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ABOUT US
Who are we?

The KCE (Belgian Health Care Knowledge Centre) is an independent federal research centre that   
provides recommendations to competent authorities and various health care stakeholders based on 
scientific analysis. These analyses focus on the effectiveness and cost-effectiveness of health         
interventions, and the organisation, financing and reimbursement of health care. KCE also develops 
clinical practice guidelines for healthcare providers. Topics are usually proposed by public authorities, 
universities, professional associations but any citizen, patient or patient organisation can also submit a 
research proposal. The KCE is not involved in the political choices based on the reports it publishes. 
However, it may be required to intervene in implementation phases when its technical skills are an  
essential added value. KCE is a type B parastatal organisation. This status guarantees total            
independence from the subsidiary powers, who essentially are the federal authorities (NIHDI for 75% 
and FPS Health and Social Security, together for 25%). In addition, some specific European subsidies 
cover KCE’s involvement in international research networks and projects.

What does KCE stand for?

The Belgian Health Care Knowledge Centre has chosen the acronym KCE, 

which is a contraction of the words 

Kenniscentrum (Dutch) – Centre d’Expertise (French) 
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In 2018, KCE published 
13 reports

Our Board of Directors (hereinafter, the “Board”), 
consists of representatives of the public authorities 
and the most important actors in healthcare, health 
insurance and patient associations, in a balanced 
composition. At each Board meeting our new         
finalised reports are presented. The scientific content 
is in principle not subject to modification, except on 
the basis of quantifiable methodological                 
arguments. The political recommendations, based 
upon the scientific work, are then discussed, some-
times nuanced, but only on the basis of scientific   
arguments from the report. When voting turns out to 
be necessary, the reports are approved by a simple 
majority. Finally, KCE is legally obliged to publish all 
of its results within one month of their approval by the 
Board, which is an additional guarantee for our          
independency and transparency. 

What do we do?

The KCE mission encompasses five areas of expertise: 

♦ The organisation and financing of health care in the broadest 
sense (Health Services Research)   

♦ Evaluation of medical technologies
(Health Technology Assessment) 

♦ The production of clinical practice guidelines and their constant 
adaptation to new scientific developments  
(Good Clinical Practice) 

♦ Setting up and coordination of the Belgian non-commercial 
clinical research programme 
(KCE Trials Programme)  

♦ Creation of accurate methodological manuals to establish     
validated working methods for all health care and public health 
researchers  (Methods)

Our Board of Directors
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OUR TEAM

In full-time 
equivalent

Chairman 0,2

Management 3,0

General Management 2,0

Programme Management 1,0

Studies 43.7

Physicians, dentists, nurses, physiotherapists,… 22.6

Health economists 8.9

Sociologists, lawyers  2,8

Data analysts, statisticians and specialists in 
scientific information 

6.5

Experts in dissemination and knowledge 
management

2,9

Support 16.1

Project facilitator 1.8

Secretariat and layout 5,1

Secretariat Trials 2.0

ICT, website and library 2,0

Legal advice and Human Resources Manage-
ment 

3.2

Budget and accountancy 2,0

TOTAL 63.0

KCE staff members active in 2018 

The healthcare domain is very     
complex. There is no scientific      
training that comprises all its nume-
rous aspects. That is why at KCE we 
have opted for a truly cross-
disciplinary approach. No research is 
conducted by a single researcher; on 
the contrary, each research question 
is examined from a medical, eco-
nomic, social, legal and/or ethical 
perspective, depending on the 
needs. This is highly appreciated, 
both by the users of the studies and 
by the researchers themselves. 
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The KCE experts can be divided into five different categories:

♦ researchers with a clinical or biomedical background: physicians, nurses, 
physiotherapists, dentists, psychologists, all who have acquired complementary 
skills (usually a PhD) in subjects such as public health, epidemiology, metho-
dology for the development of guidelines, analysis and data management, etc.  

♦ researchers with a background as health economist. Thanks to their expertise, 
we are able to conduct very thorough economic assessments, including Health 
Technology Assessments (HTA). Their contribution is also essential for our  
studies on the organisation and financing of health care, an area for which KCE 
is increasingly solicited.    

♦ researchers with a background in other human sciences. Sociologists conduct 
qualitative studies: they collect data from field experts, patients, stakeholders, 
etc.) and ensure their rigorous processing. Other researchers allow us to      
discuss the possible legal or ethical aspects of the varied research questions.  

♦ data analysts, statisticians and specialists in scientific information. They 
extract from international and Belgian data the pertinent information and figures 
for our research. They also scrupulously ensure that while using the sometimes 
very sensitive data, the privacy legislation is respected, that all useful infor-
mation is identified and that the figures are interpreted correctly. In this way we 
can collect very precise statistics.  

♦ specialists in dissemination and knowledge management. The first group of 
specialists adapts the language of our reports to the different target groups and 
ensures that the message reaches the appropriate audience. Thanks to the  
second group, all our experts can maintain and develop their expertise, and the 
quality of our work is guaranteed thanks to meticulous work procedures.  

Some of these experts were or are still academically or clinically active (which    
enhances their understanding of the field), others have committed themselves to 
full-time research at KCE . 

Performant support services

KCE functions in a very horizontal organisation on a human scale where working procedures are well  
organised and decisions are efficiently taken after deliberation. The experts are supported by sharp and 
efficient support services (project coordination, ICT, webmaster, library, layout, secretariat, legal advice 
and human resources management, accountancy, etc.).

