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Abstract 

In many health care systems GPs receive fees for their services. Policymakers may use the size 

of these fees to try to incentivise GPs to provide more care. However, evidence is mixed on 

whether and how GPs respond to an increase in the fee size. This study investigates how GPs 

respond to an average increase of 150% in the fee for a high-effort and infrequent service such 

as a home visit due to patients’ illness. We consider Danish GPs’ provision of these visits to 

enlisted patients living outside of nursing homes. Using linear regressions with general practice 

fixed effects and a rich number of control variables, we estimate the association between GPs’ 

provision of these home visits and the fee rise. On average, we find no association between the 

fee rise and GPs’ provision of home visits. However, we find that GPs who previously provided 

the fewest home visits to eligible patients increase their provision by 13% after the fee rise 

compared to other GPs. This increase in visits is driven by more patients receiving multiple 

visits after the fee rise. We conclude that a fee rise may not yield a strong response in GPs’ 

provision of high-effort and infrequent services such as home visits. 
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1. Introduction 

Similar to other workers, general practitioners (GPs) must be financially compensated for the 

care they provide. In many countries, GPs are paid by a fee-for-service system [1]. 

Policymakers may try to use this system to incentivise GPs to provide services. However, 

evidence is limited on whether the size of the fees can be used to alter GPs’ treatment 

behaviour. The aim of our study is to investigate whether an increase in the fee size leads GPs 

to provide more high-effort and infrequent services such as home visits. 

The existing evidence on GPs’ response to fee changes is limited and mixed. Brekke et al. [2] 

find that GPs increase their supply of consultations if the fee size increases, but at the same 

time they also reduce the time spent on these services. Callison and Nguyen [3] find that higher 

fees for primary care lead to an increase in the supply of services, but that only slightly more 

patients are being served. Atherly and Mortensen [4] find that an increase in the fee size for 

preventative services does not change the provision of these services. Similarly, Carlsen, 

Grytten, and Skau [5] find no evidence of GPs altering their supply of laboratory tests after a 

fee change. 

There could be several explanations for the GPs’ mixed response to a fee increase. One 

explanation could be GPs’ ability to respond to the incentive. In many countries GPs are 

operating close to their maximum capacity of care provision. A recent OECD report states that 

GPs in 14 European countries are facing workloads that are unreasonable or unsustainable [6]. 

These GPs may therefore only have the resources to provide the most necessary care, making 

them unable to react to the fee increase. Another explanation could be that the GPs are 

unwilling to respond either because they are not compensated sufficiently for the costs of 

additional care or because they are satisfied with the income gain generated by the fee increase 

at their current activity level. 

Our study aims to estimate GPs’ response to an increase in the fee size for home visits due to 

illness of enlisted patients living outside of nursing homes in Denmark. Home visits are 

considered an integral part of general practice [7] which improves patients’ well-being [8]. 

However, these visits are infrequently provided and in recent years many countries, including 

Denmark, have experienced a decline in the provision of home visits [9-11]. The time-

consuming nature of home visits, the poor remuneration associated with them, a large part-time 

workforce, and concerns about personal safety have been cited as possible reasons for the 

decline [12].  

As a response to the decline in home visits, Danish policymakers increased the fees for home 

visits due to illness of enlisted patients by on average 150% in 2018 (going from an average of 

€39 in 2017 to an average of €98 in 2018). This increase corresponds to GPs being compensated 

for additionally three regular practice consultations1 for each provided home visit. This study 

investigates whether the fee rise led GPs to increase their supply of home visits to patients on 

their list. As a first step, we estimate the association between the fee rise and GPs’ provision 

of home visits, while controlling for general practice fixed effects and a rich number of factors 

that may affect home visits beyond the fee rise. On average, we find that GPs’ provision of 

home visits is not associated with the fee rise.  

 
1 A regular practice consultation yields a consultation fee of around €20. 
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Our null finding may be driven by both GPs’ lack of ability and willingness to respond to the 

financial incentive. As a next step, we therefore investigate heterogeneity in responses across 

different subgroups of GPs. For three out of our four heterogeneity analyses, we find no 

evidence of responses to the fee rise. However, we find heterogenous responses to the incentive 

when grouping GPs based on the share of eligible patients on their list that they provide home 

visits to in the previous year. We find that GPs with the lowest share of previously served 

patients increase home visits by 13% (corresponding to an average of four home visits per year) 

after the fee rise compared to other GPs. This finding suggests that GPs with the greatest 

potential to improve their patients’ access to care respond to the fee rise. 

As a next step, we investigate how the subgroup of GPs responding to the fee rise improve their 

patients’ access to care. We measure access both by the average number of enlisted patients 

receiving at least one visit and by the average number of visits per enlisted patient. 

Interestingly, we find no changes in the average number of patients receiving at least one home 

visit after the fee rise across GPs with different potential to improve access to care. However, 

we find that the average number of enlisted patients receiving more than one visit increases by 

13% after the fee rise for GPs with the greatest potential to improve access compared to other 

GPs. Thus, for this subgroup of GPs responding to the fee rise, the increased provision of home 

visits is driven by them providing multiple visits to their enlisted patients. 

The subgroup of GPs who respond to the fee rise may choose to alter their supply of other types 

of services. As a next step, we therefore investigate whether they substitute regular practice 

consultations for home visits. We find no evidence that GPs responding to the financial 

incentive provide fewer regular practice consultations to enlisted patients receiving a home 

visit after the fee rise compared to other GPs. We also investigate whether there is a negative 

spillover in care to other patients after the fee rise. We find no change in the number of regular 

practice consultations supplied to other patients after the fee rise for the responding GPs 

compared to other GPs. Thus, we find no evidence of a negative spillover effect of an increase 

in fees for home visits. 

The study is organised as follows. Section 2 introduces the institutional setting. Section 3 

describes our data and inclusion criteria for GPs and their patients. Section 4 and 5 presents 

our methods and results. Section 6 discusses our findings and potential policy implications. 

Section 7 concludes our study. 

2. Institutional setting 

Denmark has a public health insurance system financed through general taxation. Primary care 

is organised using a list-based system where citizens are registered with a specific general 

practice. More than 70% of Danish general practices do not take on new patients on their list  

[13]. This suggests that they are working under tight resource constraints. Around 40% of the 

practices, which includes 30% of all GPs, operate single-handedly [14]. The GPs are self-

employed working under a contract with The Danish Regions. The GPs are remunerated 

through a mixture of fee-for-service (FFS) and capitation, which make up approximately two-

thirds and one-third of their income, respectively [15].  

A key role of the GPs is to act as gatekeepers for the more specialised health care system. In 

recent years there has been an increasing political focus on preventing inpatient hospitalisations 

[16]. One way to try to reduce hospitalisations is to ensure that GPs provide sufficient care to 
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patients who are unable to visit their general practice. Danish GPs’ provision of home visits 

due to illness has, however, declined markedly during the last decade [17] During the collective 

bargaining in 2017, the GPs’ own trade union and the Danish Regions therefore agreed that 

there was a need to increase the number of home visits [18].  

To give the GPs a stronger financial incentive to provide home visits to their enlisted patients, 

the new GP contract increased the fee for home visits due to illness by on average 150% as of 

January 1st, 2018. Appendix 1 shows the fee rises for the different billing codes for these home 

visits. The GPs receive different fees for visiting patients’ home depending on the reason for 

their visit. Reasons for a home visit could be illness, prevention, or hospital discharge. As the 

increase in fee only applied to home visits due to illness (in Danish “sygebesøg”), we focus on 

these visits and disregard other home managed care by the GP.  

Home visits due to illness may be provided to patients who live either in the community or in 

a nursing home. Our data show that services provided to enlisted patients living in nursing 

homes account for around 7% of GPs’ revenue and 44% of the GPs’ home visits across our 

analysis period.2 In 2016 a nursing home reform was introduced, affecting GPs’ provision of 

care to these patients. The reform implied that each nursing home should be served by a specific 

GP (referred to as a nursing home GP). All nursing home residents were offered to be enlisted 

with the nursing home GP instead of with their current GP. The nursing home GPs have the 

responsibility to visit and treat the nursing home patients and to provide health-related 

counselling to the nursing homes’ caretakers.  

Even though the nursing home reform was introduced before the fee rise in home visits in 2018, 

it was rolled out gradually across the country over several years [19]. We therefore exclude 

home visits conducted in nursing homes from our analyses. To further ensure that the changes 

at nursing home level do not affect our findings, we provide a robustness check in which we 

control for the number of patients in nursing homes enlisted with a given GP in a given year. 

Importantly, our results remain robust to adding this control (see appendix 2). 

3. Data and inclusion criteria 

This study uses administrative data from Statistics Denmark on Danish GPs and their enlisted 

patients from 2015 to 2018. We use this data to assign patients to their general practice, locate 

patients’ area of residence, measure patients’ socioeconomic status, and identify their 

utilisation of health care services. We have access to information on patients who are above 

the age of 18 years. We only include patients who are enlisted with a general practice, which 

has been active across the entire study period3 and that conducts at least one home visit per 

year. Our sample comprises of 1486 practices, which corresponds to 74% of all general 

practices in Denmark.  

