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INTEGRATED CARE 
A Danish perspective
Despite three decades of reform Denmark’s health sector is still struggling 
to provide coordinated care for an ageing population with a high burden 
of chronic disease, report Andreas Rudkjøbing and colleagues 

leadingtouncoordinatedserviceprovisionand
lesseffectivediagnosis,treatment,andrehabilita-
tion,especiallyforpatientswithchronicdiseases.

Key reforms introduced in 2007
Thereformsintroducedin2007weredesignedto
transformahealthcaresystempredicatedaround
historicalneedsforepisodic,shortterminterven-
tionsforacuteconditions.The270municipalities
weremergedinto98,andoneofthesevenexplicit
goals(box2)wastoimprovetheintegrationof
healthservices.

Centralisationofspecialistservicesandgreater
centralgovernmentinvolvementinmonitoring
andplanningarekeyelementsofthereforms.
Concurrently,manynewITsystemshavebeen
setuptoimprovetheflowofinformationwithin
thehealthsystem.Whilethesehaveoftenbeen
ratherisolatedlocalandregionalinitiatives,an
increasingnumberofnationalprogrammeshave
nowbeenestablished.

Animportantelementofthereformshasbeen
theintroductionofmandatoryhealthcareagree-
ments.Thesearepoliticalandadministrative
agreementsthatprovideaframeworkforpractical
cooperationbetweenprovidersintheregionsand
municipalitiesandaredrawnupbyrepresenta-
tivesfromtheregionandmunicipality(box3).The
agreementsaremadeatthestartoftheregional

T
heDanishhealthsystem,incommon
withmostWesternhealthsystems,is
grapplingwiththedualchallenges
ofstrengtheningpublichealthini-
tiativestopreventdiseaseandpro-

vidingcaretoagrowingnumberofpatients
withchronicdiseaseandcomorbidity.Arecent
reviewofthesystemsuggeststhatitgenerally
provideshighqualityservices1andpatientsatis-
factionwithprimarycareandhospitalservices
ishigh.2Nevertheless,despitearaftofpolicies
aimedatintegratinghealthservices,theDanish
systemstillsuffersfromalackofcoordination
ofcare.AlthoughDenmark’shealthinformation
systemsarewidelyadmired,barrierstointegra-
tionincludeorganisationalfragmentation,per-
versefinancialincentives,andtheabsenceofa
singleelectronicmedicalrecord.

Danish healthcare system
Denmark,ahighincomecountrywith5.6mil-
lioninhabitants,isdividedintothreepolitical
andadministrativelevels:thestate,fiveregions,
and98municipalities.Thisdivisionisreflected
intheorganisationofthehealthsystem(box1),
whichisaBeveridge-typesystemsimilartothatin
theUnitedKingdomandotherNordiccountries.

Thestateisresponsibleforoverallfinanc-
ingandregulation,andisincreasinglytaking
responsibilityforactivitiessuchasmonitoring
thequalityofcareandthedistributionofspe-
cialistcareamonghospitals.Theprimarysector
consistsofprivate(selfemployed)generalprac-
titioners,physiotherapists,dentists,specialist
doctors,pharmacies,andmunicipalhealthserv-
ices,includingnursinghomesandhomenurses.
Socialcareistheresponsibilityofthemunicipali-
tiesandisnotpartofthehealthservices.

GPs,whoactasgatekeeperstospecialistcare,
arefinancedbytheregionsthroughamixtureof
capitationandfeeforservice.Mostsecondary
andtertiarycaretakesplaceinhospitalsowned
andoperatedbytheregions.

Despitethefinancialdownturn,investment
innewhospitalsandupgradingoldonescon-
tinues.Totalhealthcareexpenditure,currently
11.5%ofgrossdomesticproduct,hasgrown

fasterduringthepast10yearsthangovernment
spendingintotal,andfasterthantheaverage
expenditureoftheEU-15countries.2

Morethan30%oftheadultpopulationare
estimatedtohaveatleastonechronicdisease,3
anddespitelowinequalityintermsofincome
distribution4andfreeaccesstomosthealth
services,Denmarkhasseenincreasinginequali-
tiesinmortality(table)5andmorbidity.3Cancer
mortalityishigherthanincomparablewestern
Europeancountries.7