All together they form a united and enthusiastic team of 70 people, motivated by the same goal: 
to provide the studies needed to maintain or improve an effective, safe, quality, accessible and             
sustainable health care systeme.
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OUR RESEARCH

HEALTH SERVICES RESEARCH
For better health care organisation

HEALTH TECHNOLOGY ASSESSMENT
Using public resources for treatments with a real added value 

EVIDENCE-BASED PRACTICE NETWERK
Promoting good clinical practice and quality of care 

KCE TRIALS
A non-commercial clinical trials programme in Belgium 
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HEALTH SERVICES RESEARCH
For better health care organisation

Studies on Health Services Research (HSR) focus on the best way of organizing and financing 
health services in order to guarantee the quality and accessibility of health care, whilst main-
taining their economic viability for community and patient. HSRs are complex as they have to 
reconcile the organizational contingencies of health policy with the human context, the          
opinions and interests of the various professions involved and budgetary factors. Therefore,    
these research projects are always conducted by transdisciplinary teams. In general, HSR   
studies are based on an analysis of the scientific literature but also of grey literature, on      
qualitative methods (focus groups, surveys…) and on a variety of examples from different 
countries. The various stakeholders are always closely involved in the main steps of the      
project. Through its HSR studies, KCE is able to suggest – sometimes radical – reforms for an 
entire sector.

Children and adults have their specific networks for mental 
healthcare but what about elderly people? Is it necessary to 
organise their care in a separate network or can it be inte-
grated into the “adult” healthcare system? To this question we 
have responded that the chronological age should not be a 
decisive criterion, because some “elderly” people are in top 
shape, active and independent, while others are very fragile 
and dependent. Thus the current network of adult care needs 
to be broadened to include the population’s higher age 
groups. However, certain mental health problems related to 
advanced age indeed require specialised knowledge, on the 
border between psychiatry and geriatric medicine.   

We thus recommended that specific skills in psychiatry be created for elderly people. Moreover, since the 
GP is very often the first professional contacted in the event of a health problem, whatever it may be, we 
believe that his/her role is central in the organisation of care, especially since somatic problems which   
often coexist must also be taken into account. Finally, we made a case for strengthening interventions in 
living spaces – whether at home or at a nursing home – and on increased collaboration between all parties 
involved in aid and care. The key points of these recommendations were promptly integrated in a Joint  
declaration from the federal and federated health ministers for a new mental healthcare policy for elderly 
persons.  

Towards a better organisation of mental healthcare for elderly people  
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Hospital financial reform stipulates that hospital stays be divided into three 
“clusters” based on the variability of care, with each cluster benefiting from a 
different form of financing. For the “high variability” cluster – which groups      
together hospitalisation admissions for which needs are difficult to standardise 
and thus not predictable– the principle is that care is provided according to   
patients’ progress and that hospitals are reimbursed after the fact, based on the 
care actually provided. We analysed the way in which other countries finance 
high-variability healthcare to ascertain the extent to which their methods can be 
applied here. 

Optimisation of lump sums for incontinence 

It is estimated that nearly 400,000 people in our country suffer from     
incontinence of varying degrees. Approximately one-quarter of these 
persons receive an annual lump sum from NIHDI, based on certain    
conditions. We have analysed the procedures for allocating these lump 
sums and have drafted recommendations in order to better adapt them to 
the needs and optimise their accessibility.

However, the professionals surveyed as part of this study also highlighted 
that too few people take an active treatment approach, and this may be 
promoted by the lump sums, which instead encourage the purchase of 
incontinence undergarments. However, there are various relatively       
effective measures for prevention and treatment of most forms of incon-
tinence. We thus recommend better information for patients and 
healthcare professionals on the subject of existing treatments and         
encouraging the use of these treatments – where possible – before         
resigning oneself to the use of absorbent protection.

Financing of hospital stays for high-variability care

We concluded from this that it is desirable to begin with a “proof of concept” study of a system of financing 
for an organisational model already in place, such as that for the management of CVAs. Other areas could 
then be added gradually, each time with a careful evaluation of the impact of each step on overall hospital 
budgets.

We also recommended several measures which are crucial for the implementation of such financing in the 
Belgian system, such as strengthening the collection, analysis, and control of hospital data. Essentially, at 
present, Belgian hospitals are not required to calculate the costs of each individual patient. 

An evaluation protocol for NIHDI conventions 

Agreements with the National Institute for Health and  
Invalidity Insurance (NIHDI) are a means of financing  
care which primarily applies to multidisciplinary care,    
particularly in the rehabilitation sector. There are currently 
34 of them; they encompass a varied array of services 
and concern a large range of chronic and/or complex  
problems: diabetes, dementia, respiratory disease, rare 
metabolic diseases, genital mutilation, etc.

At the request of NIHDI, we developed a method allowing 
their quality and effectiveness to be evaluated (and    
possibly improved). Rather than a top-down protocol, this 
evaluation takes the form of a participatory process which 
includes all of the parties to stimulate exchange of       
information and establish a constructive atmosphere that 
encourages a quest for improvements.
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For several years, KCE has undertaken back-
ground work to improve the quality of care to    
patients with cancer, together with the Cancer  
Registry Foundation and College of Oncology. 
Over time, this project should lead to a true       
system of quality monitoring, including clinical  
recommendations, quality indicators and a hospi-
tal benchmarking and feedback dynamic.

This year, efforts have concentrated on head and 
neck cancers. A number of quality indicators and 
objectives to be achieved was defined with the aid 

of field experts; the care provided in Belgian hospitals was then evaluated on this basis. Once again, we 
had to note that the chances of survival are significantly higher in hospitals which treat more than 20      
patients per year affected by these cancers, because they require very specific management. Only 23   
hospitals attain this level in Belgium (that is, less than one-quarter of hospitals in the country). We thus   
reiterate our recommendation in favour of centralising the management of these patients in reference    
hospitals with the necessary expertise. Such a decision has just been taken for surgery of oesophagus and 
pancreas cancers, following the recommendations of one of our previous reports.

