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Introduction 

Increasing health expenditures are a challenge in all industrialised countries. Demographic 

transitions, rising expectations and new, expensive health technologies have led to higher 

demand, whereas stagnating economies have led to financial constraints1. Furthermore, 

significant variations in service quality have been observed in several countries.  

  

Many different measures have been suggested to address such challenges. One of the most 

promising includes developing a stronger focus on value creation in health care and 

reorganising payment mechanisms to support this. Value-based health care (VBHC) is a 

framework that aims to encapsulate such ideas. It has gained significant international 

attention since Michael E. Porter and Elizabeth Olmsted Teisberg introduced the concept in 

the article: Redefining Health Care: Creating Value-Based Competition on Results 2.  VBHC 

makes the delivery of improved health outcomes for the same or at lower costs, the primary 

objective of the health care system. In this sense, VBHC is clearly aligned with traditional 

health economics. Yet, perspectives on value chains and measuring points go beyond most 

health economic frameworks and open up a range of questions in regard to the 

interpretation and practical implementation in specific health system contexts.  

 

In Porter’s terminology, it is important to assess the value from a patient standpoint and to 

evaluate costs and gains in a long-term perspective, including prevention, intervention, and 

follow-up. This assessment of costs and benefits of the entire treatment trajectory for each 

individual patient should be supported by an incentive structure where payments are linked 

to results in terms of value for patients.  

 

 

 

1 Regioner, D. (2015). Pres på sundhedsvæsenet: derfor stiger sygehusudgifterne – sådan holder vi væksten nede. 
https://www.regioner.dk/media/2209/2015-pres-paa-sundhedsvaesenet.pdf. 
2 Porter M.E & Lee, T. (October 2013). The Strategy That Will Fix Health Care. https://hbr.org/2013/10/the-strategy-that-
will-fix-health-care. 
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VBHC promises to provide benefits for patients and the health care system in several ways. 

Patient outcomes can potentially be improved if more attention is paid to clinical value and 

the documented effects of pharmaceuticals and treatments. Financial impact may be 

reduced if purchasers, pharmaceutical manufactures and health care providers share the 

risk for suboptimal outcomes or if the VBHC contracts allow for personalized treatments 

that are more suited towards the individual patient’s needs and wishes. Personalised 

medicine also has the potential to reduce expensive hospitalisations or emergency visits due 

to poorly controlled diseases. The shared risk that payers and providers agree on in the 

value-based contracts (i.e., outcome-based contracts) also has the potential to align 

stakeholder incentives to value. For the health care provider, value-based contracts can be 

used to differentiate and demonstrate the effectiveness of a product versus their 

competitors, which can then assist payers in making formulary decisions.  

 

The intuitive appeal of VBHC has led many stakeholders to embrace the concept. However, 

the enthusiasm has only partially been converted to successful practices. Apart from the 

limited number of cases presented by Porter and associates, a number of pilot projects and 

partial implementation examples3, there is limited experience with large-scale 

implementation4.  

 

Furthermore, both scholarly and policy debates have been characterised by a lack of 

consensus about the translation of VBHC into specific health system contexts. The diversity 

of interpretations combined with the evolving nature of several projects represent 

challenges to summarising developments in a systematic and comprehensive manner. A first 

step towards a more uniform mapping of experiences involves creating a set of dimensions 

to identify VBHC projects.  

 

 

 

3 EiT Health. (2020). Implementing Value-Based Health Care in Europe: Handbook for Pioneers (Director: Gregory Katz). EiT 
Health. 
4 Pedersen, K. (2017). Værdibaseret styring. Er det smitsomt? Odense, Denmark: COHERE discussion paper, no.3. 
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The aim of this paper is therefore to develop a framework for analysing core dimensions of 

VBHC projects and to demonstrate how this framework can be applied in analysis of such 

projects in Denmark. Secondary aims include presenting lessons from VBHC projects and 

determining design principles for future VBHC contracts while considering the ambiguities of 

VBHC concepts and implementation.  

 

A key challenge for widespread implementation is that VBHC requires detailed patient-level 

data and a digital infrastructure to support the assessment of costs and value. The Nordic 

countries should, in principle, be in a favourable position to deal with this challenge due to a 

high level of digitalisation and extensive health registries that can be linked to a range of 

administrative and social data via personal ID numbers. Whereas some academic interest 

about VBHC in the Nordic region has been demonstrated, most contributions have focused 

on individual projects (e.g., the evaluation by McKinsey in 2019 of the Danish Regions’ cross-

regional VBHC projects5 or general discussions about the phenomenon6. This paper aims to 

provide a broader collection of VBHC cases from Denmark. 

 

Denmark has a culture of public and integrated health care system. The majority of funding 

for health care is derived through national, regional and local income taxes, and most 

hospitals are publicly owned and operated. However, there are also elements of private 

sector involvement and public-private collaboration. Danish regions typically have contracts 

with private hospitals and clinics to provide specific services, or these private entities serve 

as buffers in case of waiting times at public hospitals. General practitioners in Denmark are 

private enterprises, although they receive most of their income from public sources and are 

subject to regional planning and national-level agreements with the regions. VBHC may be 

applied as a steering mechanism within the public sector or as an instrument to optimise 

contracting and procurement from the private sector as will be explained in more detail 

below.  

 

 

5 McKinsey & Company. (2019). 20190114 Det tværregionale projekt om værdibaseret sundhed. 
https://www.regioner.dk/media/11405/20190114-det-tvaerregionale-projekt-om-vaerdibaseret-sundhed-pdf.pdf. 
6 Pedersen, K. (2017). Værdibaseret styring. Er det smitsomt? Odense, Denmark: COHERE discussion paper, no.3. 
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This study was supported by Integrated Personalised Diabetes Management goes (iPDM-

GO), a Europe Innovation project supported by EiT Health. EiT Health is supported by the 

EIT, a body of the European Union (euhealth.eu).  

 

Methods 

Identifying VBHC cases is complicated as the concept is interpreted and applied differently 

by different actors and across different domains. Practices and projects may be labelled as 

VBHC even though they only include some of the core characteristics described in the 

literature regarding VBHC. Furthermore, projects may include elements of VBHC ideas 

without being labelled as such by project managers and initiators. This ambiguity about the 

concept means that a comprehensive mapping of cases is unfeasible. Instead, this report 

takes an explorative approach, aiming to identify as many cases as possible using a 

combination of internet searches and snowballing based on references in reports, media, 

workshops, conferences and so on.  

 

The VBHC cases were identified by searching for the following search terms: ‘value-based 

management’, ‘value for the patient, ‘value-based health care’, ‘value-based procurement’, 

‘pay for performance’, ‘outcome based health’, ‘performance-based health’, ‘værdibaseret’, 

‘værdibaseret styring’ in the search engines PubMed, Google and InfoMedia and 

snowballing based on references in reports, media, workshops, conferences, etc.  

 

Data collection has been ongoing during 2019/2020, with new cases being added to the 

database as they were identified. The rate of new cases identified has been declining. This 

trend indicates that the method provides a relatively good coverage of the field.  
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The Origins of Value-Based Health Care 

VBHC as a concept or idea has been described and defined in different ways among 

researchers and clinical and health administrators. Common to all interpretations is the 

focus on the improvement in the patient's state of health and quality of life as a result of the 

health service's efforts for individual patients. This is defined as the value that is 

experienced by the individual7. At the system level, Porter defined value as the following 

relationship: 

 

𝑣𝑎𝑙𝑢𝑒 =  
ℎ𝑒𝑎𝑙𝑡ℎ 𝑜𝑢𝑡𝑐𝑜𝑚𝑒𝑠

𝑐𝑜𝑠𝑡𝑠 𝑜𝑓 𝑑𝑒𝑙𝑖𝑒𝑣𝑒𝑟𝑖𝑛𝑔 𝑡ℎ𝑒 𝑜𝑢𝑡𝑐𝑜𝑚𝑒𝑠
 

 

With health outcomes being the health results that matter for a patient’s condition over the 

care cycle and the costs of delivering the outcomes, the total costs of care for a patient’s 

condition over the care cycle. Therefore, it is a cost-effectiveness concept that expresses 

what one gets for the resource effort spent on the treatment. Ideally, the focus is thereby 

shifted number of e.g. operations to value, as the equation incentivises effective care 

delivery that prioritises outcomes that matter to patients.  