Integrated care tops the healthcare agenda
Historically,healthandsocialcareinDenmark
hasbeendecentralised,butmajorhealthreforms
introducedin2007havecentralisedthecontrol
ofhealthcareservicesinanattempttostrengthen
theircoordination.Centralisationwaspartly
drivenbythefindingthatlifeexpectancyislow
comparedwiththatinothercountriesinthe
OrganisationforEconomicCooperationandDevel-
opment(table)andevidenceofunevenaccessto
healthservicesacrossthecountryreflectedin,for
example,differencesinwaitingtimesanduseof
certaininterventions.8Therewasalsoconcern
aboutthequalityofservicesprovidedbymunici-
palities,especiallythesmallerones.9Inaddition,
thedistributionoftasksbetweenthestate,regions,
andmunicipallevelswasviewedasunclear,

Box 1 | Health service delivery in Denmark
National level—Overall regulatory, supervisory, 
and fiscal functions but also increasingly 
responsible for specific planning activities, 
such as where interventions are performed, 
monitoring quality (accreditation), and 
information technology
Regional level—Hospitals, psychiatric 
healthcare services, and contracts with private 
(self employed) practitioners (GPs, specialists, 
physiotherapists, dentists, chiropractors, and 
pharmacists)
Municipal level—Disease prevention, health 
promotion, and rehabilitation outside 
hospitals. Other municipal health services, 
including nursing homes, home nursing, 
health visitors, municipal dentists, and social 
psychiatric services

Box 2 | Aims of 2007 reforms
The 2005 health act 
described the objectives, 
general purposes, and 
instruments of the 
healthcare sector. The act, 
which was implemented 
in 2007, establishes 
the requirements of the 
healthcare system to ensure respect for each 
individual and to fulfil the need for:
• Easy and equal access to healthcare
• Treatment of high quality
• Integration of services
• Choice
• Easy access to information
• Transparent healthcare system
• Short waiting times for treatment
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andmunicipalelectioncycleeveryfouryears
andcoversixspecificareas—hospitaladmission
anddischargeprocesses,rehabilitation,medical
devicesandaids,preventionandhealthpromo-
tion,mentalhealth,andfollow-uponadverse
events—withtheoptionofaddingothers.

Thehealthcareagreementsprovidenational
oversightaswellasfeedbackmechanisms10and
areseenasgoodtoolsforstrengtheningcoopera-
tionacrosssectors,11althoughthejointnational
monitoringsystemsetuptomonitortheireffects
willreportlaterthisyear.However,sincethe
healthcareagreementsaremadesolelybetween
theregionalandmunicipalauthoritiesandGPs
arenotsystematicallyinvolved,itisquestionable
whethertheycanbridgethegapbetweenpublic
providersandprivategeneralpractitioners.

Strengthening the coordinating role of GPs 
Severalinitiativeshavebeenimplementedto
strengthenGPs’positionascoordinatorsofcare.
Oneexamplehasbeentoprovidethemwith
financialincentivestocoordinatethecareofdia-
beticpatients.GPsarepaidanannualfeefrom
theregionsof£125(€156;$195)perpatientto
coverthevariouselementsofdiseasemanage-
ment.GPshavetoregularlyassesstheappro-
priatenessofeachpatient’smanagementand

documentconsultations.Follow-upvisitsmust
beagreedbetweentheGPandthepatient,and
theGPmustfollowuponnon-attendance.The
obligationtoprovidecontinuousandanticipa-
torycareisnewforDanishGPs,whohavehith-
ertolargelyprovidedreactivecare.Theyarealso
responsibleforcoordinatingspecialistservices
suchaseyecare,endocrinology,andpodiatry.
Withrespecttodiabetesthisalsoentailslinking
thevariousservicesofferedbythemunicipali-
ties,aswellasofferingpatientsselfmanagement
programmes,modelledontheStanfordChronic
Careprogramme.12Anotherrequirementtoget
theannualfeefordiabeticcareistheinstallation
ofasentineldatacapturesystem.Thesystem,
whichhasbeenshowntosignificantlyimprove
qualityofcare,13collectskeydatafromtheelec-
tronichealthrecordsystem,generatesreportsfor
eachpractice,andbenchmarkstheGP’sperform-
anceagainstthatofotherGPs.14Iftheincentive
schemeprovessuccessfulitwillbeexpandedto
otherchronicdiseases.