The National Health Service Register includes patient-level information on general practice 

services provided to each patient and allows us to link patients to their primary general practice. 

We assume that the practice where each patient was enrolled for the longest time in a given 

 
2 As we only know the year patients move to a nursing home, we assume that all visits to these patients in the 

year of the move are to a nursing home. Thus, we are likely overestimating the number of nursing home visits. 
3 We define being active as having billed for services each year during our analysis period. 
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year is their primary general practice. We use the address of each general practice which is 

listed in the Provider Register and obtain all patients’ addresses in Denmark from the Danish 

Address Register (DAR) to measure the distance from the patients’ residence to their primary 

general practice.  

As noted previously, due to a reform affecting home visits in nursing homes, we exclude 

nursing home patients from our analyses. We make this exclusion using the Elderly Home Help 

Nursing Home Register (AEPB) where we can identify whether patients receive nursing home 

care from the municipality in a given year. Nursing home patients correspond to less than 1% 

of our sample.  

We retrieve information on practice type (single-handed or partnership) from the provider 

register. We obtain information on patients’ socioeconomic status from Statistics Denmark’s 

Income Register (IND), Education Register (FAIK), Family Register (FAM), Population 

Register (BEF), and the DREAM database4. We measure patients’ purchase of prescription 

drugs from the Danish Drug Database (LMDB) and their provision of home help from the 

municipality from the Elderly Documentation Visited Home Help Register (AEFV). Patients’ 

Charlson Comorbidity Index is generated from their diagnoses recorded in the National Patient 

Register, which includes all hospital contacts. We also use this register to obtain information 

on inpatient hospitalisations.  

4. Methods 

We wish to investigate whether the fee rise affected GPs’ provision of home visits to their 

enlisted patients. We therefore estimate the association between the fee rise and GPs’ provision 

of home visits, while controlling for a rich number of variables that may also affect their supply 

of home visits. Model 1 constitutes our main specification: 

ln(ℎ𝑜𝑚𝑒𝑗𝑡) =  𝛽1𝒚𝒆𝒂𝒓𝑡 +  𝛽2𝒑𝒂𝒕𝑗𝑡 + 𝛽3𝒈𝒑𝑗𝑡 +  𝛾𝑗 + 휀𝑗𝑡,  (1) 

Where ℎ𝑜𝑚𝑒𝑗𝑡 is the number of home visits conducted by general practice 𝑗 in year 𝑡. As we 

wish to interpret our estimates as the marginal percentage change in the outcome, we apply a 

logarithmic transformation of home visits. We calculate the marginal percentage change in the 

dependent variable as %∆𝑑𝑒𝑝𝑒𝑛𝑑𝑒𝑛𝑡 = 100 ∙ (𝑒𝛽 − 1). The vector 𝒚𝒆𝒂𝒓𝑡 includes a dummy 

variable for each year 𝑡, where 𝑡 = 2015, 2016, 2017, 2018. As 2015 was the year with the 

largest provision of home visits before the fee rise, we use this year as our baseline. We include 

general practice fixed effects, 𝛾𝑗, to control for time invariant factors affecting the provision of 

home visits. However, time variant factors may also affect the provision of home visits beyond 

the fee rise. We therefore also include a rich number of observable patient characteristics, 

𝒑𝒂𝒕𝑗𝑡, and practice characteristics, 𝒈𝒑𝑗𝑡, which may affect both GPs’ ability and willingness 

to provide home visits to their enlisted patients over time (see section 5.1 for a detailed 

description of these variables). 휀𝑗𝑡 is the error term. 

 
4 The DREAM database includes information on public transfer payments and employment status. 
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We estimate model 1 using OLS with standard errors clustered at the practice level. This level 

of clustering takes into account that the intervention is targeted the practice level. Thus, patients 

enlisted at the same practice are likely to experience a similar change in GP behaviour as a 

consequence of the fee rise. Our estimate of interest is �̂�1, which measures the percentage 

change in the provision of home visits in year t compared to 2015. If  �̂�1,𝑡=2018 > 0, then GPs 

on average provide more home visits to their enlisted patients in 2018 after the fee rise 

compared to 2015. As we do not have a control group, we cannot interpret our estimate as a 

measure of a causal relationship between the provision of home visits and the fee rise. 

However, we minimise the risk of confounding by including a rich set of control variables.  

4.1 Heterogenous responses to the fee rise 

GPs’ ability and willingness to provide home visits, and thereby also their response to the fee 

rise, may vary significantly. As a next step, we therefore investigate different subgroups of 

GPs’ relative responses to the fee rise. We consider four different ways of splitting the GP 

sample to potentially capture different abilities and willingness to provide home visits. 

Our first heterogeneity analysis splits GPs by their share of enlisted patients that may be 

eligible for home visits. We hypothesize that GPs with the greatest demand for care may be 

better able to increase their provision of home visits. On the other hand, GPs with the greatest 

demand for care may also experience the largest income gain from the fee rise, which 

potentially makes them less willing to provide additional visits. Thus, GPs’ responses to the 

fee rise depends on which effect dominates. 

In our analysis, we define GPs with the fewest eligible patients as our comparison group 

(baseline) and therefore as belonging to the fourth quartile for this indicator’s performance 

distribution. As home visits are typically aimed at elderly and frail individuals who cannot 

easily visit their GP, we define eligible patients as patients who are above the age of 75 years. 

We use this age limit, because it serves as a limit for other types of home managed care in 

Denmark [20], and because there is evidence that home visits are more effective for this target 

group[21] . However, as eligibility may be proxied in different ways, we conduct a robustness 

check using the age of 80 or above as the eligibility criterion. Our findings are robust to this 

change in the definition of patients’ eligibility (see appendix 3). 

Our second heterogeneity analysis is based on the share of eligible enlisted patients who 

received at least one home visit in the previous year. This indicator captures GPs’ activity level 

prior to the fee rise. If GPs previously visited a large share of their eligible patients, they may 

be less able to respond to the fee rise compared to others. These GPs may also experience the 

highest income rise, which may make them less willing to increase their supply of home visits. 

GPs with the most eligible patients previously being served, and thus those least expected to 

respond to the fee rise, will serve as our baseline. This subgroup of GPs is therefore defined as 

belonging to the fourth quartile for the indicator’s performance distribution. Again, we use the 

age of 75 as our indicator of patients’ eligibility and conduct a robustness check using patients 
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aged 80 or above who have received at least one home visit in the previous year. Our findings 

are robust to this change in our definition of patients’ eligibility (see appendix 3).5  

Our third heterogeneity analysis is based on GPs’ activity per enlisted patient in the previous 

year. As GPs in Denmark are remunerated by fee-for-service (see section 2), we proxy their 

activity by the fees they receive for their services. GPs’ ability and willingness to respond to 

the fee rise may be a result of their general activity level. Thus, GPs with a high activity level 

(and thus a high fee-for-service income) may be more resource constrained6, but also 

potentially more extrinsically motivated and thereby more responsive to the fee rise. Thus, 

GPs’ responses to the fee rise depends on which effect dominates. GPs with the highest 

previous activity level will serve as our baseline group and thereby the fourth quartile for this 

indicator’s performance distribution. 

Our fourth heterogeneity analysis is based on whether a practice is organised as a partnership 

practice or a single-handed practice. This grouping of practices is of interest, because 

organisational factors may play a role for both GPs’ ability and willingness to respond to the 

fee rise. GPs are required to be available to enlisted patients during their working hours. As 

single-handed GPs by definition are the sole providers of care within a practice it may be more 

difficult for GPs in single-handed practices to respond to the fee rise, because they are unable 

to share the burden with other GPs in their practice. A recent study found that single-handed 

GPs in Denmark have a poorer work-life balance compared to group practices, thus indicating 

that they may be less able to respond to the fee increase [23]. Furthermore, other studies find 

that smaller practices respond less to financial incentives [24]. Single-handed practitioners will 

serve as the baseline group in this analysis. 

For our first three heterogeneity analyses we create dummy variables, that measure which 

quartile (subgroup) in the distribution of GPs a GP belongs to for the chosen indicator. As the 

grouping of GPs may change over time, we construct these subgroups based on GPs’ average 

performance from 2015 to 2017. We exclude 2018 as it is endogenous to the fee rise in home 

visits. For the fourth heterogeneity analysis a dummy variable is set equal to one if the practice 

is a partnership practice. No practices in our sample changed practice type during our analysis 

period.  

