rate basis are, on
average, younger and poorer than a reference
population.

Quality of care in the fee-for-service and flat-
rate systems was compared in a 3-year
follow-up study of 25000 patients50. As
regards the quality indicators taken into
account, the flat-rate groups achieved better
results concerning prescription of antibiotics,
mammography and influenza vaccination;
effectiveness was likewise higher in treat-
ment of arterial hypertension and follow-up
care for diabetic persons. As for the overall
costs incurred by the insured parties, it
was identical in the two systems, but
within the global envelope, use of the flat
rate led to the doubling of first-line finan-
cial resources, while at the same time
reducing expenses for prescriptions and
specialized medicine (laboratories, hospitali-
zations, consultations).

Mixed or "blended" revenues are pres-
ently being established, along with other
"a la carte" packages, on behalf of all
general practitioners, whether they apply
flat-rate or fee-for-service payment terms
(retirement insurance, support for the com-
mitment of the administrative staff, man-
agement of patient files, etc.); they may be
helping to progressively modify the way
physicians perceive the methods by which
their revenues are constituted. .

Pr Marc Vanmeerbeek
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