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. Introduction 

Since the emergence of COVID-19, health systems worldwide 

ave had to respond to a range of different challenges [1] . Hos- 

ital services had to be restructured, intensive care unit (ICU) ca- 

acity expanded [ 2 , 3 ], elective admissions temporarily put on hold, 

nd patient pathways reorganized to accommodate COVID-19 ser- 

ices in parallel with non-COVID-19 services. Healthcare profes- 

ionals such as primary care providers (PCPs), specialists and allied 

ealth professionals, also had to take on new tasks, such as testing 

nd treating COVID-19 patients in their clinics and providing more 

ome visits and remote services (e-health services) to protect pa- 

ients and themselves from potential infection. General practition- 

rs (GPs) in some countries were engaged in contact tracing of pa- 

ients. In addition, all health providers (hospitals and professionals) 

ad to change their practice patterns in line with new hygiene re- 

uirements, making greater use of personal protective equipment 

PPE), providing disinfectants, and enabling patients to keep a dis- 

ance in waiting rooms [ 4 , 5 ]. 

All of these challenges have had implications for health 

roviders’ (hospitals and professionals) income and expenditures. 

irst, the costs of care related to COVID-19 patients can be sub- 

tantial for hospitals because of long hospital stays, isolation treat- 

ent, and complex care on ICUs. Significant investments have been 

ade in many countries to expand ICU and hospital capacity and 

orkforce [6] . In addition, stricter hygiene standards, physical dis- 

ancing requirements, greater use of PPEs, and widespread test- 

ng, have made it costlier and time consuming to treat non-COVID 

atients. Second, in many countries with activity-based payment 

echanisms, health providers experienced revenue shortfalls – at 

east during the initial phases of the pandemic in spring 2020 –

ecause they had to put elective procedures on hold or because 

atients simply avoided seeking care. 

Many countries have adjusted their provider payment systems 

n response to COVID-19 [ 7 , 8 ]. The incentives created by payment

djustments can potentially impact treatment patterns, admission 

olicies, activity levels, efficiency, and quality of care [9–11] . How- 

ver, a systematic overview of payment adjustments in response to 

OVID-19 and an analysis of the potential impacts of these adjust- 

ents remains unavailable. International experiences can provide 

olicymakers with policy options about alternative approaches for 

djusting their national payment systems, and they may provide 

uidance for mid- to long-term adjustments that would improve 
399 
were adjusted in many countries in response to the COVID-19 pandemic

review adjustments for hospitals and healthcare professionals across 20

l framework distinguishing between payment adjustments compensating

g extra costs related to COVID-19. Information was extracted from the

se Monitor (HSRM) and classified according to the framework. We found

blem in countries where professionals were paid by salary or capitation

udgets. In countries where payment was based on activity, income loss

gets and higher fees. New FFS payments were introduced to incentivize

COVID-19 related costs included new fees for out- and inpatient services

s for hospitals. Budgets covered the costs of adjusting wards, creating new

ers assumed most of the COVID-19-related financial risk. In view of future

 work to increase resilience of payment systems by: (1) having systems

ent systems; (2) being aware of the economic incentives created by these

inment or increasing the number of patients or services, that can result in

 as risk selection or overprovision of care; and (3) periodically evaluating

ents on access and quality of care. 

© 2021 Published by Elsevier B.V. 

esilience of payment systems against future shocks, such as pan- 

emics. 

Our objective was to identify how payment systems for health 

are providers (hospitals and health professionals) in different 

ountries were adjusted (or not) to the pandemic with a focus 

n changes in 2020 in response to the pandemic. Given the two 

ain challenges to providers’ finances outlined above, we focus 

n analyzing how countries (1) compensated hospitals and outpa- 

ient providers for income loss related to reduced activity and (2) 

aid for COVID-19 related services and the costs of higher hygiene 

tandards. Our analysis covers payment adjustments during 2020 

nly, therefore payments related to the vaccine rollout are not cov- 

red. For hospitals, we focused on acute inpatient care, excluding 

ehabilitation and long-term care. For outpatient providers we in- 

luded practices and professionals depending on the context. We 

ocused on outpatient providers, including PCPs, specialists, and al- 

ied health professionals, but excluded the payment of nurses or 

hysicians working in inpatient care. 

