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Abstract

AIM: The aim of this study was to identify the costs associated with living organ donation in Belgium.
METHODS: Given the short time period provided to perform this analysis (~ 6 months), a pilot study was first set up in one Belgian transplant center and was limited to living kidney donation only. Costs were calculated from a societal perspective. Costs of hospital care were calculated on the basis of the patient bills (i.e. costs for health insurance). Costs that occurred outside the hospital setting, including both direct and indirect costs (for patients and relatives) as well as opportunity costs, were identified on the basis of a questionnaire that was sent to all potential donor candidates that were screened (n=190; response rate of 34%).
RESULTS: Costs were calculated separately for the pre-donation phase (=screening), the donation phase (=nephrectomy), and the post-donation phase (=follow-up of living donor). Based on the observations that (a) on average, 3,65 candidates were screened for each kidney transplantation, (b) the nephrectomy involved an average hospital stay of 11,8 days, and (c) assuming that living donors are followed-up until 10 years post-donation, the average hospital costs of a living kidney donation amounted to € 12.915, of which € 11.027 was covered by the public health insurance (RIZIV/INAMI) and € 1.888 by the hospital (to avoid charging living donors / out-of-pocket payments). Direct costs outside the hospital setting (e.g. transportation) were fairly modest. The main indirect cost component resulted from the loss of income due to absence from work (on average 82 days – average response of 12 patients).
CONCLUSIONS: This pilot study shows that the costs of living kidney donation can be identified systematically and  that they are currently not fully covered by the health insurance. This analysis should now be extended to all Belgian transplant centers and to other types of living donation (liver). The prospective cost data generated by such a more extensive analysis would provide an objective basis to discuss the opportunities, as well as potential problems, associated with cost compensation for living donors.
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1. Introduction

Many countries suffer from a shortage of organs: typically the demand is much larger than the supply. This is also the case in Belgium. In Belgium, living organ donation is not so prevalent as in a number of other countries. Data from the Council of Europe (2010) reveal that for kidneys, Belgium scores relatively high for cadaveric organ donations (per million population), but relatively low for living donors. However living organ donation need not be a substitute for cadaveric donation. In some countries (e.g. Norway), both ratios are high, while in other countries (e.g. Greece) both are low. Given the shortage of organs worldwide, in many countries living organ donation is seen as a relevant complement to cadaveric organ donation. 
This is surely the case for living kidney donation, since the available evidence reveals that the health status of living kidney donors does not deteriorate after kidney donation. On the contrary, on the whole, the health status of kidney donors is on average better than the health status of a comparable general population. This can be partially explained by the selection criteria for living donation (potential donors with serious health problems will never be selected for living kidney donation) and because the need for a healthy life style (weight control, physical activity, healthy nutrition, alcohol and smoking restrictions) is stressed repeatedly both during the screening phase and during follow up after donation (Boecxstaens et al., 2010). In the literature, several retrospective studies with long term follow up data reveal that the health status of kidney donors is similar to that of the general population (Ibrahim et al., 2009, follow up of 3698 kidney donors during the period 1963-2007), that their mortality after a median of 6,3 years is not higher than in a matched cohort of a healthy population (Segev et al., 2010; follow up of 80347 kidney donors during the period 1994-2009) and that there is no evidence of progressive deterioration of the renal function nor of other serious conditions (Najarian et al., 1992; follow up of 57 donors with 20 or more years of follow up after donation; median follow up of 23,7 years).
Furthermore, health outcomes for the kidney receptors after living donation are shown to be superior to outcomes after cadaveric donation (e.g. Amsterdam Forum, 2005; Gaston et al., 2006; Berman et al., 2008). Survival is better after living donation because of the superior quality of the donor kidneys, the shorter ischemic time between prelevation and transplantation and not only because of the better HLA-match (Boecxstaens et al., 2010). 