 

A tricky concept in VBHC includes the idea that value is not a fixed concept and that 

perceptions of value can differ from person to person depending on the perspective of the 

value assessment8. It is therefore a critical part of VBHC to solicit information about patient 

experiences and to use these assessments as input for health care delivery and 

management. 

 

 

 

7 Porter, M. &. (2006). Redefining Health Care: Creating Value-Based Competition on Results. Harvard Business Press. 
8 Drummond, M. S. (2005). Methods for the Economic Evaluation of Health Care Programmes. Oxford University Press. 
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Another critical point in value-based management is that all stakeholders in the health care 

sector should work towards the same goal and that management tools should support this 

common goal that considers patients' experiences in management and treatment practices. 

 

Porter's concept of VBHC is based on six dimensions. When combined, they should help 

maximise the value to the patient. They include the following: 1) organising into integrated 

practice units (IPUs), 2) measuring outcomes and costs for every patient, 3) moving to 

bundled payments for care cycles, 4) integrating care delivery across separate facilities, 5) 

expanding excellent services across geography and 6) building an enabling information 

technology platforms9. It is stated that the dimensions are all interconnected but that each 

dimension also has value in its own rights.  

 

The six pillars of Porter’s VBHC can be described in more detail. 

 

1) Organising into integrated practice units  

Instead of a fragmented health care system that is not organised around the 

patient but to a larger extent around hospital departments, Porter proposed 

organising care around medical conditions over the full cycle of care and deliver 

services in IPUs.  

 

2) Measure outcomes and costs for every patient 

Measuring patient outcomes and costs are key to VBHC. Outcomes should be 

condition-specific, multidimensional and reported by both clinicians and patients, 

and risk-adjustment factors should be considered. Porter proposes three tiers for 

outcome measurement: survival, process of recovery and long-term sustainability 

of health. To a large extent, existing quality data can be used in Denmark, but there 

might also be a need to develop new and uniform quality data on the patient's 

experience of value, such as patient-reported outcomes (PROs). 

 

 

9  Porter M.E & Lee, T. (October 2013). The Strategy That Will Fix Health Care. https://hbr.org/2013/10/the-strategy-that-
will-fix-health-care. 
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In regard to costs, Porter recommends including downstream costs (not only the 

billable ones) for all procedures and personnel deployed for each case, including 

management of any complications, recurrences or medical errors.  

The value of health care is supposedly maximised when outcome and cost are 

recorded continuously over time and made publicly available. Transparency 

enables providers to compete on value instead of price and therefore raise the 

overall standard of care and accelerate innovation.  

 

3) Moving to bundled payments for care cycles  

In a bundled payment model, a flat rate of reimbursement is paid for all the 

services performed by a provider to treat a patient undergoing a specific episode of 

care defined by a particular condition or period. Ideally, bundled payment 

encourages a careful allocation of resources and shared responsibility of all parties 

involved (e.g., primary and secondary care providers), and it also emphasises the 

patient’s recovery.  

 

4) Integrating care delivery across separate facilities  

Porter suggested integrating care across the health care system to eliminate care 

fragmentation and duplication and to optimise the services delivered at each 

location through deepened expertise and better outcomes. 

 

5) Expanding excellent services across geography. 

Porter also supported disseminating excellent care models across a defined region 

and thereby serving a more significant patient population. 

 

6) Build an enabling information technology platform 

The IT landscape within health care is complex with a large variety of solutions for 

each department, location and type of data in use. A suitable digital platform that 

enables the collection and sharing of patient-centred, standardised and structured 

data is essential for successful implementation of VBHC.  
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Towards a national translation of VBHC in Denmark  

In 2016, a Danish working group under the Danish Regions published a framework to 

support the development of VBHC models in a Danish context. This can be seen as an 

attempt to translate generic VBHC concepts into a health system with universal coverage 

based on public funding and predominant public service delivery. The framework consisted 

of the following elements.  

Health policy objectives focusing on value for the patient:  

 

1. focus on quality and effect;  

2. coherent patient pathways in the hospital between hospitals and between sectors; 

3. and cost-effectiveness. 

 

These general principles were to be transformed into specific projects based on the 

following guidelines:  

 

1. financing mechanisms must be transparent;  

2. improvements are rewarded; 

3. clinical staff involved in the design process to avoid negative side-effects on 

clinical practices; 

4. continuous and clinically meaningful follow-up;  

5. attention to all patient groups; 

6. visible and valid data (baseline and evaluation);  

7. and clear definition of prospective rules for risk and profit sharing. 

 

Although there is clear inspiration from Porters framework, it is also obvious that the Danish 

translation represents a reformulation of the original VBHC concepts to consider some of 

the potential complications in translating the general concepts into practice. In particular, 

the framework takes in to account that projects can be entirely within the public sector 

focusing on quality development and relations between public payers and public provides. 

There is a stronger emphasis on the involvement of health care professionals in the 

formulation and implementation of VBHC concepts and a recognition of the need to 
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consider the complexity of multiple patient groups with heterogeneous care needs. The 

framework also recognises the critical issue of developing principles for fair and effective 

contracts to manage risk sharing between purchasers and providers or between public 

payers and public providers. 

 

Developing a Framework for Classification of VBHC 
Projects in Public and Mixed Health Systems  

Merging the adjusted guidelines from the Danish framework and the general principles from 

Porter and Teisberg, we developed a broad set of dimensions for classification of empirical 

case studies of VBHC. We refined this set of dimensions by considering the applicability to 

our preliminary list of empirical cases. This led to identification of the following themes for 

descriptive mapping of VBHC projects. 

Patient scope 

The transition to VBHC often involves pilot studies to gain experience in different settings. 

The scope of such pilots differs significantly, and this may have an impact on both the 

transferability and comparability of results. It is therefore crucial to distinguish between 

different scope ambitions. Several projects focus on particular population subsets. Most 

commonly, this refers to a specific group of patients with specific diagnoses, such as 

diabetes, cardiovascular diseases or chronic obstructive pulmonary causes and aims to 

incorporate the perspective of integrated care pathways and measurement of long-term 

value and costs as presented above. A major concern regarding such projects is how to deal 

with patients suffering from multimorbidity as this may heavily influence both costs and 

value assessments. In terms of scope, it is relevant to declare whether the projects are 

single diagnosis or include multimorbidity.  

 

A second and broader scope option for VBHC is to include all citizens in a specific area. This 

type of population perspective addresses the core idea of bundling services, assessing and 

incentivising population-level value creation. However, it also raises a number of questions 

about how to account for population characteristics and broader determinants of health. 
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Another issue includes methods to assess and reward the contribution of different 

organisations and activities to value creation for individual patients. This is a key issue for 

the design of contracts as discussed in the later Section about “Risk-Sharing Contracts for 

Pharmaceuticals and Medical Devices”.  

 

A third possible scope for VBHC studies includes taking an organisational entity, such as a 

hospital or a GP clinic, as the unit of analysis. In this case, the focus would be on health and 

‘Quality of Life´ (QoL) performance for the entire population signed up with a particular GP 

or who receive treatment in a particular hospital department or ambulatory clinic.  

 

In sum, we suggest that VBHC project characterisation should be defined in scope as single-

group diagnosis, multimorbidity group diagnosis or population-level diagnosis. 

Public, private or mixed? 

As stated in the introduction, VBHC projects can be applied within the public sector as a 

steering mechanism for public hospitals and other health care providers. In this case, there 

is no market valuation of services, and the costing dimension can therefore be challenging. 

Whereas public provision may be the dominant form in some health systems, many others 

rely on a combination of public and private organisations to provide different parts of the 

care services. This means that the framework for VBHC analysis must be able to 

accommodate mixed provision chains across a set of public and private providers. We 

suggest that this dimension should be declared as public, private or mixed. 

Conceptualisation of patient care trajectory 

This leads to a second important dimension, namely the issue of how comprehensively the 

project conceptualises the patient trajectory. Some projects focus on specific parts of the 

care trajectory, such as care trajectories inside hospitals or departments, whereas others 

attempt a more holistic and integrated perspective, including care delivery in the entire care 

chain: namely, diagnostics (or even prevention), treatment, rehabilitation and follow-up. 

While the holistic perspective is most in line with the VBHC principles outlined above, it also 
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raises a number of issues for boundary setting, timing and assessment of the contribution of 

individual components of the care trajectory as previously explained. 

We suggest that projects should be classified on a scale from single care elements to a full 

care chain from diagnosis to recovery. 