. Methods 

.1. Analytical framework 

An analytical framework was developed on the basis of ini- 

ial research on COVID-19 related payment approaches for hospi- 

als and health professionals [ 7 , 8 ]. The aim of this framework was

o classify different national approaches into categories that allow 

o better understand how provider payments changed throughout 

he first year of the pandemic. The resulting typology of payment 

djustments is presented in Fig. 1 . It first distinguishes between 

ayment adjustments that aim to either (a) ‘compensate income 

oss’ due to lower utilization of care or (b) ‘pay for COVID-19 ′ re- 

ated services. It then defines three strategies to adjust payments: 

1) keeping the old payment with the same or higher rates; (2) 

dding new payment methods, removing components of existing 

ayments, or changing the payment mix; and (3) providing ma- 

erial such as PPE in kind or covering its costs. Below follows an 

xplanation of each strategy: 

� Old payment refers to payment mechanisms that were in 

place before the pandemic and were not changed, regardless 

of providers’ activities, e.g. salaries, budgets or FFS for remote 

visits. These can be the same or increased rates to account for 

additional COVID-19 related expenditures or to compensate for 
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Fig. 1. A typology of COVID-19 related adaption of provider payment 

Source: authors’ own compilation. 
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lower activity. Examples are higher budgets, higher salaries, and 

higher Per Diem (PD) or Fee-For-Service (FFS) rates. 

� New payment refers to the introduction of new payment mech- 

anisms or to changes in the mix of payments in place. It in- 

cludes changes introduced during the pandemic as a response 

to the financial changes and fluctuation in demand. For exam- 

ple, new PD payments or budgets for empty beds; new PD or 

Diagnosis-related group (DRG) codes specific to COVID-19 pa- 

tients, which were priced to account for the higher costs; or 

new FFS for new services such as testing and tracing. New pay- 

ments also include the introduction of payments based on pre- 

vious year turnover or the usual target budget, modifying the 

share of certain existing payments, suspending performance- or 

quality-based components of payments, or new direct transfers 

to cover fixed costs (e.g., salaries, rents). 

� Provision of materials includes cost coverage, subsidies or in- 

kind provision of materials needed during the pandemic. These 
include PPEs, hygiene products and other consumables. r

400 
.2. Data collection 

The paper builds on the content compiled in the COVID-19 

ealth System Response Monitor (HSRM). The HSRM is a platform 

stablished in March 2020 and designed in response to the COVID- 

9 outbreak to collect and disseminate up-to-date information on 

ow countries, mainly in the WHO European Region, are respond- 

ng to the crisis, focused primarily on the responses of health 

ystems (see www.covid19healthsystem.org ). It is a joint initiative 

y the European Observatory on Health Systems and Policies, the 

orld Health Organization (WHO) Regional Office for Europe and 

he European Commission. 

The HSRM content is structured broadly around the standard 

ealth system functions [12] , capturing information on policy re- 

ponses related to, inter alia, governance, financing, and service 

rovision. The information is collected by experts from the coun- 

ries that report to the platform (53 WHO European region) and 

egularly updated by way of an evolving set of questions that serve 

http://www.covid19healthsystem.org
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Table 1 

Compensation of income loss across 20 countries, by payment adjustment strategies and care setting. 

Outpatient providers Hospital inpatient care 

Payment 

adjustment 

Salary/ budgets FFS Capitation Budget FFS, PD DRG or case 

payment 

Old Finland, Israel (2), 

Lithuania, Poland, 

Slovenia, Spain 

Higher rates: Sweden 

Germany (E), Israel (E), 

Netherlands (E), 

Poland, Sweden (E), 

Switzerland (E) 

Higher rates: Bulgaria, 

Czechia, France (E), 

Italy 

Czechia, Estonia, 

Israel, Lithuania, 

Poland, Romania, 

Spain 

Denmark, England, 

Israel, Lithuania, 

Poland, Slovenia, 

Spain 

Higher rates: 

Czechia, Sweden 

Poland, Romania 

New Belgium (2), Bulgaria, 

Denmark (E), England, 

Estonia (3, E), Italy, 

Lithuania, Switzerland 

Belgium (E), Denmark 

(2, E), England (3), 

Estonia (E), Germany, 

Israel (E), Italy (2, E), 

Lithuania (E), 

Luxembourg (2, E), 

Netherlands, Romania 

(E), France (5, E), 

Czechia (E), Slovenia 

(E) 

England, 

Netherlands 

Belgium (3), 

Bulgaria, Denmark, 

England (5), 

Estonia, Finland, 

France, Israel, Italy, 

Netherlands, 

Romania 

Switzerland 

Germany 

Note: numbers in parenthesis refer to the number of payment adjustments if greater than one; (E) refer to payments for remote services (e-health, phone consultations or 

telemedicine). 
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s prompts for the country health policy experts contributing to 

he platform. 