We estimate separate regressions for each of our four heterogeneity analyses. Model 2 specifies 

our model of the provision of home visits across our analysis period: 

ln(ℎ𝑜𝑚𝑒𝑗𝑡) =  𝛼1𝒚𝒆𝒂𝒓𝑡 + 𝛼2𝒚𝒆𝒂𝒓𝑡 ∗ 𝒔𝒖𝒃𝒈𝒓𝒐𝒖𝒑𝑗 +  𝛼3𝒑𝒂𝒕𝑗𝑡 + 𝛼4𝒈𝒑𝑗𝑡 +  𝛾𝑗 + 휀𝑗𝑡 , (2) 

 
5 We also investigated whether differences in enlisted patients over 75 years olds mortality rates across practices 

could be driving our findings for this indicator. Appendix 4 shows no significant differences in death rates across 

the subgroups of GPs. The observed increase in mortality rate across GPs in 2016 may be explained by a hard flu 

season, which led to an increase in mortality among frail patients [22].To further support that mortality rates are 

not driving our findings, we find that our results are robust to controlling for mortality rates of enlisted patients 

over 75 years olds (see appendix 4).  
6 One could also argue that a high activity level per enlisted patient could reflect abundant resources. However, 

as we in our analysis include a large array of controls, including the number of patients on the GPs’ list and their 

case-mix, we find it likely that the higher activity per patient over and above these factors is a measure of pressure 

on resources. 
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Where 𝒔𝒖𝒃𝒈𝒓𝒐𝒖𝒑𝑗 is either a vector of dummy variables indicating which quartile, q = 1, …, 

4, in the distribution practice 𝑗 belongs to prior to the fee rise or a dummy variable indicating 

whether or not it is a partnership practice. Our baseline is either practices belonging to the 4th 

quartile7 or single-handed practices. The vectors for year (baseline 2015), patient, and practice 

characteristics, 𝒚𝒆𝒂𝒓𝑡, 𝒑𝒂𝒕𝑗𝑡 and 𝒈𝒑𝑗𝑡, include the same variables as in model 1. Similar to 

model 1, we also include general practice fixed effects, 𝛾𝑗.  

Our estimates for the vector 𝒚𝒆𝒂𝒓𝑡, �̂�1, capture the change in the provision of home visits for 

our baseline subgroup of GPs (4th quartile/single-handed practices) in a given 𝒚𝒆𝒂𝒓𝑡≠2015  

compared to 2015. 8 To capture the difference in changes in the provision of home visits across 

subgroups, we interact 𝒔𝒖𝒃𝒈𝒓𝒐𝒖𝒑𝑗 with 𝒚𝒆𝒂𝒓𝑡. Thus, our estimates, �̂�2, measure the change 

in 𝒔𝒖𝒃𝒈𝒓𝒐𝒖𝒑𝑗≠4,𝑠𝑖𝑛𝑔𝑙𝑒’s provision of home visits in a given 𝒚𝒆𝒂𝒓𝑡≠2015 compared to our 

baseline subgroup (4th quartile/single-handed practices). If �̂�2,𝑡=2018 > 0 it suggests that a 

given subgroup of practices increases their provision of home visits relative to the baseline 

subgroup of practices in 2018. If we do not see the same pattern for 2016 and 2017, this 

suggests that we may be observing an effect of the fee rise in 2018 for this subgroup of 

practices. 

In each of our four heterogeneity analyses, we estimate model 2 using OLS with standard errors 

clustered at the general practice level. 

4.2 Patients’ access to home visits after the fee rise 

As a next step we investigate how an identified increase in home visits is associated with an 

improvement in patients’ access to home visits. We therefore focus on those subgroups of GPs 

who we found responded to the fee rise in model 2. We specify a model similar to model 2 but 

use the following outcome indicators: 1) the number of enlisted patients receiving home visits 

and 2) the number of enlisted patients receiving more than one home visit. Model 3 specifies 

the association between the fee rise and patients’ access to care: 

ln(𝑎𝑐𝑐𝑒𝑠𝑠𝑗𝑡) =  𝜑1𝒚𝒆𝒂𝒓𝑡 + 𝜑2𝒚𝒆𝒂𝒓𝑡 ∗ 𝒔𝒖𝒃𝒈𝒓𝒐𝒖𝒑𝑗 +  𝜑3𝒑𝒂𝒕𝑗𝑡 + 𝜑4𝒈𝒑𝑗𝑡 +  𝛾𝑗 + 휀𝑗𝑡, (3) 

Where 𝑎𝑐𝑐𝑒𝑠𝑠𝑗𝑡, measures the number of patients receiving (at least two) home visits by 

general practice 𝑗 in year 𝑡. We estimate the model using OLS, where standard errors are 

clustered at practice level. Our estimate of interest is �̂�2. If �̂�2,𝑡=2018 > 0 it suggests that a 

given subgroup of practices improves their access to care compared to the baseline subgroup 

(4th quartile/single-handed practices) in 2018. If we do not see the same pattern for 2016 and 

2017, this suggests that we may be observing an effect of the fee rise in 2018 for this subgroup 

of practices. Depending on the outcome indicator, this finding could either be due to more 

patients receiving home visits or specific patients receiving multiple home visits. We also 

conduct a robustness check using 80 years as the eligibility criterion for home visits (see 

appendix 3). 

 
7 See the definition of this baseline group in the above presentation of each heterogeneity indicator.  
8 As we include practice fixed effects, our baseline year (2015) is independent of each subgroup’s average service 

provision. 
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4.3 Substitution and spillover effects of the fee rise 

The consequences of the fee rise may go beyond the provision of home visits. Thus, the 

subgroups of GPs who respond to the fee rise may also alter their supply of other types of care. 

As a next step, we therefore investigate potential substitution effects of the fee rise for these 

GPs’ provision of care to their enlisted patients. As there needs to be an agreement between 

the patient and the GP before a home visit takes place, the GP may be able to substitute regular 

practice consultations with home visits. We therefore investigate whether patients who receive 

a home visit from their primary GP, receive fewer regular practice consultations after the fee 

rise.  

The fee rise for home visits may also have negative spillover effects on the care provided to 

patients who do not receive home visits. As home visits are costly in time and GPs are resource 

constrained, GPs’ may choose to provide less care to other patients as a consequence of the fee 

rise. We therefore also investigate whether patients who do not receive a home visit receive 

fewer regular practice consultations after the fee rise.  

To estimate both the potential substitution and spillover effects of home visits, we specify a 

model similar to model 2, but with different outcome indicators: 1) the number of regular 

practice consultations provided to enlisted patients receiving home visits, and 2) the number of 

regular  practice consultations provided to enlisted patients not receiving home visits. Model 4 

specifies the association between the fee rise and patients’ access to regular practice 

consultations: 

ln(𝑐𝑜𝑛𝑠𝑗𝑡) =  𝛿1𝒚𝒆𝒂𝒓𝑡 + 𝛿2𝒚𝒆𝒂𝒓𝑡 ∗ 𝒔𝒖𝒃𝒈𝒓𝒐𝒖𝒑𝑗 +  𝛿3𝒑𝒂𝒕𝑗𝑡 + 𝛿4𝒈𝒑𝑗𝑡 +  𝛾𝑗 + 휀𝑗𝑡, (4) 

Where 𝑐𝑜𝑛𝑠𝑗𝑡 measures the number of regular practice consultations provided by general 

practice 𝑗 in year 𝑡. In the case of “substitution”, we measure 𝑐𝑜𝑛𝑠𝑗𝑡 for patients receiving home 

visits in a given year. In the case of “spillover effects”, we measure 𝑐𝑜𝑛𝑠𝑗𝑡 for patients not 

receiving home visits in a given year.  

In the case of substitution, if 𝛿2,𝑡=2018 < 0 , it suggests that practices in a given subgroup 

substitute home visits for consultations compared to baseline practices in 2018 (4th 

quartile/single-handed practices). In the case of spillover effects, if 𝛿2,𝑡=2018, < 0, it suggests 

that the practices in a given subgroup provide fewer regular practice consultations to patients 

not receiving home visits compared to baseline practices (4th quartile/single-handed practices) 

in 2018. In both cases, if we do not see the same pattern for 2016 and 2017, this suggests that 

we may be observing an effect of the fee rise in 2018 for these subgroups. For any identified 

heterogenous responses to the fee rise we conduct robustness tests using 80 years as the 

eligibility criterion for home visits (see appendix 3).  

  



10 

 

5. Results 

5.1 Descriptive statistics 

Table 1 shows the descriptive statistics for the outcomes, patient characteristics, practice 

characteristics, and grouping of GPs used for our heterogeneity analyses. On average each 

practice conducts 115 home visits due to illness to 44 of their enlisted patients per year. In 

addition, the practices on average provide 276 regular practice consultations to their enlisted 

patients who receive home visits, and 8752 consultations to enlisted patients who do not receive 

a home visit per year. These numbers confirm the infrequent use of home visits relative to 

regular practice consultations. 

In our analyses we control for time varying factors, which may affect GPs’ provision of home 

visits to their enlisted patients beyond the fee rise. We therefore control for observable patient 

and practice characteristics that are likely to predict the provision of home visits. The literature 

on the characteristics of patients receiving home visits is scarce. We therefore turn to studies 

on patients who are bedbound to inform our choice of control variables [25-27]. Inspired by 

this literature, we control for patients’ age, gender, socioeconomics characteristics, travel 

distance to practice, health care use, and health outcomes (see table 1). Among the practice 

characteristics are list size and average revenue per patient9 in the previous year. These two 

practice variables are indicative of the practices’ workload, which may affect their provision 

of home visits. 

