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 SCIENTIFIC REPORT 1 BACKGROUND 
In June 2022, minister Frank Vandenbroucke launched his “New Deal for 
the General Practitioner (Practice)”.1 Topics covered in this New Deal are a 
division of tasks, the organisation of the GP practice, cooperation, 
digitalisation, and new forms of care and financing models. 

The New Deal defines some prerequisites for the financing model for GPs. 
It should (1) be sufficiently stimulating, (2) preserve and improve patient 
accessibility, with special attention to vulnerable patients, (3) focus on 
continuity of care and availability, (4) compensate GPs correctly for tasks 
during and outside consultation hours, (5) allow delegation of tasks, (6) set 
the right incentives for prevention, population management, multidisciplinary 
cooperation, quality, etc., (7) avoid both over- and underconsumption and 
(8) achieve greater administrative simplicity.  

The New Deal proposes a new financing model for GPs/GP practices, in 
addition to but not replacing the current models of financing. At the moment, 
the majority of GPs are paid mainly on a fee-for-service basis. A small part 
of their income consists of a lump-sum payment per patient (for example the 
global medical record (GMD/DMG) or per practice (such as the telematic 
allowance). A small but increasing group of GPs receive a risk-adjusted 
capitation payment per registered patient. In the new, third model of GP 
financing the fee-for-service part will be lower than in the current fee-for-
service system, and the lump-sum part (including a capitation payment) will 
be larger.  

A Reflection Group, led by Ann Van den Bruel and Jean-Luc Belche, was 
installed to work out a new model for the organisation and financing of GPs. 
The Reflection Group was asked to provide an answer to a number of 
questions, one of which is related to the remuneration system of GPs/GP 
practices.   

In the beginning of November 2022, KCE was asked by the Reflection Group 
to identify countries that could serve as interesting examples for the 
development of a mixed fee-for-service and lump-sum payment system in 
Belgium, and to describe their remuneration system. A first version of the 
report was drafted and sent to the Reflection Group on 23 November 2022. 
The final report was submitted on 14 February 2023.      
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2 METHOD 
2.1 Selection of countries 
Given the tight time constraint, the selection of countries was limited to a 
maximum of five. A horizon scan was performed to identify countries with a 
mixed remuneration system for GPs or GP practices, including at least fee-
for-service and lump-sum payments (including but not limited to capitation 
payments). This mix of remuneration systems can be in established law, in 
widespread practice, in pilot projects or in experiments.  

Websites of relevant organisations and government institutes were 
consulted, as well as the Health Systems in Transition reports published by 
the European Observatory on Health Systems and Policies, the Health 
Systems and Policy Monitor platform2, and the Health System 
Characteristics Survey of the OECD (2016).3 

In addition to the remuneration system, preference was given to countries 
with a large or increasing share of multi-professional practices, with certain 
tasks usually performed by GPs delegated to other professionals. Also 
similarity of the culture of countries to Belgium was used as a criterion. 
Taking into account the above criteria, the following countries were included: 
the Netherlands, France, Denmark, Portugal and Estonia.  

2.2 Information collection process 
A scanning of the literature was performed to identify the main 
characteristics of the organisation and financing of GPs/GP practices in the 
selected countries. This included next to peer-reviewed literature mainly 
grey literature such as reports, policy documents, legal documents, etc. Via 
forward and backward citation of these documents, the literature was further 
explored. Additional or clarifying information was obtained via contacts with 
national experts (see Colophon).  

All chapters were reviewed by a national expert (see Colophon).  

2.3 Structure of the country description 
The country descriptions follow a similar structure. 

In a first part the organisation of GP care is described. The following 
characteristics are included, where relevant and available:  

• (GP) workforce: number of GPs and other staff (headcount, FTEs, per 
1 000 population), share of self-employed GPs 

• Type of practices: solo and group practice (share of GPs working in 
group practice), multi-professional practice 

• Patient access: gatekeeping role of GP, patient choice of GP, obligation 
to register with a GP, out-of-pocket payments (statutory tariffs, co-
payment and extra billing), patient list size 

• Multi-professional group practices (if relevant): number and evolution, 
number and types of professionals, patient list size, responsible for a 
given population (if relevant), created on a voluntary basis or not. 

The second part of each country description addresses the remuneration 
system for GPs/GP practices. Each remuneration system (fee-for-service, 
(risk-adjusted) capitation, pay for performance, bundled payment, salary, 
etc.) is described one by one, as well as the corresponding practice type if 
a remuneration system applies to a specific practice type.  

For some of the selected countries, also a brief assessment of projects or 
reforms was added. For other countries, no such information could be 
identified within the timeframe of this assignment. Many countries are 
confronted with a shortage of GPs, in general or in specific regions of the 
country, such as rural areas. An evaluation of the impact of the 
organisational or financing model on GP shortage as well as measures 
taken during the COVID-19 pandemic, were beyond the scope of this report. 

The last section of this report concludes with a transversal comparison 
across countries of the main topics discussed in the organisation and 
financing sections. The transversal comparison is presented in an overview 
table.  
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3 THE NETHERLANDS 
3.1 Organisation of GP care 

GP workforce 
In 2021, there were 13 492 GPs in the Netherlands, which corresponds to 
about 0.8 GPs per 1 000 population. The number of GPs increased steadily 
from 8 626 in 2000 to 13 492 in 2021, which is an increase of 56% over the 
period 2000-2021, or an annual increase of about 2%.4 In 2019, the number 
of GPs, expressed in FTEs, was 74% of the number expressed in 
headcounts.5 In 2013, this percentage was 77%.6 

GPs can be self-employed practice owners (zelfstandig gevestigde 
huisarts), they can work in the practice of a self-employed practice owner 
(waarnemend huisarts) or they can be employed by a self-employed practice 
owner (HIDHA – huisarts in dienst van een andere huisarts) or by a health 
centre (HID – huisarts in dienstverband). GP practices can have one or 
more than one self-employed practice owners.7 When GPs work in the 
practice of a self-employed practice owner, they can do this in a limited 
number of practices (vaste waarnemer) or work for a short time in different 
GP practices (wisselend waarnemer).6 Self-employed practice owners 
deploy wisselend waarnemers mainly for providing care in the evenings, 
nights and weekends, or to replace them during illness or holidays. HIDHAs 
and vaste waarnemers mainly provide care during regular practice hours. 

The number of GPs, expressed in FTEs, compared to the number expressed 
in headcounts largely differs between the three GP groups. In 2018, the 
percentage was 80% for the self-employed practice owners, 64% for GPs 
working in a limited number of GP practices and 57% for GPs working for a 
short time in different GP practices.5  

Also the number of working hours per week largely differs between the three 
groups: 44.1 hours for all groups together, 49.0 hours for the self-employed 
practice owners, 36.1 for GPs working in a limited number of GP practices 
and 30.1 for GPs working for a short time in different GP practices. The 
number of working hours per FTE GP is 59.3 hours. 

The increase in the number of GPs is mainly due to an increase in GPs 
working in the practice of another GP who is a practice owner (see Figure 1). 
While in 2000 only 10% of GPs worked in always changing practices, in 
2021 this percentage had risen to 21% of GPs. The opposite trend can be 
observed for self-employed practice owners where the percentage 
decreased from 84% in 2000 to 51% in 2021.4  
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Figure 1 – Evolution of the number of GPs in the Netherlands, by employment type (2000-2021) 

 
Notes: zelfstandig gevestigde huisarts = self-employed practice owner; HIDHA (huisarts in dienst van een andere huisarts) = a GP who works for at least six months in the 
practice of a self-employed GP; vaste waarnemers = GPs working in a limited number of GP practices; wisselende waarnemers = GPs working for a short time in different GP 
practices 
Source: Flinterman et al. (2022)4 
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Practice types 
In 2022, there are 4 874 GP practices in the Netherlands. In 2022, 17.5% of 
all GP practices are solo practices, 43.8% are two-person practices and 
38.7% are group practices.8 About 61.1% of all GPs (except GPs working 
for a short time in different practices) work in a group practice, 7.1% in a solo 
practice and 31.8% in a two-person practice (2022). In 2012, these 
percentages were 37.7%, 23.9% and 38.4% respectively (the results can 
partly be explained by a change in registration method).9  

A survey among GP practices revealed that on average a GP practice 
employs 5.3 FTEs (during the day), with GPs (38%) and medical assistants 
(33%) having the largest share of capacity in FTE.10 The remaining shares 
amount to 12% for practice nurses (or equivalent) for somatic care, 7% for 
practice nurses (or equivalent) for mental healthcare, 4% for practice 
managers, 2% for practice nurses (or equivalent) for elderly care, 2% for 
pharmacy assistants, 1% for practice nurses (or equivalent) for youth care, 
and 1% for nursing specialists.  

In 2021, 81% of all GP practices deployed a practice nurse for somatic care 
and 78% a practice nurse for mental healthcare. The percentages for a 
practice nurse for elderly or youth care were lower (44% and 33% 
respectively).11 The presence of the different practice nurse functions is 
related to the patient population of the GP practice. Group practices (85%) 
more often have a practice nurse for somatic care than two-person practices 
(79%) or solo practices (69%).  

The majority of practices have at least two practice nurse functions in the 
practice:11 19% have all four functions, 2% have one function and 16% do 
not rely on practice nurses. The most common combination is a practice 
nurse for somatic and for mental healthcare (25%). 

Medical assistants (doktersassistent) mostly perform administrative tasks, 
but they are also allowed to perform medical-technical tasks, such as 
removing sutures, dressing wounds or recording blood pressure.  

Practice nurses (praktijkondersteuner) take care of specific patient groups, 
such as patients with mental health problems, or patients with chronic 
conditions such as diabetes or chronic obstructive pulmonary disease 

(COPD). This type of care is also called “protocol-based care”. Practice 
nurses supervise the abovementioned patients: they monitor medication 
use, give advice to and educate patients. Chronic patients are examined 
regularly to monitor their condition. Practice nurses are not authorised to 
make diagnoses.  

A practice manager provides support to a group of GPs by taking care of the 
day to day organisational tasks. 

Some GP practices are part of a health centre, which is a multi-professional 
primary care practice with additional primary care providers (including 
practice nurses, physical therapists, dieticians, etc). Most GP practices 
and/or health centres are part of a care group (see section 3.2.3).12  

Patient access 
The gatekeeping principle is one of the main characteristics of the Dutch 
healthcare system. Hospital and specialist care (except emergency care) 
require referral from a GP. If patients go to a specialist without referral from 
a GP, they have to pay the full cost of the visit, there is no reimbursement 
by the health insurance. GP care is free of charge in the Netherlands (but 
prescription drugs and laboratory tests have to be paid by the patient).  

Although registration with a GP is not formally required, most citizens (over 
95%) are registered with a GP of their choice, mostly close to where they 
live.13 Patients can easily switch from one GP to another, but GPs have the 
right to refuse a patient. Possible reasons to refuse are when the patient 
lives too far from the practice or when there are already too many patients 
on the GP list. Patients can only register with a self-employed practice-
owning GP. 

The standard practice (normpraktijk) is the number of enrolled patients per 
full-time practice-owning GP. The standard practice is a national average 
calculated by the Dutch Healthcare Authority (Nederlandse 
Zorgautoriteit – NZa) and is based on a cost survey. This number is used by 
the NZa to determine GP tariffs, because GP funding partly depends on the 
number of registered patients (see section 3.2.2). In 2018, the NZa 
decreased the number of patients in a standard practice from 2 168 (which 
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was based on a cost survey in 2012) to 2 095 patients.14, 15 According to the 
National GP Organisation (Landelijke Huisartsen Vereniging – LHV), the 
standard practice should be reduced to 1 800 patients to allow GPs to spend 
more time per patient.16, 17 The standard practice is not an imposed 
standard, all GP practices decide how many patients can be enrolled. In 
2021, the average number of patients per GP was 2 137 patients, with 
almost one third of all GPs having more than 2 500 patients registered.18 
The average number of patients per practice was 3 500 in 2021.19  

3.2 Remuneration system 

3.2.1 The 2006 health insurance reform 
Since the introduction in 2006 of the Health Insurance Act 
(Zorgverzekeringswet – Zvw), the healthcare system in the Netherlands is 
characterised by a leading role taken by health insurers, independent 
healthcare providers and a rather modest role for the government. The basic 
idea of the reform was to give risk-bearing competing health insurers 
incentives and tools to act as prudent buyers of health services on behalf of 
their customers, who have free choice of insurer.20  

The 2006 reform introduced room for negotiation between health insurers 
and healthcare providers. Both parties negotiate on the price, volume and 
quality of care. For some types of care, maximum prices are set by the NZa.  