Anotherinitiativeisapaymentof£80forhome
visitstoassesselderlyandfragilepatients.Rather
thanfocusingonspecificdiseases,thevisitsare
intendedtoassesselderlypeople’sresourcesand
functionalability,toidentifyandpossiblyprevent
theemergenceofhealthproblems,toreviewdrug

use,andtogainknowledgeoftheirdailylifeso
thatthedoctorcanhelpensurepatientshave
appropriateinterdisciplinaryhealthsupport.

SomeGPsareemployedasgeneralpractice
consultants,whoareaffiliatedwithoneormore
hospitaldepartments.TheoverallaimoftheGP
consultantistoimprovecooperationbetweenthe
primaryandsecondaryhealthsectorsbyfacilitat-
ingcommunicationandbreakingdownbarriers
betweenthetwosectors.TheworkofGPconsult-
antsiscoordinatedonaregionallevelbygeneral
practicecoordinators,whoarealsoGPs.

Coordination of secondary care
Denmark’shighcancermortalityhasmadethisa
priorityforimprovingcoordinationofcare.Patient
pathwayshavebeenproducedfor32cancertypes
thatstipulateapredefinedcourseofactionfrom
clinicalsuspicion,throughdiagnosticprocedures,
totreatment.15Cliniciansarerequiredtofollow
clinicalguidelinesthataredevelopedandkept
uptodatebymultidisciplinarycancergroups.
Thepolicyhassignificantlyreducedwaiting
timesfromreferraltostartingtreatmentformost
cancertypes—forexample,lungcancerfrom56
to42days,colorectalcancerfrom36to29days,
andheadandneckcancerfrom57to35days.15
Effectsonhealthoutcomes,qualityoflife,and

Inequality in mortality, life expectancy, and income in selected OECD countries. Modified from Diderichsen et al5

Inequality in mortality* Life expectancy 
(years) Income inequality†Male Female

Denmark 828 511 76.8 23.2
Sweden 625 381 79.7 23.4
Finland 1255 483 77.7 26.9
Norway 980 518 78.7 27.6
France 1044 375 79 28.1
UK 862 462 77.9 33.5
Italy 639 197 79.8 35.1
*“Slope index of inequality”—a  measure of absolute differences in mortality per 100 000 between the highest and lowest levels of education6 
† Gini coefficient×100 .

Box 3 | Examples of Danish healthcare agreements 
Agreement on hospital admission and discharges
How the parties will ensure that relevant information 
on patient treatment and care, etc is exchanged 
between the municipality, the GP, the hospital, 
and possibly other relevant players; how it will 
be ensured that the information is provided on 
time; how to ensure that relevant information 
is communicated to the patient and, where 
appropriate, to relatives and that the parties are 
available for further dialogue and questions from 
the patient
• How the parties will prevent emergencies or 

unplanned admissions
• How the parties will ensure timely clarification 

of the individual patient’s needs after discharge 
from hospital, including coordination of discharge 
timing and discharge related services

• How the parties will ensure that patients can be 
discharged from hospital as soon as they meet 
certain discharge criteria

• How the parties will follow up on the agreement

Agreement on health prevention and health 
promotion
Division of tasks between the regions and 
municipalities in relation to the patient directed 
disease prevention and health promotion efforts
• How the parties will ensure coherence of regional 

and municipal disease prevention and health 
promotion efforts

• How the parties will communicate about 
the organisation, development, and quality 
assurance of patient directed disease prevention 
and health promotion efforts

• How the parties will ensure that policies for 
patients with an established need for patient 
oriented disease prevention are organised in 
accordance with scientific evidence

• How the parties will ensure that chronically ill 
patients are in contact with the relevant actors in 
the region and municipality in relation to disease 
prevention and health promotion 

• How the parties will follow up on the agreement
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patientsatisfactionarestilltobeshown.Similar
pathwayshavebeenimplementedforheartdis-
easeandpsychiatricdisorders.16

Nationalfundshavebeenmadeavailableto
supportthetestingofnewlocalcarecoordination
interventionsandtechnologiesbyregionsand
municipalities.Oneexampleisajointtelemedi-
cineprojectbetweeneightmunicipalitiesandtwo
regionsthatprovidesexpertassistancetopatients
withpressureanddiabeticulcersbymobilephone.
Thehomenursecommunicateswithexpertsat
thehospitalbyvideophone.Theysharedigital
imagesandawebbased“ulcermedicalrecord.”
Thisincreasesthequalityofcareandhelpsprevent
hospitaladmissionsandamputations.