If the Belgian government would like to encourage living organ donation – or simply assure that living donors do not suffer financial loss after donation, it is necessary to have good data on the costs of living organ donation. Since no data on the cost of living organ donation are available yet in Belgium, the federal department of public health (FOD Volksgezondheid, veiligheid van de voedselketen en het leefmilieu) launched a call for proposals, to collect those data for the government. This manuscript reports the findings of this study, which was a small pilot study, performed in one (the largest) transplant center in Belgium. 


2. Material and methods

Given the short time period provided to perform this analysis (~ 6 months), a pilot study was set up in one Belgian transplant center (University Hospitals Leuven) and was limited to living kidney donation only. The Leuven transplant center is the center with the largest number of transplantations in Belgium (heart, lung, liver, kidney, pancreas and small intestines). The center already has extensive experience with living donation. A living donation kidney transplantation program was set up and authorized by the Ethical Committee of the hospital in 1997.

Costs were calculated from a societal perspective.
The costs of all the care provided within the university hospital were calculated on the basis of the patient bills. The sample was restricted to the (large majority of) patients being covered by the compulsory health insurance in Belgium. These bills incorporate the costs that are covered by the public health insurance as well as the out-of-pocket payments that are normally charged to the patients. Since the university hospital of Leuven has the policy not to charge any out-of-pocket payments to living donors, these costs were incurred by the hospital itself (i.e. foregone revenues). 
Costs that occurred outside the hospital setting, including both direct and indirect costs (for patients and relatives) as well as opportunity costs, were identified on the basis of a questionnaire that was sent to all potential donor candidates that were screened (n=190; response rate of 34%). Given the limited time period of the study, it was not possible to organize a more extensive data collection (e.g. through personal interviews with all candidate donors). The questionnaire was sent to all candidates by mail and reminders were done by telephone or through personal contact (when the donors happened to be in the hospital for follow up).

Costs were calculated separately for the pre-donation phase (=screening), the donation phase (=nephrectomy), and the post-donation phase (=follow-up of living donor). The pre-donation phase involves the screening of potential candidates. Some candidates will finally be selected and others will be refused, for different reasons (mismatch in terms of blood group, size, age, medical or surgical reasons, …) or will withdraw from the programme. Obviously, many more candidates are screened (fully or partially) than the finally withheld living donors. During the donation phase, the donor is hospitalized – together with the receptor – for the transplantation of the kidney. After this operation, the donor will be followed up closely, to monitor recovery after the nephrectomy and to treat, or prevent, complications whenever that is needed. Whenever that is possible, the Leuven transplant center opts for lifelong follow up of the donors.

All candidates (both potential and effective) for living kidney donation that were (partially) screened in UZ Leuven, since the start of the living donation program (1997), were initially incorporated in the study (66 living kidney transplantations until the end of 2009). Patient bill data could easily be accessed for patients since 2000 onwards (52 transplantations), of which the majority were patients covered by the compulsory health insurance (49 patients). Since most of the potential donors were seen in recent years (of the 49 selected kidney donors seen since 2000, 42 were selected since 2005), and since the care provided to the more recent donors gives a slightly more up to date picture of the current, most actual, practice patterns, the analysis was finally restricted to the (potential) donors since 2005.

Since care occurred in different years, monetary data on patient bills are not fully comparable. In order to make the data more comparable all costs were re-valued, to their monetary value in 2009, on the basis of an inflation index (the so called ‘health-index’, which is a Belgian consumer price index out of which certain goods and services are excluded. This inflation indicator is used to periodically adjust wages and some health care budgets to the rate of inflation). No correction was done for rate changes or other changes in reimbursement conditions that occurred in recent years.