The 2006 reform also introduced a new remuneration system for GPs, 
consisting of a mix of capitation and fee-for-service payments.21 In 2015, a 
new remuneration system for GPs was introduced based on three 
segments.20 For some types of remuneration, GPs can only be reimbursed 
if they have a contract with a health insurer. For other types (for example, 
remuneration of GP care in the first segment, see section 3.2.2) GPs do not 
need a contract with a health insurer.  

In practice, all GP practices have a contract with most insurers. Negotiations 
are conducted by care groups (see section 3.2.3) instead of by individual 

 
a  P. Groenewegen, personal communication, 4 January 2023. 

GPs and by the dominant health insurers in a region. The negotiation results 
are then adopted by health insurers with a smaller market share.a  

In addition to the care that is provided and reimbursed within the three 
segments, some services are reimbursed separately. Examples are 
services provided during the evening, night and weekend or certain 
consumables. These services were not included in the following sections.  

3.2.2 Capitation and fee-for service payments in the first segment 

GP remuneration 
The first segment concerns the basic care provided by GPs. Basic care can 
be defined as care for which the GP is the first point of contact and for which 
the GP functions as a gatekeeper for secondary care. GPs receive a mix of 
payments for providing this basic care: a capitation payment, a fee per 
consultation or home visit, a fee for the practice nurse (or equivalent) 
(praktijkondersteuner) for mental healthcare and for some other types of 
care (such as some minor surgical procedures).22  

All amounts are maximum tariffs which are established by the NZa. In 
principle, lower tariffs can be negotiated between providers and health 
insurers, though in practice this does not occur.b 

GPs (only self-employed practice owners and GPs employed by a health 
centre) receive a risk-adjusted capitation payment (inschrijftarief) for each 
registered patient, with the age of the patient and the deprivation status, 
which is based on the zip-code of the patient’s address, as risk adjusters 
(see Table 1). The amounts are quarterly amounts. The capitation payment 
is paid for every patient registered on the first day of the quarter. GPs receive 
an additional € 5.54 for patients living in a deprived area (opslagwijk), 
compared to patients of the same age but not living in such area. A deprived 
area is defined on the basis of a deprivation index, which is based on the 
following criteria: percentage of low-income residents, percentage of 

b  P. Groenewegen, personal communication, 4 January 2023. 
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inactive people, percentage of residents with a non-Western or Central or 
Eastern European migration background.  

Table 1 – Capitation payment per quarter (2022) 
Patient group Capitation fee 
 Not in deprived area In deprived area 

<65 years  € 17.66 € 23.20 

65-74 years € 20.72 € 26.28 

75-84 years € 31.11 € 36.68 

≥85 years € 48.82 € 54.36 

Source: Nederlandse Zorgautoriteit (2022)22 

In addition to the risk-adjusted capitation payment, which is paid 
independently of the number of contacts, GPs receive an amount for each 
direct patient contact (consult). A direct patient contact can be an in-person 
consultation, but also contacts without a direct face-to-face contact. 
Contacts by phone or e-mail and video consultations are considered direct 
patient contacts only if they replace a face-to-face consultation and if the 
care is comparable to the care provided during a face-to-face contact in 
terms of care content and time spent.23  

The amount of the fee-for-service payment depends on the type of contact 
(consultation versus home visit) and the time spent per contact (see 
Table 2). Separate tariffs are set for occasional and acute care for patients 
not enrolled in the GP practice (passanttarief), for example during holidays 
when it is not possible to see the regular GP, and for some specific groups, 
such as military personnel or foreign patients temporarily residing in the 
Netherlands who are not compulsorily insured.  

Table 2 – Maximum tariffs per direct patient contact (2022) 
Type and duration of 
contact 

Fee per direct patient 
contact for registered 

patient 

Fee per direct patient 
contact for non-

registered patient 

Office consultation < 5 
minutes  

€ 5.42 € 15.93 

Office consultation 5-19 
minutes 

€ 10.83 € 31.86 

Office consultation ≥ 20 
minutes 

€ 21.67 € 63.71 

Home visit < 20 minutes € 16.25 € 47.78 

Home visit ≥ 20 minutes € 27.09 € 79.64 

Vaccination € 5.42 € 15.93 

Source: Nederlandse Zorgautoriteit (2022)22 

The fee cannot be charged if the GP receives another payment for the 
patient, for example for providing integrated care (ketenzorg; see 
section 3.2.3), but there are some exceptions. Also time spent when 
contacting other healthcare providers or for multi-professional consultations 
without a direct patient contact cannot be remunerated by this fee-for-
service payment (these services are remunerated by the capitation 
payment) . 

About 75% of GP income is related to activity provided in the first segment.13 
About 40% of income comes from capitation payments.24 GPs can bill 
capitation and fee-for-service payments even if they have no contract with a 
given health insurer. However, in practice all GPs have a contract with most 
health insurers. 
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Remuneration of other professionals in the GP practice 
Also for practice nurses for mental healthcare, maximum tariffs are set by 
the NZa (see Table 3).22  

Table 3 – Maximum tariffs for practice nurses for mental healthcare 
(2022) 

Type and duration of contact Fee per direct patient contact  

Office consultation < 5 minutes  € 5.42 

Office consultation 5-19 minutes € 10.83 

Office consultation ≥ 20 minutes € 21.67 

Home visit < 20 minutes € 16.25 

Home visit ≥ 20 minutes € 27.09 

Group consultation (per patient) € 10.83 

Source: Nederlandse Zorgautoriteit (2022)22 

In addition to the fee-for-service payments, a fixed amount per registered 
patient is paid per quarter. For a practice nurse for mental healthcare 
working 12 hours per week in a practice of 2 350 patients, the fixed amount 
is € 3.28 per quarter. This is a maximum tariff, meaning that a lower number 
of hours or a smaller patient list induces a lower amount. Deployment of 
more than 12 hours per week per 2 350 patients can be reimbursed in 
segment 3 (see section 3.2.4).   

The costs of a practice nurse for somatic care are covered by a bundled 
payment for disease management programmes (see section 3.2.3).  

Medical assistants are paid out of GP income from capitation and fee-for-
service payments.25 

3.2.3 Bundled payments in the second segment 
The second segment focuses on multi-professional primary care, which 
involves other disciplines besides GPs to deliver integrated care. This 
segment consists of three subcategories: Organisation and Infrastructure, 
segment 2A and segment 2B.26  

About 15% of GP income is related to activity provided in the second 
segment.13 

Organisation and Infrastructure 
This subpart of segment 2 was introduced in 2018 to make additional 
payments per registered insured possible on the basis of agreements 
between healthcare providers and health insurers. These additional 
payments aim to encourage (multi-professional) cooperation between 
healthcare providers in order to improve the quality and/or reduce the cost 
of care. This requires a support structure, at various population levels, of 
parties which are mandated to make agreements with stakeholders, such as 
municipalities, hospitals or other primary care providers, on behalf of the 
affiliated healthcare providers. Involved parties have to assess the 
development of demand and supply of care, define spearheads and develop 
and implement plans to realise these spearheads.  

The payment is a reimbursement per quarter per patient enrolled with a GP 
who is affiliated to the multi-professional partnership. Four services can be 
distinguished in this subsegment: district (wijk) management, integrated 
care (ketenzorg), regional management and integrated primary care other 
than ketenzorg.  

Tariffs are negotiated with the health insurer of the registered insured (there 
are no maximum tariffs) and contracts can be concluded for more than one 
year. To define the tariff, healthcare providers and health insurers make 
agreements on the remuneration of staff, management, ICT or 
accommodation.  
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Segment 2A: multi-professional care 
In 2007, a disease management programme (DMP) for type 2 diabetes 
patients was launched which was based on multi-professional cooperation 
between care providers. In 2010, a bundled payment model was introduced 
to facilitate the cooperation for DMPs for type 2 diabetes, COPD and 
vascular risk management.27, 28 The bundled payment allows all necessary 
services for the DMP to be contracted by the health insurer as a single 
package. Instead of negotiating with individual providers, care groups were 
established. Care groups are provider-led organisations that are financially 
and clinically responsible for the coordination and provision of all services 
included in the DMP. Care groups can provide the care themselves (GPs), 
or they can subcontract other providers (GPs, medical specialists, dieticians, 
etc.) to deliver the care.29  

For each DMP, a care standard was developed which defines what is 
appropriate care.20 At this moment, a DMP has been developed for type 2 
diabetes, COPD, vascular risk management and asthma.26 The amount of 
the bundled payment can be negotiated with the health insurer, if the care 
group has a contract. In case the care group has no contract, maximum 
tariffs per included patient per quarter, set by the NZa, apply: € 67.11 for 
type 2 diabetes, € 53.16 for COPD and € 28.78 for vascular risk 
management. A DMP for asthma is only possible for care groups with a 
contract.  

The bundled payment comes on top of the capitation payment (first 
segment) but the payment for consultations that are related to the chronic 
condition of the patient are included in the bundled payment. For other 
consultations the GP is entitled to the fee-for-service payment.20  

In 2010, already about 100 care groups were operating DMPs, covering the 
entire country. In 2021, there were 142 care groups for type 2 diabetes, 
COPD, vascular risk management or asthma.30 Care groups aim to stimulate 
the collaboration between care providers in order to improve quality and 
continuity of care within primary care and between primary and secondary 

 
c  P. Groenewegen, personal communication, 4 January 2023. 

care. Care groups vary in size from a few GPs to more than 100.20 However, 
patients are free to choose between receiving care from a care group (and 
follow the DMP) or from providers of their choice (GP care can only be 
provided by the regular GP). In practice, most care covered by a DMP is 
provided by the GP and practice nurse, while specialist care is purchased 
by the care group.c  

Segment 2B: contracted multi-professional care 
In this segment, new forms of multi-professional care, which are not covered 
by segment 2A, can be contracted. This can relate to new integrated care 
programmes (for example, a new keten for frail elderly) or to new elements 
of care within existing integrated care programmes (for example, 
pharmaceutical care), provided that national standards are in place.26  

3.2.4 Pay for performance and innovation in the third segment 
As is the case for bundled payments in the second segment, also for 
payments for performance and innovation a contract with a health insurer is 
needed. Healthcare providers and health insurers can make agreements on 
rewarding outcomes of care and care innovation at a local level. Outcomes 
of care can relate to care provided in segment 1 (GP care) and segment 2 
(multi-professional care). Also care innovation can relate to both segments. 
Payments in the third segment are related to reaching certain outcomes at 
practice level.31  

Tariffs are the result of negotiations between providers and health insurers 
(free tariffs). About 10% of GP income is related to activity provided in the 
third segment.13 
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Pay for performance 
Pay for performance is related to adequate referral and diagnostics, 
prescription of medicines, service and accessibility (for example, being 
accessible in the evening or in the weekend; the use of digital appointments, 
etc.), multi-professional care and stimulating GP care in regions with the 
largest population decline (krimpregio).26  

The payment is a fee per (included) patient, except for stimulating GP care 
in regions with the largest population decline where healthcare providers 
and insurers are free to determine the type of fee.  

Pay for innovation 
Pay for innovation is related to the following topics: 

• The use of e-health but only if this involves digital tools for patient self-
management or digital forms of treatment (other than those included in 
the fee-for-service payment).  

• The GP can call on the expertise of a specialised care provider (a 
medical specialist or other expertise in healthcare) without having to 
make a referral (meekijkconsult). The GP remains the primary 
responsible care provider during the consultation (face-to-face or not).  

• Other care innovations: for example, the deployment of a practice nurse 
for mental healthcare for more than 12 hours per week in a practice of 
2 350 patients can be financed by a payment for innovation. Also the 
deployment of a practice manager can be financed in this way.  

The type of payment (for example, a fee per patient) can be freely decided 
by the contracting providers and health insurers. 

4 FRANCE 
4.1 Organisation of GP care 

GP workforce 
In 2021, there were 100 621 GPs in France32 corresponding to roughly 1.5 
per 1 000 population, among which 94 500 were practising.33 Two thirds of 
them (65.5%) were self-employed on a full-time (57%) or part-time basis.32, 

33 The number of GPs, especially self-employed GPs, has been decreasing 
over time (-8% between 2012 and 2021).32 

Practice types 
From survey data, it is estimated that, in 2022, 69% of self-employed GPs, 
mainly younger ones, worked in group (either GP group practices, defined 
as the practice in the same location of at least two GPs, or multi-professional 
practices with other health professionals).34 Thirty-one percent of self-
employed GPs worked in solo-practices. The number of GPs working in 
practices made up exclusively of physicians has also been decreasing over 
time (29% of all self-employed GPs in 2022), while the number of 
multi-professional practices, that bring together in addition to GPs other 
health professionals such as nurses and allied health professionals, is 
increasing (40% of all self-employed GPs in 2022). 