RW and WQ initially screened HSRM materials related to fi- 

ancing, identified and selected countries that reported payment 

djustments during the first half of 2020. The typology of COVID- 

9 related payment approaches (see Fig. 1 and description above) 

as used to classify the identified payment adjustments into a 

able for more in-depth analysis. Subsequently, between October 

nd November 2020, country experts, the co-authors of this pa- 

er, added and updated information about COVID-19 related pay- 

ent adjustments. Information was collected from 20 countries: 

elgium, Bulgaria, Czechia, Denmark, UK (England), Estonia, Fin- 

and, France, Germany, Israel, Italy, Lithuania, Luxembourg, Nether- 

ands, Poland, Romania, Slovenia, Spain, Sweden and Switzerland. 

Collected information was further condensed to create overview 

ables of payment approaches in the 20 countries. As a next step 

nd in order to increase data trustworthiness, co-authors were 

sked in February 2021 to check and/or complete the table and to 

eport further changes of payment approaches in their countries 

p until the end of 2020. All authors checked collected data and 

evised their countries’ data and provided feedback where needed. 

Payments for hospitals and outpatient providers were analyzed 

eparately as the characteristics of patients and services differ by 

etting. Patients treated in inpatient settings (i.e. overnight) in- 

lude severely ill patients, emergencies such as trauma and heart 

ailures, but also elective treatment. Patients treated in outpatient 

ettings include primary and specialist care patients with acute 

nd/or chronic conditions. Both settings treat simple and complex 

ases, COVID-19 and non-COVID-19 patients. When analyzing out- 

atient providers, depending on the context, we refer to practices 

r the health professionals themselves (we included physicians, 

urses and allied health professionals, both employees and self- 

mployed). For example, payments for GPs refer to the physicians 

hemselves in Israel, while in Germany, France or England it refers 

o the practices. We limited our analysis to publicly funded care 

nd excluded private sources such as voluntary health insurance 

r out-of-pocket payments. 

. Results 

Tables 1 and 2 summarize payment adjustments to compensate 

ncome loss and to pay for COVID-19 related costs across countries 

ased on the analytical framework ( Fig. 1 ). In both tables, payment 
401 
djustments for outpatient providers and hospital inpatient care 

re classified based on (1) the two strategies to adjust provider 

ayments (old or new payments) and (2) the payment mechanism, 

.e. budget/salary, FFS, capitation, PD or case-payment (e.g. DRG- 

ased payment). Table 2 also highlights how providers were re- 

mbursed for expenses related to PPEs and hygiene requirements. 

ore detailed results summarizing payment adjustments in each 

ountry are available online in Tables A1 and A2. 

.1. Compensation for income loss 

.1.1. Old payments 

.1.1.1. Outpatient providers. In many countries, payment systems 

ere not adjusted because existing payment mechanisms, such as 

alary, capitation, or global budget, were not linked to activity and 

roviders did not experience a loss of income. For example, GPs 

r specialists receiving salaries or capitation payments in Czechia, 

ngland, Estonia, Finland, Israel, Lithuania, Poland, Slovenia and 

pain received their normal payments despite lower activity lev- 

ls during the pandemic. 

The rates of ‘old payments’ for outpatient professionals were in- 

reased in a small number of countries to compensate income loss 

elated to lower activity. For example, Bulgaria increased (old) FFS 

ates of the National Health Insurance Fund; Czechia increased the 

ates of FFS payments for specialists and allied medical profession- 

ls; England and Italy allowed higher payment rates for afterhours. 

.1.1.2. Hospital inpatient care. Similarly, hospitals paid based on 

udgets before the pandemic in Denmark, Lithuania, Poland (for 

ospitals in the public network), Slovenia, and Spain were not af- 

ected by lower numbers of admissions in early 2020. In Israel, in 

heory, hospitals always had a revenue guarantee of at least 95% 

f their target budget if activity was lower than expected, but in 

020 it was the first time that this happened. Budget rates were 

ncreased for Czech hospitals, as they received 100% of their usual 

udget even if their activity reached only 79% of 2018 activity. If 

ctivity exceeded this level, budgets were adjusted accordingly. 

.1.2. New payments 

.1.2.3. Outpatient providers. New payments were the most com- 

on strategy used to compensate outpatient providers who expe- 

ienced income loss as a result of lower activity. In several coun- 

ries, budgets replaced activity-based payments. In some countries, 
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Table 2 

Paying for COVID-19 across 20 countries, by payment adjustment strategies and care setting. 