At the same time as the publication of this study, each hospital evaluated received a feedback report from 
the Cancer Registry, containing its own results for the various indicators and its situation as compared to 
other hospitals (benchmarking) in order to adopt measures to improve the quality of care.

Quality indicators for the management of head and neck cancer 

The use of the results and experiences reported by the patients (PROM/PREM) for    

clinical and management purposes 

Satisfaction questionnaires are increasingly used everywhere and hospitals are not immune to this trend. 
These can be questionnaires of the Patient Reported Outcomes Measures (PROM) type which measure 
the way in which you evaluate your state of health (for example, certain adverse effects of treatments) or of 
the Patient Reported Experience Measures (PREM) type which measure the way in which you experienced 
your care (for example, the waiting time before the first appointment, the relationship with the doctor and 
other caregivers).

It was shown that the use of these questionnaires improves the communication between the caregiver and 
the patient because they enable certain issues to be addressed which would otherwise not be mentioned 
(for example, the impact of a disease or treatment on sexuality). They thus enable the healthcare profes-
sional to identify what is important for the patient and both can choose the appropriate treatment together, 
taking this viewpoint into account.

By contrast, on a hospital – or healthcare policy – scale, the impact of these questionnaires is more difficult 
to evaluate, all the more so because hospitals do not all use the same questionnaires. It is thus impossible 
to compare the results. Since July 2018, the PROM and PREM questionnaires have been important for the 
“pay for performance” financing of the hospitals; this is a pilot project in which most hospitals take part on a 
voluntary basis.
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HEALTH TECHNOLOGY ASSESSMENT
Using public resources for treatments with 

a real added value 

Health Technology Assessments (HTA) analyse the safety and efficacy of a medical techno-
logy (drug, implant, vaccine, surgical technique…) often in combination with an economic 
analysis of its cost-effectiveness. The aim of these studies is to establish the ratio between 
price and benefits for patient and society in terms of life-years gained and quality-of-life.        
In addition to these clinical and economic aspects, a full HTA study also includes organisa-
tional, social, legal and ethical aspects. These assessments are most often conducted on       
products presented as innovative, for which the industry negotiates prices with the public 
authorities that are often (extremely) high.

The vaccine for the human papilloma virus (HPV) which causes cervical cancer 
was introduced about ten years ago in Belgium, but only girls benefit from it. 
However, it is now established that this same virus is also involved in other  
cancers, including throat cancer. The recommendations have thus been         
reviewed and here, as in most western countries, it is now recommended to vac
-cinate boys too. The question of the clinical and economic impact of such an 
extension of vaccination programmes was thus posed to us as a matter of great 
urgency, since the healthcare agencies of two communities had to renew their 
bids for the purchase of vaccines at the end of 2018. 

Our review of the medical-economic literature showed that, to prevent all of the cancers due to the HPV 
virus, extending the vaccination to girls and boys presented a favourable cost-efficacy ratio, regardless of 
the vaccine used. That being said, the decision to extend vaccination to young boys should also take into 
account the question of equality between boys and girls, since a vaccine offered only to girls discriminates 
against boys.

The communication of the preliminary results from the study allowed French and Flemish communities to 
make a decision to extend the HPV vaccination to boys as of the start of the new school year in September 
2019.

Cost effectiveness analysis of vaccination of boys against the HPV virus 

A healthy lifestyle remains the most effective way of avoiding cardiovascular 
diseases and their consequences. Yet since 2002, the annual number of people 
who use cholesterol-lowering drugs from the statin family increased from 400,000 
to 1,500,000. Currently, 25% of the population aged 40 and above take these 
drugs. Despite decreases in price due to the fact that all statins now exist in      
generic form, their total cost still stands at 160 million euros annually. Moreover, 
the analysis of individual consumption shows that, in Belgium, approximately 55% 
of new statin users do not take this treatment correctly or abandon it along the 
way. By lowering the blood cholesterol level, statins supposedly decrease the risk 
of myocardial infarct and cerebrovascular accident in primary prevention, that is,  
in persons who have not yet had this type of problem. But in terms of actual bene-
fit for health, their adverse effects must also be taken into account. These adverse effects are, in fact, few 
in number but they are potentially serious. Thus in individuals with a low baseline risk, the potential benefits 
are limited, while the risk of adverse effects remains unchanged. It is therefore necessary to weigh the pros 
and cons carefully before prescribing them. We are currently developing a decision-making tool (online) 
which will allow physicians to assess these benefits and risks with each patient, to arrive together at a joint 
“informed” decision. This tool will be available over the course of 2019.  

The role of statins in the primary prevention of cardiovascular incidents 
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Proton therapy is a radiation therapy technique which allows large   
doses of radiation to be delivered to cancerous tumours without 
(excessively) “overflowing” to adjacent tissues. There has been much 
talk of this technique in recent years, since two projects by proton    
therapy centres are ongoing in Belgium, one in Louvain and the other 
in Charleroi. This treatment is used each year on about fifty Belgian 
patients, most often children affected by rare cancers who are sent to 
specialised centres abroad and fully reimbursed by NIHDI.

Before considering expanding the reimbursement of this extremely 
costly technique to include other types of cancers, NIHDI asked us to 
verify the merit of its use. However, after an in-depth analysis of the 
international scientific literature, we were unfortunately unable to find 
compelling evidence of the superiority of the technique in comparison 
to conventional radiation therapy.

Proton therapy in adults 

What is the role of the Mammaprint® test in decisions regarding adjuvant                  

chemotherapy in early-stage breast cancer? 