In order to calculate the impact of living donation on public health care insurance budgets as accurately as possible, a correction had to be made in the patient bills for the ‘hospital stay’ component. Since 2002 a large part of the budget hospitals receive to cover the costs of the patient stay (mainly nursing, but also infrastructure and some materials & products, for which no specific reimbursement exists), is transferred monthly to the hospitals in a direct way (and is not reimbursed through the patient bills – as it used to be the case until June 2002). Hence, the actual patient bills underestimate the impact of hospital stays on the health insurance budget. In order to correct for this element, the (small) part of the hospital budget that is still being charged to the health insurance through the patient bills is replaced in our final calculations by the average reimbursement (for the hospital stay) per stay day for the 40 largest Belgian hospitals.


3. Results

3.1. Costs within the transplant center
Costs were calculated separately for the pre-donation phase (= screening), the donation phase (= nephrectomy), and the post-donation phase (= follow-up of living donor).

3.1.1. Pre-donation phase (= screening)

Currently the living donor evaluation protocol consists of a multidisciplinary approach including evaluation by an internist (independent of the transplant team), a psychiatrist and a social worker, and a transplant surgeon. This multidisciplinary approach is coordinated by a living donor transplant coordinator who functions as the link between the donor candidate and the recipient transplant team. He insures that correct information and guidance are given to the donor candidate and that no coercion is exerted on this candidate. In addition, the coordinator organizes the screening, the transplantation procedure and the post-donation follow-up.
Table 1 summarizes the screening protocol for a living donor candidate. This is a stepwise protocol including a biological, a medical, a psychosocial and a surgical screening. The biological screening consists of a ABO blood group identification and HLA typing and cross match. The medical screening consists of a medical consult, general and kidney-specific investigations. The psychosocial screening concerns not only the donor but also the recipient of the living donor kidney and the partner of the donor. It consists of screening, guidance and support of the potential donors. The social worker makes sure that social security and financial issues are taken care of and offers domestic guidance wherever needed. Anatomical evaluation is done through a 3D reconstruction in order to evaluate the vascular anatomy and the excretory system. A consult with the anesthesiologist is planned. A consult with the transplant surgeon is organized and all aspects of the procedure are again discussed in details. Finally at the end of this evaluation an informed consent is to be signed.

Table 1: Medical screening
	· ABO blood group x2
· HLA X-match x2
· Medical consult
· Blood & urine exam
· Doppler kidneys
· GFR Cr-51-EDTA
· 24 hrs arterial blood pressure monitoring
· RX thorax
· ECG
· Cyclo ergometry
· Lung function
· Doppler carotic arteries
· Gynaecology & mammography




Selected kidney donors
Table 2 below gives an overview of the total patient bills for the screening phase of selected kidney donors at the University Hospital in Leuven. The table contains information about the patients being selected since 2005. It is limited to the patients covered by the compulsory health insurance in Belgium. It includes the costs of all hospital care related to the screening phase, between the first contact with the hospital (to become a donor) and the hospital admission for the nephrectomy (i.e. after being withheld as a donor).
The column ‘health insurance’ (HI) shows which part of the patient bills was reimbursed by the health insurance. The column ‘non-health insurance’ (non-HI) shows the amounts that, under the official health insurance rules, can be charged to the patients. Since the University Hospital of Leuven has the policy of not charging any out-of-pocket payments to living donors, this column shows the foregone revenues for the hospitals (i.e. costs that should have been paid by the patients).

Table 2: Total and average pre-donation costs, selected kidney donors, in UZ Leuven, 2005-2009 (prices of 2009)
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The following table decomposes these patient bills into the different care components. The main component of the patient bill during this screening phase concerns medical honoraria for diagnostic services, mainly imaging (CT, nuclear medicine), lab testing and consultations. Next are products delivered through the hospital pharmacy (mainly pharmaceutical specialties).

Table 3: Total and average pre-donation costs, selected kidney donors, in UZ Leuven, 2005-2009 – decomposition (prices 2009)
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It was already mentioned supra that the data, mainly the line “budget hospitalisation” should be interpreted carefully. Only a very small part of the budget for the hospital stay is transferred to the hospital via the patient bills. The main part is transferred directly and monthly to the hospital accounts (as a fixed monthly sum), independent of the number and nature of patients treated during that period. Infra, in table 9, a correction is made for this element, in order to provide a more accurate picture of total health insurance costs.