Outpatient Providers Hospital Inpatient Care 

Salary/ budgets FFS Capitation Budget FFS, PD DRG or case 

payment 

Old England, Estonia, 

Finland, Israel, 

Italy, Spain, 

Sweden 

Higher rates: 

Lithuania, 

Romania, Sweden 

Higher rates: 

Bulgaria, Italy, 

Netherlands, 

Luxembourg 

Czechia, Italy, 

Spain 

Spain 

Higher rates: 

Sweden 

Bulgaria, Spain Germany, Romania, 

Switzerland 

Higher rates: 

Bulgaria, Germany 

New Bulgaria, England, 

Netherlands, 

Romania 

Belgium, Bulgaria, 

Czechia, Denmark, 

England (2), 

Estonia, Germany, 

France (5), 

Luxembourg, 

Netherlands, 

Poland, Romania, 

Italy, Slovenia, 

Switzerland 

England, Romania Belgium, Bulgaria, 

Denmark, Estonia 

(2), Finland, 

France, Germany, 

Israel, Italy, 

Netherlands, 

Romania 

Belgium (2), 

Bulgaria, Czechia 

(2), England, 

Estonia (2), 

Germany, Israel, 

Poland, France 

Bulgaria, England, 

France, Germany 

(2), Italy (2), 

Slovenia 

PPE, hygiene (in 

kind /cost cover) 

Finland, France, 

Germany, Israel, 

Italy, Lithuania, 

Poland, Spain 

Czechia, Belgium, 

Poland 

Poland Bulgaria, Czechia, 

England, Finland, 

France, Israel, Italy, 

Lithuania, Poland, 

Romania, Slovenia, 

Spain 

Estonia Poland 

Note: numbers in parenthesis refer to the number of payment adjustments if greater than one. 
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emporary budgets were set based on previous year’s turnover, e.g. 

n Estonia, England and Lithuania. Also, in Bulgaria, physicians re- 

eived at least 85% of usual income regardless of the volume of 

ctivity during 2020. 

Other countries created new budgets specifically to compensate 

roviders for fixed costs when activities were reduced in spring 

nd fall 2020. For example, Estonian and French specialists con- 

racted by the Health Insurance Fund could receive subsidies to 

over fixed costs if income did not reach previous years’ threshold; 

n the Netherlands health insurers compensated 60–85% of allied 

ealth professionals’ past turnovers to cover fixed costs. 

In some cases, previous years’ income served as a benchmark 

or eligibility to compensation, and some countries awarded com- 

ensatory payments only after loss of income passed a certain 

hreshold. For example, in Belgium monthly allowances for self- 

mployed were provided only to those who had to cease activi- 

ies for more than seven consecutive days; Danish GPs and out- 

atient specialists in private practice could claim compensation if 

urnover fell by more than 30%; Italian self-employed were com- 

ensated if income decreased by at least 33%; in Germany ambu- 

atory physicians were compensated if overall turnover decreased 

y more than 10% compared with the same quarter in the previ- 

us year. Compensatory budgets were paid as one-time lump sums 

n Italy, Denmark and Luxembourg; as monthly allowances in Bel- 

ium and Estonia (bimonthly); as quarterly payments in Germany; 

nd as daily allowances in France. 

In addition, many countries introduced new FFS payments for 

emote and e-health services (see Fig. 2 ). Furthermore, the Nether- 

ands and England created new capitation payments to compensate 

utpatient providers. In England GPs were compensated based on 

revious year turnover through contact capitation combined with 

ome FFS. 

.1.2.4. Hospital inpatient care. New payments were introduced 

lso for hospitals, mostly in the form of new budgets that were 

omewhat related to previous year’s turnover independent of cur- 

ent activity. For example, in Belgium, Estonia, France and Italy 

ospitals were compensated with a budget for lost revenue com- 

ared to previous years’ turnover. In Bulgaria, hospitals received a 
402 
udget of at least 85% of the previous year’s turnover as an income 

uarantee regardless of activity. In England, hospitals received bud- 

ets that were directly based on previous’ years expenditure, while 

ospitals in Romania received budgets based on agreed contracts 

independent of actual activity). Finland, the Netherlands and some 

antons in Switzerland provided budgets for hospitals to compen- 

ate deficits, and England and Czechia covered historical debts (for 

ore details about payment adjustments in England see Fig. 3 ). 

n addition, hospitals in Belgium initially received a rapid cash 

dvance (based on the 2019 budget), and hospitals in Israel re- 

eived an additional budget compensating lost revenue from med- 

cal tourism. 

Germany was the only country to introduce new PD payments 

or ‘empty beds’ in mid-March, with empty beds defined as the 

ifference between the number of occupied beds on a day in 2020 

nd the average number of occupied beds in 2019. These compen- 

atory PD payments became more targeted with time: they were 

nitially set at EUR 560 but were adjusted for hospital case-mix 

nd type of hospital in July 2020, leading to lower payments (EUR 

90) for hospitals treating patients of low complexity and higher 

ayments (up to EUR 760) for hospitals treating higher complex- 

ty patients. As of November 2020, compensatory payments were 

estricted to (non-psychiatric) acute hospitals with intensive care 

apacities that postponed or canceled elective care to potentially 

reat COVID-19 patients in areas of high incidence. 