The development of multi-professional practices is partly driven by the 
increase in the number of multi-professional primary care groups (maisons 
de santé pluriprofessionnelles – MSP). These structures bring together, in 
one or more locations, physicians (at least two GPs) and other health 
professionals, in a coordinated practice approach formalised by a joint 
health project. At the end of 2021, there were more than 2 000 such 
structures in France34 against less than 20 structures in 2008.35 
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Patient access 
France has no mandatory gatekeeping system but there exists a form of 
voluntary gatekeeping as financial incentives are given to those (aged 16 or 
older) who opt to register with a GP or medical specialist (designed as 
médecin traitant). When accessing secondary care with a referral from this 
GP, the patient’s co-insurance rate is reduced.36 The statutory health 
insurance reimburses 70% of the consultation fee in case of referral but only 
30% if there was no such referral (exceptions exist for some secondary care 
specialists such as gynaecologists). The gatekeeper must be an individual 
physician (who can work in a group practice or in a multi-professional 
practice).  In June 2021, it was estimated that 11% of patients (who actually 
use healthcare) did not register with such a reference doctor.37 Among the 
population with a reference doctor, 95% has a GP as their gatekeeper.38  

If the GP is the gatekeeper, the patient is reimbursed 70% of the official tariff 
(€ 25 for a consultation – see section 4.2.1) so that the co-insurance rate is 
30%. If the GP is not the gatekeeper, the co-insurance rate is higher.36  Also, 
in some cases (see section 4.2.1), GPs are allowed to charge more than the 
statutory tariffs and this extra billing must be paid out-of-pocket by the 
patient. In addition, patients pay a fixed amount of € 1 for each contact 
(consultation or home visit) with a GP, with a cap of € 50 per year.38, 39 

The average patient list size is 965 patients per GP when counting only 
registered patients through the gatekeeping mechanism. On average a GP 
sees 1 549 individual patients per year (median is 1 442, 20st percentile is 
988 and 80st percentile is 1 999) (data 2020).40 

4.2 Remuneration system 
In France, the GP payment system was historically only based on a fee-for-
service remuneration. The fee-for-service remuneration is divided between 
the so-called clinical acts (mainly home visits and office consultations) and 
the so-called technical acts (procedures). Over time, it has been 
complemented with flat-rate payments that do not depend directly on the 
volume of acts performed. Among these, there is a yearly capitation 
payment for the GP designated as gatekeeper (forfait patientèle médecin 
traitant – FPMT), a lump-sum payment subject to compliance with certain 
targets in terms of public health (rémunération sur objectifs de santé 
publique – ROSP), yearly capitation payments to coordinate care for 
patients with chronic conditions, a lump-sum payment as a support for the 
physician to modernise his or her medical practice, a lump-sum payment for 
on-call duties and a lump-sum payment to encourage GPs to electronically 
transmit healthcare information to health insurers. 

In 2021, the fee-for-service system represented 77.8% of GP 
reimbursements (63.6% for consultations, 7.7% for visits and 6.5% for 
technical acts) (see Figure 2). Flat-rate payments accounted for 17%.32 The 
rest came from a partial coverage by the health insurance system of certain 
social contributions in order to encourage physicians to join the conventional 
sector and from an exceptional support scheme that was put in place in order 
to compensate physicians for their loss of activity during the lock-downs due 
to the COVID-19 pandemic. 

Although the system is still mainly based on fee-for-service payments, flat-
rate payments make up an increasing share of GP reimbursements (see 
Figure 3). Indeed, these flat-rate payments only represented 3% of GP 
reimbursements in 2011.32 
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Figure 2 – GP reimbursements in France, by type of reimbursement 
(2021) 

 
Source: DREES (2022)32 

Figure 3 – Evolution of GP reimbursements in France, by type of 
reimbursement (in million €, 2011-2021) 

 
Source: DREES (2022)32 
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4.2.1 Fee-for-service: statutory tariffs in national agreements and 
extra billing 

Self-employed GPs are mostly paid directly on a fee-for-service basis. Most 
GPs choose to join the statutory sector (called Sector 1) and are required to 
apply the statutory tariffs defined in the national agreements. GPs who 
choose to work in Sector 2 are allowed to charge more than the statutory 
tariffs (extra billing) but give up some social and fiscal advantages.39 When 
the GP works in Sector 2, patients are covered (by the statutory health 
insurance) for the statutory tariff but not for the extra billing (these might be 
covered by voluntary health insurance). Because extra billing raises equity 
of access issues, access to Sector 2 is tightly controlled and measures have 
been implemented to contain extra billing.39 Access to Sector 2 is particularly 
restricted for GPs (compared to other self-employed medical specialists) 
since 1990.41 Therefore, less than 10% of GPs work in Sector 2.41  

The largest part of the fee-for-service remuneration is related to acts that 
are "essentially based on the practitioner's intellectual skills and knowledge" 
(the so-called clinical acts, mainly home visits and office consultations). 
These acts are listed in the nomenclature of professional acts.39 In 2017, 
fees for a consultation were reviewed (from € 23 to € 25) but also different 
levels of consultations (€ 30, € 46 and € 60) were defined to allow doctors 
to adjust the length of their consultation to the patient’s needs (children, 
chronically ill, older people).42, 43 The other part of the fee-for-service 
remuneration is related to acts which are based more on "the use of medical 
instruments or specific technical skills" (the so-called technical acts) listed in 
the common classification of medical acts.39 

In 2021, 77% of the reimbursements for GPs working in Sector 1 came from 
fee-for-service payments for clinical acts and 5.7% for technical acts (see 
Figure 4). Flat-rate payments represented 16.9% of the reimbursements. In 
Sector 2, 46.8% of GP reimbursements came from fee-for-service payments 
at the official tariff for clinical acts, 17.8% from fee-for-service payments at 
the official tariff for technical acts and 26% from extra billing. In this group, 
flat-rate payments represented only 9.4% of reimbursements.44 

Figure 4 – GP reimbursements in France, by sector (in million €, 2021)  

 
Source: Commission des comptes de la sécurité sociale (2022)44 

4.2.2 Pay for performance: ROSP 
The ROSP scheme is a pay-for-performance scheme that was implemented 
on 1 January 2012. GPs participating in the ROSP scheme received 
additional payments on top of their fee-for-service remuneration, that took 
into account the patient list size and quality indicators with intermediate and 
final targets.39 By 2013, almost 60% of physicians participated in the 
ROSP.39 In 2012, the average annual remuneration from the ROSP was 
€ 4 215 and the amount could exceed € 7 000 for a physician achieving over 
85% of the targets and treating more than 1 200 patients.39 No penalty was 
foreseen for GPs who did not achieve the targets.39 

After 5 years of implementation, the results showed improvement in some 
indicators (increase in colorectal cancer screening, increase in screenings 
for chronic kidney disease, decrease in antibiotics prescriptions, etc.). 
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However, the results also revealed poorer results for certain indicators 
(decrease in the proportion of prescribed generic drugs, etc.).45 To date no 
proper evaluation of the impact of the ROSP has been carried out.d 

The system was reviewed and updated in 2016 (implemented in 2017). The 
objective of this reform was to reinforce the relevance of the system 
according to changes in knowledge and medical standards.45 The revised 
version of the ROSP includes 29 indicators, among which 17 are new. They 
are grouped in three categories: prevention (12 indicators), chronic diseases 
follow-up (8 indicators), optimisation and efficiency of prescriptions (9 
indicators).45 Initially, the ROSP concerned only adult patients, but a 
component was added in 2018 for children (10 indicators among which 8 
are related to prevention). 

Points are assigned to each indicator. Each point is worth € 7, so that the 
maximum ROSP payment is € 6 580 in 2022.46 When the GP exceeds the 
target, he is awarded all points for the concerned indicator. If the result lies 
between the intermediate target and the target, 30% of the points are 
awarded and 70% of the points are multiplied by the gap between the 
intermediate target and the GP’s achievement. In case the GP’s result is 
below the intermediate target, 30% of the points multiplied by his progress 
between his starting score and his current score are awarded.47 

4.2.3 Capitation: FPMT 
GPs working in Sector 1 receive a yearly capitation payment for each patient 
who designated them as their gatekeeper (médecin traitant). The amount of 
the capitation payment varies according to the type and age of the patient: 
for patients without chronic condition, the amount is € 6 for children up to 6 
years old, € 5 for patients aged 7 to 79 and € 42 for patients aged 80 or 
more; for patients with a chronic condition, the amount is € 42 for patients 
up to 79 years old and € 70 for patients aged 80 or more. In addition, a 
mark-up rate is applied to take account of the social vulnerability of the 
patient list.  

 
d  J. Mousquès, personal communication, 12 January 2023. 

4.3 Multi-professional primary care groups  
In France, there are several types of primary care teams. Aside from local 
pilot projects,  one can distinguish the multi-professional primary care 
groups (maisons de santé pluriprofessionnelles – MSP) which bring together 
self-employed health professionals, and the health centres (centres de 
santé), which bring together salaried health professionals.  

MSPs are always multi-professional: they consist of, on the same location 
or not, at least two GPs and one other health professional (such as nurses, 
physiotherapists, dentists, speech therapists, chiropodists, dieticians, 
occupational therapists, psychometricians or pharmacists). Health 
professionals working in MSPs must define a health project which 
demonstrates the presence of coordination. In June 2021, 1 889 MSPs were 
operational and 366 additional MSPs were in a project phase.48  

Health centres are either mono-professional (i.e. with only physicians, only 
nurses or only dentists) or multi-professional. Among the 2 200 health 
centres in France, 455 are multi-professional.49  

4.3.1 Performance-based remuneration of MSPs 
From 2010 to 2014, a payment for the coordination of multi-professional 
MSPs and health centres was introduced through “experiments of new 
methods of remuneration” (expérimentations de nouveaux modes de 
rémunération – ENMR).35 This payment was complementary to the 
traditional (fee-for-service) payments and paid to the collective structure 
rather than to individual professionals. A continuous assessment of these 
projects was legally provided (see section 4.3.1). 

In 2015, a new performance-based payment scheme for MSPs was 
developed, first on a provisional basis, then formalised in a professional 
agreement (Accord Conventionnel Interprofessionnel – ACI) in 2017 and 
updated in March 2022. MSPs can voluntarily sign up and commit to precise 
specifications, including having a specific legal status (société 
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interprofessionnelle de soins ambulatoires) so that some direct financial 
transfers can occur to the collective structure and no longer only to self-
employed professionals. Participating MSPs receive additional payments 
based on their results in terms of accessibility, intensity of teamwork and 
use of electronic patient records.34, 35 The remuneration is paid directly to the 
MSP and not to each health professional. The structure is then free to use 
this amount as it wishes.50  

In addition, each associated health professional continues to receive his 
usual (mainly fee-for-service) payment.51 Over the period 2008-2014, the 
income of GPs working in an MSP grew more than the income of other 
GPs.35 This is not related to an increase in the volume of activity 
(consultations and home visits), but rather to a more rapid evolution in the 
size of their patient list and therefore in the associated lump-sum payments 
(see section 4.2.3). Also, GPs working in MSPs received on average € 600 
more as ROSP payment (see section 4.2.2) than other GPs.35 
It is estimated that currently 12% of GPs work in an MSP that signed up for 
this agreement, and an additional 5% in an MSP that did not sign up for the 
agreement. Among GPs younger than 50 years old, 18% work in an MSP 
that signed up for the agreement and an additional 6% in other MSPs.34 

The performance-based remuneration of MSPs is calculated according to 
Table 4. Each indicator is associated with a number of points, that can be 
fixed (calculated in the same way for all MSPs) or depend on the size of the 
patient list or the number of professionals involved.52 For some indicators, 
partial achievement is possible, leading to a number of points below the 
maximum. Each point is worth € 7. In addition, a mark-up rate (with an upper 
limit of 25%) is applied to take account of the social vulnerability of the 
patient list. The performance-based remuneration can only be paid if the first 
four criteria (prerequisite) are met. For a reference MSP with 4 000 patients 
and 16 associated professionals, the maximum number of points (for a 
100% rate of achievement for all indicators) for "basic prerequisites" and 
"basic" indicators is 7 750 points corresponding to a possible remuneration 
of € 54 250 per year (before the 2022 update). For the full achievement of 
all optional indicators 2 750 additional points can be awarded, or an 
additional remuneration of € 18 900 (before 2022 update).52  

Table 4 – Performance-based remuneration of MSPs   
Indicator Points 

Basic indicators (Prerequisite)  

Opening hours Max 800 

Coordination function 1 000 + 1 700 x 𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝 𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙 𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠
4000

up to  
8 000 + 1 100 x 
𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝 𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙 𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠

4000
above 8 000 patients 

Standard health information system 500 + 200 per involved 
professional (up to 16) + 150 per 
involved professional (above 16) 

Response to severe health crises 100 for preparedness plan 
redaction + 350 x 𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝 𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙 𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠

4000
 in 

case of crisis 

Basic indicators  

Multi-professional protocols 100 per protocol (max 8) + 40 per 
protocol if there is an advance 
practice nurse in the team 

Multi-professional concertation Max 1 000 x 𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝 𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙 𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠
4000

 + 200 if 
there is an advance practice 
nurse in the team 

Optional indicators  

Professional diversity (at least 1 medical 
specialist or pharmacist in addition to 
GPs or at least 3 different allied health 
professionals including nurses) 

300 

Professional diversity (at least 1 medical 
specialist or pharmacist in addition to 
GPs and at least 3 different allied health 
professionals including nurses) 

300 
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Consultations of external physicians (not 
GPs) or midwives or pharmacists or 
dentists – 2 days per month 

300 

Consultations of external physicians (not 
GPs) or midwives or pharmacists or 
dentists – 2.5 days per week 

300 

Support from a physician for a less dense 
zone 

200 

Public Health missions 350 x 𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝 𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙 𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠
4000

 per mission 
(max 2) + 200 for two missions if 
there is an advance practice 
nurse in the team 

Patient implication Max 200 + 300 x 𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝 𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙 𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠
4000

 

Training young professionals 450 for two internships + 225 per 
internship for the third and fourth 
internship 

External coordination 200 x 𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝 𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙 𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠
4000

 

Advanced health information system 100 

Unplanned services in the context of 
“access to care services” mechanism 

Max 200 

Quality approach  Max 600 

National protocols for cooperation in 
unprogrammed care 

100 per protocol (max 6) 

Heart failure pathway 100 x 𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝𝑝 𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙 𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠
4000

 

Pathway “overweight or obese children" 100 

Source: Arrêté du 24 juillet 201753 and Avenant du 3 août 202254 

In the system described above, health professionals working in MSPs (GPs, 
nurses, midwives, etc.) continue to receive their regular fee-for-service 
payment although the MSP receives a performance-based payment, that it 
can use as it wishes. 