Technological perspective 

A third descriptive dimension concerns the breadth of the sociotechnical perspective of the 

projects. At one end of the scale are projects that focus narrowly on value creation 

associated with procurement and the use of specific drugs or medical equipment. At the 

other end of the scale are projects that integrate technology and its use into a broader care 

package.  

 

The practice of value-based purchasing of pharmaceuticals belongs to the first category. 

Value-based purchasing contracts involve some degree of risk sharing through performance-

based payment, conditional coverage or price-volume limits, with the latter being most 

common in Nordic countries. An example of a single technology focused project involving 

medical equipment can be found at Tampere Heart Hospital, where the hospital enters a 

long-term contract with a supplier of cardiac diagnostic equipment in which part of the 

payment is contingent upon long term quality performance. An example of a broader care 

management project is the provision of an integrated management package for diabetes 

patients, including measuring devices for blood sugar levels and digital capture of PRO-data 

from individual patients in Odsherred Municipality in Denmark.  

 

We suggest that projects should be classified in terms of scale with a narrow technology 

perspective on the one hand and a holistic service package that can include a bundle of 

technology and care practices on the other hand. 

Economic Incentives 

An important part of VBHC is to develop economic steering mechanisms to support value 

creation. The incentive structure in VBHC can vary according to strength and design. Some 
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projects do not include incentives at all, while others rely heavily on economic incentives to 

facilitate a change in focus and operations. 

 

Design includes several different dimensions, such as the type of performance measure and 

whether it is simple or composite (see below) and the time dimension (i.e., the time in 

which performance is evaluated and the distribution dimension specifying the weight 

assigned to different parts of the care chain when multiple providers are involved). 

Incentives may relate to the entire patient trajectory (bundled payments) or to specific parts 

as described above, and they may focus on performance for specific types of patients or 

entire populations (population-based payment). We suggest classifying projects according 

to the strength and design of economic incentives. 

Performance dimensions 

Typical performance dimensions include activities, such as diagnostic tests or surgical 

procedures, outputs, such as episodes of care, which are often classified as ´Diagnosis 

Related Groups´(DRGs) and outcome measures, which may include clinical measures of 

health and patient-reported measures of health, quality of life and satisfaction with the 

experience. ´Quality Adjusted Life Years´ (QALYs) are an example of a composite outcome 

measure based on self-reported health and quality of life combined with length of life.  

 

We suggest classifying projects according to three types of performance measures: activity, 

output and outcome, as well as the subcategories within these main categories.  

Organisational development 

Some VBHC projects focus on the organisational development aspects without a framework 

of performance management or economic incentives. Ideas about care integration and 

utilisation of patient input has resonated well with ongoing quality improvement strategies 

in several public health systems, whereas the attempts to link quality improvement to 

payment schemes has generated critique as it entails a number of potentially unwanted or 

perverse side effects. Furthermore, the data infrastructure is not always in place to perform 

detailed and ongoing calculations of costs and value. For this reason, several pilot projects 
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have chosen to emphasise organisational developments, sometimes in the context of 

changing from activity-based payment to a global budgeting scheme to avoid the negative 

side effects of the former.  

 

We suggest that VBHC projects should be characterised as pure organisation development 

projects or projects relying on economic incentives to create change.  

 

Table 1 summarises the dimension: 

 

Dimensions of Value-Based Healthcare 

Scope Single diagnosis group, including multimorbidity? Population 
perspective (all citizens in a given area or affiliated with a given 
organisational entity) 

Public/private Public-private purchasing/contracting or public-public steering 
mechanism 

Patient care trajectory Single activity, treatment episode or full trajectory from prevention 
to recovery 

Technology Narrow/single technology, such as a drug or holistic technology and 
care package 

Economic incentives Strength and design of economic incentives 

Performance measure Activity, output, outcome (health and quality of life, patient reported 
or clinical, patient experience) 

Organisational development 
perspective 

Organisational quality development with or without performance 
related economic incentives  

 

Table 1: Dimensions of Value-based Health Care 

 

Examples of VBHC projects from Denmark  

In this section, we illustrate how the framework developed in Table 1 may be used to 

characterise the translation of VBHC into pilot projects in the Nordic region.  

Value-based delivery models 

Mapping of VBHC practices is constrained by the fuzziness of the concept and the many 

different interpretations. This means that practices and projects may be labelled as VBHC 

even though they only include some of the characteristics described in the above. Indeed, 

many of the Danish cases focus on organisational optimisation or integration of PRO data 
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without a performance-based payment model or a specific focus on costs and outcomes for 

the individual patient. 

 

Furthermore, it is possible that projects include elements of the general ideas within VBHC 

without being formally described as such by the project managers and initiators. Such 

projects would not necessarily be picked up in general Internet searches using keywords 

related to VBHC or through the process of snowballing based on references in reports, 

media, workshops, conferences and so on.  

 

Our review of VBHC in Denmark found that several projects have been initiated at the 

regional level covering specific patient groups or organizations. There were no projects 

covering entire populations in specific areas, and only a few attempts to develop integrated 

VBHC projects to include the entire patient pathway across public and private provider 

structures were available. 

 

We found that all regions had designated hospitals or hospital departments to participate in 

value-based management trial projects. Most of the Danish examples were initiated in 

response to a financial agreement between the state and the regions in 2016, which 

emphasised the need for alternatives to the activity-based settlement scheme and pointed 

to value-based management as a model that should be explored further10. Several of the 

regional trials include an exemption from the region's usual settlement models, which partly 

includes an element of activity management.  

 

The dominant picture emerging is that VBHC has mostly been used within the public sector 

and primarily as a tool to develop new patient-reported outcome measures (PROMs) or to 

examine and reorganise specific organisational practices. There are very few examples of 

developing schemes that involve both public and private providers or that take a holistic 

view across care levels. Furthermore, few projects link performance to economic incentives. 

 

 

10 Regeringen, D. R. (2016). Aftale om regioners økonomi for 2016. Copenhagen, 
https://www.regioner.dk/media/1424/aftale-om-regionernes-oekonomi-2016.pdf. 
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Indeed, most of the regional projects were attempts to find alternatives to the dominant 

and rather stringent activity-based funding scheme with demands of 2% annual productivity 

increases, as this was perceived to have negative side effects. 

 

Most projects concern particular hospital departments and/or specific diagnosis groups 

within these hospitals. Porter's theory indicates that a health care provider must organise 

and conduct the entire process to be responsible for all parts of the process. There are in 

many cases several administrative actors with their own budget (e.g., municipalities) 

conducting the rehabilitation efforts. This chain of actors responsible for each part distorts 

the incentive structure in relation to the goal of value-based governance. It must pay off for 

doctors to discourage readmissions and consider the patient's ability to function11.  

 

The Danish efforts that constitute the means to the goal often differ from those formulated 

in the theoretical concept of Porter’s value-based management. Increased focus on 

compliance with the cancer packages and the treatment guarantee are process or output 

goals that cannot as isolated elements encapsulate value-based management outcome 

focus. 

 

In the following are a few examples from Denmark to illustrate that Danish VBHC initiatives 

vary greatly in terms of content (e.g., the subcomponents of value-based management that 

are in focus) and scope (patient group or population or organisation level). Furthermore, 

generally the experiments had modest anchoring in the idealised theoretical framework for 

value-based management. A more comprehensive list can be found in Appendix 1.  

 

• Tariff management in the Capital Region: The Capital Region has for many years had 

tariff management as a continuous control element and as a form of settlement in 

hospitals. In recent years, there has been a political desire in the Capital Region to 

develop ‘a health care system that is being measured on the value we create for patients 

 

 

11 Porter M.E & Lee, T. (October 2013). The Strategy That Will Fix Health Care. https://hbr.org/2013/10/the-strategy-that-
will-fix-health-care. 
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within for the financial framework we have ‘and to ‘work to eliminate unnecessary 

processes and strengthen documentation requirements and controls in the healthcare 

system‘12.  

 

• Introduction to Integrated Care:  A collaboration between Odense Municipality, Region 

of Southern Denmark and Organisation of General Practice (PLO): The Integrated Care 

project in Odense Municipality is an example of Porter's first parameter, which 

emphasises that the treatment must be organised into integrated units. The Integrated 

Care project works precisely on how new forms of collaboration can help break the silo 

thinking. In this way, early efforts and coherent patient care could be ensured. The 

target group for the project was the elderly, medical patients and citizens with stress, 

anxiety and depression. In line with the value-based approach, cross-sectoral 

cooperation was coordinated through relationships based, among other things, on 

common goals. The common goals were defined by health care practitioners. The goals 

were individual specific rather than target specific, which  precisely mirrored the value-

based strategy of Porter's second parameter13.  