Breast cancer is the most commonly diagnosed cancer in women in 
Belgium and throughout the world. Provided this cancer is in the early 
stage, treatment is essentially locoregional, that is, via surgery alone or 
combined with radiation therapy. In theory, this treatment is enough to 
eradicate the tumour since it is still limited. However, it is known that 
about 30% of patients treated in this way are at risk of developing    
remote metastases, because metastatic cancerous cells are already 
present but undetectable at the time of diagnosis. To eradicate these 
metastatic cells, some patients receive chemotherapy referred to as 
“adjuvant”, following the initial treatment, in the hope of stopping any 
disease course.

Being able to identify the women who have such metastases which are 
still undetectable thus represents a considerable challenge because 
this would allow chemotherapy to be avoided in all of the other women. 
Numerous teams are thus attempting to develop tests which allow the 
risk of metastasis and the chances of response to the chemotherapy to 
be determined.

Mammaprint® is one of these tests. The goal of this study was to deter-
mine whether its addition to the traditional methods for evaluating risk 
would allow chemotherapy to be avoided in patients at elevated clinical 
risk of metastasis with decreasing their chances of survival. The      
response is, unfortunately, that it is still too early to be able to conclude 
this, on the one hand because there are still too many uncertainties on 
its clinical utility and on the other hand because there is a lack of de-
tailed data on the approaches used by Belgian oncologists when 
choosing whether or not to administer adjuvant chemotherapy.
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The sequencing of the entire genome is a new form of genetic testing 
which, instead of targeting certain isolated genes, decodes all of an 
individual’s genes all at once (= his or her genome). This technology is 
advancing rapidly and its costs are decreasing, which suggests that it 
could soon displace conventional testing. This is not without a certain 
number of problems which are ethical (because geneticists will be   
faced with information they did not request) and also organisational 
and financial in nature. How can this technological advancement be 
integrated into Belgian healthcare? Who will be able to request these 
analyses? 

Who will have enough expertise to interpret their results? How and by 
whom will they be communicated to the patient? How will the manage-
ment and security of the resultant gigabytes of results be organised? 
And of course, how will this be financed?

In order to be able to explore the responses to these different issues in 
an unhurried fashion, we recommended that the complete genome  
sequencing technology be introduced as a first step in the form of a 
pilot project, which would enable the problems to be tackled one by 
one with the parties concerned, and various solutions to be tested –
and assessed! – before making definitive decisions which will set our 
country on the path of this decidedly futuristic technology.

Sequencing of the entire genome: organisational challenges and pointers 

for the Belgian system

Responsible use of high-risk medical devices: the example of 3D printing 

3D printing is generating increased interest in the medical sector,     
namely in orthopaedics and dentistry, but there is no evidence that     
3D-printed implants are as effective or safe as “classical” products. Yet 
they can currently be used without restrictions by doctors, even when 
they are “at high risk” (that is, more often than not, implantable). This is 
why we suggested that the placement of these implants be limited to 
certain specialised centres until such time that their added value – or at 
least their safety – has been established. 

During this time, NIHDI was able to provide for their reimbursement, 
but at the same level as that of the classical alternative which already 
exists.

The question of traceability is also worrying. Since the scandal in-
volving PIP breast implants, Europe had decided to implement stricter 
traceability requirements, in particular with a unique identification code 
(UDI) for each implant. Belgium also stipulates mandatory registration 
of high-risk implants in a Central Implant Registry maintained by the 
Belgian Federal Agency for Medicines and Health Products (AFMPS) 
as well as an implant card for each patient.
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D’EVIDENCE-BASED PRACTICE NETWERK

Promoting good clinical practice and quality of care 

Medicine is undergoing continual development and it healthcare providers cannot be expected 
to always be aware of each innovation. Clinical practice recommendations (or guidelines) are 
tools developed for practitioners in the field. They summarise the most recent developments in 
scientific knowledge which are evidence-based in order to allow practitioners to address a  
particular problem in a patient without having to read all of the literature relating to this        
problem. Nowadays, their use is an indispensable standard in the quality of care in all western 
countries.

In 2016, the minister of Public Health launched an ambitious project of the Belgian Evidence-
Based Practice (EBP) Network which should lead to the coordination of all parties in EBP in 
Belgium and to the provision, on a single online portal, of all guidelines and other material on 
evidence-based information for the use of ten front-line healthcare professions.

In Belgium, numerous organisations (scientific associations, professional 
associations, public health institutions, etc.) are active in the field of      
evidence-based practice, particularly in producing guidelines. The       
problem is that there is hardly any coordination or coherence between 
their initiatives. Moreover, existing projects often focus on a single care 
component or on the contribution of a single profession, instead of       
addressing the issue in a multidisciplinary manner.

The concept note which the minister sent to the KCE in July 2016 laid the 
foundation of a comprehensive management plan for all of the existing 
EBP initiatives on a federal level. At the same time, it put the KCE in 
charge of implementing the plan. A long-term mission…

INDEPENDENT COORDINATION

“The current development and dissemination of existing guidelines is very fragmented. Through 
this plan we want to coordinate, streamline and strengthen these processes so that all care provi-

ders can adjust their behavior for the benefit of the patients.” 

The Ministry of Public Health

We drew up an initial report in early summer 2017; it analysed 
issues regarding governance of the future network and resul-
ted in the choice of the most appropriate structure to 
seamlessly coordinate the work of all of the parties already 
present in the field. The proposal selected, developed with 
the aid of the Antwerp Management School and the         
Technopolis Group, consisted of making a neutral and       
independent coordinator responsible for the operational      
management of the future federal network. To allow this    
person to work in a neutral manner with the different partners 
and to represent their interests from a completely impartial 
standpoint, a Foundation was created. 
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In this same report, we proposed a “cycle” comprised of 6 steps which each guideline (or other EBP       
information material) developed within the Network must go through: 

• The defining of the priority subjects based on the health priorities formulated by the authorities.       
Suggestions may come from network members, scientific organisations or representatives of the     
patients. Each subject proposed is evaluated and the selection of subjects which will be added to the 
year programme is developed in consensus. The KCE ensures coordination of the prioritisation phase.