To support physicians in their work, the profession of medical assistant 
(assistant médical) was created in 2019. Primary care groups, including 
MSPs, can hire a medical assistant to allow doctors to free up time to focus 
on care so that access to care, working conditions and quality of care can 
be improved.55  

Medical assistants take over administrative tasks, organisation and 
coordination tasks and/or some tasks in preparation of the consultation (e.g. 
filling medical record, taking blood pressure, etc.). Providing that they follow 
appropriate training, this role can be ensured by nurses, carers, medical 
secretaries, etc. The medical assistants are salaried, but part of/total salary 
can be covered by a public financial support. The financial aid ranges from 
€ 12 000 to € 36 000 for the first year, decreases in the second and 
stabilises in the third and subsequent years (from € 7 000 to € 21 000).37 
With this financial support, the government aimed at creating 4 000 jobs for 
medical assistants by 2022. In February 2022, there were 2 089 such 
medical assistants (1 486 FTEs).37 

4.3.2 Collective capitation: article 51 / PEPS 
Some multi-professional teams – mostly health centres – initiate projects to 
replace the fee-for-service payment by a collective lump-sum payment 
(paiement en équipe de professionnels de santé en ville – PEPS). These 
projects are developed within the framework of article 51 of the 2018 Social 
Security Financing Act that introduced a mechanism to experiment with new 
financing methods. 

GPs and nurses working in primary care groups (MSPs or health centres) 
can volunteer to be paid on a lump-sum basis instead of on a fee-for-service 
basis for three types of patients: for all patients, only for patients over 65 
years of age, or only for diabetic patients – but only if they have designated 
the GP of the group as their gatekeeper.56  



 

KCE Report 366 General practitioner remuneration 23 

 

 

Twenty-one primary care groups were authorised to take part in the 
experiment in 2019 and six others were added in 2020.57, 58 In January 2022, 
15 primary care groups (12 health centres and 3 MSPse) had actually 
implemented the lump-sum payment system.56 

The PEPS payment is a risk-adjusted capitation. For primary care groups 
who volunteered for the new payment system for the entire group of patients, 
the value of the lump-sum payment is calculated on the basis of the number 
of patients who have designated a GP of the group as their gatekeeper and 
the characteristics of these patients. The following characteristics are taken 
into account: gender, age, the number of declared ALDs (affections de 
longue durée – chronic diseases that entitle the patient to full 
reimbursement), the presence of five specific types of chronic diseases 
(diabetes, cardiovascular diseases, neurodegenerative diseases, cancer 
and psychiatric diseases), a proxy for the patient's individual economic 
situation, and an index characterising the deprivation of the patient's 
municipality.59 In addition, corrections are made to take into account the 
share of services that patients receive outside the primary care group, high 
frequency peaks, and the poverty rate in the neighbourhood of the primary 
care group. Finally, a correction is applied (between -10% and +10%) 
depending on quality indicators.59  For primary care groups who volunteered 
for the new payment system only for patients older than 65 years, or only for 
diabetic patients, other rules are used to calculate the value of the lump-sum 
payment. 
The PEPS payment is paid collectively to the primary care structure. The 
teams can freely decide on the repartition and utilisation of the payment. The 
payment can also be used to propose new services, for example to promote 
prevention.59  

The lump-sum payment is initially calculated on a retrospective basis. During 
one year, fee-for-service payments are maintained and simulations are 
performed to calculate the lump-sum payment that would have been paid to 
the structure (except for the quality mark-up). If the simulated lump-sum 
payment is above the fee-for-service payments, a bonus is paid to the 

 
e  J. Mousquès, personal communication, 12 January 2023. 

structure. There is no financial penalty in case the simulated lump-sum 
payment is below the fee-for-service payments. An additional 5% mark-up 
is paid to take into account quality (that cannot be measured in the short-
run). Primary care groups can decide to opt out of the experiment at the end 
of this stage.59  

In a second phase, the lump-sum payment becomes prospective, for a 
maximum duration of three years. During this phase, the fee-for-service 
payments are no longer maintained for the concerned patient population.59 
It should be noted that many MSPs chose to opt out before that phase 
notably because they faced difficulties in establishing a distribution key 
between healthcare professionals.60 

In addition, all involved primary care groups receive a fixed amount to help 
launch and gradually implement the prospective lump-sum payment. For the 
first year, this amount is set at € 12 000 plus an additional € 5 per patient. 
For the following two years, the amount is set at € 9 000.59  

4.3.3 Salary in MSPs: Ordinance of 12 May 2021 
MSPs were originally created to group self-employed healthcare 
professionals. However, due to evolving needs of the MSPs, in some cases, 
salaried healthcare professionals may help to diversify or complement the 
supply.61 Also salaried professionals who are not healthcare providers (such 
as social workers) may contribute to the functioning of an MSP. In response 
to these evolutions, the Ordinance of 12 May 2021 modified the legal 
structures of MSPs so that they can hire salaried professionals.62 However, 
the number of salaried healthcare professionals cannot exceed the number 
of self-employed healthcare professionals in the structure. It must also be 
noted that the tariffs that apply to medical acts performed by a salaried 
physician are the same as those for self-employed physicians. 
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4.3.1 Assessment of projects / experiments 
A quantitative and qualitative evaluation of the ENMR projects (2009-2012) 
was carried out by Irdes.63 It concluded that the ENMR projects were mostly 
settled in rural areas with low medical supply, reaching one of the objectives 
of the experiment. The qualitative analysis showed that the decision to work 
in multi-professional groups was guided by a desire to improve work 
conditions. The intervention was judged effective, as there was a smaller 
decrease in GP density in areas where a project was launched compared to 
other areas.  

Globally, for an equivalent amount of working time, physicians in multi-
professional groups followed a larger number of patients. Regarding 
technical efficiency, some gains were observed, but only for the most 
integrated groups.  

An important result was that spending was lower for patients enrolled with a 
GP working in a multi-professional group, compared to those enrolled with 
a GP working in a more traditional practice. It was estimated that, for the 
most integrated groups, the saving more than compensated the resources 
dedicated to the financial support of the project. 

In terms of quality of care, GPs working in MSPs showed better results for 
indicators related to the follow-up of diabetic patients, to vaccination, to 
screening and to the prevention of iatrogenic risk. They also showed better 
results for the prescription of generic drugs.64  

In addition, evidence suggests that MSPs were efficient to attract young GPs 
in medically underserved areas65, 66 and had a positive impact on GPs’ 
income.35, 67 

Also for PEPS projects the evaluation will be carried out by Irdes.68 

 

5 DENMARK 
5.1 Organisation of GP care 

Patient access 
In Denmark, hospital and GP care are provided free of charge at the point 
of delivery.69 Other types of care, including physiotherapy, psychotherapy, 
dental care, and medical prescriptions require patients to pay a co-
payment.70 

General practice is the backbone of the Danish healthcare system where 
GPs are the first point of contact for patients. They act as gatekeepers to 
secondary specialised care, including referrals to office-based specialists 
and inpatient and outpatient hospital care. GPs also share responsibilities 
for long-term care and chronic care with regional hospitals, and providers of 
municipal institutions and home-based services. They are in charge of 
following-up most patients with chronic care needs.  

On average, Danish people have approximately 7 GP contacts per person 
per year, including clinic consultations, home visits and telephone 
consultations. Within a year, 10% of the population do not use the primary 
care system.71 On average, one out of ten visits to the GP ends with a 
referral to the hospital.  

The Danish population has a choice between two public health insurance 
policies.72 More than 99% of the population (including nursing home 
residents) is enrolled in Group 1, which requires citizens to register with a 
specific GP or general practice of their choice. Citizens must choose a GP 
or practice located within 15 km of their home (5 km in the Copenhagen 
area), otherwise GPs must  provide a written acceptance of their willingness 
to carry out home visits despite the distance.73 Changing GP without moving 
to a new address is subject to a fee of DKK 215 (€ 28.90) in 2022. Patients 
may self-refer to certain specialists, such as ophthalmologists, 
otolaryngologists, dentists, and chiropractors. GPs are not allowed to charge 
above the fee schedule for patients in Group 1 (see section 5.2). In Group 2, 
individuals can freely choose among GPs and all private specialists without 
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a referral (except for physiotherapists, podiatrists, and psychologists). 
However, Group 2 patients have to pay the difference if the cost of treatment 
is higher than the corresponding cost of treatment for a patient in Group 1. 
In addition to Group 2 fees being higher than Group 1 fees, GPs are allowed 
to charge a supplementary fee to Group 2 patients.74 

Regions are responsible for setting the number of GPs (and specialists) 
authorised to practice in a given area (lægekapaciteter). Each region enters 
into negotiations with representatives of the GPs in the region and prepares 
a plan for the next three or four years. The number of practising GPs is 
determined on the basis of surveys of existing practices, population 
forecasts and capacity assessments.75 

Practice types 
In 2022, 94% of all GPs are self-employed professionals working on a 
contractual basis with the regional authorities and running their own private 
practices. Although the fraction of GPs working as salaried employees 
remains small (6%), the number of employed GPs has risen over time.72 In 
recent years, there have been increasing difficulties in finding buyers for GP 
practices when the previous owners retire.76 Consequently, an increasing 
number of Danes are without a permanent GP. Instead, they receive primary 
care from a GP working in a temporary clinic run by the region or by a GP 
working in a clinic run by a private company.77 

The structure of GP care has been progressively shifting from solo practices 
(enkeltmandspraksis or solopraksis) to collaborative practices 
(kompagniskabspraksis), which typically consist of two to four full-time GPs 
and may include support personnel (apart from secretaries), such as two to 
three nurses.78, 79 Collaborative practices have a shared patient list, 
finances, support staff and facilities.72 Between 2000 and 2022, the number 
of collaborative practices increased by 32% while the number of solo 
practices decreased by 53%.79 In January 2022, 59% of GP practices were 

 
f  These percentages sum up to 51% and not 59% as a small number of 

collaborative practices include zero or one GP. This is because only GPs who 

collaborative practices (38% with two or three GPs and 13% with four or 
more GPs)f. This shift is partly driven by many GPs retiring and new GPs 
not wanting to practice alone.80 

Both solo and collaborative practices can choose to operate in a special form 
called partnership practice (samarbejdspraksis). In that case, individual 
doctors or practices choose to share premises, IT equipment or staff but 
keep their own finances and patients.78 There is no official recording of these 
partnership practices, but based on the address of practice, it is estimated 
that 40% of solo practices are working as partnership practices.79 The 
average number of GPs per partnership practice is two.81 

Finally, a sharing practice (delepraksis) is a special case of a collaborative 
practice where a GP has reduced working hours, which leads to an 
additional GP being admitted as a sharing companion or as an employee.81 
A sharing practice can be established if the practice is located in an area 
with a shortage of GPs or if a GP in the practice has personal circumstances 
forcing him/her to work part-time (i.e. chronic illness, serious illness in 
immediate family, other professional function). In sharing practices, there 
are more GPs than the authorised number (lægekapaciteter) which requires 
a special agreement with the region.78  

Although GPs are private sector entities, the provision of primary care is 
subject to extensive regulation of the number of practices, their geographic 
distribution, renumeration, number of patients listed with a given practice 
and conditions under which patients are accepted by the practice. The 
maximum number of patients per GP is set at 1 600, above this limit a GP 
can choose to close the patient list.72 The average number of patients per 
GP is also approximately 1 600.82 

  

are members of the Organisation of GPs (Praktiserende Lægers Organisation 
– PLO) are counted (a very small number of GPs are not members) or 
because the GP practice has a temporary vacancy. 