Not-selected kidney donors
Table 4 below gives an overview of the total patient bills for the screening phase of not-selected kidney donors at the University Hospital in Leuven. Screening-phase related care was delineated as all the care provided between the decision not to select a candidate and the year before – or the moment when the candidate filled in the selection questionnaire (if that moment was less than one year before the decision-not-to-select).

Table 4: Total and average pre-donation costs, non-selected kidney donors, within UZ Leuven 2005-2009 (prices 2009)
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This table reveals that, on average, non-selected potential donors have a hospital cost that is a little more than half of the costs of the finally withheld donors. Also for these patients, the costs of imaging and lab testing constitute the bulk of the patient bills (details not reported).


Average cost for screening, per kidney transplantation
For many of the recipients, more than one potential donor has to be screened: in our center, on average 2,65 non-selected and 1 selected donor were screened per transplanted kidney (these data are based on the total number of screened (potential donors) from the start of the program until the end of 2009: 190 donors were screened and 52 kidneys were transplanted). Hence, also the average cost of screening can be calculated per transplanted kidney (cf. table 5). 


Table 5: Average hospital cost of screening




* On average, 1 selected and 2,65 non-selected donors per transplanted kidney (situation until the end of 2009)

3.1.2. Donation phase (= nephrectomy)

When the candidate donor is hospitalized for the nephrectomy, routinely, the following activities take place. On the first day of the hospital stay, the following preoperative investigations are done:
· Blood testing (routine preop testing, final HLA X match and determination of ABO blood group (final check)
· Urine exam
· RX thorax
· ECG
· Consultation by anesthesiologist
· The cross match is repeated in order to exclude the possibility that the candidate receptor has developed antibodies during the last days
On the next day the nephrectomy is performed. The postoperative stay is on average 9 to 10 days.

Table 6 gives an overview of the hospital costs for the 41 selected donors who donated a kidney during the period 2005-2009 and were covered by the Belgian compulsory health insurance[footnoteRef:1]. Table 6&7 reports the data as the appeared on the patient bills. However (cf. supra in the methods section), these bills do not reflect the total costs for the health insurance, since a large part of the stay costs are not reimbursed on the basis of the patient bills. Correction for this element would augment the total bill for the hospital stay during donation with on average € 4269,92. [1:  The bills of one patient were not incorporated, due to technical difficulties in the billing process.] 


Table 6: Total and average donation costs kidneys in UZ Leuven, 2005-2009 (prices 2009)
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Table 7 provides more details about the care components. 

Table 7: Donation costs kidneys in UZ Leuven, 2005-2009 – decomposition (prices 2009)
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It is quite obvious that the ‘stay’ component (i.e. costs of nursing, infrastructure and certain products) makes up the largest part of the patient bill, since patients stay, on average, for 11,8 days in the hospital for the nephrectomy. This average length of stay is longer than the national average length of stay after nephrectomy (resp. 8,1 days, 9,4 days, 10,5 days or 9,5 days for patients with severity of illness 1, 2, 3 or 4). This can be partially explained by the fact that, for psychological reasons (e.g. in case of parent-child donation), the donor and receptor are discharged on the same day. Also the operating technique used (minimal invasive (10 cm) open retroperitoneal approach – instead of the laparoscopic intra-abdominal nephrectomy) can prolong the length the stay.
Second are the honoraria for all the medical services provided. Here, the major components are the honoraria for surgery and anesthesiology, followed by honoraria for lab testing.
Finally, also the pharmaceutical specialties compose a fairly significant part of the total bill.