Our heterogeneity analyses are based on four indicators of GPs’ ability and willingness to 

respond to the fee rise. These indicators are closely linked to our variables of practice and 

patient characteristics. The proportion of enlisted patients above the age of 75 years constitutes 

9% of our sample, 13.7% of these patients over 75 received an illness-related home visit by 

their primary GP in the previous year. The average revenue per patient in the previous year was 

€117 and 55% of the general practices in our sample are partnership practices. 

 
9 We do not control for this variable in the heterogeneity analysis where we group the GPs based on their average 

revenue per enlisted patient in the previous year.  
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Table 1 – Descriptive statistics  

Outcomes Mean (SD) 

Overall response:  

Average number of home visits per year 115 (143) 

Access:  

Average number of patients receiving home visits 44 (40) 

Average number of patients receiving more than one home visit 21(22) 

Substitution and spillovers:  

Average number of regular practice consultations to patients receiving a home 

visit per year (substitution) 

276 (151) 

Average number of regular practice consultations to patients not receiving a 

home visit per year (spillover) 

8752 (5770) 

Patient characteristics  

Average family equivalent disposable income per patient (in Euros) 31439 (5844) 
Average distance from the practice to the patients’ home (in km) 6.925 (7.495) 

Proportion of patients who are of Danish descent 0.868 (0.098) 

Proportion of patients who are male 0.488 (0.072) 

Average number of prescribed drugs per patient per year 2.988 (0.561) 

Proportion of patients having a hospital attendance the previous year 0.117 (0.022) 

Proportion of patients receiving home care  0.033 (0.012) 

Proportion of patients on disability benefits 0.047 (0.021) 

Proportion of patients diagnosed with dementia 0.005 (0.003) 

Average Charlson Comorbidity Index per patient 0.488 (0.108) 

Proportion of patients with a university degree 0.260 (0.112) 

Proportion of patients above 75 years 0.091 (0.037) 

Practice characteristics  

Average number of patients on the practice list per year 2487 (1483) 

Average revenue per patient the previous year (in Euros) 117 (27) 

Heterogeneity indicators (excludes 2018)  

Proportion of patients above 75 years  0.090 (0.037) 

Proportion of patients above 75 years who received a home visit  0.137 (0.079) 

Average revenue per patient (Euros) 118 (26) 

Proportion of partnership practices 0.550 (0.498) 

Number of practices 1486 

Observations 5944 
Note: The table shows the descriptive statistics for general practices from 2015 to 2018. The GPs’ patient 

population includes only patients who are at least 18 years old.      
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5.2 GPs’ response to the fee rise 

As a first step we estimate the association between the fee rise and GPs’ provision of home 

visits due to illness of enlisted patients living outside of nursing homes. Table 2 shows the 

number of home visits provided per year compared to 2015, while controlling for a rich number 

of factors potentially affecting this provision beyond the fee rise. We calculate the marginal 

percentage change in home visits as %∆ℎ𝑜𝑚𝑒 𝑣𝑖𝑠𝑖𝑡𝑠 = 100 ∙ (𝑒𝛽 − 1). Compared to 2015, we 

find a substantial decline in GPs’ provision of home visits that remains unexplained by our 

control variables both prior to the fee rise but also in 2018 after the fee rise. Importantly, we 

find that the number of home visits is 2% (non-transformed estimate -0.019) lower after the fee 

rise in 2018 compared to the previous year (2017). However, this difference is statistically 

insignificant (see appendix 5). Thus, on average we find that the fee rise does not change GPs’ 

provision of care relative to 2017, albeit we cannot exclude the possibility that the fee rise has 

stalled an underlying time trend. 

Table 2 – GPs’ provision of home visits before and after the fee rise (model 1) 

Outcome: Log number of home visits  

2016 -0.133*** 

 (0.021) 

2017 -0.261*** 

 (0.032) 

2018 (fee rise) -0.280*** 

 (0.049) 

Mean outcome 115 

Observations 5944 

Number of practices 1486 

R2 0.176 

Note: Baseline is set to 2015. The regression includes general practice fixed effects and patient and practice 

control variables listed in table 1. Standard errors (in parenthesis) are clustered at the practice level.  

* p < 0.10, ** p < 0.05, *** p < 0.01. 

5.3 Heterogeneous responses to the fee rise 

As a next step, we investigate whether the response to the fee rise is heterogenous across 

different subgroups of GPs. We hypothesise that there is a variation across GPs in their ability 

and willingness to respond to the fee rise. Table 3 shows the results of our heterogeneity 

analyses. The revenue per patient in the previous year and whether the practice is a partnership 

practice do not yield a statistically significant difference in GPs’ provision of home visit across 

subgroups in 2018, nor do they demonstrate a markedly different provision of visits in 2018 

relative to previous years. 

When dividing the practices based on the proportion of patients above 75 years on the GPs’ 

list, we find similar changes in provisions of home visits (relative to 2015) across years 2017 

and 2018 in the first and fourth quartile. We interpret this as an indication that the changes are 

unlikely to be driven by the fee rise. When dividing patients based on the proportion of eligible 

enlisted patients above 75 years who received a home visit in the previous year, we find 

evidence of heterogenous responses to the fee rise. The GPs that in the previous year served 

the smallest proportion of their eligible patients (first quartile) increase their provision of home 

visits by 13% (p<0.010) (non-transformed estimate 𝛽 = 0.124) in 2018 compared to the GPs 
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previously serving the largest share of patients (fourth quartile). This increase corresponds to 

practices in this subgroup on average providing around four more home visits to enlisted 

patients per year (see appendix 6). We do not see any such effect for 2016 and 2017. We also 

find that practices in the second quartile increase their provision of home visits by 7% 

(p<0.100) (non-transformed estimate 𝛽 = 0.072) in 2018 compared to the GPs in the fourth 

quartile. These findings suggest that the GPs responding to the fee rise are the ones we 

hypothesized had the greatest ability and willingness to respond to the scheme, see section 4.1. 

From appendix 3 we see that our results are robust to the different specifications of eligibility 

for home visits. 

Table 3 – GPs’ provision of home visits across different subgroups before and after the fee rise (model 2) 

Heterogeneity indicator: Proportion of 

patients above 

75 years 

Proportion of 

patients above 

75 years who 

received a 

home visit the 

previous year 

Revenue per patient 

the previous year 

Partnership 

practice 

2016 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/𝑠𝑖𝑛𝑔𝑙𝑒) -0.079*** -0.139*** -0.121*** -0.130*** 

 (0.029) (0.022) (0.029) (0.025) 

2017 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/ 𝑠𝑖𝑛𝑔𝑙𝑒) -0.220*** -0.248*** -0.265*** -0.254*** 

 (0.042) (0.033) (0.040) (0.037) 

2018 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/ 𝑠𝑖𝑛𝑔𝑙𝑒) -0.217*** -0.332*** -0.311*** -0.290*** 

 (0.059) (0.054) (0.061) (0.055) 

2016∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.077** 0.003 -0.006  

 (0.030) (0.023) (0.030)  

2017∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.065 -0.009 0.046  

 (0.040) (0.031) (0.038)  

2018∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.085* 0.039 0.039  

 (0.046) (0.037) (0.045)  

2016∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.087*** -0.001 -0.024  

 (0.029) (0.025) (0.030)  

2017∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.082** -0.022 -0.010  

 (0.039) (0.033) (0.039)  

2018∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.121*** 0.072* 0.068  

 (0.045) (0.040) (0.045)  

2016∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 

/𝑝𝑎𝑟𝑡𝑛𝑒𝑟𝑠ℎ𝑖𝑝  

-0.062** 0.030 0.011 -0.005 

(0.030) (0.030) (0.029) (0.020) 

2017∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/
 𝑝𝑎𝑟𝑡𝑛𝑒𝑟𝑠ℎ𝑖𝑝 

-0.034 0.001 0.019 -0.012 

(0.039) (0.041) (0.039) (0.027) 

2018∗ 1𝑠𝑡 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/
𝑝𝑎𝑟𝑡𝑛𝑒𝑟𝑠ℎ𝑖𝑝 

-0.072 0.124*** 0.071 0.017 

(0.044) (0.047) (0.047) (0.031) 

Mean outcome 115 115 115 115 

Observations 5944 5944 5944 5944 

Number of practices 1486 1486 1486 1486 

R2 0.179 0.179 0.176 0.176 

Note: The regressions estimate the log number of home visits provided to enlisted patients per year. Baseline is 

the care provided in 2015. The regressions include general practice fixed effects and patient and practice control 

variables listed in table 1. Standard errors (in parenthesis) are clustered at the practice level. The mean outcome 

refers to the number of home visits (not logged). * p < 0.10, ** p < 0.05, *** p < 0.01. 
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5.4 Patients’ access to care after the fee rise 

In the previous section we found that the GPs who previously served the smallest share of their 

enlisted patients eligible for a home visit responded most to the financial incentive. As a next 

step, we investigate how patients’ access to care has improved among these GPs. We measure 

access both by the number of enlisted patients receiving a home visit and by the number of 

enlisted patients receiving multiple visits. Table 4 shows that there is no association between 

the fee rise and the number of patients receiving home visits across GPs with a different share 

of eligible patients previously being served. However, we find that the number of patients 

receiving more than one home visit increases by 13% (non-transformed estimate 𝛽 = 0.120) 

after the fee rise for GPs with the smallest share of eligible patients previously being served 

compared to other GPs in 2018. We do not observe a similar effect for 2016 and 2017. Thus, 

the increased provision of home visits by GPs who previously served the smallest share of their 

patients eligible for home visits appear to be driven by patients receiving multiple visits. From 

appendix 3 we see that our results are robust to the alternative specification of our eligibility 

criteria. 