 

26  General practitioner remuneration KCE Report 366 

 

GP workforce 
In January 2022, there were approximately 3 488 GPs distributed across 
1 675 practices.79, 83 The average age of GPs was 51.4 years. The density 
of GPs was 0.8 per 1 000 population and GPs accounted for approximately 
18% of the physician workforce in 2018.84 In 2022, the average number of 
consultations per day is 54.2 per GP.79 

Multi-professional teams 
The national government and the regions encourage GPs to employ more 
supporting personnel so that GPs can focus on medical tasks. The 
supporting personnel (e.g. nurses, medical secretaries) is paid salaries by 
the GP practices based on agreements between employers’ associations 
and the relevant trade unions. 

Alongside GPs, nurses and medical secretaries are the largest group of 
healthcare professionals in general practices. In 2020, 2 274 nurses 
(1 849 FTEs) and 695 medical secretaries (585 FTEs) were employed in 
general practices.79 Social and healthcare assistants (659 or 538 FTEs), 
medical laboratory technologists, midwives, physiotherapists and 
pharmacologists may also be employed in general practices.81 

Nurses are playing an increasing role in the treatment of patients with 
chronic diseases, yet the amount of responsibilities delegated from GPs to 
nurses varies by practice.81 In collaborative practices, nurses assist in the 
management of patients with chronic diseases or complex needs, which can 
include annual follow-up visits and adjustment of the treatment plan. They 
can also perform blood sampling, vaccinations, pulmonary function tests, 
and conduct preventive dialogue.72 In some cases, social and healthcare 
assistants can perform similar tasks to those performed by nurses for the 
treatment of chronic diseases. 

In recent years, the number of commonly called health houses 
(Sundhedshus), with GPs, physiotherapists, and office-based specialists 

 
g  Signe Smith Jervelund, personal communication, 14 November 2022. 

operating out of the same facilities but under separate management, has 
been increasing.85 “Health houses” are not integrated multispecialty clinics 
and there may not be any cooperation between the various healthcare 
providers. The size and functions of the health houses depend on the patient 
population in a given area.86 

5.2 Remuneration system 
GPs are remunerated via a combination of capitation (based on patient lists), 
which represents 30% of their income, and fee-for-service, which represents 
70% of their income. This combined remuneration system has evolved over 
time.g Initially, GPs’ renumeration system was based on 50% fee-for-service 
and 50% capitation,h but a growing share has been paid through 
fee-for-service over time. 

In 2018, remuneration reforms including differentiated capitation payments 
and a bundled payment scheme for patients with type 2 diabetes and COPD 
were implemented.81 The evaluation of these reforms is still in process. The 
current payment structure of primary care does not include a direct quality-
related component.85 

Figure 5 shows the evolution in the renumeration system of GPs between 
2011 and 2020. Expenditures for fee-for-service payments (see section 
5.2.1) increased by 2.5% over the period, while expenditures for base 
capitation (see section 5.2.2) increased by 32%. Regarding the new forms 
of payment introduced in 2018, expenditures for the bundled payment 
scheme for chronic patients (see section 5.2.3) has largely increased over 
time, while the differentiated capitation payment (see section 5.2.2) stayed 
limited. 

h  Hans Okkels Birk, personal communication, 19 November 2022. 
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Figure 5 – Remuneration in general practice in Denmark (in billion 
DKK, 2011-2020) 

 
Bruttohonorar dagtig = fee-for-service (daytime); Bruttohonorar vagttig = fee-for-
service (out-of-hours); Basishonorar = base capitation; Profylakseydelser = 
prophylaxis fee; Lokalaftaler = local agreements; Differentieret basishonorar = 
differentiated capitation; Kronikerydelser = chronic care (bundled payment scheme). 
Source: Praktiserende Lægers Organisation (2022)79 

Every three years, collective negotiations between the Organisation of GPs 
(Praktiserende Lægers Organisation – PLO) and the Regions’ Board for 
Wages and Tariffs (RLTN) are scheduled and binding national agreements 
are established on where, how and what services are provided by GPs along 
with the corresponding remuneration. A region can choose to enter into 
supplementary agreements with representatives of GPs in the region on the 
provision and payment of services not included in the national agreement.87 

GPs derive more than 95% of their income from the region where their 
practice is situated. Only a small part of GPs’ income constitutes fees that 
are directly paid by citizens for services not covered by the region, such as 
health certificates to renew a driver’s licence, some other health certificates 
and some vaccinations.87 There are also agreements containing special 
conditions for GP practices located in areas with low medical coverage 
(lægedækningstruede områder – LTO).81 The special conditions include the 
opportunity to establish sharing practices and extend their duration; the 
possibility to apply for additional medical capacity; and an exemption 
allowing practices to hire a proportion of employed GPs larger than 50% of 
the practice.88 GP practices located in these GP-deprived areas receive a 
differentiated capitation payment (see section 5.2.2). 

Each year, regions estimate the total number of contractual services and the 
total amount of expenses from the provision of primary care (fee-for-service 
and capitation but excluding differentiated capitation, bundled payment 
scheme, and services related to the prophylaxis agreement) in the previous 
calendar year. When the expenditure on daytime medical care per patient 
shown on the practice’s annual statement exceeds the average cost per 
patient within the region by 25% or more, the data are discussed by the 
region and representatives of the GPs in the region. The region may decide 
to set a maximum limit for the practice's total income from fee-for-service 
provided by the region during daytime hours. The maximum limit is set at 
+25% of the average fee-for-service per patient in the region. The region 
makes monthly statistics available (via sundhed.dk) to the doctors who have 
been imposed a maximum limit, so that they can monitor how they compare 
to the region average.89 

5.2.1 Fee-for-service 
Primary care services are predominantly paid for through fee-for-service. 
Fee-for-service applies to consultations, examinations, out-of-hours 
consultations, telephone or e-mail consultations, home visits and minor 
surgeries and some preventive healthcare work, such as preventive 
dialogues with patients, vaccinations or child health programmes.85 The 
fee-for-service schedule has only been reformed marginally in recent years. 
Unspecific activities such as “blood test” and “preventive counselling”, which 
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are not linked to patients’ needs or specified outputs are also covered by 
fee-for-service.85, 87 

Based on the regulation set in 2022, the fees for patients enrolled in Group 
1 insurance are DKK 148.35 (€ 19.95) for a consultation and DKK 397.99 
(€ 53.51) for an annual check-up.89 The consultation fee for patients enrolled 
in Group 2 insurance is DKK 233.53 (€ 31.40).90 

After-hours care is also paid through fee-for-service, with a higher rate than 
for daytime care. 

5.2.2 Capitation 
Capitation payments, which represent 30% of GPs’ income, aim to 
compensate GPs for services not paid by fee-for-service and prevent 
medically unindicated supplied-induced demand.87 The base capitation 
payment per registered patient in Group 1 insurance in 2022 is DKK 40.24 
per month (€ 5.41) and is not risk-adjusted.89 The practice fee per authorised 
GP (lægekapaciteter) is equal to DKK 17 652.59 (€ 2 373.41) annually, and 
is paid on a monthly basis. 

Since 2018, a differentiated capitation has been introduced (as a 
supplement to the base capitation payment) to improve recruitment and 
retention of GPs in areas with insufficient GP coverage and renumerate GPs 
according to their patients’ characteristics.81 The differentiated capitation 
payment contains two components: one related to whether the practice is 
located in a GP-deprived area and one related to the number of patients with 
increased morbidity in a GP practice. 

For the year 2022, DKK 63.4 million (€ 8.5 million) was reserved for the 
differentiated capitation scheme, of which DKK 25.4 million (40%) is 
reserved for distribution among GPs located in GP-deprived areas and 
DKK 38.0 million (60%) is reserved for practices whose patients use primary 
care services more than average.89 

 
i  Outreach clinics are a fallback solution that regions resort to when it is not 

possible to get a GP to open a practice in an area. They are an economically 

The amount of the differentiated capitation scheme according to 
geographical location is distributed equally per patient to practices located 
in a GP-deprived area. These areas are identified based on a weighting 
system of four area-level criteria: (1) proportion of citizens covered by 
outreachi, regional or pilot clinics (weight: 50%), (2) proportion of citizens on 
transfer income (i.e. social benefits, weight: 30%), (3) proportion of 
practitioners over 63 years old (weight: 10%), (4) number of practising GPs 
in the last three years as a proportion of total authorised capacity (weight: 
10%).91 In 2018, a GP located in a GP-deprived area received on average 
DKK 45.6 (€ 6.13) per registered patient, on top of the base capitation 
payment. 

The other part of the differentiated capitation scheme is calculated based on 
the estimated association between patients' primary care consumption and 
Group 1 insured patients’ characteristics: age, gender and morbidity 
(measured using Charlson’s comorbidity index). A maximum of 
DKK 105 645 (€ 14 204.08) is paid per authorised GP.89 A dynamic 
minimum is set in order not to exceed the dedicated budget of the 
differentiated capitation scheme.    

The patient loads and the GP-deprived areas are determined every three 
years. Differentiated capitation funds that have not been used are 
transferred to the following year’s payment. 

5.2.3 Bundled payment scheme 
In 2007, Denmark experimented with the introduction of financial incentives 
for GPs to improve the integration and coordination of care for patients with 
type 2 diabetes. This scheme consisted of a voluntary bundled payment 
system, which paid an up-front annual fee of € 156 per patient to a GP that 
joined the scheme to cover disease management. This fee replaced the 
capitation payment and fee-for-service payment of € 17 per consultation. As 
part of this scheme, the next three consultations following the annual 
consultation were provided without further reimbursement for the GP.92 GPs 

expensive solution. Source: Astrid Ganzhorn Eriksen, personal 
communication, 18 November 2022. 
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had to provide continuous and anticipatory care instead of reactive care by 
coordinating specialist services (e.g. eye care, endocrinology and podiatry) 
and services offered by the municipalities, offering patients self-
management programmes, regularly assessing the appropriateness of each 
patient’s management, documenting consultation, agreeing on follow-up 
visits with the patient and following-up on non-attendance.93 Another 
requirement of this scheme was the installation of a sentinel data capture 
system, which collected key data from the electronic health record system, 
generated reports for each practice, and benchmarked the GP’s 
performance against that of other GPs. This sentinel data capture system 
was shown to significantly improve quality of care.93 However, the uptake 
amongst GPs was low and only 10% of all patients with type 2 diabetes were 
covered.85 This was due to the overall incentive structure being not strong 
enough for GPs to change the way they deliver care and are financed for 
diabetic patients.93 As a result of the lack of positive results and concerns 
about the use of data, the scheme was discontinued in 2014. 

In 2018, a new bundled payment scheme for patients with type 2 diabetes 
and/or COPD was introduced.81 GPs now have population and treatment 
responsibilities for these patients (not requiring specialist services) and 
options for referrals are limited. GPs are paid, in addition to the capitation 
payment, a monthly fixed fee per registered patient with type 2 diabetes, 
COPD or both conditions. The patient’s diagnosis also needs to be 
registered in the clinical quality database. The chronic care fee covers basic 
consultation, annual check-up, e-mail, telephone or video consultations, 
regardless of the number of consultations and whether the inquiry relates to 
the chronic disease or another health problem. The annual fixed fee is equal 
to DKK 2 149.56 (€ 289.01) for patients with type 2 diabetes, DKK 1 924.68 
(€ 258.78) for patients with COPD, and DKK 2 704.32 (€ 363.60) for patients 
with type 2 diabetes and COPD. 