.2. Paying for COVID-19 

.2.1. Old payments 

.2.1.5. Outpatient providers. As mentioned above, payments un- 

elated to activity remained unchanged in many countries. The 

ame salaries and capitation payments that protected outpatient 

roviders from loss of income were also supposed to pay for new 

OVID-19 services in Czechia, England, Estonia, Finland, Israel, Italy, 

pain, and Sweden. 

However, several countries increased the rates of salaries and 

FS payments for GPs to pay for new tasks such as managing and 

racing COVID-19 patients (Bulgaria, England, France, Italy, Luxem- 

ourg, Romania, Sweden). The Netherlands increased fees for home 
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isits to treat COVID-19 patients. Italy and the Netherlands intro- 

uced higher FFS for afterhours in primary care. 

.2.1.6. Hospital inpatient care. Some countries also used the same 

old) payments to compensate hospitals for treating COVID-19 pa- 

ients. For example, Bulgaria paid the same PD tariffs for ICU wards 

egardless of the type of patient (COVID-19 or not); Germany, Ro- 

ania and Switzerland paid the usual DRG-based payments for 

evere respiratory diseases, adjusted for new ICD-10 codes. Spain 

ept paying hospitals via annual budgets based on previous year’s 

xpenditures. When needed, Bulgaria and Spain purchased private 

ervices with the same public FFS/PD tariffs. Sweden increased 

ospital budgets but did not change the payment method. In the 

npatient sector Germany increased the existing average daily nurs- 

ng fee, which is a separate payment covering costs for nursing 

taff of hospitals. 

.2.2. New payments 

.2.2.7. Outpatient providers. Most countries created new pay- 

ents for outpatient providers, specific to COVID-19 services or pa- 

ients. New FFS payments were created for extra COVID-19 related 

ervices such as triage, consultations, contact tracing, and diag- 

ostic tests (Belgium, Bulgaria, Czechia, Denmark, England, France, 

ermany, Italy, Poland, Romania, Switzerland, Luxembourg). Eng- 

and introduced block contracts for community services such as 

rimary, palliative, long-term and mental care, including trans- 

orts. France introduced add-on FFS payments for GPs visiting pa- 

ients in nursing homes. The Netherlands introduced new bud- 

ets for all primary care providers, i.e. GPs, pharmacists, and allied 

ealth professionals (0.2–0.8% of usual turnover) to compensate for 

xtra costs. In addition, in the Netherlands GPs received a one-time 

xtra capitation payment to compensate for COVID-19 related care. 

.2.2.8. Hospital inpatient care. In hospitals, new payments aimed 

o incentivize preparedness for and provision of COVID-19 services. 

or example, new PD were created for ICU/COVID-19 wards in Bel- 

ium, Israel and Poland; in Czechia new PD tariffs were created 

or COVID-19 patients regardless of the ward. New FFS payments 

or COVID-19 related hospital services were introduced in Bulgaria, 

nd Poland; and new DRG codes were created in Bulgaria, France, 

lovenia and Italy. 

Some countries introduced new budgets for capacity increases 

r for re-organizing hospitals to accommodate COVID-19 needs 

Belgium, Denmark, Germany, Poland, Slovenia). Italy introduced 

ew budgets for private hospitals serving public payers. Estonia, 

ermany, Israel and Poland created flat rate payments per new 

CU/COVID-19 bed established or for preparedness of equipment. 

srael and Romania also created new budgets for hiring more per- 

onnel and, in Israel, also for treating Palestinian patients. In the 

etherlands, hospitals shifted to budgets calculated based on ne- 

otiated turnover, and an additional extra compensation (a per- 

entage of the negotiated budget) for the extra COVID-19 expen- 

iture and higher PD tariffs. Germany and Italy introduced add-on 

ayments to the DRG tariffs for COVID-19 cases (Italy) or for ev- 

ry case (Germany) treated in hospitals, regardless of hospitaliza- 

ion length. Caps on hospital income were suspended in Germany 

nd Israel (for COVID-19 PD), allowing providers to exceed the pre- 

egotiated annual income, and in Czechia PCR tests were removed 

rom volume limit regulations. 