3.1.3. Post-donation phase (= follow up of living donor)

After the donor is discharged from the hospital, he is routinely followed up by the transplant department. Routinely, one, three, six and 12 months after the surgery, the patient is invited for a consultation with the transplant surgeon. On that occasion, each time a blood analysis is performed and a 24h urine collection is required. After one year also an ultrasound of the kidney region is performed. In case of problems in between these follow up visits, the donor is advised to come to the transplant department for advice and help. From the second year onwards, if no problems occur, only one consultation (+ one blood investigation, + one 24h urine collection + ultrasound) is planned annually.
The analysis was based on the patient bills of the patients for whom the follow up was done by the Leuven transplant center. Costs were analysed separately for the first year of follow up (i.e. for the hospital contacts during the period starting from the day of the nephrectomy until 365 days later)[footnoteRef:2] and for the second year of follow up (day 366 – day 730). Since two years of follow up data had to be available, this part of the analysis was restricted to the patients that donated a kidney until 2007 (included). [2:  The costs of the hospital stay during which the nephrectomy was performed, was fully assigned to the donation phase. All patient bills from a later date were assigned to the post-donation phase.] 


Table 8 shows the costs of the first (a) and second (b) year of follow up. These costs are not very substantial: they amount to a little over € 500 for the first year (of which some € 350 are covered by public health insurance). During the second year, costs are significantly lower and amount to, on average, slightly over € 200. This is less than half of the costs of the first year of follow up. Follow up costs mainly consist of diagnostic medical services (lab testing, ultrasound) and pharmaceutical products.

Table 8a: Costs of first year follow up living kidney donors (2005-2007) within UZ Leuven (prices 2009)
[image: ]









Table 8b: Costs of second year follow up living kidney donors (2005-2007) within UZ Leuven (prices 2009)
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3.1.4. Total care costs of living kidney donation within the transplant center

Based on the observations that (a) on average, 3,65 candidates were screened for each kidney transplantation, (b) the nephrectomy involved an average hospital stay of 11,8 days, and (c) assuming that living donors are followed-up until 10 years post-donation, the average hospital costs of a living kidney donation amount to € 12.915, of which € 11.027 is covered by the public health insurance (RIZIV/INAMI) and € 1.888 by the hospital (to avoid charging living donors / out-of-pocket payments). 
Table 9 gives an overview of these costs.

Table 9: Total hospital costs: average per donated kidney




* part for stay component in patient bill adjusted on the basis of the average “day price” of the 40 largest hospitals (only for donation phase)
** follow up 10 years = cost 1st year follow up + 9 x cost 2nd year follow up


3.2. Costs outside the transplant center

The response rate to the questionnaire was modest: 34,8% (55) of the 158 candidate kidney donors that received a questionnaire, responded. The response rate is, percentage wise, fairly similar for both selected (20 out of 48) and not withheld donors (35 out of 110)

Direct health care costs outside the hospital setting (e.g. health care costs in other settings than the transplant center, transportation, …) were fairly modest. The part of the questionnaire dealing with ‘health care costs outside the transplant center’ was only answered affirmatively by 14 candidates. They report on average between € 35 (average for 6 withheld donors) and € 40 (average for 8 not-selected donors) of health care costs outside the transplant center. Either the costs are very low, or the candidates do not recall part of the health care costs. 
The part of the questionnaire regarding the direct costs outside health care (e.g. transportation, parking, food & lodging) was answered by 37 respondents. They reported on average € 136 (average for 20 not-withheld donors) to € 259 (average for 17 kidney donors) of transplantation costs to the Leuven transplant center and € 21 (average for 2 withheld donors) to € 45 (average for 7 not-withheld donors) of transportation costs to other health care organizations. Extra costs for lodging were reported very rarely (only 2 affirmative answers from not-withheld donors, with an average of € 70) – which may simply reflect the fact that Belgium is a small country (no long travel distances). 
Other direct costs (such as parking, household support, …) were only reported by 29 respondents, with an average of € 33 (average for 17 not-withheld donors) to € 180 (for 12 selected donors).