The bundled payment scheme aims to assign GPs a larger role in the 
treatment of chronic patients and to shift the check-ups of these patient 
groups from the hospital to the GP. Although the evaluation of this scheme 
is not yet completed, it has been criticised for potentially leading to a low 
level of activity due to the absence of direct financial incentives for GPs to 
provide services and due to cream skimming.81 

6 PORTUGAL 
6.1 Organisation of GP care 

Patient access 
Primary care in Portugal is mostly delivered by public providers (National 
Health Service – NHS) while private health service providers (for-profit or 
non-profit) play a minor role. Most GPs are civil servants and 70% of all GPs 
work exclusively for the NHS.94 All residents have access to public 
healthcare services, including primary care. After registration, patients 
choose only among the available GPs and family nurses within a 
geographical area based on their place of residence (or work).95 The GP 
ensures a gatekeeping role as patients need a referral to access other 
medical specialties.94 

Primary care in the NHS is mostly free at the point of use. Until 2020, 
patients paid a small co-payment for every home visit, with many possible 
exceptions.94 User charges for primary care were abolished in 2020 in an 
attempt to reduce the high level of out-of-pocket payments in Portugal. 
However, given the small value of user charges in primary care and the large 
number of exemptions already in place, this is not likely to have had a 
significant impact on total out-of-pocket payments in the country.96 

Practice types 
Portugal has a long history of integrated primary care through the 
development of health centres and small health units covering most of the 
national territory.94 All primary care practices are group practices in which 
GPs (in most cases four or more GPs) share the same physical structure.94 
Substitution of care to nurses is also fairly common, especially regarding 
health education and prevention.94 

Primary care in the public sector is mostly delivered through publicly funded 
and managed groups (Agrupamento de Centros de Saúde – ACES). In 
2022, there are 55 ACES, distributed over the five health regions.97 Each 
ACES is responsible for a population of 50 000 to 200 000 people.94 They 
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have organisational independence in the way they coordinate primary care 
provision, but do not have financial or administrative autonomy. The health 
regions are responsible for allocating the resources.95 They also concentrate 
support services as procurement and logistics, financial and human 
resources management. At this level, the primary care budgets are 
independent of other budgets.94 

Each ACES consists of several facilities that ensure the provision of primary 
care to the population in a determined area. These facilities include:97, 98 

• Family Health Units (Unidade de Saúde Familiar – USF) and 
Personalised Health Care Units (Unidade de Cuidados de Saúde 
Personalizados – UCSP): two forms of multi-professional primary care 
teams, including GPs, nurses and administrative staff. 

• Community Care Units (Unidade de Cuidados da Comunidade – UCC) 
led by nurses that provide healthcare, psychological and social support 
at home and community level. 

• Generally, one unit for shared services (social workers, physiotherapists, 
occupational therapists, dentists, nutritionists and psychologists), that 
provides care advisory services to all other facilities. 

• Generally, one unit for public health that is responsible for the 
elaboration of information and plans in public health areas, 
epidemiological surveillance, management of intervention programmes 
in the prevention, promotion and protection of health of the population. 

In 2022, there are 600 USFs, 320 USCPs and 268 UCCs (see Table 5).97

  

Table 5 – ACES and facilities per health region in Portugal (March 
2022) 

Health region ACES USF UCSP UCC 

Alentejo 4 20 38 37 

Algarve 3 23 16 14 

Centro 9 95 78 62 

Lisboa Vale do Tejo 15 194 89 56 

Norte 24 269 99 99 

Total 55 600 320 268 

Source: Alves et al. (2022)97 

The creation of USFs took place in 2007, when the NHS reformed the 
primary care services.95 The reform aimed at improving access, increasing 
satisfaction for professionals and users, improving quality and continuity of 
care and improving efficiency.94 The strategic reform was based on the 
success of experiences that took place starting in 1998 (Experimental 
Remuneration Regime) introducing, for voluntary teams, a new 
remuneration system related to the amount of work and quality of 
performance.99 

USFs are small teams of three to eight GPs, the same number of family 
nurses and a variable number of administrative professionals covering a 
population between 4 000 and 14 000 people.95 They are open from 8 am 
to 8 pm on weekdays, but can contract additional opening hours.94 The 
ACES establishes an annual action plan with the USFs and finances their 
services.99 The USFs were created as voluntary self-established teams, with 
functional autonomy and a mixed payment system (see section 6.3). 
Professionals already working in the NHS system were encouraged to 
decide to work together and submit a proposal for the creation of an USF. 

However, the reform let the possibility to maintain the existing type of 
structures, the UCSPs, for professionals not willing or not able to create an 
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USF.98 UCSPs do not have financial or managerial autonomy and are 
managed by the ACES, under the supervision of the health region.100 
Moreover, due to the shortage of GPs, besides their own patients, UCSP 
teams need to provide care to patients without an attributed family doctor.j 

Workforce 
In Portugal, the density of GPs was 2.9 per 1 000 population in 2020.101 In 
March 2022, 10 848 individuals (10 739 FTEs) were working in USFs: 4 016 
GPs, 3 952 nurses and 2 878 medical secretaries (see Table 6). In UCSPs, 
there were 6 259 individuals (5 824 FTEs): 1 969 GPs, 2 489 nurses and 
1 801 medical secretaries.97 On average, 1 721 patients are enrolled per GP 
in a USF and 1 434 in a UCSP.97 

Table 6 – Number of professionals and patients enrolled in USFs and 
UCSP in Portugal (March 2022) 

Health region USF UCSP 

General practitioners (headcounts) 4 016 1 969 

General practitioners (FTEs) 3 926 1 783 

Nurses (headcounts) 3 952 2 489 

Nurses (FTEs) 3 937 2 270 

Medical secretaries (headcounts) 2 878 1 801 

Medical secretaries (FTEs) 2 876 1 771 

Patients enrolled 6 911 597 3 443 516 

Average number of patients enrolled 
per GP 

1 721 1 434 

Source: Alves et al. (2022)97 

 
j  A. Lourenço, personal communication, 27 December 2022. 

6.2 General remuneration system 
Salary is the dominant method of provider payment in primary care in 
Portugal. 

Physicians’ salary is determined by their professional category (senior 
graduate assistant, graduate assistant or assistant)102 and duration of 
service, independent of any productivity measure. The different medical 
specialties all have the same salary.94 There are three possible employment 
levels: full-time (but not exclusive NHS employment) (40 hours/week), full-
time with exclusive NHS employment (40 hours/week with no private 
practice allowed), and part-time.95 Around 70% of GPs work full-time within 
the NHS.94 In that case, annual income is around € 60 000 (data 2015).94 

Nurses’ salary also depends on their professional category (nurse, specialist 
nurse, nurse manager)103 and duration of service. They can work in the 
public sector on a full-time (35 or 42 hours/week) or part-time (20 or 24 
hours/week) basis.95, 104 

6.3 Remuneration system in USFs 
Although salary is the dominant mode of provider payment in USFs, also 
capitation, fee-for-service and pay-for-performance payments are present. 
There are two models of USFs: all start as model A, but can later, based on 
their performance and after approval, become model B. Figure 6 shows the 
evolution of the number of USFs of each type between 2006 and 2020. In 
March 2022, there were 286 USFs model A and 314 USFs model B.97 
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Figure 6 – Evolution of the number of USFs in Portugal (2006-2020) 

 
Source: Biscaia and Heleno (2017)98and Ministério da Saúde (2021)105. 

In model A, financial incentives are exclusively used for team investments 
(e.g. infrastructure improvement, medical equipment, vehicles) or common 
activities (e.g. training), so that there are no individual incentives for team 
members.99, 106 Only in model B, individual performance is financially 
incentivised. The remuneration scheme for GPs, nurses and administrative 
staff is presented hereafter, as described in the Decree-Law No. 
298/2007.107 An analysis carried out in 2011 and 2012 revealed that the 
average remuneration of doctors working in USFs model B was largely 
above the remuneration of doctors working in the UCSPs but also of doctors 
working in the USFs model A.108 A model C is also foreseen, that allows 
private sector participation. Up to now, this model is experimental and not 
yet implemented in USFs.99 

6.3.1 Salary  
In USFs as well as in other types of units, GPs’ basic salary is determined 
by their professional category and duration of service. The same is true for 
nurses and administrative staff. 

6.3.2 Capitation (in USFs model B) 
On top of the salary which is paid for the minimum patient list size, GPs 
working in USFs model B receive a capitation payment. The weighed patient 
list size is calculated as the number of patients registered with the GP, 
applying a factor 1.5 for children between 0 and 6, a factor 2 for patients 
aged between 65 and 74, and a factor 2.5 for patients older than 75. The 
minimum patient list size is determined in the Decree-Law and is equal to 
1 917 weighted units. 

For each group of 55 weighted units above the minimum patient list size 
(with a maximum of nine groups), the GP receives a monthly bonus. For the 
six first groups, the bonus is € 234 per group. For the next three groups, the 
bonus is € 130 per group. 

The minimum number of patients registered with the USF is 1 917 weighted 
units per nurse. For each group of 55 weighted units above the minimum 
(with a maximum of nine groups), the nurse receives a monthly bonus of 
€ 100. 

For administrative staff, the minimum number of patients registered with the 
USF is 2 474 weighted units per administrative employee. For each group 
of 71 weighted units above the minimum (with a maximum of nine groups), 
the employee receives a monthly bonus of € 60. 

6.3.3 Fee-for-service (in USFs model B) 
GPs working in USFs model B can receive an additional fee-for-service 
payment (€ 30) for home visits, with a maximum of 20 home visits per month. 
The implementation of this payment system led to an increase in the number 
of home visits.94 
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6.3.4 Lump sum (in USFs model B) 
GPs working in USFs model B also receive additional lump-sum payments 
for extending their working hours: € 180 per extra hour on weekdays and 
€ 235 per extra hour on weekends and holidays. These amounts are equally 
divided between the GPs of a USF. 

For nurses, the corresponding lump-sum payments are € 89 per extra hour 
on weekdays and € 115 per extra hour on weekends and holidays. These 
amounts are also equally divided between the nurses of a USF. For 
administrative staff, the amounts are € 50 and € 65 respectively and are 
equally divided between the administrative staff members of a USF. 

6.3.5 Pay for performance (in USFs models A and B) 
Two types of pay-for-performance incentives can be distinguished: team 
incentives (for both models of USF) and individual incentives (only in model 
B). It is estimated that the pay-for-performance bonus can represent up to 
30% of GP practice income.109 

The team incentives are based on a set of 22 indicators in four areas 
(accessibility, care performance, user satisfaction and efficiency).98, 109 
Rewards (but no penalties) are paid proportionally to an index that measures 
the attainment percentage of the targets for the complete set of indicators.109 
Below a minimum threshold for the index, no reward is attributed. Therefore, 
incentives are based on absolute values that are the same for all USFs, and 
do not depend on their relative positions nor on improvements.109 

The team incentives aim to support and stimulate collective performance by 
attributing awards for reinvestment in the USF itself.98 This could encourage 
the revision of the skill-mix for the provision of primary care, for instance 
substituting care to nurses. In fact, this has not happened, mainly due to 
institutional barriers (too vague legal definitions of scopes of practice, lack 
of support from trade unions, etc.).110 

At the individual level, there are 22 indicators for GPs and 17 for nurses and 
administrative staff.109 GPs can receive a compensation for specific activities 
related to vulnerable and at-risk users, i.e. the follow-up of women in 
childbearing age; monitoring of pregnancy; follow-up of infants in the first 

year of life; follow-up of infants in the second year of life; follow-up of patients 
with diabetes; and follow-up of patients with high blood pressure.106 In a 
same way, GPs and nurses can receive a bonus for the provision of 
additional services including oral health and occupational health; projects 
aimed at citizens at risk of social exclusion; integrated continuous care; and 
care of adolescents and young people.106 

6.3.6 Assessing the payment reform  
Several studies reported better performance for USFs (in particular USFs-
B) compared to traditional USCPs in Portugal. USFs-B, and to a smaller 
extent USFs-A, allow to reduce inappropriate use of hospital emergency 
departments.111 Patients and professional satisfaction are globally high in 
USFs.106, 109 Also, USFs have lower waiting times (both before having an 
appointment and in the waiting room) than USCPs.112 However, until now, 
no studies are available on the impact of USFs on patient outcomes.109 

USFs (more particularly USFs-B) are found to be more efficient and effective 
than USCPs.112-115 Performance indicator values are the highest in USFs-B, 
followed by USFs-A and then by USCPs.115, 116 However, improvements 
related to the pay for performance do not seem to persist in the long run.117 
Moreover, the effectiveness and efficiency of USFs-B have been questioned 
by independent reports issued by the Court of Auditors and the Ministry of 
Finances Audit Authority.118 
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7 ESTONIA  
7.1 Organisation of GP care 
Patient access 
Estonia has a partial gatekeeping system. While GPs (called family doctors 
in Estonia) control most access to specialist care and non-emergency 
inpatient care, a GP’s referral is not required to see certain specialists (i.e. 
ophthalmologists, dermatologists, psychiatrists, dentists, gynaecologists, 
pulmonologists in case of tuberculosis and specialists needed in case of 
trauma).119 GPs are responsible for providing a core package of services to 
their “practice list” (nimistu), which corresponds to individuals registered with 
them. GPs together with primary care nurses provide 50% of all ambulatory 
care in-person visits.120 

All Estonian citizens can register on a GP list of their choice.121 They can 
change GP at any time by submitting a written application to the new GP. 
The GP may refuse to register a new person, if the limit of registered patients 
has already been reached or when the place of residence of the applicant is 
not in the service area of the GP. Nevertheless, a new person may still be 
registered if a family member is already enrolled with this GP. 