.2.3. Provision of materials 

Finally, countries covered providers for costs of COVID-19 re- 

ated materials and equipment, either in-kind or in cash. Equip- 

ent, tests, PPE, sanitation, were provided in-kind for outpatient 

rofessionals in Czechia (in spring 2020 only), Germany, Israel, 

taly, Finland, France, Slovenia, Spain; and for inpatient providers 
403 
n Bulgaria, Israel, Poland, Slovenia, Spain. In Poland payments for 

ll providers were increased by 3% to cover consumables. Belgium 

nd Czechia created a new fee per contact to reimburse for PPEs. 

utpatient providers were fully or partially reimbursed for extra 

pending related to PPEs, hygiene products and adapting clinics in 

ngland, Estonia, France, Germany, Italy, and Switzerland. Hospitals 

ere reimbursed for additional running costs in England, Estonia 

inland, France, Lithuania, Slovenia, and Romania. 

. Discussion 

This paper provides the first comprehensive overview of pay- 

ent adjustments for outpatient providers and hospitals in re- 

ponse to the COVID-19 pandemic across 20 high- and middle- 

ncome countries in the first year of the pandemic. In general, 

overnments or other public payers bore the bulk of COVID-19- 

elated costs. Most payment adjustments that aimed at compensat- 

ng income loss were introduced during the “first wave” in spring 

020, when elective services were put on hold and when pa- 

ients refrained from seeking care in person. While several coun- 

ries did not have to change their payment mechanisms, as pay- 

ents were independent of activity (e.g. budgets, salary, and capi- 

ation), many other countries substituted their activity-based pay- 

ents with new budgets/ salaries or capitation payments. During 

he same period, many countries created new payments to incen- 

ivize outpatient providers to provide remote services, which par- 

ially substituted face-to-face services and contributed to avoiding 

evenue shortfalls. 

Payments for COVID-19 related costs were created relatively 

arly, but they were revised and adjusted as the pandemic evolved 

uring 2020. To pay for COVID-19, most countries introduced new 

ees for out- and inpatient services. New FFS payments intended 

o incentivize outpatient providers and hospitals to provide new 

ervices such as treating and monitoring COVID-19 patients, test- 

ng, and tracing. Hospitals in many countries received new budgets 

o cover the costs of adjusting their wards, creating new ICU beds 

nd COVID-19 beds, and hiring more staff. Some countries also cre- 

ted new PD and DRG tariffs to pay for COVID-19 patients. A dif- 

erent approach was taken to cover consumables such as PPEs and 

ygiene material, which were provided mainly in kind or in cash 

through cost reimbursements). 

Changes in payment mechanisms required or resulted in mobi- 

ization of public funds. In some cases, funds were just reallocated 

mong providers or among functions of the health system, while in 

ther cases, additional funds were deployed to complement exist- 

ng funds. In some countries, ‘State of emergency’ facilitated the 

elease of new funds. Additional public funds were drawn from 

egular budget sources (by reprioritizing expenditures), or from na- 

ional emergency reserves. Some countries also suspended national 

ebts and deficit controls to facilitate access to resources. To fa- 

ilitate the reallocation and deployment of funds, particularly for 

higher” or “new” payments, most countries activated exceptional 

pending procedures, which were then formalized through supple- 

entary budget laws. Some countries reallocated funds through 

ayer agencies such as regional health authorities, health plans or 

ealth insurance funds [13] . 

.1. Compensating income loss: reversed risks during the pandemic 

An interesting finding of our results is that COVID-19 changed 

he perceived distribution of risk that is usually attributed to the 

ncentives of different provider payment mechanisms. Incentives 

an be analyzed through many different frameworks. For exam- 

le, some frameworks focus on the time when the payment is 

etermined (before or after the service is provided) [ 14 , 15 ]; oth-

rs focus on the extent to which payments are fixed or variable, 
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Fig. 2. Payments to incentivize the implementation and provision of remote and e-health services. 
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.e. linked to activity [16] ; while still others highlight the level of 

etail of the payment unit (bundled or unbundled) [17] . Ellis and 

iller [18] propose considering many elements in a single frame- 

ork: the information base on which the payment is determined 

provider, patient or service characteristics), the breadth or unit 

broad, based on a period of time, e.g. a year, or narrow such as 

ervice items); and the adequacy or generosity of payments (if they 

over costs, are underpriced or overpriced). Figure 4 depicts some 

f these dimensions and frameworks. The various dimensions used 

n the different frameworks have somewhat different meanings but 

re associated and overlap to some extent. For example, prospec- 

ive payment mechanisms are not directly linked to activities and 

re usually broad ( Figure 4 ). 