5.4 Substitution and spillover effects of the fee rise 

The consequences of the fee rise may go beyond the provision of home visits. Thus, the 

subgroup of GPs who respond to the fee rise may alter their supply of other types of care. As a 

final step, we therefore investigate potential substitution and spillover effects of the fee rise on 

GPs’ provision of other care to their enlisted patients. We continue to use the indicator 

capturing the subgroups of practices responding to the fee rise, i.e. the proportion of enlisted 

patients above 75 years who received a home visit in the previous year. Table 5 shows that 

there is no evidence of a substitution effect among patients who have received a home visit, as 

we observe that regular practice consultations increase for the practices with the fewest eligible 

patients previously being served (first quartile) compared to practices in other subgroups after 

the fee rise. We find that patients who receive a home visits receive on average around 10% 

(non-transformed estimate 𝛽 = 0.095) more regular practice consultations after the fee rise if 

they belong to these practices compared to other practices (a similar effect is not observed for 

2016 and 2017). This may be indicative of the regular practice consultations serving as 

complementary services rather than substituting services. This finding is, however, only 

statistically significant at the 10% significance level. Table 5 shows no spillover effects on 

other enlisted patients’ receipt of regular practice consultations for these responding GPs 

compared to other GPs. In appendix 3 we see that our results are robust to the alternative 

specification of our eligibility criteria for home visits. 
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Table 4 – GPs’ provision of home visits across practices with different potential to improve patients’ access 

to care before and after the fee rise (model 3) 

Outcome:  Log number of patients receiving at 

least one home visit 

Log number of patients receiving 

more than one home visit 

2016 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.109*** -0.113*** 

 (0.020) (0.020) 

2017 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.212*** -0.203*** 

 (0.030) (0.030) 

2018 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.274*** -0.266*** 

 (0.041) (0.043) 

2016∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  0.006 -0.008 

 (0.015) (0.022) 

2017∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.016 -0.039 

 (0.019) (0.028) 

2018∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  0.002 -0.000 

 (0.033) (0.033) 

2016∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.018 -0.023 

 (0.017) (0.026) 

2017∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.040* -0.060* 

 (0.033) (0.033) 

2018∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.039 0.038 

 (0.038) (0.038) 

2016∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.004 -0.006 

 (0.023) (0.023) 

2017∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.027 -0.012 

 (0.029) (0.039) 

2018∗ 1𝑠𝑡 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.046 0.120*** 

 (0.034) (0.045) 

Mean outcome 44 21 

Observations 5944 5944 

Number of practices 1486 1486 

R2 0.215 0.171 

Note: The regressions estimate the log number of enlisted patients receiving at least one (or more than one) 

home visit per year. Baseline is the care provided in 2015. We report only results for the heterogeneity 

analysis “the proportion of enlisted patients above 75 years who received a home visit the previous year”. 

The regressions include general practice fixed effects and patient and practice control variables listed in 

table 1. Standard errors (in parenthesis) are clustered at the practice level. The mean outcome refers to the 

number of patients receiving at least one (or more than one) home visit (not logged). * p < 0.10, ** p < 0.05, 

*** p < 0.01. 
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Table 5 – GPs’ provision of regular practice consultation across practices with different potential to improve 

patients’ access to care before and after the fee rise (model 4) 

Outcome: Log number of regular practice 

consultations to patients receiving a 

home visit per year (substitution) 

Log number of regular practice 

consultations to patients not 

receiving a home visit per year 

(spillover) 

2016 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.136*** -0.014 

 (0.025) (0.013) 

2017 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.245*** -0.013 

 (0.038) (0.020) 

2018 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.397*** -0.095** 

 (0.060) (0.046) 

2016∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.018 0.003 

 (0.025) (0.005) 

2017∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.032 0.003 

 (0.029) (0.008) 

2018∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  0.012 0.010 

 (0.035) (0.012) 

2016∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.023 -0.002 

 (0.030) (0.007) 

2017∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.034 0.001 

 (0.034) (0.008) 

2018∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.043 0.016 

 (0.041) (0.012) 

2016∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.012 0.007 

 (0.042) (0.009) 

2017∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.002 0.000 

 (0.050) (0.011) 

2018∗ 1𝑠𝑡 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.095* 0.023 

 (0.058) (0.016) 

Mean outcome 276 8752 

Observations 5944 5944 

Number of practices 1486 1486 

R2 0.104 0.316 

Note: The regressions estimate the log of the number of regular practice consultations to enlisted patients 

(not) receiving a home visit per year. Baseline is the care provided in 2015. We only report the results for 

the heterogeneity analysis “the proportion of enlisted patients above 75 years who received a home visit the 

previous year”. The regressions include general practice fixed effects and patient and practice control 

variables listed in table 1. Standard errors (in parenthesis) are clustered at the practice level. The mean 

outcome refers to the number of regular practice consultations (not logged).  

* p < 0.10, ** p < 0.05, *** p < 0.01. 

 



 17 

6. Discussion  

The aim of this study was to evaluate the effect of a substantial fee increase for GPs’ provision 

of home visits related to illness of enlisted patients living outside of nursing homes. The 

objective of the fee rise was to incentivise the GPs to provide more of this high-effort and 

infrequent service. Home visits is a high-effort service as it takes times to travel to and from 

patients’ home to provide care. Before the fee rise, GPs were on average compensated for 

around two regular practice consultation10 for such a visit. After the fee rise this compensation 

rose to around five regular practice consultation per home visit (see appendix 1). Evaluating 

such an intervention is policy relevant as provision of these services has been declining in many 

countries [9-11].  

The policy was implemented nationally in 2018 in Denmark, such that there does not exist a 

control group of GPs. We therefore initially conducted a before-after-analysis using a rich data 

set to control for a large array of other potential drivers of home visits. Our analysis indicates a 

declining time trend (year-effects) in home visits provided to enlisted patients due to illness. As 

the 2017- and 2018-year-effects are largely similar, we find no evidence that the fee rise 

increases the average number of home visits delivered. However, we cannot reject that the fee 

rise has been instrumental in stalling the general declining time trend in the provision of home 

visits.  

One reason why we are not observing a strong average effect of the fee rise may be variations 

in GPs’ abilities and willingness to respond. In subsequent analyses we therefore investigated 

heterogenous responses to the fee rise across different subgroups of GPs. These heterogeneity 

analyses could be seen as an attempt to tease out indications of a causal relationship between 

the fee rise and GPs’ provision of care. For three out of four heterogeneity indicators we found 

no variation across subgroups of GPs’ responses to the fee rise. For two of these indicators, 

“the share of enlisted patients that may be eligible for home visits” and “the activity per enlisted 

patient in the previous year”, we cannot exclude the possibility that our null-findings are the 

net result of the subgroups’ ability and willingness to respond working in opposite directions 

(see section 4.1).  

Although we found no evidence of a response to the fee rise in three out of our four 

heterogeneity analyses, we did find evidence of a response to the fee rise by GPs who had a 

small proportion of eligible enlisted patients who received a home visit the previous year. 

However, the magnitude of their relative reponse was small, with on average four additional 

home visits provided per year per practice. We further find that these responding GPs do not 

offer home visits to a larger number of their enlisted patients after the fee rise compared to other 

GPs. Instead, more enlisted patients received multiple home visits compared to patients enlisted 

with other GPs. This finding indicates that the distributional profile of patients who receive 

home visits did not change as a consequence of the fee rise. However, as patients who are 

eligible for a home visit, but whose GPs were less prone to offer home visits the year prior, 

were receiving multiple home visits after the fee rise, there may have been an overall 

improvement in equity in access to care.  

 
10 A regular practice consultation yields a consultation fee of around €20. 
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We also investigated whether the fee rise had any substitution or spillover effects for the group 

of responding GPs’ provision of care. We found no evidence that the observed increase in 

provision of home visits to enlisted patients led to any substitution or spillover effects. 

Contrarily, patients who received home visits from these GPs experienced a small increase in 

the number of regular practice consultations compared to patients enlisted with other GPs. This 

finding could indicate that home visits and regular practice consultations serve more as 

complementary services than as substitutes. As the GPs’ response to the fee rise was small (on 

average four additional visits), it is also unlikely that we would observe any spillover effects on 

the secondary sector. Additional analysis confirms this expectation.11  

Overall, our results suggest that the introduction of a significant increase in the fee for home 

visits due to illness (150%) did not increase GPs’ activity level for this high-effort and 

infrequent service. This result can potentially both be explained by GPs’ lack of willingness 

and ability to respond to the fee rise. In terms of GPs’ willingness to respond, as home visits 

account for only a small proportion of GPs’ activity levels (see table 1), we cannot rule out that 

the GPs were not sufficiently incentivised to provide additional visits. We expect GPs’ ability 

to respond to be a function of both their availability of resources and the demand they face. Our 

results showed that GPs facing the largest unmet demand for home visits, were the ones 

responding to the incentive. However, as other studies have found that patients value home 

visits [8], and because the fee rise was introduced based on the premises of an undersupply of 

visits [18], we find it unlikely that a lack of demand is the main reason for GPs’ limited response 

to the fee rise.  

