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COMPENSATING HEALTHCARE 
PROFESSIONALS FOR INCOME 
LOSSES AND EXTRA EXPENSES 
DURING COVID-19
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Juliane Winkelmann and Ewout van Ginneken

Summary: COVID-19 has affected the incomes of some health 
professionals by reducing demand for care and increasing 
expenditures for treatment preparedness. In a survey of 14 European 
countries, we found that most countries have incentivised substitutive 
e-health services to avoid loss of income. Health professionals have 
also received financial compensation for loss of income either through 
initiatives specifically designed for the health sector or general self-
employment schemes, and have either been reimbursed for extra 
COVID-19-related expenditures such as personal protective equipment 
(PPE) or had these provided in kind. Compensation is generally funded 
from health budgets, complemented by emergency funding from 
government revenue.
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Introduction

The COVID-19 pandemic has affected 
the incomes of ambulatory health 
professionals in hospitals and in the 
community in two main ways. First, 
many health professionals have faced 
a substantial loss of income due to a 
reduced demand for care. While some 
have had their elective work reduced, 
others have seen patients forgo services. 
For example, American radiologists 
faced reduced demand of services due 
to reduced traffic injuries during the 
lockdown, and neurologists reported that 

services were postponed due to restricted 
capacities in hospitals and patients not 
going to clinics for elective care out of 
fear of being infected by COVID-19. 1   2  
Second, many health professionals faced 
additional expenditures for COVID-19 
treatment preparedness such as reshaping 
clinics, securing necessary supplies and 
personal protective equipment (PPE), for 
which prices have increased substantially. 3  
Countries have used various strategies 
to mitigate against the loss of income 
and compensate health professionals for 
forgone revenue and additional spending. 
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This article aims to support policymakers 
across countries in tailoring policies to 
tackle health providers’ loss of income 
during the COVID-19 pandemic.

‘‘ 
incentivising the 

use of alternative 
e-health care

Data were collected from the COVID-19 
Health System Response Monitor (HSRM) 
(up to 10 July 2020) as well as a survey of 
country experts that were asked questions 
on how countries have been compensating 
health professionals for income losses and 
increased expenditures. The paper focuses 
on 14 countries including the Czech 
Republic, Denmark, England, Estonia, 
France, Germany, Israel, Italy, Lithuania, 
Luxembourg, the Netherlands, Spain, 
Sweden and Switzerland.

The payment method of health 
professionals impacts their potential 
loss of income

In several countries, certain groups 
of health professionals, particularly 
primary care providers (PCPs), are paid 
prospectively or without a link to their 
activity, i.e. they are paid (predominantly) 
on a capitation basis or as salaried 
employees. In these countries, including 
the Czech Republic, Estonia, Israel, Italy, 
Spain and Sweden, income losses were 
relatively small, and there was no pressing 
need for extensive compensation schedules 
at the time of this review. However, 
health professionals who are largely 
paid retrospectively based on activity 
such as fee-for-service (FFS) or pay-for-
performance (P4P) have proven vulnerable 
to reduced demand for services and have 
suffered a substantial loss of income, 
e.g. general practitioners (GPs) in France.

Countries are incentivising e-health 
and remote services to facilitate 
access to care, which also helps 
to reduce income losses

A widely used strategy to facilitate 
access to care, that also helps mitigate 
income losses, has been incentivising 
the use of alternative e-health care. 4  
Countries have loosened restrictions on 
digital or phone consultations (the Czech 
Republic, Germany, Luxembourg, the 
Netherlands, Sweden, Switzerland), and 
have paid for remote health services at 
the same or higher fees as for face-to-
face consultations (Denmark, Estonia – 
see Box 1, France). In England, GPs 
could get reimbursement for setting up or 
enhancing their information technology 
(IT) capacity and equipment. This allowed 

health professionals to keep providing 
services and for patients to receive the 
necessary care, thereby also securing 
revenue flow for providers to some extent.

Countries employ various strategies 
to offset the income losses of health 
professionals due to decreased 
demand for health services

Table 1 shows that countries have used 
different mechanisms to offset the 
income losses for health professionals. 
First, health professionals can get non-
health care specific COVID-19-related 

Box 1: Introduction and incentives to use e-health consultations in Estonia

In March 2020, the Estonian Health Insurance Fund (EHIF) reacted immediately to 
the suspension of elective care by introducing a fee for remote outpatient specialist 
consultations to provide an alternative for office visits. The EHIF defined a list of 
services that could be conducted remotely, with minimum standards of quality and 
monitoring requirements. The fees for remote services were equal to those for on-
site consultations/office visits. In addition, hospitals were eligible to apply for a one-
time compensation to scale up their capacity for remote outpatient consultations. 
The compensation was equivalent to 1.5% of the amount of their annual outpatient 
elective care contract. Hospitals could apply for this payment if at least 20% 
of visits (compared to the number of visits during the same period of time last 
year) were conducted remotely and if at least 20% of these remote visits were 
performed as video consultations. During the emergency situation, about one-third 
of consultations were conducted remotely, including more than three-quarters of 
consultations in psychiatric care. The preliminary results of a survey among 183 
patients suggest that more than 80% were satisfied with remote consultations 
and would use them again. 5  The EHIF continues to finance remote consultations. 
However, the service standards and criteria are being reviewed and tightened.