• The Working Group for the Development of Recommendations of Front-Line Good Practice (WOREL) 
ensures the coordination of the development phase. This work is often done in collaboration with     
professional or scientific associations, or other interested organisations.

• Once the guideline has been completed, it goes through the validation phase by the CEBAM (Belgian 
Centre of Evidence-Based Practice) which verifies whether it was carried out according to the rules 
and whether the outcome is of good quality (in terms of global standards).

• The dissemination step is ensured by EBPracticenet which publishes the new validated guideline on 
the online portal shared by all healthcare professions and which makes sure that the entire healthcare 
provider community is notified of this. Each service provider will thus be able to quickly and easily    
obtain an overview of all of the scientifically established alternatives for the treatment of his/her        
patients.

• The crucial implementation step calls on modern strategies to inform healthcare providers of the     
existence of a new guideline and to encourage them to consult it on a daily basis. This step is also   
ensured by EBPracticenet.

• Finally, the cycle necessarily must end with an evaluation step: the EBP Network reviews the impact in 
the field of the entire Network’s activities.

THE CYCLE OF EBP
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In a second report, published at the start of 2018, we developed an outline for the operationalisation of the 
different phases of the implementation of the EBP Network, always in collaboration with the Antwerp     
Management School. This work is still ongoing. At the end of 2018, we were able to propose to the various 
parties a Charter describing a charter outlining the missions and visions of the Network, the type of        
collaborations and interactions between the various partners, as well as the role and responsibilities of 
each. 

OPERATIONALISATION OF THE NETWORK

SPECIFIC FOCUS ON IMPLEMENTATION

The Minister wanted the first few years of operation of the     
Network to be dedicated to promoting implementation of the 
existing guidelines. Indeed, nowadays, the vast majority of 
scientific research is devoted to understanding diseases and 
developing effective treatments, but very few tackle how to 
transpose this knowledge into routine practice. It is thus       
necessary to devote particular attention to the most effective 
methods for supporting this crucial step.

In our second report, published early 2018, we thus analysed 
the literature relating to implementation of the guidelines, not 
only in medical publications, but also in the fields of psycho-
logy, sociology, marketing, communication and management. 
Indeed, all of these human and social sciences propose        
numerous methods which enable behaviour changes to be   
promoted and supported.

AN INITIAL PRACTICAL EXERCISE

In 2018, an initial practical exercise with the partners of the   
Network also took place with the prioritisation of two guidelines: 
that of the KCE on the management of low back pain and     
radicular pain and that of ClaudicatioCare.be on intermittent 
claudication.

For the guideline on low back pain, a call for proposals enabled 
a consortium to be chosen which gathered together the primary 
field parties concerned (general practitioners, physical thera-
pists, osteopaths and chiropractors, specialist physicians in  
rehabilitation, neurosurgeons, etc.) The project aims to make 
healthcare professionals aware of the recommendations of the 
guideline, to train them on use of the interactive itinerary           
developed in parallel by the KCE (see 2017 annual report), to   
initiate a decision-making process shared with the patient, and 
to develop a set of indicators allowing the impact of this        
implementation project to be measured.

The project on intermittent claudication aims to implement a guideline on the conservative treatment of this 
pathology by creating a network of family doctors, physical therapists and vascular surgeons. A budget 
has been provided for the coordination of a pilot phase and the evaluation of the results.

In 2019, this prioritisation exercise will be repeated, with selection of three guidelines to be implemented 
among the ones most recently validated by the CEBAM.

In our next annual report, we thus hope to be able to announce to you full operationalisation of the Belgian 
EBP Network!
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KCE TRIALS
A non-commercial clinical trials 

programma in Belgium

Clinical trials which are non-commercial and which focus on practice address questions       
generally passed over by the industry, for example, comparing therapeutic strategies with one 
another (for example, two surgical techniques) or studying the effect of existing drugs on      
populations rarely taken into account in commercial studies, such as children or elderly 
persons. KCE is mainly focusing on comparative studies. For a long time, countries such as 
England, the Netherlands and Germany have had national programmes which conduct such 
trials. The Belgian programme was launched in early 2016. 

The KCE Trials team with from left to right: Leen Verleye, Rasma 

Kass, France Vrijens, Jillian Harrison, Jasper Maesen, Hilde Nevens, 

Frank Hulstaert

THE KCE TRIALS CLINICAL TRIALS ARE:

• non-commercial

• results-oriented and focused on practice: unlike commercial trials, these involve patients 
treated under real-life conditions

• comparative: they compare the efficacy of treatments which have already been used but which 
have never been directly compared to one another

• potentially able to lead to cost savings for health insurance

• not limited to drugs or medical devices: they can also involve lifestyle modifications, diets,     
psychotherapies, diagnostic tests, surgical interventions, etc.