There are some limitations to our study. Our analysis only included a one-year follow-up period 

after the fee rise. However, there are several reasons why we believe that this follow-up period 

was sufficient to analyse GPs’ response. First, previous studies on Danish GPs’ behaviour have 

shown that GPs’ respond immediately to changes in their remuneration scheme [28]. Second, 

the size of the payment is explicitly stated in the GPs’ remuneration table, which includes 

information about which codes to register. Third, the fee rise was of a considerable magnitude 

(around 150%). Lastly, Danish GPs are self-employed and primarily remunerated through fee-

for-services, such that they are experienced in working with varying fee schedules. 

Our analysis was also limited to the subgroup of enlisted patients living outside of nursing 

homes. As we could not disentangle the effect of the fee rise from the effect of a nursing home 

reform on GPs’ care, we excluded enlisted patients living in nursing homes from our sample. 

We cannot rule out that GPs responded to the financial incentive for nursing home residents. 

However, to ensure that the changes at nursing home level did not affect our findings for other 

patients, we provided a robustness check in which we controlled for the number of patients in 

nursing homes enlisted with a given GP in a given year. Importantly, our results remained 

robust to adding this control (see appendix 2). We also do not study whether GPs chose to 

provide home visits to patients not enlisted in their practice. As our data show that the share of 

home visits provided by a non-primary GP is stable across our analysis period, we do not 

believe that this behaviour is driving our findings. 

Although the effect of national policies may not always warrant generalisation beyond the 

national context, we believe that there is a general lesson to be learnt from this Danish case 

 
11 The findings for the outcome “the number of inpatient hospitalisations” is available upon request. 
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study. Using a fee rise to incentivise high-effort and infrequent services may not yield a strong 

response. Nevertheless, the modest response to the fee rise comes at a 93% increase in 

expenditures compared to the previous year (see appendix 7). Policymakers should therefore 

also consider using other regulatory tools, which may strengthen GPs’ ability and willingness 

to provide these services. Examples of such non-financial incentives could be the use of clinical 

guidelines and performance reports. An avenue for future research could be to investigate the 

relative effectiveness of different financial and non-financial incentives on GPs’ provision of 

high-effort and infrequent services such as home visits. 

7. Conclusion 

The aim of this study was to investigate whether a fee rise led GPs to provide more home visits 

due to illness of enlisted patients living outside of nursing homes. Using a case study on Danish 

GPs’ provision of home visits, we find that an increase in the fee did not change GPs’ average 

treatment behaviour. However, our heterogeneity analysis showed that some GPs responded to 

the incentive. GPs who were less prone to providing home visits to their potentially eligible 

enlisted patients in the previous year provided relatively more services (on average four visits 

per practice per year), suggesting that the fee increase may be improving equity in access to 

this service. However, a fee rise does not seem to yield a strong response in GPs’ provision of  
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Appendix 1  

Table A1 – Fees for home visits from 2015 to 2018 

 2015 2016 2017 2018 ∆ % from 2017-2018 

Initial home visit <4 km €27 €27 €28 €49 75% 

Initial home visit 5-8 km €32 €32 €33 €67 106% 

Initial home visit 9-12 km €36 €37 €37 €77 107% 

Initial home visit 13-16 km €41 €41 €42 €87 108% 

Initial home visit 17-20 km €45 €45 €46 €134 190% 

Initial home visit over 21 km €48 €48 €49 €174 254% 

Initial home visit for each km over 21 km €1 €1 €1 €4 261% 

Additional visit €27 €27 €27 €50 78% 

Note: Table 1 shows the fees for home visits from 2015 to 2018, covering our study period. The percentage change in 

fee from 2017 to 2018 is shown in the final column. If a GP conducts more visits on the same day, each visit after the 

initial visit is billed as an additional visit.  
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Appendix 2 

Table A2a – GPs’ provision of home visits before and after the fee rise when controlling for nursing home 

patients (model 1) 

Outcome: Log number of home visits  

2016 -0.132*** 

 (0.021) 

2017 -0.259*** 

 (0.032) 

2018 (fee rise) -0.279*** 

 (0.049) 

Mean outcome 115 

Observations 5944 

Number of practices 1486 

R2 0.178 

Note: Baseline is set to 2015. The regression includes general practice fixed effects and patient and practice 

control variables listed in table 1 as well as the number of nursing home patients on the practices’ list. Standard 

errors (in parenthesis) are clustered at the practice level. * p < 0.10, ** p < 0.05, *** p < 0.01. 
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Table A2b – GPs’ provision of home visits across different subgroups before and after the fee rise when controlling for 

the number of nursing home patients (model 2) 

Heterogeneity indicator: Proportion 

of patients 

above 75 

years 

Proportion of 

patients above 75 

years who received 

a home visit the 

previous year 

Revenue per 

patient the 

previous year  

Partnership 

practice 

2016 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/𝑠𝑖𝑛𝑔𝑙𝑒) -0.078*** -0.140*** -0.110*** -0.129*** 

 (0.029) (0.022) (0.026) (0.025) 

2017 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/ 𝑠𝑖𝑛𝑔𝑙𝑒) -0.216*** -0.246*** -0.246*** -0.256*** 

 (0.041) (0.033) (0.040) (0.037) 

2018 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/ 𝑠𝑖𝑛𝑔𝑙𝑒) -0.211*** -0.331*** -0.239*** -0.294*** 

 (0.058) (0.053) (0.055) (0.055) 

2016∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.078*** 0.006 -0.036  

 (0.030) (0.022) (0.026)  

2017∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.067* -0.009 -0.027  

 (0.040) (0.030) (0.036)  

2018∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.090** 0.039 -0.004  

 (0.045) (0.036) (0.041)  

2016∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.089*** 0.003 -0.016  

 (0.029) (0.025) (0.028)  

2017∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.086** -0.023 0.030  

 (0.039) (0.033) (0.036)  

2018∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.129*** 0.072* -0.030  

 (0.045) (0.039) (0.041)  

2016∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/𝑝𝑎𝑟𝑡𝑛𝑒𝑟𝑠ℎ𝑖𝑝 -0.063** 0.032 -0.010 -0.005 

 (0.030) (0.030) (0.029) (0.020) 

2017∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/ 𝑝𝑎𝑟𝑡𝑛𝑒𝑟𝑠ℎ𝑖𝑝 -0.038 -0.002 -0.018 -0.007 

 (0.039) (0.040) (0.039) (0.027) 

2018∗ 1𝑠𝑡 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/𝑝𝑎𝑟𝑡𝑛𝑒𝑟𝑠ℎ𝑖𝑝 -0.081* 0.126*** -0.070 0.025 

 (0.044) (0.047) (0.046) (0.032) 

Mean outcome 115 115 115 115 

Observations 5944 5944 5944 5944 

Number of practices 1486 1486 1486 1486 

R2 0.181 0.182 0.178 0.179 

Note: The regressions estimate the log number of home visits provided to enlisted patients per year. Baseline is the care 

provided in 2015. The regressions include general practice fixed effects and patient and practice control variables listed 

in table 1 as well as the number of nursing home patients on the practices’ list. Standard errors (in parenthesis) are 

clustered at the practice level. The mean outcome refers to the number of home visits (not logged).  

* p < 0.10, ** p < 0.05, *** p < 0.01. 
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Table A2c – GPs’ provision of home visits across practices with different potential to improve patients’ access 

to care before and after the fee rise when controlling for the number of nursing home patients (model 3) 

Outcome:  Log number of patients receiving at 

least one home visit 

Log number of patients receiving more 

than one home visit 

2016 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.110*** -0.114*** 

 (0.016) (0.020) 

2017 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.212*** -0.201*** 

 (0.023) (0.029) 

2018 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.274*** -0.266*** 

 (0.040) (0.042) 

2016∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  0.008 -0.004 

 (0.015) (0.022) 

2017∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.015 -0.037 

 (0.019) (0.028) 

2018∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  0.007 0.000 

 (0.025) (0.033) 

2016∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.016 -0.021 

 (0.017) (0.027) 

2017∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.040* -0.061* 

 (0.022) (0.033) 

2018∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.008 0.037 

 (0.027) (0.038) 

2016∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.007 -0.003 

 (0.023) (0.033) 

2017∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.028 -0.014 

 (0.029) (0.038) 

2018∗ 1𝑠𝑡 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.048 0.123*** 

 (0.035) (0.045) 

Mean outcome 44 21 

Observations 5944 5944 

Number of practices 1486 1486 

R2 0.217 0.174 

Note: The regressions estimate the log number of enlisted patients receiving at least one (or more than one) 

home visit per year. Baseline is the care provided in 2015. We report only results for the heterogeneity analysis 

“the proportion of patients above 75 years who received a home visit the previous year”. The regressions 

include general practice fixed effects and patient and practice control variables listed in table 1 as well as the 

number of nursing home patients on the practices’ list. Standard errors (in parenthesis) are clustered at the 

practice level. The mean outcome refers to the number of patients receiving a home visit (not logged).  