 

• AmbuFlex using PRO: In Central Denmark Region, work is structured on Porter's other 

parameter, which emphasises the importance of setting up patient-specific results at the 

start of treatment. PRO is used as a decision-making tool to determine whether a 

control visit is required for the individual chronic patient, but it does not measure the 

effect of the treatment. 

 

AmbuFlex, which is a generic web system, based on the patient's reported PRO data, 

creates a triage where the patient is categorised as either green (the patient can and 

wants to wait with control), yellow (notification of special conditions that the clinician 

 

 

12 Regeringen, D. R. (2016). Aftale om regioners økonomi for 2016. Copenhagen, 
https://www.regioner.dk/media/1424/aftale-om-regionernes-oekonomi-2016.pdf. 
13 Pedersen R, K. (2015). Værdibaserede strategier i sundhedssektorerne med fokus på medicinområdet: Fra skåltaler til 
virkelighed? KORA. 
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must evaluate on whether the patient should be contacted) or red (the patient needs a 

phone contact or check-in time). 

 

According to a memo from the Danish Regions, the experience of AmbuFlex 

demonstrated that for the processes suitable for PRO, a large number of routine checks 

could be omitted. This results in an economic efficiency potential and at the same time a 

quality gain for patients in the form of a more flexible control process with less time 

consumption. Some research is under way with AmbuFlex, including research on the 

effect of PRO and AmbuFlex. Systems like these help ensure that health care can deliver 

better and more effective treatment14.  

 

• New management in a patient perspective: The trial ‘New management in a patient 

perspective’ was conducted in nine departments (medical department, emergency 

department, diagnostic centre, orthopaedic surgery department and the main 

neurocentre [five departments]), distributed over five hospitals. Together, the nine 

departments comprise approximately 13% of total economic activity. Several of Porter's 

parameters are included in the project (the first, second and sometimes the fourth). The 

aim of the project was to contribute knowledge about which patient-related goals could 

encourage the highest possible health-for-money effect and to determine whether these 

goals produced the desired health effect when managed according to patient-related 

goals, rather than only managing according to DRG value. During the trial period, the 

normal activity payment was put off, whereas general budget targets such as budget 

compliance requirements of at least 2% productivity growth and achievement of quality 

and service goals were maintained. The hospital departments have defined patient-

centred goals, which have been found to be motivating for the staff as they feel that 

their knowledge and experience can be used in management. The departments also felt 

that the project gave rise to an increased focus on the patient's perspective, patient-

perceived quality and patients' expectations for the treatment. Patient experience has 

 

 

14 Pedersen R, K. (2015). Værdibaserede strategier i sundhedssektorerne med fokus på medicinområdet: Fra skåltaler til 

virkelighed? KORA. 
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been collected through surveys or interviews. The involvement of patients' experiences 

has also led to changes in work processes. Furthermore, it has been argued that the 

wards have been given better cooperation opportunities with the other wards, since 

they must not take into account DRG value in the given patient treatment15  16.  

 

• Value for the citizen: The hospitals in Region Zealand have been rewarded financially 

since 2012 for good quality and efficient utilisation of their resources, which leans on 

Porter's thinking. Value for the citizen uses an incentive structure constituting of a fixed 

percentage of the hospital’s budgets on the basis of successfully reaching selected 

indicators that represent value for the patient. The focus has been on reaching 

compliance with the cancer packages in 95% of cases and to comply with the guarantee 

of treatment (30 days). As such, part of the hospital’s budget is dependent on its 

performance and the incentive programme amounts to approximately 1.5% (or 103 

million) of the six somatic hospitals' budgets 17.  

 

Hence, Denmark has some structural advantages facilitating a successful implementation of 

VBHC, such as high-quality health data and national quality indicators that create a 

foundation for the collection and management of data and that provide a basis for clinicians 

to measure health outcomes. Denmark has a relatively advanced digitalisation within its 

health care system. Denmark has advanced and interconnected systems of electronic health 

records.  

Risk-Sharing Contracts for Pharmaceuticals and Medical Devices 

Until recently, Denmark had not used a risk-sharing contract for pharmaceuticals or medical 

devices. An external review of the national purchasing organisation Amgros from 2016 

concluded that Amgros had very limited experience with such instruments. Few agreements 

 

 

15 Pedersen KM. (2015). Økonomisk styring i den offentlige sektor: Kvantitet, kvalitet og sammenhæng i opgaveløsningen 
(Financial management in the public sector: quantity, quality and service chains). COHERE. Odense: University of Southern 
Denmark. 
16 Midtjylland, R. (2015). Anden delevaluering – Ny styring i et patientperspektiv. Region Midtjylland. 
17 Pedersen R, K. (2015). Værdibaserede strategier i sundhedssektorerne med fokus på medicinområdet: Fra skåltaler til 
virkelighed? KORA. 
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on volume discounts had been entered, and no agreements with payment based on 

performance18. 

 

However, effective 1 January, 2019, the Danish Parliament adopted an amendment to the 

Danish Health Act, which introduced a three-year trial scheme for risk sharing in the drug 

supplement system19. The scheme ensures that patients who should receive reimbursement 

also receive it and without the authorities risking unforeseen expenses. Starting August 

2019 the Danish Medicines Agency has selected the first two medications on the scheme, 

namely the blood clot drug Brilique (60 mg) and the psoriasis agent Skilarence; furthermore, 

the companies behind the drugs have undertaken to cover the public's subsidy costs if 

consumption is higher than anticipated: that is, a type of volume control contract20.  

 

The purpose of the legislative amendments has been to strengthen patients' access to 

reimbursement for prescription drugs, including faster and easier access to new innovative 

medicines. The legislative changes are expected to benefit the Life Science sector by 

enabling general reimbursement for drugs that do not currently meet the conditions21. 

Another possible benefit of the risk-sharing agreement is that it might help reduce the 

current geographical inequality around the prescription of medicines not covered by general 

reimbursement22. 

 

Under the trial scheme, the Danish Medicines Agency will be able to grant conditional 

reimbursement for medicines on the condition that the pharmaceutical company must 

share the risk. The fact that the drug is included in the risk-sharing trial does not entail any 

additional administration for doctors or pharmacies. On the contrary, there is actually less 

 

 

18 AMGROS. (2016). Ekstern analyse af Amgros' lægemiddelindkøb. 
19 Retsinformation. (2019). Lov om ændring af sundhedsloven. Hentet fra 
https://www.retsinformation.dk/eli/lta/2018/1556 
20 Lægemiddelstyrelsen. (2019). Medicin mod blodpropper og psoriasis kommer med i forsøgsordning om risikodeling. 
Hentet fra https://laegemiddelstyrelsen.dk/da/nyheder/2019/medicin-mod-blodpropper-og-psoriasis-kommer-med-i-
forsoegsordning-om-risikodeling-/ 
21 Retsinformation. (2019). Lov om ændring af sundhedsloven. Hentet fra 
https://www.retsinformation.dk/eli/lta/2018/1556 
22 LIF. (2019). Nyt forsøg med risikodeling. Hentet fra https://www.lif.dk/Nyheder/Sider/Nyt-forsøg-med-risikodeling.aspx 
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administration for the doctors, as they previously had to apply for individual reimbursement 

to each patient when prescribing these two drugs23. The health care system will cover the 

cost of reimbursement for a certain number of patients who meet the reimbursement 

requirements and when the treatment value is expected to be proportionate to the cost. 

The manufacturer must cover the region's reimbursement costs for the number of patients 

exceeding the target population24. The trial will be evaluated in 202125.  

 

The status in regard to medical equipment is less transparent, as there is no central 

repository of contracts for medical equipment in Denmark. Indications can be found in a 

recent report on innovation and value-based purchasing in health care, commissioned by 

the Danish Ministry of Industry, Business and Financial Affairs in 2019. The report presented 

seven cases of public-private innovation through purchasing in health care. Two of the cases 

were presented as value-based purchasing, including the ‘Odsherred’ case presented above 

and an example from Region South, where payment for a specific type of knee-replacement 

was linked to outcomes. The report was based on a scanning of material from the five 

Danish Regions, and the other examples included public-private innovation and 

development contracts of various kinds. The fact that the report only lists two cases of 

performance-based purchasing indicates that this instrument is not used extensively in 

Denmark at the moment.  