Primary care is free of charge for insured individuals (95% of the population 
in 2021) except for home visits.122 The GP may charge up to  € 5 for a home 
visit, regardless of how many patients they check during the visit. Home 
visits for pregnant women and children younger than two years old are free 
of charge.  

GP workforce 
In 2021, there were 913 practising GPs (headcounts) in Estonia or a density 
of 0.69 GP per 1 000 population.123 In terms of actual FTE employment, 
there were 820.7 GPs or a density of 0.62 GP per 1 000 population.124 GPs 
account for 20.5% of all physicians (headcounts).101 However, between 
2000 and 2017, the share of GPs decreased by more than 20%. In 2020, 
the average age of GPs was 57 years old.  

Most GPs are self-employed practitioners contracted by the Estonian Health 
Insurance Fund (EHIF).120, 125 Approximately 5% of GPs are employed by 
other physicians and are paid a flat salary.69 

Practice types 
In 2015, 74% of GPs worked as solo practitioners. However, there has been 
a growing trend towards group practices over time.119 In 2021, the EHIF had 
a contract with 416 GP practices who served 786 lists, while in 2015 there 
were 467 GP practices for 801 lists.119, 126 

GPs have a defined service area which is determined by the Health Board. 
The EHIF is responsible for primary care access and organisation, which 
includes licensing healthcare providers and registering health 
professionals.127 The patient list size should not be less than 1 200 nor more 
than 2 000. If the patient list size exceeds 2 000, an assistant doctor should 
be hired. In 2021, the average number of patients registered with a GP was 
1 597.126 

All GPs must work with at least one family nurse. In 2021, there were 1 596 
nurses (of which 1 497 family nurses) working in GP practices.123 Over time, 
the role of the family nurse has increased within primary care teams and 
some responsibilities of the GP have been shifted to nurses, such as 
managing chronically ill patients and healthy neonates. Nurses who have 
completed the required training are allowed to prescribe certain medications 
and since recently, they are also allowed to assess patients for sick leave.128 

7.2 Remuneration system 
Estonia’s mixed payment model was first implemented in the late 1990s and 
has since been adapted to cover a more comprehensive set of services. 
GPs are paid a combination of a base allowance (13.3% in 2021), capitation 
(48.4%), fee-for-service (22.6%), a quality bonus payment system (3.4%) 
and other allowances (12.3%).126 The initial payment model (since 1998) 
combined five major components (capitation, fee-for-service, base 
allowance, bonus payments, distance fee).119 Over time, the share of 
capitation has decreased, the share of base allowance has remained stable 
and the share of fee-for-service has increased (see Figure 7). The 
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increasing share of fee-for-service is related to changes in healthcare 
development with a higher use of diagnostic tests, procedures and 
therapies, a higher cap for the fee-for-service fund and a higher number of 

services paid by fee-for-service.128 In 2021, the renumeration system is 
more diversified and complex. 

 

Figure 7 – Primary care budget composition in 2003, 2011 and 2021 

 
Sources: Habicht et al. (2018)119 and Eesti Haigekassa (2011 and 2021)126, 129 

Annually, the EHIF and the Estonian Association of Family Doctors agree 
on the financial part of the contract for GPs. The financial contract is revised 
four times a year to reflect changes in patient lists.120  

Family nurses are employed by GPs and are paid using capitation payments 
received by GPs. Home nurses and midwives are either employed by GPs, 
are independent or work in a hospital that provides services to GP practices. 
In the latter two cases, home nurses and midwives are remunerated on a 
fee-for-service basis. Physiotherapists are either employed by GPs or in a 

legal partnership with a GP practice, meaning that they agree to provide 
physiotherapy services to patients of the GP practice. Physiotherapists who 
are not employed by GPs are remunerated on a fee-for-service basis by 
GPs. The EHIF funds covering the remunerations of nurses, midwives and 
physiotherapists working in GP practices are always paid first to GPs who 
then pay the different partnering primary care providers.130 
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7.2.1 Capitation 
Capitation payment accounts for approximately 50% of GP’s total budget, 
yet the importance of capitation payment has decreased over time. The 
activities covered through capitation include: carrying out outpatient 
consultations and home visits; performing assessments of the health status 
and capacity to work; monitoring and counselling in the areas of child 
development, chronic conditions and uncomplicated pregnancies; 
monitoring of risk factors, vaccination, carrying out screenings, health 
education sessions and providing medical advice; providing diagnostic, 
treatment and referral services, including treatment of minor injuries, referral 
to specialist care and arranging transport to the hospital if necessary; 
recommending and prescribing drugs; and maintaining patient records. 

Capitation rates cover the costs of labour, medical supplies and equipment, 
medications and other costs, such as office expenses. The capitation fee is 
paid per registered patient, prospectively on the 5th of each month. The 
capitation is age-weighted, namely for the age ranges 0-3 years, 3-7 years, 
7-50 years, 50-70 years and 70 years and above. The monthly payments for 
the year 2022 are: € 11.17, € 8.19, € 4.83, € 6.86, € 8.40, respectively.131 
The capitation fee is recalculated every quarter to take into account changes 
in the GP’s list.128 

7.2.2 Fee-for-service 
On average, fee-for-service accounts for approximately 22% of a GP’s total 
budget.128 Fee-for-service payments are paid retrospectively according to 
the bills submitted by the GP once a month. Fee-for-service payments cover 
a defined list of services agreed with the Estonian Association of Family 
Doctors and which are grouped in three main funds: diagnostic, therapeutic 
and procedure. In 2021, the diagnostic fund accounted for 17.1% of GPs’ 
income, the therapeutic fund accounted for 0.9% and the procedure fund for 
2.8%.126 

The diagnostic fund covers diagnostic procedures, such as laboratory tests 
and X-rays. The therapeutic fund allows the GP, if necessary, to order the 
services of a clinical psychologist, speech therapist and physiotherapist for 

a patient on his/her list without a prior specialist visit, and covers the related 
fees. 

The diagnostic and therapeutic funds are capped for each GP. The cap for 
the diagnostic fund is between 39-41% of the capitation payment, with the 
actual level depending on the GP’s performance in the Quality Bonus 
System (see section 7.2.5). For therapeutic services, the cap is 10% of the 
capitation payment.  

The procedure fund covers a defined list of services including minor day 
surgical and gynaecological procedures that a GP is able to do alone and 
are not limited by a cap. Since 2021, two new services related to cervical 
cancer screening were added to the procedure fund, which resulted in an 
increase of funding by 49% compared to 2020.126 E-consultations and 
autopsies are also paid by fee-for-service and are included in the procedure 
fund.  

As GPs have the choice of providing care or referring patients to secondary 
care for investigation and therapeutic services, fee-for-service encourages 
the delivery of primary care. However, the cap applied to therapeutic 
services is considered too low and the lack of available diagnostic 
procedures limits service delivery by GPs.126 The fees applied to the three 
funds are mostly the same as those applied in outpatient specialist care. 

7.2.3 Base allowance 
The base allowance represents a monthly pre-payment of € 1 846.45 for a 
solo GP practice. This payment covers the costs of practice infrastructure 
(rent, management, maintenance, furniture), utilities, transportation and the 
health information system. Since 2016, the EHIF increased the share of the 
base allowance, due to the inclusion of new items and rising costs of already 
included items.128 
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7.2.4 Other allowances 
Since 2013, GPs can receive an additional allowance for a second nurse 
per patient list. To be eligible, the second nurse must, among other 
requirements, conduct at least 20 hours per week of individual visits. The 
number of lists receiving the second nurse allowance has increased every 
year. In 2021, there were 594 lists with second nurses, which is 9% higher 
than in the previous year.126 On average, the second nurse allowance 
accounted for 7.3% of GPs’ total budget.126 The monthly payment for the 
second nurse allowance in 2021 was € 1 922.59 for a solo practice.128 

GPs operating in rural areas receive a distance allowance. Due to increased 
challenges in retaining GPs outside of large cities, the amount of the 
allowance was doubled in 2020. Since 2020, all GPs located outside of 
Estonia’s two largest cities (Tallinn and Tartu) and the ones in adjacent 
municipalities are paid a distance allowance. On average, this allowance 
accounted for 2.7% of GPs’ budget in 2021.126 In the same year, 396 lists 
received the distance allowance. GPs working within 20-40 km of a county 
hospital received € 823.41 and those working more than 40 km from a 
county hospital received € 1 646.82.128 

Since 2014, GPs can also receive an allowance of € 35.21 per hour of 
overtime work, to incentivise them to provide out-of-hours care. However, 
this allowance only had a small impact on increasing access to out-of-hours 
care. In 2021, the out-of-office hours allowance accounted for 0.2% of GPs’ 
budget on average.119 

Other allowances exist for: home nursing in primary care health centres 
(since 2020, 0.7% of GP’s total budget), a GP’s helpline (0.8%), the 
compensation of travel expenses of substitute service providers (since 2021, 
0.2%), and early detection of bowel cancer (0.2%) and cervical cancer (since 
2021, 0.02%). 

7.2.5 Pay for performance: the Quality Bonus System (QBS) 
The Quality Bonus System (QBS) was first introduced on a voluntary basis 
in 2006, with the aim of improving the quality and effectiveness of preventive 
services and the monitoring of chronic diseases.132 The QBS is a joint 
initiative between the Estonian Association of Family Doctors, the EHIF and 
the Ministry of Health, with GPs as leaders of the process. The initial QBS 
included a total of 27 indicators grouped into five sets: (i) prevention of 
cardiovascular disease, (ii) management of type 2 diabetes, (iii) 
management of hypertension, (iv) secondary prevention after myocardial 
infarction and (v) hypothyreosis.133 

The number of GPs participating in this system quickly increased, from 50% 
in 2006 to 97% in 2014. Since 2015, participation in the QBS is mandatory 
and results are publicly available. Even if QBS’ financial incentive was small, 
it led to an improvement in almost all indicators in 2007-2012, with stronger 
disease management for patients with hypertension, diabetes or after 
myocardial infarction.134 QBS also had an impact on the workload of primary 
care teams participating in the system compared to those not participating, 
as nurses had a higher number of visits and GPs a higher number of primary 
and follow-up visits.135 The proportion of GPs who qualified for a bonus 
increased from 4% in 2006 to more than 50% by the end of 2013 and to 
66.5% in 2020.133, 136  

In response to a study conducted by the World Bank in 2015 on healthcare 
integration in Estonia, the EHIF raised the payment of QBS by 25% in 2016 
(vs 2015). The focus of the QBS also shifted from the provision of individual 
services to bundled services and the coordination of a full set of 
recommended services for patients with a specific disease.119 The current 
QBS includes 19 indicators capturing care processes under three domains: 
(1) children (vaccinations and health checks), (2) people with chronic 
conditions (chronic disease management such as monitoring and 
medication prescriptions), (3) pregnant women (monitoring of pregnancy) 
and other miscellaneous activities. A points-based system is then used to 
determine performance.137 For indicators in Domains 1 and 2, GPs must 
meet a coverage threshold for the target group to obtain points. The 
thresholds for indicators in Domain 1 was 90% in 2016. The thresholds for 
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indicators in Domain 2 are annually revised. For both domains, no points are 
awarded for an indicator if its threshold has not been met. For indicators in 
Domain 3, no points are awarded but a coefficient is determined (maximum: 
1) to calculate the financial bonus. For all domains, to prove that indicator 
thresholds have been reached, service bills must be submitted. GPs must 
achieve a total number of points of at least 512 out of 640 to receive a bonus. 
GPs who meet this threshold but do not attain 90% of the maximum point 
number (or 576 points), receive 80% of the total bonus value. If a GP 
achieves 576 points, they are awarded the full bonus, or a maximum annual 
payment of € 7 172.08 in 2021.128 In 2016, GPs who achieved the full bonus 
and employed a second nurse received an additional € 1 000. GPs receive 
electronic performance feedback three times a year and these are published 
on the EHIF’s website.137 

If GPs perform well on the QBS standards, the cap on their fee-for-service 
payments is set at 41% of their total capitation payment, instead of 39% if 
they do not meet the quality goals. The differentiated rates incentivise GPs 
to not only participate but also achieve good results and ultimately improve 
the quality of primary care.119  

Furthermore, as part of the QBS, GPs can receive a bonus payment for 
completing their recertification, namely a continuing medical education 
programme which needs to be passed every five years. Since 2016, a 
separate bonus payment was introduced for accredited GPs. Accreditation 
which is different from the licensing of GPs, is a voluntary programme to 
assess the quality of service provision among GPs. The process of obtaining 
the accreditation consists in, first, making a self-assessment based on a 
defined set of indicators, followed by an independent audit to check the 
accuracy of the self-assessment.  