* p < 0.10, ** p < 0.05, *** p < 0.01. 
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Table A2d – GPs’ provision of regular practice consultation across practices with different potential to improve patients’ 

access to care before and after the fee rise when controlling for the number of nursing home patients (model 4) 

Outcome: Log number of regular practice 

consultations to patients receiving a 

home visit per year (substitution) 

Log number of regular practice 

consultations to patients not receiving a 

home visit per year (spillover) 

2016 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.137*** -0.014 

 (0.025) (0.013) 

2017 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.244*** -0.012 

 (0.037) (0.020) 

2018 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.397*** -0.095** 

 (0.060) (0.045) 

2016∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.017 0.004 

 (0.025) (0.005) 

2017∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.032 0.003 

 (0.029) (0.007) 

2018∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  0.012 0.010 

 (0.035) (0.012) 

2016∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.022 -0.001 

 (0.030) (0.006) 

2017∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.034 0.001 

 (0.034) (0.008) 

2018∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.043 0.015 

 (0.041) (0.012) 

2016∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.011 0.008 

 (0.042) (0.008) 

2017∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.002 -0.000 

 (0.050) (0.011) 

2018∗ 1𝑠𝑡 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.096* 0.024 

 (0.058) (0.016) 

Mean outcome 276 8752 

Observations 5944 5944 

Number of practices 1486 1486 

R2 0.104 0.320 

Note: The regressions estimate the log of the number of regular practice consultations to enlisted patients (not) receiving 

a home visit per year. Baseline is the care provided in 2015. We only report the results for the heterogeneity analysis 

“the proportion of patients above 75 years who received a home visit the previous year”. The regressions include general 

practice fixed effects and patient and practice control variables listed in table 1 as well as the number of nursing home 

patients on the practices’ list. Standard errors (in parenthesis) are clustered at the practice level. The mean outcome refers 

to the number of patients receiving a home visit (not logged). * p < 0.10, ** p < 0.05, *** p < 0.01. 
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Appendix 3 

Table A3a – GPs’ provision of home visits across different subgroups (eligible patients 80+) before and after the 

fee rise (model 2) 

Heterogeneity indicator: Proportion of patients over 80 Proportion of patients over 80 

who received a home visit in 

the previous year 

2016 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.090*** -0.130*** 

 (0.029) (0.022) 

2017 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.224*** -0.248*** 

 (0.042) (0.034) 

2018 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.207*** -0.321*** 

 (0.054) (0.049) 

2016∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.072** -0.006 

 (0.029) (0.022) 

2017∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.074* 0.008 

 (0.039) (0.030) 

2018∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.117** 0.028 

 (0.046) (0.037) 

2016∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.060** -0.029 

 (0.029) (0.025) 

2017∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.053 -0.057* 

 (0.039) (0.033) 

2018∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.116*** 0.030 

 (0.044) (0.039) 

2016∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.048 0.034 

 (0.030) (0.030) 

2017∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.032 0.019 

 (0.039) (0.040) 

2018∗ 1𝑠𝑡 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.080* 0.133*** 

 (0.044) (0.047) 

Mean Outcome 115 115 

N 5944 5944 

Number of practices 1486 1486 

R2 0.179 0.181 

Note: The regressions estimate the log number of home visits provided to enlisted patients per year. Baseline is the 

care provided in 2015. The regressions include general practice fixed effects and patient and practice control variables 

listed in table 1. Standard errors (in parenthesis) are clustered at the practice level. The mean outcome refers to the 

number of home visits (not logged). * p < 0.10, ** p < 0.05, *** p < 0.01. 
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Table A3b – GPs’ provision of home visits across practices with different potential to improve patients’ access to care 

(defined by proportion of eligible (+80-year-old) patients seen) before and after the fee rise (model 3) 

Outcome: Log number of patients receiving at 

least one home visit 

Log number of patients receiving more 

than one home visit 

2016 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.104*** -0.111*** 

 (0.015) (0.019) 

2017 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.217*** -0.211*** 

 (0.024) (0.030) 

2018 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.268*** -0.266*** 

 (0.036) (0.040) 

2016∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.000 0.002 

 (0.015) (0.022) 

2017∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.024 0.005 

 (0.028) (0.039) 

2018∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.001 0.020 

 (0.026) (0.033) 

2016∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.033* -0.042 

 (0.017) (0.026) 

2017∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.043** -0.080** 

 (0.022) (0.033) 

2018∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.007 0.009 

 (0.026) (0.037) 

2016∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.009 -0.000 

 (0.023) (0.032) 

2017∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.024 0.005 

 (0.028) (0.039) 

2018∗ 1𝑠𝑡 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.046 0.134*** 

 (0.034) (0.045) 

Mean Outcome 43 21 

N 5944 5944 

Number of practices 1486 1486 

R2 0.215 0.172 

Note: The regressions estimate the log of the number of enlisted patients seen and number of enlisted patients 

receiving more than 1 home visit per year. Baseline is the care provided in 2015. We only report the results for the 

heterogeneity analysis “the proportion of patients above 80 years who received a home visit the previous year”. 

The regressions include general practice fixed effects and patient and practice control variables listed in table 1. 

Standard errors (in parenthesis) are clustered at the practice level. The mean outcome refers to the number of 

patients receiving at least one (or more than one) home visit (not logged). * p < 0.10, ** p < 0.05, *** p < 0.01. 
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Table A3c – GPs’ provision of regular practice consultation across practices with different potential to 

improve patients’ access to care (defined by proportion of eligible (+80-year-old) patients seen) before and 

after the fee rise (model 4) 

Outcome: Log number of regular practice 

consultations to patients receiving a 

home visit per year (substitution) 

Log number of regular practice 

consultations to patients not 

receiving a home visit per year 

(spillover) 

2016 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.133*** -0.136*** 

 (0.024) (0.035) 

2017 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.248*** -0.329*** 

 (0.036) (0.053) 

2018 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.389*** -0.576*** 

 (0.054) (0.070) 

2016∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.030 -0.022 

 (0.026) (0.044) 

2017∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.011 -0.014 

 (0.030) (0.051) 

2018∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  0.011 0.016 

 (0.037) (0.057) 

2016∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.040 -0.033 

 (0.028) (0.048) 

2017∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.028 -0.015 

 (0.034) (0.056) 

2018∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.013 0.036 

 (0.039) (0.062) 

2016∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.001 -0.052 

 (0.042) (0.064) 

2017∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.012 -0.102 

 (0.049) (0.072) 

2018∗ 1𝑠𝑡 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.095* 0.027 

 (0.056) (0.081) 

Mean Outcome 276 8752 

N 5944 5944 

Number of practices 1486 1486 

R2 0.104 0.099 

Note: The regressions estimate the log of the number of regular practice consultations to enlisted patients 

(not) receiving a home visit per year. Baseline is the care provided in 2015. We only report the results for the 

heterogeneity analysis “the proportion of patients above 80 years who received a home visit the previous 

year”. The regressions include general practice fixed effects and patient and practice control variables listed 

in table 1. Standard errors (in parenthesis) are clustered at the practice level. The mean outcome refers to the 

number of regular practice consultations (not logged). * p < 0.10, ** p < 0.05, *** p < 0.01. 

 

 

 



 9 

Appendix 4 

Table A4a – The average yearly mortality rate for enlisted patient over 75-year olds across subgroup of 

GPs defined by their share of eligible patients who received at least one home visit in the previous year 

 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 2𝑛𝑑 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 3𝑟𝑑 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 4𝑡ℎ 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 

2015 0.0279 0.0286 0.0309 0.0338 

 (0.0163) (0.0150) (0.0145) (0.0191) 

2016 0.0367 0.0393 0.0399 0.0432 

 (0.0177) (0.0173) (0.0161) (0.0211) 

2017 0.0250 0.0255 0.0270 0.0288 

 (0.0141) (0.0128) (0.0142) (0.0173) 

2018 0.0261 0.0238 0.0266 0.0283 

 (0.0144) (0.0113) (0.0131) (0.0223) 

Observations 1488 1484 1488 1484 

Note: Standard errors are in parentheses.  