 

Lessons about VBHC implementation from Danish cases  

Common challenges emerging from the reviewed cases include the following:  

 

1) defining the necessary linkage in payment models across sectors or provider levels;  

 

 

23 Lægemiddelstyrelsen. (2019). Medicin mod blodpropper og psoriasis kommer med i forsøgsordning om risikodeling. 
Hentet fra https://laegemiddelstyrelsen.dk/da/nyheder/2019/medicin-mod-blodpropper-og-psoriasis-kommer-med-i-
forsoegsordning-om-risikodeling-/ 
24 Retsinformation. (2019). Lov om ændring af sundhedsloven. Hentet fra 
https://www.retsinformation.dk/eli/lta/2018/1556 
25 LIF. (2019). Nyt forsøg med risikodeling. Hentet fra https://www.lif.dk/Nyheder/Sider/Nyt-forsøg-med-risikodeling.aspx 
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2) developing measurement systems for tracking health outcomes and costs and 

building the advanced analytics platform necessary both to feed data to providers 

and to use it as a basis for value-based payments; 

3) and creating systems to manage risk, both in terms of patient mix and providers’ 

financial exposure. 

 

A recent report from the Danish Ministry for Industry, Business and Financial Affairs, further 

elaborates on the barriers based on the investigation of value-based purchasing models in 

Denmark. The list of potential barriers includes the following. Focusing on price rather than 

long-term value creation. Lack of time, resources and competencies to engage in contracting 

negotiations, which tend to be highly complicated in regards to determination of 

performance targets, risk sharing models and contractual obligations. Tough risk-sharing 

demands can create uncertainty and deter some private sector suppliers from engaging in 

the project. Uncertainty about economic gains can be a hindrance for smaller firms with 

limited financial buffers. Furthermore, health personnel may dislike the increased 

transparency on their own performance.  

 

In theoretical terms, this can be understood as increased risks, particularly as perceived 

from the private partner, and increased transaction costs related to preparation, 

negotiation and follow up of more complicated value-based contracts26. Value-based 

contracting requires a build-up of expertise and the capacity to handle complex 

performance and legal issues associated with contracting and follow-up as outlined in the 

section on Error! Reference source not found..  

 

Similar points have been raised in regard to risk-sharing models for pharmaceuticals and 

medical devices. A recent report from the central medicines purchasing agency in 

Denmark27 argued that European experiences with performance-based risk modelling, 

 

 

26 Williamson OE. (87. November 1981). The Economics of Organisation: The Transaction Cost Approach. American Journal 
of Sociology, s. 548-77. 
27 AMGROS. (2016). Ekstern analyse af Amgros' lægemiddelindkøb. 
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particularly from Italy, have been mixed. They may facilitate earlier entry, but the costs of 

preparing, monitoring and enforcing contracts are significant, and this has led to a drop in 

the use of such contracts in Europe. Contracts based on economic risk sharing (without 

performance measurements) are seen as more promising but primarily in situations where 

the purchasing agency is in a strong bargaining position because the particular drug would 

otherwise not be granted access. This instrument has therefore only been used to a very 

limited degree in Denmark, prior to the trial period initiated in 2019. Instead, Denmark 

relies on regulatory measures such as general agreements with the pharmaceutical industry 

and evaluation by the Medicines Council since 2019.  

 

The arguments for not using performance contracts focus on data availability, transaction 

costs, capacity and judicial issues. When using economic models, there has been a tendency 

to move from complex to simpler models. The main arguments for using such models in the 

first place are uncertainty about the economic burden of particular drugs28. Other European 

surveys have indicated similar mixed experiences and explanations in areas such as Eastern 

Europe29 and the Netherlands30. 

 

Barriers against VBHC in delivery of health care services can also be found in the broader 

institutional context for health care in terms of legal frameworks and economic steering 

practices. A major unresolved issue is how to design payment schemes that support VBHC 

across multiple providers and organisational levels. There has been a reluctance to make 

decisions on this due to the inherent conflicts between different institutionalised interests. 

Furthermore, there is a lack of clear evidence for the optimal design of performance-based 

mechanisms across governance levels. Indeed, the international experiences with the use of 

´Pay for Performance”  (P4P) models in health care are quite mixed. Even without the added 

complexity of coordination across governance and organisational boundaries each with their 

 

 

28 Andersson, E. S. (April 2020). Risk sharing in managed entry agreements—A review of the Swedish experience. Health 
Policy, 124(4), s. 404-410. 
29 Rotar A.M., P. A. (Mar 2018). Rationalising the Introduction and Use of Pharmaceutical Products: The Role of Managed 
Entry Agreements in Central and Eastern European Countries. Health Policy, 122(3), s. 230-236. 
30 Makady A., V. A. (Mar 2019). Implementing managed entry agreements in practice: The Dutch reality check. Health 
Policy. Health Policy, 123(3), s. 267-274. 
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own decision structures and economic steering regime. One of the complications includes 

the fact that such cross-boundary schemes will require further investment in data and 

administrative capacity to track outcomes and costs and to identify the contribution of the 

different parts of the care chain to both costs and outcomes.  

 

In the past, health care systems have relied on the division of labour: The responsibility for 

managing the costs to the health care system relied on the Payers (i.e., health insurance or 

health authorities) and providers (i.e., clinical personnel or pharmaceutical companies 

delivering care) were responsible for the quality of care delivered to patients. However, a 

core principle of VBHC is that payers and providers share accountability for and jointly 

manage costs and quality. The blurred line between being a provider or a payer (i.e., nurses 

and coaches hired by the pharmaceutical company) can lead to ethical dilemmas. 

 

For VBHC to drive change in clinical practice, the payment models must be introduced in an 

environment of trust among providers and payers. As there are often conflicting interests 

between the different stakeholders, such as misalignment of incentives for fee-for-service 

reimbursement models between payers and providers, this can be challenging. To overcome 

this challenge,  it is therefore important to emphasise and reflect that the focus for the 

incentive is not solely cost containment but also outcome improvement. Providers on the 

other hand should be involved in the design, implementation and refinement of payment 

models, including defining outcomes and reviewing performance bonus criteria.  

 

The examples in Denmark have proven to be difficult in terms of engaging general 

practitioners in the projects. General practitioners have a multifaceted and central role in 

influencing the overall cost and quality of the health system. They are in a key position to 

encourage prevention and well-being and to intervene early for a chronic disease and aid in 

managing it over time in order to slow its progression. As the patients require more 

specialised health care, the general practitioners have critical roles as gate keepers and 

coordinators or communicators with the rest of the health system. It is therefore important 

to find ways to make them more engaged in VBHC projects if the projects are to succeed in 

the long run.  
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In most of the Danish cases provided in this report, only a subset of the care required to 

achieve the desired patient outcome was included in the payment model. Such a setup did 

not create incentives for providers to innovate across the full chain of care delivery or to 

manage the total cost of care. In an ideal implementation, the scope would be expanded to 

the full cycle of care across (economic) responsibilities by the Regions and municipalities 

(i.e., diagnostics, surgery and physical therapy), which would give the providers an incentive 

to share information, cooperate to redesign care pathways and provide the highest quality 

care in the most cost-effective manner. For patients, inconsistent and uncoordinated health 

care is one of the biggest challenges in the health care system, and efforts to improve 

collaboration and integrated care across sectors has been attempted numerous times31 32 33 

34.  

Requirements for further development of VBHC 

So far, the health care sector lacks clear action models on how to scale pilots, which have 

only been tested in primary hospitals, to a national or regional implantation of VBHC 

programmes in Denmark as well as elsewhere. Even if individual payment initiatives 

demonstrate improved health care value, integrating it with a comprehensive and coherent 

system-wide care delivery and payment regime remains challenging.  