Box 2: Compensatory payments in The Netherlands

Dutch GPs are paid primarily through a combination of (passive) capitation and 
FFS for each visit (about 75% of their income), with some P4P-like components 
(the other 25%). In March 2020, GPs, health insurers and the Dutch Healthcare 
Authority agreed upon compensation for GPs during the pandemic: (1) GPs 
received a one-time extra flat rate capitation payment (for each registered patient 
in their practice), regardless of the COVID-19 morbidity rate among their patients; 
(2) GPs can charge a higher fee for home visits to COVID-19 patients; (3) GPs 
can negotiate additional financial support to avoid bankruptcy with the “preferred” 
health insurer that covers most of their patients.

Health insurers compensate for 60 – 85% of the shares of allied health professionals’ 
turnover to cover fixed costs. Health care providers may be subject to paying back 
some of the compensation if they manage to limit financial losses during the rest of 
the year. If this compensation is not sufficient, these health professionals may apply 
for the general support for businesses.
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compensation, which are available 
to all self-employed professionals or 
businesses in some countries (the Czech 
Republic, Estonia, Germany, Israel, the 
Netherlands, Switzerland). In Estonia 
and the Netherlands, this mechanism is 
mainly intended for those cases where 
the COVID-19-related compensation 
payments were not sufficient, whereas, 
in Israel and Switzerland it is the main 
mechanism. Second, some countries 
provide flat compensations for lost 
revenue, e.g. extra/higher capitation 
or temporarily higher fees (the Czech 
Republic, Estonia, Germany, Italy, 
Luxembourg, the Netherlands). Third, 
some countries have chosen to broadly 

compensate certain groups of health 
professionals through payments based on 
the previous year’s turnover. In Lithuania 
primary care institutions continued to 
receive the planned monthly income 
of one-twelfth of the annual contract 
with the National Health Insurance 
Fund (NHIF). Other examples include 
compensating income if it falls by more 
than 10% in Germany (for physicians, 
psychotherapists, allied health 
professionals) or 30% in Denmark (for 
GPs). In the Netherlands, allied health 
professionals can receive compensation 
expressed as a set percentage of annual 
turnover (see Box 2). Fourth, as is the case 
in England, payments for primary care 

practices will temporarily not be linked 
to performance to compensate for the loss 
of income due to scaled-back services; 
GPs will instead receive payments at rates 
that assume they would have continued 
to perform activities at the same levels 
as before the outbreak. Fifth, several 
countries are providing payments to cover 
fixed costs such as for rent and employees 
(the Czech Republic, Estonia, France, 
the Netherlands, Switzerland). Finally, at 
least in the Netherlands, there are plans to 
recoup some of the additional payments 
after the crisis, e.g. through lower future 
reimbursement levels.

Table 1: How are countries compensating health professionals for income losses due to COVID-19? 

Country
Non-health sector 
specific

Health sector specific

COVID-19-related 
compensation to any 
self-employed 
professional or 
business

Flat compensation 
e.g. extra capitation 
or temporarily higher 
fees

Compensation based 
on previous year 
turnover up to a fixed 
percentage

Temporarily 
suspending FFS or 
P4P while increasing 
the share of fixed 
payment

Subsidies to cover 
fixed costs such as 
rent and employees

Czech Republic Self-employed health 
professionals

PCPs that perform 
tests at the end of 
quarantine of patients; 
Dentists

All providers (under 
discussion)

– Dentists and private 
health care providers

Denmark – – GPs  – –

England – – – GPs –

Estonia Non-EHIF contracted 
physicians

– EHIF contracted 
providers

– EHIF contracted 
providers

France – GPs All health professionals – All health professionals

Germany Solo ambulatory 
practices considered 
as entrepreneurs

Physicians, 
psychotherapists and 
all allied health 
professionals

Physicians, 
psychotherapists, all 
allied health 
professionals

– –

Israel Outpatient self-
employed specialists

– Inpatient professionals 
infected or quarantined

– –

Italy – GPs and paediatricians 
working after hours

– – –

Lithuania – – Physicians – –

Luxembourg – GPs and specialists 
treating COVID-19 
patients

– – –

The Netherlands Allied health 
professionals

GPs Allied health 
professionals 

– GPs

Spain – PCPs treating 
COVID-19 patients 

– – –

Switzerland Self-employed 
outpatient 
professionals 

– – – Self-employed 
outpatient 
professionals

Notes: PCP = primary care providers; GPs = general practitioners; FFS = fee-for-service; P4P = pay-for-performance; CCG = Clinical Commissioning Groups;  

EHIF = Estonian Health Insurance Fund; PPE = personal protective equipment. 
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Countries used different ways to pay 
professionals for increased COVID-19-
related expenditures

Some health professionals have faced 
extra expenses related to the COVID-19 
outbreak, for example because they had 
to reshape clinics to implement physical 
distancing measures, hygiene and safety 
regulations or to purchase PPE. However, 
compensation for this additional spending 
varied substantially across countries. 