Indirect costs include costs in related areas (e.g. insurance) for the candidate donors and costs for their relatives. Only one kidney donor reported that the cost of his mortgage loan increased (amount unknown) after donation. This is consistent with findings in the literature on the insurability (life insurance and health insurance) with private insurance companies for donors (e.g. Clarke et al., 2003, Yang et al., 2007; Yang et al., 2009). Indirect costs for relatives were also not very significant: 7 selected donors (and 4 not-withheld donors) reported transportation costs for relatives of, on average € 60 (€ 30). And four candidates reported extra lodging costs for relatives (of on average € 70).
The main indirect cost component resulted from the loss of income due to absence from work for selected donors (on average 82 days – average response of 12 patients; with on average 124 days for blue collar workers (n=3), 78 days for with collar workers (n=6) and 46 days for independent workers (n=3)). The readers should be aware that sample size is very small – hence the results should not be generalized across large patient populations. Days of work incapacity were on average 4 days for the not-withheld donors.

All in all this shows that the costs of living kidney donation, to be borne by the donors (selected and non-selected) are not very large – or even if they would be larger, that the respondents do not recall them as large – or do not consider those costs as important enough to report them more extensively in the questionnaire. Assuming that all the cost components mentioned supra – except for the incapacity for work (reported, however, each time by only a small part of the study population) would have been borne by the same patients, then we could conclude that the total costs borne by potential donors outside the transplant center amount to, on average almost € 500 for withheld donors (and € almost 400 for not-withheld donors). In practice, costs per (potential) donor are much lower, since different cost elements were reported by different respondents.
The only major element is the incapacity for work, of several weeks. In the context of the Belgian social security system, the donors, working as employees (I.e. not as independent workers) receive a replacement income which amounts to 60% of their gross working wage previous to illness (up to a certain ceiling) during the first year of sickness leave.


4. Discussion

This pilot study shows that the costs of living kidney donation can be identified systematically and that they are currently not fully covered by compulsory health insurance. This analysis should now be extended, in a prospective way, to all Belgian transplant centers and to other types of living donation (liver) to verify whether the above results can be confirmed or should be adjusted. The prospective cost data generated by such a more extensive analysis would provide an objective basis to discuss the opportunities, as well as potential problems, associated with cost compensation for living donors.

In the literature, there is extensive discussion about the type of costs that should be compensated for living donors and how extensive that compensation should be. In terms of the type of costs that donors can incur, the following groups can be identified:
· Direct health care costs for the patient (I.e. the regular out-of-pocket expenses for the donor, seeking health care)
· Other direct costs for the patient, related to health care consumption, such as transportation and extra food and lodging costs
· Other direct costs for the patients’ relatives – related to the health care consumption by the potential donor – such as transportation, parking, food, lodging
· Indirect costs for donor and relatives (e.g. loss of income due to temporary incapacity for work).
In terms of the “compensation”, if any, that should be given to the donor, also different viewpoints exist in the literature. Israni et al., 2005 provide an interesting scheme to classify the different models. They consider four possibilities of compensation models:
· No compensation
· Fixed compensation
· Compensation of incurred costs (= expense reimbursement)
· Market driven compensation.
And they point out that the different models may invoke significantly different incentives upon organ donators.
Finally some authors, policy makers, … even go further and argue that donors should not only be compensated for the costs they incurred (cf. supra), but that donors should be given additional incentives, to reward them for the donation. These incentives should not be given in the form of a sum of money granted to the donor, but more ‘indirect’ benefits are proposed. Typical examples are fiscal privileges, such as tax exemptions and higher deductibles, guaranteed access to life and health insurance (at rates not influenced by the donation decision), discounts in case of renewal fees for drivers’ license, higher priority on transplant waiting lists if ever the donor, or his close relatives need an organ transplantation themselves. 
This study did not aim to establish a specific viewpoint on which of these costs related to living kidney donation should be compensated for which patients. It only provided the basic data necessary to discuss these issues in a well founded way in the Belgian health care context. The above classification (of different types of costs and different models of compensation) will help to structure such a debate, which easily becomes highly ethically and ideologically loaded.
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non-HI HI Total non-HI HI Total