 

A major unresolved issue is how to design payment schemes that support VBHC across 

multiple providers and organisational levels. Shying away from this is partly a reflection of 

mixed experiences with previous (and less complicated) pay-for-performance models 

internationally35 and partly a recognition that such reconfiguration of incentive structures is 

 

 

31 Antunes, V. &. (2011). Approaches to developing integrated care in Europe: a systematic literature review. Journal of 
Management & Marketing in Healthcare, 4(2), s. 129-135. 
32 Sandberg Buch, M. (2012). Forløbskoordination for patienter med kronisk sygdom. Erfaringer fra Region Syddanmarks 
modelprojekt om udvikling af forløbskoordination på kronikerområdet, København: DSI. 
33 Sandberg Buch, M.  and Anne Petersen(2017). Model for koordinerende indsatsplaner og tilhørende 
koordinatorfunktioner - Evaluering af et samarbejdsprojekt mellem Region Hovedstadens psykiatri og Københavns 
Kommune. København: KORA. 
34 Sundhedsstyrelsen. (2011). Forløbskoordinering i regioner og kommuner. Indsamling af erfaringer. Hørsholm: 
Sundhedsstyrelsen. 
35 Pedersen, K. (2017). Værdibaseret styring. Er det smitsomt? Odense, Denmark: COHERE discussion paper, no.3. 
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subject to substantial conflicts of interest. In any case, such cross-boundary schemes will 

require further investment in data and administrative capacity to track outcomes and costs 

and to identify the contribution of the different parts of the care chain to both costs and 

outcomes.  

 

To make a successful VBHC, there is a need for systematic collection of patient-reported 

data (i.e., PRO data) to support clinical effect measures. It has proven very resource heavy 

to collect and maintain information on cost. At the administrative level, VBHC projects have 

been used to identify departments with improvement potential, where the clinical 

departments request individual data to make proper use of the VBHC solution. 

 

A large part of monitoring quality within a VBHC system is to identify which indicators to 

monitor and which data support it. The Danish data registries are very rigorous in terms of 

data quality due to good registration practice, which includes extensive, comprehensive and 

complete data of an entire population over a long period of time, with a high level of 

registration within many disease areas. Furthermore, due to the unique personal ID, it is 

possible to combine data across registries. Examples of such registries include De kliniske 

kvalitetsdatabaser, Dødsårsagsregisteret, Fælles Medicin Kort, Landspatientregisteret (LPR), 

LUP (Landsdækkende Undersøgelse af Patientoplevelser), Lægemiddelstatistikregisteret, 

Patientadministrative systemer and Ydelsesregisteret. However, often times in the 

operationalisation of VBHC in Denmark, output rather than outcome is used, and the 

reimbursement is not based on the individual patient as stated in Porter’s theory. The basis 

for being able to estimate the patient's risk profile and to relate current outcomes to 

expected ones is massive data entry on the patient: both clinical and personal data, as well 

as patient-reported data. It can potentially cause a considerable administrative burden on 

the hospital system. 

 

Moreover, patients have considerable knowledge about themselves, their disease history 

and their current state of health, which can aid in qualification to determine the best 

treatment for individual patients. This information, as well as data already being collected, 

needs to be used better and more efficiently than currently. Self-registered health data can 
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aid in heightening the quality of the dialogue between the patient and health personnel to 

find the most suitable solution for patients. One challenge in the current set up includes 

discovering ways to make it easier for patients to share data with health personnel and ways 

for health personnel to easily access and use this data, as well as using data in combination 

with other patient data. Moreover, many health apps and technologies, either existing or in 

development, do process and share data better, but it is a challenging task for health care 

personnel to familiarise themselves with each health technology and a standardised rating 

of the quality of the app could possibly be an aid in this process.  

 

In recent years, there have been extensive investments in upgrading Danish national data 

infrastructure, in particular for health personnel, and in strengthening data safety. However, 

Denmark does not have a combined data centre for all Danish National Health registries 

unlike other Nordic countries, such as Finland’s Isaacus project and Norway’s Helsedata 

programme. In Denmark, there is limited cross-functional organisation of health data, and 

each registry has its own approval, access and sharing procedure. The approval procedure 

for gaining access to data is complex and time consuming. When using the data, the 

different registries operate with different regulations and laws and without consistency in 

the manner data is made available to users. Users are not always aware of what data is 

available, of the content of each registry and the quality of the data in registries. The 

complexity and time-consuming nature of gaining access might make researchers and firms 

less likely to use data to its full potential 36. Moreover, there is a lack of wider understanding 

of what data can be used for (i.e., explorative use or use for analytical models [AI] is 

currently not accepted).  

 

 

 

36 Deloitte. (2019). Værdien af bedre adgang til sundhedsdata - rapport resume. Deloitte. 
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Conclusion 

We found that value-based health management is a growing trend in Denmark as well as in 

many other countries but that it was not used extensively within the Danish health care. The 

high degree of definitional inconsistency and the lack of comprehensive evaluations makes 

it difficult to compare value-based health care payment models and draw conclusions about 

their relative efficacy. Furthermore, the manner in which VBHC is used or understood in the 

Danish context omits parts of Porter’s original concept, and numerous cases did not 

conform to the original strategic definition of VBHC. According to Porter, the use of 

outcome-based goals should be systematic throughout the course of treatment and done 

individually for each diagnosis. However, such goals have not yet been developed and 

tested in Denmark. Whereas Porter's theory indicates that a health care provider must 

organise and implement the entire process to be responsible for all parts of the process, 

Denmark has several administrative actors with their own budgets. The multitude of 

stakeholders responsible for various components of treatment and rehabilitation distorts 

the incentive structure in value-based governance. It must pay off for doctors to discourage 

re-admissions and to consider patients’ ability to function. Often, components of the VBHC 

universe that make sense from the operational logic within the current institutional 

boundaries were used, and the schemes were implemented as limited pilot projects 

involving specific departments and patient groups. This approach makes sense as a starting 

point but does not fundamentally change the modus operandi or adhere to the full set of 

VBHC principles. Thus, value-based management is far from being a fully developed concept 

for managing the health care system in Denmark. To fulfil its promise, it is necessary to 

consider how clinical staff and patients can be involved and how the models can be 

developed to include collaboration across regions and sectors.  

 

The initiatives we identified had a strong focus on outcome indicators. However, improved 

outcome in itself will most likely not lead to an increased effectiveness of payment models, 
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as other factors will also influence the effects on the quality of care and health care costs. 

Organisational optimisation to enhance value and development of various types of PROs 

and process quality tools have dominated the recent drive towards a more patient-centred 

health care sector as they motivate desired change towards more patient involvement and 

more cross-sectoral focus that reflects the overall patient pathway. 

 

Data infrastructure, tele-health initiatives and other home-based capabilities are often 

regarded as an integral part of  VBHC initiatives. The capacity to use tele-health has also 

been relevant in regards to pandemic scenarios such as the COVID-19 crisis of 2020. 

Furthermore, during the pandemic, other arrangements (often of easy-to-use or low 

technicality) have been put in place within a short time frame to meet the health and social 

needs of patients during the pandemic. Thus, the pandemic might thus aid in the shift 

towards a more suitable, less expensive and prevention-oriented health care system that 

better addresses patient’s health and social needs in the future. 

 

In sum, it appears that value-based models are not used extensively within the Danish 

health care, at least not in accordance with the full description of VBHC as presented by 

Porter and as outlined above. Instead, the progress so far could be characterised by a 

tendency to “cherry pick” and translate parts of the VBHC universe that make sense from 

operational logic within the current institutional structure. Organisational optimisation to 

enhance value and development of various types of PROs and process quality tools 

dominate the picture. Furthermore, there is a tendency for schemes to be implemented as 

limited pilot projects involving specific departments, patient groups, drugs or equipment. 

This approach makes sense as a starting point but does not fundamentally change the 

current modus operandi and does not adhere to the full set of VBHC principles. 

Furthermore, there is a lack of comprehensive and methodologically advanced evaluation of 

the effects, which leaves room for interpretation of the results of the numerous stand-alone 

projects.  

 

However, several of the pilot projects have demonstrated a clear potential, and a number of 

actors are pushing for further development of various types of value-based contracting for 
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services, devices or drugs. It is crucial to follow this development in the future and to start 

accumulating more solid evidence for when and how such instruments provide most value 

and for when they may have unwanted negative side effects. So far, there is little solid 

evidence apart from case studies which have not undergone thorough evaluation or 

rigorous trials. There is also evidence of significant risks in terms of increased transaction 

costs, potential lock-in to specific solutions and disruption or resistance from health care 

professionals.  
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Appendix 1: Danish experiences with value-based 

health care  

Below is a list of Danish value-based health care initiatives. The initiatives were identified 

searching for the terms: ‘value-based management’, ‘value for the patient, ‘value-based 

health care’, ‘value-based procurement’, ‘pay for performance’, ‘outcome based health’, 

‘performance-based health’, ‘værdibaseret’, ‘værdibaseret styring’ in the search engines 

PubMed, Google and InfoMedia and snowballing based on references in reports, media, 

workshops, conferences, etc. Data-collection has been ongoing during 2019/2020 with new 

cases being added to the database as they were identified. 