 

 

 

 

 

 

 

  

Table A4b – GPs’ provision of home visits before and after the fee rise when controlling for the mortality 

rate of enlisted patients over 75-year olds (model 1) 

Outcome: Log number of home visits  

2016 -0.141*** 

 (0.019) 

2017 -0.250*** 

 (0.039) 

2018 (fee rise) -0.266*** 

 (0.058) 

Mean outcome 115 

Observations 5944 

Number of practices 1486 

R2 0.179 

Note: Baseline is set to 2015. The regression includes general practice fixed effects and patient and 

practice control variables listed in table 1 as well as the mortality rate of enlisted patients over 75 years 

old. Standard errors (in parenthesis) are clustered at the practice level. * p < 0.10, ** p < 0.05, *** p < 

0.01. 
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Table A4c – GPs’ provision of home visits across different subgroups before and after the fee rise when controlling for 

the mortality rate of enlisted patients over 75-year olds (model 2) 

Heterogeneity indicator: Proportion 

of patients 

above 75 

years 

Proportion of 

patients above 75 

years who received 

a home visit the 

previous year 

Revenue per 

patient the 

previous year  

Partnership 

practice 

2016 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/𝑠𝑖𝑛𝑔𝑙𝑒) -0.087*** -0.146*** -0.118*** -0.138*** 

 (0.028) (0.021) (0.025) (0.024) 

2017 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/ 𝑠𝑖𝑛𝑔𝑙𝑒) -0.205*** -0.236*** -0.236*** -0.243*** 

 (0.047) (0.038) (0.045) (0.042) 

2018 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/ 𝑠𝑖𝑛𝑔𝑙𝑒) -0.202*** -0.318*** -0.224*** -0.276*** 

 (0.068) (0.063) (0.063) (0.064) 

2016∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.075** 0.002 -0.011  

 (0.030) (0.022) (0.029)  

2017∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.069* -0.012 -0.018  

 (0.039) (0.030) (0.039)  

2018∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.086* 0.037 -0.073  

 (0.046) (0.037) (0.047)  

2016∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.090*** -0.002 -0.017  

 (0.029) (0.025) (0.028)  

2017∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.085** -0.023 0.028  

 (0.039) (0.033) (0.035)  

2018∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.123*** 0.073* -0.035  

 (0.045) (0.039) (0.041)  

2016∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/𝑝𝑎𝑟𝑡𝑛𝑒𝑟𝑠ℎ𝑖𝑝 -0.063** 0.030 -0.037 -0.007 

 (0.030) (0.030) (0.026) (0.020) 

2017∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/ 𝑝𝑎𝑟𝑡𝑛𝑒𝑟𝑠ℎ𝑖𝑝 -0.040 -0.001 -0.028 -0.012 

 (0.039) (0.040) (0.036) (0.027) 

2018∗ 1𝑠𝑡 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝/𝑝𝑎𝑟𝑡𝑛𝑒𝑟𝑠ℎ𝑖𝑝 -0.073 0.123*** -0.005 0.016 

 (0.044) (0.047) (0.041) (0.031) 

Mean outcome 115 115 115 115 

Observations 5944 5944 5944 5944 

Number of practices 1486 1486 1486 1486 

R2 0.182 0.182 0.179 0.179 

Note: The regressions estimate the log number of home visits provided to enlisted patients per year. Baseline is the care 

provided in 2015. The regressions include general practice fixed effects and patient and practice control variables listed 

in table 1 as well as the mortality rate of enlisted patients over 75 years old. Standard errors (in parenthesis) are clustered 

at the practice level. The mean outcome refers to the number of home visits (not logged).  

* p < 0.10, ** p < 0.05, *** p < 0.01. 
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Table A4d – GPs’ provision of home visits across practices with different potential to improve patients’ access 

to care before and after the fee rise when controlling for the mortality rate of enlisted over 75-year olds (model 

3) 

Outcome:  Log number of patients receiving at 

least one home visit 

Log number of patients receiving more 

than one home visit 

2016 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.114*** -0.122*** 

 (0.014) (0.019) 

2017 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.205*** -0.188*** 

 (0.028) (0.033) 

2018 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.264*** -0.249*** 

 (0.048) (0.050) 

2016∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.017 -0.040 

 (0.019) (0.028) 

2017∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  0.005 -0.009 

 (0.015) (0.022) 

2018∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  0.006 -0.002 

 (0.025) (0.033) 

2016∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.019 -0.026 

 (0.017) (0.026) 

2017∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.040* -0.061* 

 (0.022) (0.033) 

2018∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.009 0.039 

 (0.027) (0.038) 

2016∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.005 -0.005 

 (0.022) (0.032) 

2017∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.028 -0.013 

 (0.029) (0.038) 

2018∗ 1𝑠𝑡 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.045 0.119*** 

 (0.035) (0.045) 

Mean outcome 44 21 

Observations 5944 5944 

Number of practices 1486 1486 

R2 0.217 0.175 

Note: The regressions estimate the log number of enlisted patients receiving at least one (or more than one) 

home visit per year. Baseline is the care provided in 2015. We report only results for the heterogeneity analysis 

“the proportion of patients above 75 years who received a home visit the previous year”. The regressions 

include general practice fixed effects and patient and practice control variables listed in table 1 as well as the 

mortality rate of enlisted patients over 75 years old. Standard errors (in parenthesis) are clustered at the practice 

level. The mean outcome refers to the number of patients receiving at least one (or more than one) home visit 

(not logged).  

* p < 0.10, ** p < 0.05, *** p < 0.01. 
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Table A4e – GPs’ provision of regular practice consultation across practices with different potential to improve patients’ 

access to care before and after the fee rise when controlling for mortality rate of enlisted patients over 75-year olds 

(model 4) 

Outcome: Log number of regular practice 

consultations to patients receiving a 

home visit per year (substitution) 

Log number of regular practice 

consultations to patients not receiving a 

home visit per year (spillover) 

2016 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.135*** -0.008 

 (0.023) (0.009) 

2017 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.247*** -0.021 

 (0.042) (0.025) 

2018 (4th 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝) -0.399*** -0.104** 

 (0.066) (0.050) 

2016∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.018 0.004 

 (0.025) (0.005) 

2017∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  -0.032 0.003 

 (0.029) (0.007) 

2018∗ 3rd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝  0.012 0.011 

 (0.035) (0.012) 

2016∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.023 -0.000 

 (0.030) (0.006) 

2017∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.034 0.002 

 (0.034) (0.008) 

2018∗ 2nd 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.043 0.015 

 (0.041) (0.012) 

2016∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 -0.012 0.007 

 (0.042) (0.009) 

2017∗ 1st 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.002 0.000 

 (0.050) (0.011) 

2018∗ 1𝑠𝑡 𝑠𝑢𝑏𝑔𝑟𝑜𝑢𝑝 0.095 0.024 

 (0.058) (0.016) 

Mean outcome 276 8752 

Observations 5944 5944 

Number of practices 1486 1486 

R2 0.104 0.333 

Note: The regressions estimate the log of the number of regular practice consultations to enlisted patients (not) receiving 

a home visit per year. Baseline is the care provided in 2015. We only report the results for the heterogeneity analysis 

“the proportion of patients above 75 years who received a home visit the previous year”. The regressions include general 

practice fixed effects and patient and practice control variables listed in table 1 as well as the mortality of enlisted patients 

over 75 years old. Standard errors (in parenthesis) are clustered at the practice level. The mean outcome refers to the 

number of patients receiving a home visit (not logged). * p < 0.10, ** p < 0.05, *** p < 0.01. 
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Appendix 5 

Table A5 – GPs’ provision of home visits before and after the fee rise (model 1) 

Outcome: Log number of home visits  

2015 0.261*** 

 (0.033) 

2016 0.128*** 

 (0.016) 

2018 -0.019 

 (0.022) 

Mean outcome 115 

N 5944 

Number of practices 1486 

R2 0.176 

Note: Baseline is set to 2017. Regression includes general practice fixed effects and all patient and 

practice control variables listed in table 1. Standard errors (in parenthesis) are clustered at the 

practice level. * p < 0.10, ** p < 0.05, *** p < 0.01. 
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Appendix 6 

 

Table A6 - The average provision of home visits per practice across quartiles for the 

indicator “the proportion of patients above 75 years who received a home visit the previous 

year” 

Quartile Average number of home visits per practice 

Q1 29.01(32.79) 

Q2 79.85 (77.66) 

Q3 125.1 (94.59) 

Q4 230.3 (210.3) 

N 5944 

Note: Table A6 shows the mean number of home visits to enlisted patients by quartile of 

patients over 75 who receive a home visits in the previous year. This is the average number 

across our whole sample period (2015 – 2018). The standard deviations are shown in 

parentheses.  
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Appendix 7 

Table A7 – Number and costs of home visits by year 

 2015 2016 2017 2018 

Initial home visit <4 km 121067 111765 99402 98678 

Initial home visit 5-8 km 29952 26690 23470 24219 

Initial home visit 9-12 km 13346 12715 11045 11552 

Initial home visit 13-16 km 4821 4936 4314 4406 

Initial home visit 17-20 km 1768 1679 1529 1701 

Initial home visit over 21 km 1125 997 915 1297 

Additional visit 18789 18392 17302 21767 

Total number of home visit 190868 177174 157977 163620 

Total cost (inflation adjusted) € 5,962,897 € 5,497,556 € 4,965,399 € 9,599,879 

Average home visit cost € 31 € 31 € 31 € 59 

% Change in costs . -8% -10% 93% 

Note: Costs have been inflation adjusted to 2020 prices, percentage changes compared to previous year.  
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