A report by the World Bank indicated that QBS is characterised by two 
extremes in overall performance in 2015-2017: GPs meeting the thresholds 
for most indicators and GPs meeting almost none of the indicator 
thresholds.137 GPs’ total QBS scores were stable over time and a five-fold 
difference in total scores was observed across Estonia. In 2017, overall 
performance was: good for Domain 1 with little regional variation, 

moderately good for Domain 2 with substantial regional variation and 
uniformly poor for Domain 3.138 

In 2021, QBS payments accounted, on average, for 3.4% of the total income 
of GPs. 

7.3 Multi-professional group practices 
One of the key objectives of the political document “Health Care 
Development Directions until 2020” adopted in 2014, was to invest in 
primary healthcare centres (esmatasandi tervisekeskus – ETTK) and 
encourage solo GP practices to merge and offer a wider range of services.119 
In addition, the European Union Structural Funds invested over € 85 million 
in 2014-2020 for the modernisation and re-building of a minimum of 35 
ETTKs all over Estonia by 2023.119 Estonia then updated its objectives and 
planned to build more than 60 ETTKs by 2023 and have at least 50% of all 
patients registered on a list affiliated with a ETTK by 2026.139 

Organisation of primary care centres (esmatasandi 
tervisekeskus – ETTK) 
According to the organisational model for ETTKs, such centre should 
operate as a single legal entity, to ensure the autonomy of primary health 
care (i.e. clear separation and independence from specialised care), 
integrity (i.e. a holistic approach to patients at primary level) and territorial 
access to a quality service.140 The locations where ETTKs can be built were 
pre-defined by the Ministry. They should be located close to a nursing 
hospital, ambulance or specialist care provider and share their infrastructure 
if possible. In the capital city of each county, the ETTK infrastructure should 
be shared with the county hospital.128 ETTKs can be owned by GPs and/or 
a local authority and/or other health professionals providing primary 
healthcare services on an independent basis. 

Since 2017, a base allowance has been introduced to incentivise solo GP 
practices to form multi-professional group practices. The minimum 
requirements for an ETTK to be recognised and eligible for this allowance 
are: at least three GPs working full-time in one location with at least 4 500 
patients (3 lists); extended opening hours (10 hours a day) and provision of 
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physiotherapy, midwifery and home nursing services in the ETTK’s 
premises.128 There must be at least one nurse available during the entire 
opening hours of the ETTK, one physiotherapist per three GPs, and 
midwifery and home nursing services available for a minimum of 5 hours per 
week. Case discussions between the members of the ETTK team must take 
place on a regular basis. ETTKs also need to fulfill some space 
requirements.140 

As of the end of 2021, 52 ETTKs were established, serving 268 lists and 
covering around 30% of the country’s patients.126 Some of the reasons 
behind the lower than expected uptake of ETTKs included challenges linked 
to legislative changes, GPs unwillingness to give up their freedom as solo 
practitioners, or a lack of funding for these new structures.128 

Renumeration system 
ETTKs’ fees are paid by the EHIF according to the combined GP 
remuneration model of capitation, base allowance, fee-for-service and pay 
for performance (see section 7.2). However, GPs in ETTKs receive a higher 
base allowance per list. In 2021, the monthly base allowance for an ETTK 
was € 4 169.18 per list (compared to € 1 846.45 in solo practice). ETTKs 
also receive  additional funds (€ 1 798.27 in 2021) for other healthcare 
professionals (e.g. speech therapist, physiotherapist).128 

Some services can be outsourced to external healthcare professionals but 
in that case the base allowance is reduced.141 Indeed, priority is given to 
working and providing primary care services as a single entity instead of 
outsourcing some services.140 The base allowance is also reduced for large 
ETTKs (a coefficient 0.75 is applied after the 20th list).141 

In the medium and long term, the fee-for-service payments for examinations 
and e-consultations will be integrated into the base allowance and capitation 
payment. It is also planned that the financing of ETTKs will be 
complemented by joint contracts between the EHIF, ETTKs and specialised 
care providers, to value care coordination and cooperation between 
providers. These joint contracts will be based on bundled payments for the 
treatment of high-risk patients.140 

 

8 CONCLUSION 
Although the selected countries have in common that they use a mix of fee-
for-service and lump-sum payments to reimburse GPs/GP practices, the 
design characteristics of the different schemes vary substantially. Also the 
organisation of GP care differs in many respects between the selected 
countries: average patient list size, gatekeeping role of the GP, mandatory 
registration or not, out-of-pocket payments or not, share of different practice 
types, etc. Table 7 provides an overview of similarities and differences 
between the five countries.  

Multi-professional collaboration 
The share of group practices (at least two GPs working together) ranges 
from 26% of GPs in Estonia to all primary care practices in Portugal. 
Moreover, in the Netherlands, Denmark, Portugal and Estonia most GP 
practices are multi-professional, and consist of (at least) GPs and nurses. In 
France, only specific types of group practices are multi-professional. Other 
professionals working alongside GPs and nurses are medical assistants, 
medical secretaries, midwives or physiotherapists. The decision to set up a 
multi-professional group is in most countries voluntary.  

Remuneration of GPs 
All countries have a mixed remuneration system for GPs, but the share of 
each payment method differs. For example, the share of fee-for-service 
ranges from hardly present in Portugal and to 78% in France. The share of 
capitation payments ranges from very low (for example, only in particular 
types of practice) in Portugal to 48% in Estonia. Except in Portugal where 
the dominant payment method is a salary, the share of fee-for-service and 
capitation is in all countries above 70%. All capitation payments are risk-
adjusted for age (except in Denmark where in addition to a risk-adjusted also 
a flat-rate capitation is paid), but the others risk-adjusters differ per country. 

Except in Denmark where GPs are only paid by fee-for-service and 
capitation, pay for performance makes up a limited part of total GP 
payments. The definition of performance is, however, very country specific.  
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Remuneration of multi-professional primary care groups 
Whether a GP works in a multi-professional primary care group or not, has 
no impact on the way he/she is paid (fee-for-service, capitation, salary, etc.). 

The wide diversity of GP payment methods also applies to how other 
professionals working in a multi-professional primary care group are paid. In 
all countries except Denmark, multi-professional primary care groups also 
receive funding at the group level.  

 

Table 7 – Overview of the main characteristics of the organisation and financing of GP care in selected countries 
 the Netherlands France Denmark Portugal Estonia 

Organisation of GP care      

Number of GPs per 1 000 population 
(headcount)  

0.8 1.5 0.8 2.9 0.7 

% of self-employed GPs 51% 65.5% 94% ~0% 95% 

Patient out-of-pocket payments Free 30% coinsurance rate 
(for registered patients) 
+ € 1 fixed amount per 

contact (capped at 
€ 50) 

Free for Group 1 
patients (99%) 

Free Free for insured 
patients (95%) except 
for home visits (max 

€ 5, excluding pregnant 
women and children) 

Average patient list size (per GP) 2 137 1 549  1 600 1 721 in USFs; 1 434 in 
UCSPs 

1 597 

Gatekeeping Yes Partial Partial Yes Partial 

Registration with GP (practice) Not mandatory (95% is 
registered) 

Incentivised, not 
mandatory (89% is 

registered) 

Mandatory for Group 1 
patients (99%) 

Mandatory Not mandatory 

Registration with GP or practice With an individual GP  With an individual 
physician (mostly GP) 

With an individual GP 
or practice 

With an individual GP With an individual GP 

Group practice (with other GPs) 83% of GP practices 
93% of all GPs except 

GPs working for a short 
time in different 

practices 

Estimated 26% to 42% 
of self-employed GPs 

59% of GP practices All primary care 
practices 

26% of GPs 



 

KCE Report 366 General practitioner remuneration 41 

 

 

Multi-professional collaboration      

Multi-professional primary care 
groups (with other healthcare 
professionals) 

Most practices are 
multi-professional 

1 889 MSPs and 455 
multi-professional 

health centres 
40% of self-employed 

GPs 

Most practices are 
multi-professional 

600 USFs and 320 
UCSPs 

All GPs must work with 
at least one family 

nurse 

Composition of multi-professional 
primary care groups 

Average GP practice: 
5.3 FTEs (GPs, 
practice nurses, 

medical assistants, 
etc.) 

Min 2 GPs + another 
health professional 

(incl. nurses) 

2-4 GPs + 2-3 nurses + 
medical secretaries and 

other health 
professionals 

USFs: 3-8 GPs + 3-8 
nurses + medical 

secretaries 

ETTKs: Min 3 GPs + 
min 3 nurses + min 1 
home nurse + min 1 

physiotherapist + min 1 
midwife 

Decision to set up a multi-
professional group 

Creation of 
multi-professional 
group practice is 

voluntary 

Creation of MSP is 
voluntary 

Creation of 
multi-professional 
group practice is 

voluntary 

Creation of USF is 
voluntary 

Mandatory for GPs to 
work with at least one 

family nurse 
Creation of ETTK is 

voluntary 

Remuneration of GPs      

Remuneration mix FFS: 35% 
Capitation: 40% 

Bundled payments: 
15% 

Pay for performance 
and innovation: 10% 

FFS: 78% 
Flat-rate (including 

capitation and P4P): 
17% 

Others: 5% 

FFS: 70% 
Capitation: 30% 

Dominant mode of 
payment: salary 

Additional modes: FFS, 
P4P, capitation and 

lump-sum 

Capitation: 48%  
Base allowance: 13% 

FFS: 23% 
P4P: 3%  

Others: 12% 

Fee-for-service Covers consultations 
and home visits 
Maximum tariffs 

determined by Dutch 
Healthcare Authority 

Covers consultations, 
home visits and 
technical acts 

Statutory tariffs (Sector 
1) or statutory tariffs + 
extra billing (Sector 2, 

<10% of GPs) 

Covers consultations, 
examinations, home 

visits, minor surgeries 
and some others 
Statutory tariffs 

(differentiated for 
Group 1 and Group 2 

insurance) 

Covers home visits 
Capped 

Covers diagnostic 
procedures, therapeutic 

services, and minor 
surgeries 

Capped for diagnostic 
and therapeutic 

services 
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Statutory tariffs for 
contracted GP (most of 

them) 

Capitation Risk-adjusted (age and 
deprivation status at 
zip-code level of the 
patient’s address) 

Risk-adjusted (age and 
presence of chronic 

condition) + mark-up for 
social vulnerability 

Base capitation: not 
risk-adjusted 

Differentiated capitation 
according to location: 
only for GP-deprived 

area, not risk-adjusted 
Differentiated capitation 
according to patients’ 
estimated use: risk-

adjusted (age, gender 
and morbidity) 

For patients above the 
minimum patient list 

size 
Risk-adjusted (age) 

Risk-adjusted (age) 

Pay for performance  Fee per patient for 
adequate referral and 

diagnostics, 
prescription of 

medicines, service and 
accessibility, multi-

professional care and 
all types of 

remuneration for 
stimulating GP care in 
regions with the largest 
population decline and 

for innovation 

Indicators related to 
prevention; chronic 
diseases follow-up; 

optimisation and 
efficiency of 
prescriptions 

Points-based system 
with differentiated 

payment depending on 
the level of 

achievement w.r.t 
target 

The system does not 
include a direct quality-

related component 

Bonuses for specific 
activities related to 

vulnerable and at-risk 
users and for provision 
of additional services 

Indicators related to 
children, chronic 
conditions and 

pregnancy and other 
activities 

Points-based system + 
for good performers 

increase of the FFS cap 

Remuneration of multi-professional primary care groups  

Remuneration of involved GPs   Same as above  
 

Same as above 
(possibility of salary) 

Same as above Same as above Same as above but 
higher base allowance  

Remuneration of other involved 
professionals 

Fee-for-service for 
practice nurses for 
mental healthcare 

Nurses, midwives, etc.: 
mainly FFS (possibility 

of salary) 

Salary Dominant mode of 
payment: salary 

Family nurses: salary or 
allowance 
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Salary for others 
(medical assistants, 
practice nurses for 
other types of care, 

etc.) 

Medical assistants: 
salary (partially covered 

by public support) 

Additional modes: P4P, 
capitation and lump 

sum 

Home nurses, midwives 
and physiotherapists: 

salary or FFS 

Remuneration at the group level Bundled payments for 
care groups 

P4P for accessibility, 
intensity of teamwork 
and use of electronic 

patient records 
PEPS (27 projects): 
replaces individual 

(mainly FFS) payment 
by a collective 

lump-sum payment 

None P4P for accessibility, 
care performance, user 

satisfaction and 
efficiency 

Extra fund for hiring 
additional healthcare 

specialist (e.g. speech 
therapist, 

physiotherapist)  

ETTK: esmatasandi tervisekeskus (primary care centre); FFS: fee-for-service; MSP: maisons de santé pluriprofessionnelles (multi-professional primary care groups); P4P: 
pay for performance; PEPS: paiement en équipe de professionnels de santé en ville (collective lump-sum payment); UCSP: Unidade de Cuidados de Saúde Personalizados 
(Personalised Health Care Units); USF: Unidade de Saúde Familiar (Family Health Units). 
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