2005 686,95 € 4.329,64 € 5.016,59 € 9 76,33 € 481,07 € 557,40 €

2006 1.822,19 € 10.441,47 € 12.263,66 € 15 121,48 € 696,10 € 817,58 €

2007 724,25 € 4.489,49 € 5.213,75 € 11 65,84 € 408,14 € 473,98 €

2008 1.027,30 € 6.704,20 € 7.731,51 € 10 102,73 € 670,42 € 773,15 €

2009 1.092,29 € 6.181,41 € 7.273,71 € 11 99,30 € 561,95 € 661,25 €

Total 5.352,99 € 32.146,22 € 37.499,21 € 56 95,59 € 574,04 € 669,63 €

year

Total

n

Average per donor
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non-HI HI Total

Average cost per selected donor € 199,67 € 918,59 € 1.118,26

Average cost per non-selected donor € 95,59 € 574,04 € 669,63

Average cost per transplanted kidney* € 452,98 € 2.439,80 € 2.892,78


Microsoft_Office_Excel-werkblad1.xlsx
Blad1

				non-HI		HI		Total

		Average cost per selected donor		€ 199.67		€ 918.59		€ 1,118.26

		Average cost per non-selected donor		€ 95.59		€ 574.04		€ 669.63

		Average cost per transplanted kidney*		€ 452.98		€ 2,439.80		€ 2,892.78
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non-HI HI Total non-HI HI Total LoS

1

2005 5.077,80 € 16.222,58 € 21.300,39 € 7 85 725,40 € 2.317,51 € 3.042,91 € 12,14

2006 4.603,51 € 23.318,76 € 27.922,27 € 9 114 511,50 € 2.590,97 € 3.102,47 € 12,67

2007 5.204,58 € 24.330,31 € 29.534,89 € 9 97 578,29 € 2.703,37 € 3.281,65 € 10,78

2008 9.858,74 € 28.561,15 € 38.419,89 € 11 130 896,25 € 2.596,47 € 3.492,72 € 11,82

2009 5.337,23 € 13.401,64 € 18.738,87 € 5 58 1.067,45 € 2.680,33 € 3.747,77 € 11,60

Total 30.081,86 € 105.834,44 € 135.916,31 € 41 484 733,70 € 2.581,33 € 3.315,03 € 11,80

1

 LoS = length of stay

year n

stay 

days

Average per donor Amounts
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Inkomstencatergorie

Description non-HI HI non-HI HI

LAB TESTING 289,29 € 23.031,83 € 7,06 € 561,75 €

MEDICAL IMAGING 249,48 € 6.318,38 € 6,08 € 154,11 €

SURGERY 0,00 € 34.401,30 € 0,00 € 839,06 €

OTHER PHYSICIAN SERVICES 1.825,24 € 6.432,87 € 44,52 € 156,90 €

Total Honoraria 2.364,01 € 70.184,38 € 57,66 € 1.711,81 €

Total Pharmacy 16.210,88 € 18.389,15 € 395,39 € 448,52 €

Total Blood 0,00 € 305,55 € 0,00 € 7,45 €

Total Miscellaneous 3.959,55 € 32,17 € 96,57 € 0,78 €

Total Budget hospitalisation 7.547,42 € 16.923,19 € 184,08 € 412,76 €

Total 30.081,86 € 105.834,44 € 733,70 € 2.581,33 €

Average per donor (41)
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Inkomstencatergorie description non-HI HI non-HI HI