 

We have used descriptive categories derived from the presentation above. However, it has 

not been possible to evaluate all criteria for all projects due to missing or ambiguous 

reporting in the source material. 
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Project name (and region 
/ municipality) 

Clinical application of PROM (Patient Reported Outcome Measures) in the 
cancer field, the "Health Barometer", the Danish Cancer Society (ten cancer 
departments throughout the country)37  

Short description The Danish Cancer Society (Kræftens Bekæmpelse) is behind the development 
of the Health Barometer (Helbredsbarometeret), which is a model for 
systematic use of patient-reported information. Ten cancer departments have 
tested the model for a period of two years (from 2013-2015). 
A model for the use of PROM has been developed at the ten project 
departments either as a dialogue support tool for outpatient consultations 
(ambulatoryPROM) or as a tool for need-controlled contact in the follow-up 
after the treatment (telePROM).  

Target unit Specific diagnosis groups (lung or prostate cancer patients) 

Number of participants 2,087 cancer patients have participated in the project 

Care trajectory Partial 

Technology or care focus Technology focus 

Status of the project Work with PROM on the participating departments continued until 1st of May 
2016, after which the departments had to decide whether they wanted to 
continue the project 

Challenges Barriers identified for the implementation of PROM: 

• The management does not show interest in the project 

• Clinicians feel that the purpose of PROM is unclear           

• Clinicians are not motivated for changing the existing practice           

• New staff is not introduced to the project 

• There are many simultaneous projects in the department during project 
start-ups 

• There is not sufficient resources for the nurses to carry out telePROM 
tasks 

• AmbulatoryPROM is too time consuming because of technical barriers, 
the content of the PROM scheme and the level of implementation 

• Increased risk of accidental events and delays in the patient course 

Indicators The questionnaires contain questions about patients' health, including physical 
health (symptoms, side effects, delays, etc.), mental health (sadness, concerns 
for the future, etc.) and social well-being (relationship with relatives, altered 
leisure activities, etc.). 

Data  PROM are measurements based on patients' own assessments of health status 
and quality of life. PROM measurements allow clinicians to assess the impact 
of a given treatment from a patient's perspective. 
Two disease-specific questionnaires have been developed to measure PROM 
on cancer patients: one for lung cancer patients and one for prostate cancer 
patients. The AmbuFlex web system is used to collect and report PROM data. 

Opportunities for scaling Based on the experience that project departments have made with the use of 
PROM, there is considered a potential to spread clinical use of PROM to areas 
of disease other than lung and prostate cancer. In other areas of disease such 
as breast cancer, colorectal cancer, and ovarian cancer, there appear to be the 
same challenges for the systematic collection of health information and in 
adapting the patient course to patients' need for help and support. 

  

 

 

37 https://www.cancer.dk/dyn/resources/File/file/9/6659/1505726340/clinical-application-of-patient-reported-outcome-
measures-prom.pdf 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.cancer.dk/dyn/resources/File/file/9/6659/1505726340/klinisk-anvendelse-af-patient-reported-outcome-measures-prom.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.cancer.dk/dyn/resources/File/file/9/6659/1505726340/klinisk-anvendelse-af-patient-reported-outcome-measures-prom.pdf
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Project name (and region / 
municipality ) 

AMGROS38 

Short description Effective January 1st 2019, the Danish Parliament adopted an amendment to 
the Danish Health Act, which introduced a three-year trial scheme for risk-
sharing in the drug supplement system. The first two medications are on the 
scheme; the blood clot drug Brilique 60 mg and the psoriasis agent Skilarence, 
and the companies behind the drugs have agreed to cover the public's subsidy 
costs if consumption is higher than anticipated – i.e. a type of volume control 
contract.  
 
The purpose of the legislative amendments has been to strengthen patients' 
access to reimbursement for prescription drugs, including faster and easier 
access to new innovative medicines. The legislative changes are expected to 
benefit the Life Science sector by enabling general reimbursement for drugs 
that do not currently meet the conditions. 

Status of the project On-going; Jan 2019-Dec 2021 

Settlement models used Volume control contract 

 
  

 

 

38 https://www.retsinformation.dk/Forms/R0710.aspx?id=205282. 

https://www.retsinformation.dk/Forms/R0710.aspx?id=205282
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Capital Region 

Project name (and region / 
municipality) 

Development Hospital Bornholm (Capital Region of Denmark)39 40 

Short description Bornholm Hospital was exempted from “takststyring” from February 2016 to 
December 2018 to pilot value-based health care. The project also consisted of 
8 sub-projects in different departments and a strategy for cultural 
development. 

Target unit Specific organizational unit 

Number of participants The entire hospital 

Providers Public 

Status of the project Finished December 2018 

Care trajectory Partial 

Technology or care focus Care focus 

Challenges Conditions that have challenged progress and results:  

• Continuous need to redefine goals and content in the sub-initiatives   

• Challenges in extracting valid data   

• Other contemporary development projects that have drawn on the same 
resources in the organization as the sub-projects  

• Continuous replacement in the project team and among resource persons 
at the executive level 

• Failure to anchor the sub-projects among the clinical managers which 
have led to unclear and/or slow decision-making paths 

 

Indicators Total activity is measured as the number of services provided in a 
given period. These are hospital activities where the rate of benefit does not 
count. A hospitalization counts as one activity. In addition, the number of 
unique patients treated, the number of admissions, the number of hospital 
days, the number of outpatient services, the number of emergency services 
and the number of scheduled services, is taken into account. 

Data  For the register-based comparative study, data on hospital activity level and 
production value from the Lands Patient Register is used. Data covers the 
period from 1 January 2015 to the third quarter of 2018. 

Settlement models used Framework budget rather than tariff management 

Opportunities for scaling The process that took place at Bornholm Hospital has evolved along the way 
and is adapted to local conditions. Therefore, the process cannot be applied 
to other hospitals. However, the evaluation of Bornholm Development 
Hospital points to a number of factors that may be important to take into 
account when working with a new management framework. 

  

 

 

39 https://www.vive.dk/media/pure/13241/2888138 

40 https://www.vive.dk/en/udgivelser/udviklingshospital-bornholm-13241/ 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.vive.dk/media/pure/13241/2888138
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.vive.dk/da/udgivelser/udviklingshospital-bornholm-13241/
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Project name (and region 
/ municipality) 

Ischemic heart disease (Rigshospitalet, Capital Region of Denmark)41 
 

Short description The focus of the project has been on establishing an analysis model that is 
clinically relevant and which can be used to assess the effect of the treatment 
on the basis of the patient's overall course over a 5-year period. The focus of 
the project was heart disease, dependent on atherosclerosis (ischemic heart 
disease, IHD), which, based on X-ray examination of the coronary artery (KAG), 
is treated with balloon expansion, by-pass surgery or medical treatment. The 
group of patients with IHD includes both elective and acute patients. 
The purpose of the project was: 

• A relevant analysis model must combine the effect of treatment 
(measured on a combination nation of patient-related efficacy goals, 
complications of treatment and long-term of treatment and 
rehabilitation) and resources.  

• Collection of data for use in treatment optimization and quality assurance. 
Effect based measures will aid in the dialogue and a relevant effect-based 
analysis tool should combine information about the status of the clinical 
quality with health information for the patient and resources (“personalized 
medicine”) 

Target unit Specific  

Providers Public 

Challenges It was a wish in the sub-project to test the model on a limited patient course, 
clarify risk adjustment and test the possibilities with existing data sources in 
order to gain data experience with a broader patient pathway perspective, in 
order to be able to utilize the knowledge in the further work. Due to lack of 
data access it was not possible to test the model during the project period.  

Indicators Survival, stroke, re-admission, acute kidney failure, kidney failure, acute CABG, 
vascular complications within 30 days, sternum infection, re-operation, 
mortality, heart related readmission, angina or dyspnoea. Data sources was 
DHR, LPR, DHRD/QoL and PRO. The majority of outcome measures are 
observed within 30 days after treatment start; however some are observed 
1/2-year, 1 year and 5 years after treatment start.  