Good but far from perfect health information 
systems
Denmarkhasbeenhailedasaleaderinhealth
informationtechnologybytheinternational
mainstreammediabecauseofitsprimarycare
systems.17 18However,anationalelectronicmedi-
calrecordaccessibletoallhealthprofessionalsis
notlikelyinthenearfuture.Anetworkofstan-

dalonesystemsusingcommonstandardsisnow
believedtobethebestwaytosharepatientinfor-
mationacrossthehealthsystem.

AllGPsuseelectronicmedicalrecords.Thesys-
temsallowdoctorstomanagemedicationlists,
shareclinicalnotes,viewdiagnosticimagesand
laboratorytestresults,andsendremindersto
patients.GPsareconnectedtospecialists,phar-
macies,laboratories,andhospitalsthroughelec-
tronicclinicalmessagingsystems.Theseservices
areconnectedtoanationalonlinehealthportal
thatallowspatientstoaccesswaitingtimeinfor-
mation,scheduleappointmentswiththeirGPs,
reviewlaboratorytestresults,accessmedication
lists,andemailtheirGPs,althoughavailabilityof
thesefunctionsvariesbetweensystems.

Despiteallofthesedevelopments,healthcare
professionalsoftenstilldonothaveaccessto
alltheinformationtheyneedtomakeclinical
decisions,especiallyinemergencycareorout
ofhours.Theprocessofdevelopingexchangeof
informationbetweensectorsisstillslow,costly,
anddifficultbecauseofthemanydifferentsys-
temscombinedwithtechnical,organisational,
andprofessionalchallenges.

Is Denmark on the right track to achieve 
integrated care?
Sofar,theeffectsofthe2007reformsareunclear.
Strongpublicandpoliticalsupportacrossthe
politicalpartyspectrumandacommitmentto
maintainhealthcarespendingshouldhelpthe
Danishhealthcaresystemmeetthechallengeof
demographicchangeandrisingratesofchronic
disease.Concernremains,however,thatthe
reformswillnotbesufficienttoensurethecon-
tinuityandqualityofcarethatisrequiredfor
patientswithchronicdiseases.19Thereformshave
alsodonelittletostimulatenewapproachesto
healthpromotionanddiseasepreventionbecause
theytransferredthemainresponsibilityforthese
tasksfromtheregionstothemunicipalities,who
didnothavethenecessaryexperienceorfunding.

Thedivisionoftasksandfinancialincentives
oftenworksagainstcooperationbetweenpro-
viders.Forexample,financingrehabilitationis
amunicipalduty,butprovisionofserviceshas
beensplitbetweentheregionsandthemunici-
palities,resultinginsuboptimalanduncoordi-
natedservices.Reimbursementofhospitalsis
alsonotalwayslinkedtoclinicalperformance
andbettercoordination.Rather,fundingonthe

basisofdiagnosisrelatedgroupsprovideshospi-
talswithfinancialincentivestodivideoutpatient
visitsintoseveralcontactsandtoavoidtelemedi-
cineinitiatives(wherethepatientismonitoredat
homebythehospital),secondarycareoutside
hospital(outreachgeriatricteams,etc),and
referralofpatientsbacktotheirGPforcontrol
andfollow-upofchronicconditions.

Thehealthcaresystemstilldoesnotprovide
sufficientsupporttohelppatientswithfew
resourcesnavigatethecomplexsystem,and
sociallydeterminedhealthinequalitiesrelated
toqualityofcarearestillaproblem.Evaluation
ofthechangesinDenmarkwillhelpidentify
theorganisational,technological,andfinancial
instrumentsthatwillimproveandsecurecoor-
dinatedcareforthewholepopulationinother
countrieswithcomplex,fragmentedhealthsys-
tems.However,theDanishexperiencesshow
thatitispossibletoimprovecoordinationofcare
throughdecentralisedagreements betweenpro-
viderswithinaframeworkofnationallegislation
andmonitoring.Combiningtheseprocesseswith
relevantfinancialincentivesandefficientinfor-
mationsystemsseemstobeawayforward.
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Danish health reforms have 
improved coordination of care but 
there is still a long way to go