• guaranteed to generate “public” databases, that is, made available to public authorities to be able 
to conduct detailed and independent cost-effectiveness studies.
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• The effect of evidence-based decision support for ordering labo-
ratory tests in family practice: a cluster randomised trial (ELMO)

• Evaluation of the use of a silicone adhesive multilayer foam   
dressing as prevention for pressure ulcer development in        
hospitalised patients

• Vincristine-Induced Neuropathy in Children with Cancer (VINCA –
international study)

LIST OF CLINICAL TRIALS

Clinical trials in the analysis phase of the results:

Ongoing clinical trials:

• Diet Or Medication in Irritable bowel syndrome (DOMINO)

• COBRA-Slim with or without fast access to TNF blockade for    
remission induction in early rheumatoid arthritis (CareRA 2020)

• Diuretic effects of Acetazolamide (Diamox ®) in patients with    
Decompensated heart failure and Volume OveRload (ADVOR)

• Localized neuropathic pain: a study to compare topical treatment 
versus systemic treatment  (PELICAN)

• Early treatment versus expectative management of patent ductus 
arteriosus in preterm infants (BeNeDuctus – international study)

Trials whose recruitment will begin in 2019:

• Blended Care Psychodynamic Therapy or Cognitive Behavioral 
Therapy versus Face-to-Face Psychotherapy for Depression 
(BLENDED)

• The effectiveness of a blended care program for the discontinua-
tion of benzodiazepines use for sleeping problems in primary care 
(BIG BIRD)

• Continuous versus intermittent infusion  of beta-lactam antibiotics 
in intensive care patients (BLING III - international study).

ALTOGETHER, THESE CLINICAL TRIALS INVOLVE

1735 patients recruited in 45 hospitals

11679 patients recruited by 350 general practitioners

The median budget per trial is 2 million euros 

@KCETrials
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KCE is co-financing certain trials with its Dutch counterpart ZonMw    
within the scope of a joint appeal called BeNeFIT. Numerous issues 
relating to healthcare are in fact relevant for both countries; the         
development of joint selection processes and exchanges of good       
procedures between researchers helps strengthen the expertise of both 
teams and obtain results more quickly.

In January 2018, the two organisations launched a joint appeal to     
Belgian and Dutch researchers. Thirty-eight subjects were proposed, 
each being the product of a real collaborative effort between Belgian 
and Dutch research teams.

INTERNATIONAL COLLABORATIONS

RAISING THE OVERALL QUALITY OF CLINICAL RESEARCH IN OUR COUNTRY

Six subjects are still in the running for the final selection which will take place in June 2019.

Another example of international collaboration: the participation of Belgian teams in multicentre studies 
involving several countries. In these cases, a Belgian hospital is taking over the coordination of research 
for all of Belgium and acting as a single point of contact in the international project. This is the case of the 
VINCA, BeNeDuctus and BLING III studies already cited above.

This year, 2018, KCE also joined the Clinical Research Initiative for Global Health (CRIGH), a support 
structure for international collaboration regarding clinical research which developed as a result of a report 
from the OECD (Organisation for Economic Cooperation and Development) in which the KCE had parti-
cipated. The CRIGH aims to optimise clinical research programmes in participating countries, develop  
global standards with regard to clinical research and promote the adoption of innovative methodologies 
and technologies.

In parallel to the selection processes for trial subjects and coordination of trials, the KCE Trials team is 
involved in supporting Belgian clinicians in conducting large-scale clinical trials. It visited the Clinical Trials 
Units of the major Belgian hospitals and evaluated their capacity to act as sponsor of large multicentre, 
randomised studies. Then, based on the needs identified as a result of this, workshops were organised to 
address these shortfalls, in a type of a-la-carte continuing education. In 2018, these workshops primarily 
concerned the monitoring of academic clinical trials and the evaluation of risk in a clinical study. A work-
shop on an exchange of experiences of users of various electronic forms (e-CEF) was also organised. 
The members of the KCE Trials team also travelled to the main hospitals involved in the clinical trials,  
sometimes at the invitation of patient organisations, to give lectures. Articles on the programme have 
been published in the Liège Medical Journal and in the Tijdsschrift voor Geneeskunde.

A software programme – EDGE online – which allows real-time tracking of patient recruitment in all of the 
ongoing studies has been acquired and implemented. Today it is used in the Clinical Trials Units of 9   
Belgian hospitals and is in the implementation phase in others, which considerably improves daily        
management and monitoring of the recruitment in real time.

ACTIVELY INVOLVING PATIENTS

Since the start of the KCE Trials programme, major emphasis has been 
placed on patients’ point of view. Their representatives are involved in the 
selection of study subjects and also in the follow-up of the trials: they are 
indeed best able to judge the feasibility of a study or the relevance of its 
results.

Thus, for example, for studies such as BIG BIRD (support for stopping 
benzodiazepines) or BLENDED (treatment for depression using online 
tools), numerous patients have participated in the thinking regarding the 
design of the research, questionnaires, and electronic tools which are to 
be tested. They helped introduce improvements to the structure of the 
tools themselves as well as to the language used and to the communi-
cation with future study participants.
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NETWORKS AND 
COLLABORATIONS

Subcontractors

Despite an in-house team with many skills, the KCE does not always have the necessary internal expertise 
or the time to perform all of the studies itself. This is why some studies are fully or partially outsourced by 
public tender to, for example, university teams, specialised consultants or other public services. Also in 
these cases, the KCE stays responsible for the coordination, the supervision and the results of the project. 

External experts and validators

For each of its reports, KCE involves external experts. These people, mostly specialists on the study    
subject, provide feedback on the research questions, the methodology and the key points to be taken into 
account for a better acceptance by the field. 

Furthermore, all KCE reports are subject to internal and external scientific validation. For the latter, KCE 
invites three external experts, at least one of whom is foreign. In this way, the KCE benefits from critical, 
constructive external views on its work, and this contributes to the relevance and the scientific rigour of its 
reports.

In the course of the years, these collaborations have enabled KCE to build a very rich network with highly 
specialised national and international experts in a wide range of fields.

The stakeholders 

For each of its studies, KCE systematically gathers the opinion of the interested stakeholders. Thanks to 
these meetings, the communication between researchers and caregivers, patients and decision-makers in 
health care can be improved and professionalised. 
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Conflict of Interest Policy

KCE is absolutely committed to its independence and neutrality. Therefore its policy on conflicts of      
interest is clear and transparent: 

♦ KCE researchers are not authorised to engage in other professional activities that may give rise to 
conflicts of interest;

♦ All external experts, subcontractors or validators who are involved in a KCE-study have to sign a   
declaration of possible conflicts of interest, which will be included in the colophon of the report.