Regardless of the dimension or framework used to analyze pay- 

ent mechanisms, one common feature shared by payments on 

he left side of the arrows (prospective, broad, not linked to ac- 

ivity), is that they are typically, i.e. in non-COVID-19 times, con- 

idered to place financial risk on the provider, since payments 

e.g. budgets, salaries and capitations) are known in advance, but 

ot the costs [19] . These kinds of payments create incentives for 

roviders to contain costs, which can be achieved by curbing un- 

ecessary expenditures or by selecting low-risk/low-cost patients 

nd providing less than optimal care. On the other hand, payments 

t the right side of the arrows (retrospective, narrow, linked to ac- 

ivity) are typically considered to place financial risk on the payer, 

ince the use of services and thus payment amounts are not known 

n advance. The typical example is FFS payment. Providers have 

ncentives to increase the number of patients treated or services 
404 
rovided, thus increasing access but potentially leading to overpro- 

ision of care. Here, selection of patients is not a concern because 

ach unit of care provided is fully reimbursed. However, the down- 

ide is that there are no incentives to contain costs or provide care 

fficiently [ 14–16 , 18–22 ]. 

The COVID-19 pandemic showed that the distribution of finan- 

ial risk between payers and providers may be reversed during 

imes of crises [23] . When hospitals and outpatient providers expe- 

ienced sharp reductions in non-COVID-19 related activity, in par- 

icular during the early phases of the pandemic, those providers 

hat were paid based on activity (FFS or DRGs) lost a consider- 

ble share of their income, while those paid based on broad units, 

nlinked to activity were less affected. Providers paid based on 

udgets, salaries or capitations continued to receive the “old” pay- 

ents in place, which seemed to be adequate to cope with the 

ncertainties of the pandemic. Apparently, “old”-broad and fixed 

ayments served as safety nets, promoting resilience. At the same 

ime, these payment streams could cover (at least some) costs 

f the new COVID-19-related services because available resources 

ould be reallocated within the broad budgets to provide these 

ervices. Otherwise, rates of “old” payments were increased to ac- 

ount for increased costs of care. Yet, the well-known disadvan- 

ages of salaries and budgets are that usually they do not incen- 

ivize providers to increase productivity and they may incentivize 

election of low-risk patients by avoiding complex and high-risk 

atients, such as COVID-19 patients, and skimp on care. 

In countries, where providers were paid based on activity, gov- 

rnments rapidly created a safety net by shifting to payments un- 
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Fig. 3. Changing the payment mix in England. 

Fig. 4. . Analytical frameworks characterizing payment mechanisms and their in- 

centives 

Sources: based on [ 14–16 , 18 , 19 ]. 
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inked to activity such as budgets and salaries [23] . In principle, 

his allowed providers to receive the target income just through 

ifferent payment mechanisms. In other cases, countries provided 

ew payments to compensate providers for loss of income such as 

onuses or new FFS payments. The main beneficiaries of these pay- 

ent adjustments were specialists and hospitals’ surgical wards. 

hile these adjustments protected providers from loss of income, 

hey reduced incentives to resume activity and to increase pro- 

uctivity, and they may have led to selection of low-risk patients. 

herefore, these temporary adjustments should be discontinued 

or at least reconsidered) when the pandemic situation does no 

onger lead to interruption of regular activity. Yet, with a view to 

trengthening resilience of payment systems after the pandemic –

r in preparation for the next pandemic or other shocks, it might 

e warranted to introduce safety-net features into the regular pay- 

ent systems in many countries. This could be achieved by spec- 

fying lower limit target budgets, which hospitals or outpatient 

rofessionals would always receive, even in case of sudden ac- 

ivity drops (e.g. similar as hospitals in Israel). Another approach 

ould be to combine prospective and broad payments with pay- 

ent components based on activity [ 15 , 24 ]. Examples of such com- 

inations are widely known, such as budgets or capitations com- 

ined with fee for service (FFS), or salaries combined with FFS or 

ay-for-performance elements. 
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.2. Paying for remote and COVID-19 services: new payments, same 

ncentives 

While the pandemic reversed the distribution of financial risk 

etween payers and providers, it did not change the incentives of 

ayment mechanisms. The pandemic created high demand for re- 

ote services that (partially) substituted face-to-face visits, and for 

ew COVID-19 related services. Most countries chose FFS mainly 

ecause they promote restructuring activity and increasing the 

umber of services or patients. While this was a priority during 

he first months of the pandemic, as it evolved, concerns about 

igh expenditures started to rise. Countries have spent financial 

eserves or took up debts to pay for the sudden surge in demand 

or COVID-19 services. However, in the mid- to long-term, FFS pay- 

ent should probably be complemented with other mechanisms 

o balance the strong incentive for increasing service provision for 

ovid-19 patients and to provide incentives for cost containment. 

gain, examples would be mixing budgets or salaries with FFS for 

ests or capitations with add-ons for all patients. Some countries 

pted for creating new DRG and PD codes and tariffs, because they 

lso incentivize treating more patients while reducing the cost per 

atient. These payments are a potential alternative to pure FFS. 

aps on volume or income are another approach that may contain 

osts for services that are no longer a priority. 