24 BMJ | 28 JULY 2012 | VOLUME 345

ANALYSIS

Rudkjøbingandcolleagues’articleonDanish
effortstoimproveintegratedcareprovidesvalu-
ableinsightintothecurrenthealthreformprocess
inpubliclyfundedhealthsystems.1Nationalpol-
icymakers—facingperformance,outcome,and
efficiencychallengesinthecareofchronicallyill
elderlypatients—haveimplementedaseriesof
mechanismstobettercoordinatelocallyorgan-
isedcare.ThenewDanishapproachesinclude
mandatoryagreementsbetweenregions(and
theirhospitals)andmunicipalities(whichadmin-
isterlongtermandsocialcareservices);targeted
financialincentivestoencouragegeneralpracti-
tionerstobettermanagedebilitatingconditions
likediabetesandtomakemorehomevisits;plac-
ingGPsinsidedesignatedhospitaldepartments
toadviseincoordinationwithprimaryhealth
services;andestablishingpatientpathwaysfor
thetreatmentofcancers,heartdisease,andother
complexconditions.Forthcomingmeasuresthat
willimposeadefactonationalvetoonmunicipal
budgets(regionalbudgetsarealreadynationally
determined)andrequirenationalpermitstobuild
newhospitalswillfurtherstrengthenthesteering
capacityoftheDanishgovernmentoverhealth
sectoractivities.2

Asthearticlenotes,however,thesereforms
mustbewovenintoacomplexexistingfabricof
centralisedanddecentraliseddecisionmaking
intheDanishhealthsystem.National,regional,
andmunicipalgovernmentssharehealthsector
responsibility.Whilethenewreformsrespectthe
traditionalroleofbothlocalgovernmentlevelsin
theday-to-dayoperationofhealthservices,they
consolidateanew,strongerroleforthenational
governmentinthesteering,financing,andsuper-
visionoflocalperformanceandoutcomes.

Inthispursuitofanewmixofcentralisedand
decentralisedresponsibilities,Danishhealth
policymakingisconsistentwithbroaderdevel-
opmentsintheNordicregion.Nationalgovern-

mentsinNorway,Sweden,andFinlandarealso
seekingstrategiestostrengthentheirabilityto
steerday-to-daybehaviourintheirhealthsys-
tems.3Confrontedbyrapidlychangingclinical,
pharmacological,andinformationtechnologies;
increasingcitizenexpectations;anddeteriorating
longtermfinancialprospects,policymakersare
rethinkingstructurallinksandfinancialincen-
tivesamongthethreedifferentlevelsofpublic
sectorresponsibility.

Norway,likeDenmark,reconfigureditsregional
leveladministrationintofirstfive,andnowfour,
regionsthatreceivetheirauthorityandfunding
fromthenationalgovernment.4Interestingly,
althoughthenationalgovernmenttookoverown-
ershipofthepublichospitalsfromtheregions,it
thentransformedthosehospitalsintosemi-auton-
omous“stateenterprises,”ineffectcentralising
ownershipwhiledecentralisingoperatingdeci-
sionstoamarketorientedenvironment.5

In2009,Sweden,seekingtostrengthenand
diversifyitsprimaryhealthcareservices,passed
nationallegislationthatrequiredtheregional
countycouncilstoallowbothprivateandpublicly
employedGPstocompeteforpatients.6Here,like
Norway,greaternationalauthoritywasusedto
decentralisetheday-to-dayoperationofservice
deliveryintoamoremarket-styleframework.The
Swedishgovernmentisalsodiscussinglegislation
onpatientrightsandhasadoptedacareguaran-
teeframeworkthatimposesnewnationalstand-
ardsontheoperatingdecisionsoftheregional
governments.

Finlandhasbegunacarefulprocessofconsol-
idatingbothmunicipaland,probably,regional
governmentalstructuresintofewerbutmore
capableunits.Italsoisreviewingthepoten-
tialforconsolidatingitstwoseparatepublicly
runfinancingsystemsintoasinglesystemthat
wouldbeunderclosersupervisionbythenational
government.

ThustheDanishcaseonintegratedcare
reflectswhatappearstobeamorefundamen-
talshiftinthebalancebetweencentralisedand
decentralisedauthority,andtheincreasinginflu-
enceofnationalgovernments,withinNordic
healthsystemsgenerally.Indeed,givenrecent
decisionsinSpaintoimposenationalfinancial
controloverregionalgovernmentsthatexceed
theirnationallyfundedbudgets,aswellasItalian
effortstointroducenationalcommissionersto
runregionsthatdonotmeetnationalgovern-
mentoperatingandfinancialstandards,current
policypressuresinpubliclyfundedsystemsmay
resultinstrongernationalgovernmentrolesin
healthsystemsgenerally.
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