International collaboration

KCE has excellent relationships with other scientific institutions conducting similar research in other     
countries such as NICE (United Kingdom), ZIN (the Netherlands), HAS (France), IQWIG (Germany) or the 
Norwegian Institute of Public Health (Norway).

Due to its reputation of scientific rigour the KCE receive many requests to participate in working groups on 
an international level. It is an active member of several international networks such as EUnetHTA, GIN or 
INAHTA and it is involved in European projects, such as PREFER (IMI). In this initiative, the aim is to    
develop a method which takes into account the preferences of the patient in the making of new drugs. 
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PROPOSE A TOPIC

For the KCE year programme

Each year, before summer, KCE launches a call for study proposals for the work programme of the       
following year. Any citizen, organisation, institution or policy maker can submit a study proposal.

Proposals can be submitted between July and September. The work programme is then composed, based 
upon the following criteria:

• The potential of the proposed subject to improve health care decisions

• The frequency of the health problem

• The severity of the health problem

• The possibilities to improve the health problem

• The feasibility of the study

Each criterion is individually analysed by members of management and a dozen KCE experts. The results 
are discussed by all the evaluators and the rejections are systematically justified according to the criteria. 
At the end of this procedure, KCE’s research capabilities are taken into account.

In order for this evaluation process to proceed as neutrally as possible, all proposals are anonymised. 

If you wish to be kept informed on our calls for projects, please register on the website via ‘receive news’.
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For the clinical trials programme (KCE Trials)  

Unlike the classical KCE studies, the calls for study subjects for KCE Trials are not published in a 
fixed frequency. You can ask to be kept informed on calls and other information from KCE Trials by 
subscribing via the following link.

The KCE Trials programme includes three types of calls for study proposals:

• Within the ‘commissioned work stream’, the first call is open to any interested citizen. After the 
selection of the topics, a second call is launched, this time to ‘candidate sponsors’. These are the 
research teams that are interested in actually performing the clinical trials on the selected topics.

• Within the ‘investigator led workstream’: only those teams who can also carry out a clinical     
study themselves may submit a topic.

• Within the ‘international workstream’ where Belgian research teams can collaborate with foreign 
research teams in various ways.
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OUR VISIBILITY

Each report produced by KCE is published on the website in the month following its approval by 
the Board of Directors, and then disseminated to the political world, the health sector and the       
general population, via different communication channels. 
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OUR WEBSITE

For each published report, a specific page is created, with a short introductory text. Different documents 
can be downloaded from this page, that are tailor-made to the degree of interest of each reader: 

• The scientific report describes the performed research, with the methodological details and results. It is 
always written in English, since it is the language of the scientific community (Belgian and inter-
national) and of our research teams, whose members often speak different languages.

• A 20 to 30 page summary, which outlines in a clear and fluid language the context of the study, the 
main results and the final recommendations. The summary is available in French and Dutch as it is 
addressed to all interested citizens, but above all to health care professionals and the concerned    
decision-makers. It is sometimes completed by a short report, written in English, which summarises 
the research work and contains the discussion of the results.

• A press release, a two-page text written for journalists that can also serve as a quick introduction to 
the subject. It is published in French and Dutch.

• Possibly a short video, when the message is likely to interest a large public. The authors of the study 
explain the outline of their findings in a language that is clear and accessible to everyone.

The website also contains our other publications:

calls for study proposals, information about KCE Trials, public tenders, job vacatures, etc. This information 
is also systematically sent to everyone who wishes to be kept informed on our activities by registering on 
our website.

Today, about 5500 subscribers and some 300 journalists regularly receive our mailings.
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REPORT LIST

Rapport 291 part 2: Towards an Evidence-Based Practice network in Belgium – part 2
(Health Services Research)

Rapport 297: 3D printed medical devices(Health Technology Assessment) 

Rapport 298: MammaPrint® test for personalised management of adjuvant chemotherapy decisions
(Health Technology Assessment)

Rapport 299: An evaluation protocol for NIHDI conventions (Health Services Research)

Rapport 300: The use of whole genome sequencing in clinical practice: challenges and organisational 
considerations for Belgium (Health Services Research)

Rapport 301: How to improve the organisation of mental healthcare for older adults in Belgium? 
(Health Services Research)

Rapport 302: Payment methods for hospital stays with a large variability in the care process
(Health Services Research)

Rapport 303: Use of patient-reported outcome and experience measures in patient care and policy
(Health Services Research)

Rapport 304: Optimisation of NIHDI lump sums for incontinence (Good Clinical Practice)

Rapport 305: Quality indicators for the management of head and neck squamous cell carcinoma
(Health Services Research) 

Rapport 306: Statins for the primary prevention of cardiovascular events
(Health Technology Assessment) 

Rapport 307: Proton beam therapy in adults (Health Technology Assessment)

Rapport 308: Cost-effectiveness analysis of HPV-vaccination of boys in Belgium
(Health Technology Assessment)
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FINANCIAL 
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BALANCE