LAB TESTING 1.274,66 € 4.985,07 € 50,99 € 199,40 €

MEDICAL IMAGING 237,46 € 2.006,23 € 13,97 € 118,01 €

CONSULTATION 2.398,29 € 289,60 € 95,93 € 11,58 €

OTHER PHYSICIAN SERVICES 188,37 € 212,65 € 37,67 € 42,53 €

Total Honoraria 4.098,77 € 7.493,55 € 163,95 € 299,74 €

Total Pharmacy 74,08 € 625,04 € 2,96 € 25,00 €

Total Day care 0,00 € 253,20 € 0,00 € 10,13 €

Total Budget hospitalisation 56,54 € 514,72 € 2,26 € 20,59 €

Total 4.229,39 € 8.886,52 € 169,18 € 355,46 €

Average per donor (25)
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Inkomstencategorie

Description non-HI HI non-HI HI

LAB TESTING 276,99 € 1.201,23 € 14,58 € 63,22 €

MEDICAL IMAGING 214,89 € 1.673,49 € 11,31 € 88,08 €

CONSULTATION 704,76 € 132,97 € 33,56 € 6,33 €

OTHER PHYSICIAN SERVICES 12,01 € 54,65 € 4,00 € 18,22 €

Total Honoraria 1.208,65 € 3.062,35 € 57,55 € 145,83 €

Total Pharmacy 25,12 € 51,44 € 1,20 € 2,45 €

Total Day care 0,00 € 83,16 € 0,00 € 3,96 €

Total Miscellaneous 7,88 € 23,69 € 0,38 € 1,13 €

Total 1.241,65 € 3.220,63 € 59,13 € 153,36 €

Average per donor (21)
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Hospital costs non-HI HI Total

predonation 452,98 €           2.439,80 €       2.892,78 €      

donation* 733,70 €           6.851,25 €       7.584,95 €      

follow up (10 years)** 701,35 €           1.735,70 €       2.437,05 €      

Total 1.888,03 €       11.026,75 €     12.914,78 €    
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		Hospital costs		non-HI		HI		Total

		predonation		€    452.98		€    2,439.80		€    2,892.78

		donation*		€    733.70		€    6,851.25		€    7,584.95

		follow up (10 years)**		€    701.35		€    1,735.70		€    2,437.05

		Total		€    1,888.03		€    11,026.75		€    12,914.78
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non-HI HI Total non-HI HI Total

2005 1.765,48 € 7.800,60 € 9.566,08 € 7 252,21 € 1.114,37 € 1.366,58 €

2006 1.648,24 € 8.084,50 € 9.732,74 € 9 183,14 € 898,28 € 1.081,42 €

2007 1.472,74 € 8.493,78 € 9.966,52 € 9 163,64 € 943,75 € 1.107,39 €

2008 2.203,10 € 8.714,51 € 10.917,60 € 11 200,28 € 792,23 € 992,51 €

2009 1.223,52 € 4.768,03 € 5.991,54 € 6 203,92 € 794,67 € 998,59 €

Total 8.313,07 € 37.861,41 € 46.174,48 € 42 197,93 € 901,46 € 1.099,39 €

year

Total costs # of 

donors

Average per donor
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Inkomstencategoriedescription non-HI HI non-HI HI

LAB TESTING 1.534,58 € 11.878,30 €

MEDICAL IMAGING 1.263,39 € 16.555,82 €

CONSULTATION 3.126,33 € 112,02 €

OTHER PHYSICIAN SERVICES 997,96 € 2.634,49 €

Total Honoraria 6.922,26 € 31.180,63 € 164,82 €

742,40 €

Total Pharmacy  1.103,45 € 3.364,15 € 26,27 €

80,10 €

Total Day care 0,00 € 2.216,93 € 0,00 €

52,78 €

Total Other 273,34 € 859,36 € 6,51 €

20,46 €

Total Budget hospitalisation  14,03 € 240,34 € 0,33 €

5,72 €

TOTAL  8.313,07 € 37.861,41 € 197,93 €

901,46 €

Average per candidate