Separate payments were provided in some countries to cover 

OVID-19 related extra expenditures for consumables or the ad- 

ustment of infrastructure. Hospitals received new budgets for pur- 

hasing new equipment, assembling more beds and ICU units, and 

iring more health workers. Similarly, out- and inpatient providers 

ave received in-kind or cash reimbursements to cover consum- 

bles such as PPEs, sanitizers and adaptations of clinics to com- 

ly with physical distancing requirements. These payments covered 

osts, providing strong incentives to increase capacity and to use 

onsumables. However, they did not provide incentives to change 

dmission policies or treatment patterns. 

.3. Limitations 

This work focused on payment adjustments for compensating 

ncome loss and paying for COVID-19 related services. Information 

n other adjustments was largely ignored although it would com- 

lement the picture about the incentives of payment adjustments 

 For example, in Denmark and Italy, where hospitals were pro- 

ected from income loss during the pandemic, additional budgets 

ere provided to pay for resuming elective activity that had been 

ut on hold at the height of the pandemic. Yet, these were out of 

cope of the current work. 

We have analyzed only the main payment mechanisms for a 

iven type of service, and additional payments for these services, 

f present in some countries, were not included. Neither have we 

xtensively collected all payment adjustments for all countries. It is 

ossible that some of them were unpublished or we did not iden- 

ify them, while others were not significant. In addition, data were 

ollected by a single researcher or a team of a few researchers 

n each country, and they have not been checked by national of- 

cials. This may result in researcher bias, as other researchers 

ight have recorded slightly different changes in payment policy 

r interpreted the changes in different ways. However, a complete 

verview of the payment adjustments was not the objective. In- 

tead, our aim was to collect enough information from a variegated 

ype of countries and providers, to draw out interesting (and feasi- 

le) alternatives for policymakers responsible for preparing health 

ystems for future shocks. For this purpose, data were sometimes 

resented in a simplified way. 

We do not have detailed information about the design and im- 

lementation of each specific payment adjustment, including pay- 
406 
ent levels. Therefore, we cannot precisely assess the types and 

imensions of the economic incentives created in practice. Coun- 

ries should evaluate how these adjustments have shaped the eco- 

omic incentives and affected providers’ decision-making, practice, 

nd quality of care. 

. Conclusions and policy recommendations 

The COVID-19 pandemic is a shock that has created various fi- 

ancial challenges for providers, in addition to the clinical and or- 

anization challenges. In countries, where health providers used to 

e paid based on activity, the sudden drop in hospital admissions 

nd consultations put providers at financial risk. Most countries as- 

umed these risks and compensated providers for their loss of in- 

ome by introducing financial safety nets in the form of budgets 

r various forms of compensatory payments. In countries, where 

rovider payment was not related to activity, existing salaries, cap- 

tation payments, and budgets protected providers against income 

oss, but they also reduced incentives to resume activity when 

ower rates of infections would have allowed to do so. Budgets and 

alaries also allowed to cover (at least some) costs of new COVID- 

9-related services but many countries introduced additional FFS 

ayments or increased payment rates. Remote services have been 

ncentivized by FFS payments, but quality and equity in access to 

his type of care should be assessed closely. 

In view of future pandemics and other shocks, policymakers 

hould work to increase resilience of payment systems and mit- 

gate the effects of sudden activity fluctuations by: (1) having 

echanisms in place to rapidly adjust payment systems in order to 

rotect providers from income loss, to pay fairly for new services 

nd to cover extra expenditures; (2) being aware of the economic 

ncentives created by these payment adjustments and using these 

ncentives in line with policy objectives, e.g. by introducing FFS 

ayments to increase activity or balancing incentives with blended 

ayment mechanisms; and (3) putting systems in place to assess 

he effects of these adjustments on providers’ admission and treat- 

ent policies, both during future crises but also in normal times. 

The delicate balance between the various objectives of payment 

ystems has been shifted during the pandemic. Some payment ad- 

ustments will likely be temporary while others are likely to re- 

ain in place for some time as the new COVID-19-related services 

ill continue to be needed over the coming months. As COVID-19- 

elated services are becoming routine activities of providers, the 

ncentives should increasingly try to balance competing objectives, 

hat is promoting provision of necessary services without leading 

o overtreatment or overspending of public resources. 
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