PART 1 31/12/2018 31/12/2017

ASSETS

FIXED ASSETS 145 920.53 236 667,34

I. Formation expenses

II. Intangible fixed assets 70 774,00 102 198,36

III. Tangible fixed assets 73 605,03 134 468,98

A. Land and buildings 50 898,54

B. Plant, machinery and equipment 57 242,14 70 437,84

C. Furniture and vehicles 16 362,89 13 132,60

D. Leasing and similar rights

E. Other tangible fixed assets
F. Assets under construction and advance 

payments

IV. Financial fixed assets 1 541,50

A. Belangen in rechtspersonen

B. Vorderingen en effecten

C. Borgtochten betaald in contanten

CURRENT ASSETS 18 277 944,96 12 896 922,32

V. Amounts receivable after more than one year

A. Trade debtors 

B. Other amounts receivable

VI. Stocks

VII. Amounts receivable within one year 17 902 127,92 139 573,19

A. Trade debtors 

B. Other amounts receivable 17 902 127,92 139 573,19

VIII. Current investments

IX. Cash at bank and in hand 353 276,20 12 646 218,70

X. Deferred charges and accrued income 22 540,84 111 130,43

TOTAL ASSETS 18 423 865,49 13 133 589,66
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PART 2 31/12/2018 31/12/2017

LIABIILITIES

EQUITY 6 214 945,29 6 256 334,98

I. Capital

III. Revaluation surpluses

V. Accumulated profits (losses) 6 214 945,29 6 256 334,98

VI. Investmen grants

PROVISIONS AND DEFERRED TAXES

VII. Provisions for liabilities and charges

A. Pensions and similar obligations

B. Taxes

C. Major repairs and maintenance

D. Other liabilities and charges

AMOUNTS PAYABLE 12 208 920,20 6 877 254,68

VIII. Amounts payable after more than one year 0,00 0,00

A. Financial debts

     1. Credit institutions, leasing and other similar obligations

     2. Other loans

B. Trade debt

C. Advanced received on contracts in progress

D. Other amounts payable

IX. Amounts payable within one year 12 208 920,20 6 877 254,68

A. Current portion of amounts payable after more than one 

year falling due within one year 50 898,54

B. Financial debts

    1. Credit institutions

    2. Other loans

C. Trade debts 2 107 262,14 2 004 735,57

D. Advanced received on contracts in progress 22 265,00 16 963,00

E. Taxes, renumerations and social security 883 347,33

    1. Taxes

    2. Renumerations and social security 1 062 659,21 883 347,33

F. Other amounts payable 9 016 733,85 3 921 310,24

X. Deferred charges and accrued income

TOTAL LIABILITIES 18 423 865,49 13 133 589,66
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PROFIT AND LOSS ACCOUNT
PROFIT AND LOSS 31/12/2018 31/12/2017

I. Operating income 20 196 476,02 15 475 241,15

A. Turnover

B. Stocks: increase (decrease)

C. Own construction capitalized

D. Intern billing

E. Other operating income 20 196 476,02 15 475 241,15

II. Operating charges 14 959 320,52 11 491 053,23

A. Purchases and stocks

B. Services and other goods 7 287 817,51 4 388 501,92

C. Renumerations, social security costs and pension 7 478 981,42 6 899 305,21

D. Depreciation of and other amounts written down formation 192 521,59 203 246,10

Expenses, intangible and  tangible fixed assets

E. Amounts written down stocks, contracts in progress and  trade 

Debtors: appropriations (write-backs)

F. Provisions for risks and charges

G. Other operating charges

H. Operating charges carried to assets as restructuring costs

5 237 155,50 3 984 187,92

IV. Financial income 0,00 125,17

A. Income from financial fixed assets

B. Income from current assets

C. Other financial income 125,17

V. Financial charges 0,58 0,00

A. Debt charges

B. Amounts written down on current assets except stocks, contracts 

In progress and trade debtors

C. Other financial products 0,58

VI. Profit (losses) on ordinary activities before taxes 5 237 154,92 3 984 313,09

III. Operating profit (loss) 
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VII. Extraordinary income 0,00 0,00

A. write-back of depreciation and of amounts written down 

    intangible and tangible fixed assets

B. Write-back of amounts written down financial fixed assets

C. Write-back of provisions for extraordinary liabilities and 

    charges

D. Gains and disposal of fixed assets

E. Other extraordinary income

VIII. Extraordinary charges 5 278 544,61 3 921 310,24

A. Extraordinary depreciation of and extraordinary amounts

    written down formation expenses, intangible and - 

    tangible fixed assets

B. Amounts written down financial fixed assets

C. Provisions for extraordinary liabilities and charges

D. Losses on disposal of fixed assets 

E. Other extraordinary charges 5 278 544,61 3 921 310,24

F. Extraordinary charges carried to assets as restructuring 

    costs 

IX. Gain (loss) of the period -41 389,69 63 002,85

A. Profit to be appropriated (+) 6 256 334,98

    Loss to be appropriated (-)

1. Gain to be appropriated (+) 63 002,85

    Loss to be appropriated (-)

2. Profit (loss) brought forward

   a. Proft brought forward 6 193 332,13

   b. Loss brought forward

D. Profit (loss) to be carried forward

1. Profit to be carried forward (+) 6 256 334,98

2. Loss to be carried forward (-)
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Kruidtuin Administratif Centre Botanique, 
Doorbuilding
Kruidtuinlaan 55 Bld du Jardin Botanique
B-1000 Brussels

Tel: +32 [0]2 287 33 88
info@kce.fgov.be
http://www.kce.fgov.be 

https://twitter.com/KCEfgov

     KCE Trials: @KCETrials
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Responsible editor: Christian Léonard, General Manager a.i., Belgian Health Care Knowlegde Centre 
(KCE). 

Graphics and design: The Crew Communication, Ine Verhulst (KCE)
Coordination: Karin Rondia (KCE) and Gudrun Briat (KCE) 

The KCE is a public institution with legal personality, classified in category B as referred to in the Act 
of 16 March 1954 on the supervision of certain entities of public interest (Parastatal B).
Founded under the Programme Law (1) of 24 December 2002, published in the Staatsblad-Moniteur 
belge of 31 December 2002.  

The partial reproduction of this document is permitted with due acknowledgement of the source. 

ISSN: 2565-6945