COVID-19 preparedness, i.e. redesigning 
clinics and waiting rooms, and treatment 
equipment such as PPE and hygiene 
products were provided in kind in the 
Czech Republic, Germany, Israel, Italy 
or were reimbursed by the government 
in Estonia, France, the Netherlands, Spain, 
Switzerland. In kind provision and funding 
may not always be sufficient, meaning 
that health professionals in these countries 
may still be searching for equipment and 

paying for them. Where it is not provided 
in kind, there seems to be a lack of clarity 
regarding funding or compensation for 
additional expenses.

Some countries also provided additional 
fees for services for (suspected) COVID-19 
patients (e.g. Germany, the Netherlands for 
GPs) or have reimbursed extra spending 
such as to improve e-health platforms 
(e.g. Spain, England). The Czech Republic 
implemented new fees for antibody tests, 
the Netherlands and France set incentives 
for GPs to treat COVID-19 patients with 
a higher tariff for visits (see Box 3). 
Germany set higher tariffs for GPs treating 
patients in long-term care institutions and 
German hospital professionals received 
bonuses for treating COVID-19 patients 
that varied according to the prevalence of 
the disease in their region.

Compensation schemes are often 
funded from health budgets and 
complemented by ‘emergency’ funds

There are several ways in which national 
health systems fund the revenue losses 
and additional spending due to the 

Box 3: French statutory health insurance (CNAM) compensatory payments 
to health professionals

In France, community health care professionals are self-employed and payed on 
a FFS basis. During the lockdown (March – April, 2020), their activity (and income) 
has dramatically dropped. Teleconsultations were encouraged and paid at the 
same price as face-to-face consultations. The French statutory health insurance 
(CNAM) also attempted to support health professionals to keep providing care by 
helping them to cover fixed expenditures such as rent, staff costs, social security 
contributions and taxes. It is the first time that such a support system has been 
implemented. CNAM also introduced higher fees for consultations: one for the 
management of COVID patients (i.e. reporting the case and providing contact 
details), and another fee to handle chronic diseases patients (i.e. for a medical 
check-up and follow-up). Finally, CNAM is negotiating with health professionals 
over providing compensation to cover costs of increased hygiene measures. 

Figure 1: What can countries do to offset income losses and extra expenses due to COVID-19? 

Source: Authors’ compilation 
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COVID-19 pandemic, reflecting country-
specific contexts including payer mix, 
payment method, fiscal space and health 
insurance fund reserves. In some cases, 
funds were allocated directly to providers, 
particularly if they are self-employed or 
paid via FFS. When professionals are 
salaried employees or paid on a capitation 
basis, these funds are typically allocated 
to payer agencies, such as municipalities, 
Clinical Commissioning Groups and 
health insurers. In other cases, health 
insurers have reserves, either because 
of legal obligations, from past years 
or from services forgone during the 
pandemic, and these are being used to pay 
for extra COVID-19-related expenses. 
Finally, countries may increase insurance 
contributions/premiums or taxes in the 
near future to cover COVID-19-related 
extra expenses.

‘‘ variety 
of strategies to 

financially 
support health 
care providers

Policy lessons

This article has shown that countries have 
implemented a variety of strategies to 
financially support health care providers 
in the ambulatory sector during the 
pandemic to mitigate their loss of income 
and to help relieve financial pressures 
due to additional expenses. Overall, three 
broad strategies to compensate ambulatory 
health care professionals can be identified 
(see Figure 1). First, countries attempt 
to mitigate reduced demand for elective 
(non-COVID-19) health care services 
by increasing the availability of e-health 
and remote consultations through looser 
restrictions or higher reimbursement. 
This has the additional benefit that it may 
prevent patients from forgoing necessary 
care and allows the providers to deliver 
real services instead of simply handing 
out money that may have to be recouped 
later. Second, in those countries where 
professionals lost income from activity-

based payments due to providing fewer 
services, extra or higher compensation 
(e.g. through FFS, capitation), suspending 
activity-based payment, or subsidies 
to cover fixed expenses such as rent 
or salaries for employees, are viable 
options. Third, if not eligible for the 
aforementioned support, self-employed 
health professionals could be included 
in non-health care specific COVID-19-
related compensation schemes which are 
available to all self-employed professionals 
or businesses. Other compensations for 
COVID-19 related expenses have been 
given by providing centrally procured 
PPE and hygiene products in kind, which 
may also prevent competition among 
professionals for PPE and lower unit 
cost. Further options include providing 
additional fees for COVID-19-related 
services and reimbursing any expenses 
related to reshaping clinics to comply 
with physical distancing, hygiene and 
safety regulations and developing 
e-health services.
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