Economic incentives Weak 

Next step  In the further work, the project focuses on collecting PRO data, which can 
support the use and dissemination of value-based heart treatment. Use 
experience from other profiles to decide on the treatment. Opportunities for 
better estimate resource use and quality, benchmarking and -learning 
between departments, hospitals and regions.  

Opportunities for scaling Good 

  

 

 

41 https://www.regioner.dk/media/11349/bilag-c-oversigt-over-hvert-delprojekt.pdf 
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Project name (and region 
/ municipality) 

Anxiety and depression (Psychiatric Center Stolpegaarden, Capital Region)42 

Short description The objectives of the project were to create:  

• A relevant solution for effect-based measures, which support the 
experiences across treatment locations can 1) create knowledge across 
clinics, 2) create better dialogue, 3) visualize results and experiences.  

• All the psychiatric department make use of this tool for decision support 
and work tool in dialogue with the patient. In order to reach this, it is 
important, that data is first being used on section- and department- level.  

• A high response rate, so that the value of the data and solution can be 
optimized.  

Providers Public 

Indicators Burden of disease (SCL-10), remission (SCL-10), Side effects (PRISE-CAR 5+1), 
Social functionality (WHODAS 4), Life quality (WHO-5), Personal recovery 
(INSPIRE-5). 

Data  Expenses are found by a) pull data from expense-database and link data with 
data from the Danish Health Data Protection Agency, b) add calculated 
expenses to the identified resource-data.   

Opportunities for scaling In the further work, the project focuses on the dissemination and use of 
treatment effect for several centers and more patients, and the use of data in 
the clinic and for management purposes, including bench-learning. The aim is 
to be integrated in current system and should be part of 
“sundhedsplatformen”.  

  

 

 

42 https://www.regioner.dk/media/11349/bilag-c-oversigt-over-hvert-delprojekt.pdf 
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Project name (and region 
/ municipality ) 

Precision medicine for patients with kidney cancer (Public-private-innovation 
project, Capital Region, Herlev and Gentofte Hospital )43 44 

Short description In the project, the doctors include entirely new innovative tools, in which the 
patient's treatment is determined from a so-called DNA / RNA analysis of the 
patient's cancerous nodes. In this way, the treatment is targeted to the 
individual patient which is also called precision medicine. At the same time, 
you constantly monitor the patient's condition and side effects and adapt far 
more gentle treatments based on the individual's profile. This is done 
through Patient Reported Outcomes (PRO).  
The patient is more actively involved in the ongoing treatment, and gets blood 
pressure measured and selected blood tests at home to avoid fluctuations in 
treatment. It also gives the treating physician far more knowledge about the 
patient's condition and experience of the treatment throughout the course 

Target unit Specific organizational units 

Providers Public and private 

Care trajectory Partial 

Technology or care focus Technology focus 

Indicators PRO data: Data on the patient's state of health, including physical and mental 
health, symptoms, health-related quality of life and level of functioning. 

  

 

 

43 https://www.altinget.dk/sundhed/article/region-hovedstaden-dyr-medicin-boer-used-mere-intelligent 
44 https://www.regionh.dk/to-fagfolk/Om-Region-H/Indk%C3%B8b-og-udbud/S%C3%A5dan-workers-vi-med-
indk%C3%B8b -and-supply / Pages / International-interest-by-region-work-with-v% C3% A6rdier.aspx 

 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.altinget.dk/sundhed/artikel/region-hovedstaden-dyr-medicin-boer-anvendes-mere-intelligent
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regionh.dk/til-fagfolk/Om-Region-H/Indk%25C3%25B8b-og-udbud/S%25C3%25A5dan-arbejder-vi-med-indk%25C3%25B8b-og-udbud/Sider/International-interesse-for-regionens-arbejde-med-v%25C3%25A6rdier.aspx
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regionh.dk/til-fagfolk/Om-Region-H/Indk%25C3%25B8b-og-udbud/S%25C3%25A5dan-arbejder-vi-med-indk%25C3%25B8b-og-udbud/Sider/International-interesse-for-regionens-arbejde-med-v%25C3%25A6rdier.aspx
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Project name (and region / 
municipality ) 

Orthopedic Surgery Department (Capital Region - Herlev and Gentofte 
Hospital)45 46 

Short description Orthopedic surgical ambulatory for knees and hips at Herlev and Gentofte 
Hospital has been exempted from activity management since 2018. The 
purpose is to support activities regarding uniform project processes and 
optimization of resource consumption. The focus is on reducing the number 
of visits per patient, since it is the assumption that it is not the number of 
visits - but the right visits - that are value-adding 

Target unit Specific organizational units 

Providers Public 

Care trajectory Partial 

Technology or care focus Care focus 

Data  The depart management has worked with the hospital management and staff 
to create the technical solution for obtaining PRO data. 

Settlement models used Exempted from activity management 

Next step  A technical solution in Health Platform for obtaining the PRO data is awaiting 
before up scaling. The plan is to roll out to several orthopedic surgical 
diagnoses when the technical solution is available. The next step is to work on 
ensuring commitment among employees by involving patients' perceptions of 
the course 

  

 

 

45 
https://patientoplevelser.dk/files/documents/Presentation/temamoede2019/bilag_1_projektoverigt_erfaringsopsamling.p
df 
46 https://www.regionh.dk/politics/political-committees-and-forums/Other-political-forums/committee-for-value-based-

control/Documents/Anden%20interne%20exercise collection%20om%20v%C3 % A6rdibased% 20styrin_final.pdf  

https://patientoplevelser.dk/files/documents/Presentation/temamoede2019/bilag_1_projektoverigt_erfaringsopsamling.pdf
https://patientoplevelser.dk/files/documents/Presentation/temamoede2019/bilag_1_projektoverigt_erfaringsopsamling.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regionh.dk/politik/politiske-udvalg-og-fora/Oevrige-politiske-fora/udvalget-for-vaerdibaseret-styring/Documents/Anden%2520interne%2520erfaringsopsamling%2520om%2520v%25C3%25A6rdibaseret%2520styrin_final.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regionh.dk/politik/politiske-udvalg-og-fora/Oevrige-politiske-fora/udvalget-for-vaerdibaseret-styring/Documents/Anden%2520interne%2520erfaringsopsamling%2520om%2520v%25C3%25A6rdibaseret%2520styrin_final.pdf
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Project name (and region / 
municipality) 

Joint Ambulatory at Amager Hospital (Capital Region of Denmark) 47, 48 

Short description Establishment of the joint ambulatory in 2018, which runs across several 
specialties and departments and treats people with multi-diseases. The 
ambulatory has three tracks: 

• Track 1: Referred Patients.           

• Track 2: Chronic ill patients with connection to multiple ambulatory 
services.           

• Track 3: Patients with symptoms requiring subacute supervision by a 
specialist.           

In addition, cross-sectoral study visits are made, where nurses learn from each 
other across the municipality and hospital. 

Target unit Specific organizational unit 

Providers Public 

Care trajectory Partial 

Technology or care focus Care focus 

Settlement models used Not tax exempted.  

Economic incentives Weak 

Next step  Currently the ambulatory is seeking money for: 

• Introducing feedback meetings.           

• To implement observational studies.           

• Cross-sectoral audit, in which patient cases are selected to map the 
communication and workflows in the sectoral transitions in specific 
patient courses linked to the subacute track of the Joint 
Ambulatory.           

This information should be used to adjust the course, offerings and written 
material according to the patients' needs. 

  

 

 

47 
https://patientoplevelser.dk/files/documents/Presentation/temamoede2019/bilag_1_projektoverigt_erfaringsopsamling.p
df 
48 https://www.regionh.dk/politics/political-committees-and-forums/Other-political-forums/committee-for-value-based-

control/Documents/Anden%20interne%20experience collection%20om%20v%C3 % A6rdibased% 20styrin_final.pdf  

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://patientoplevelser.dk/files/dokumenter/Presentation/temamoede2019/bilag_1_projektoversigt_erfaringsopsamling.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://patientoplevelser.dk/files/dokumenter/Presentation/temamoede2019/bilag_1_projektoversigt_erfaringsopsamling.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regionh.dk/politik/politiske-udvalg-og-fora/Oevrige-politiske-fora/udvalget-for-vaerdibaseret-styring/Documents/Anden%2520interne%2520erfaringsopsamling%2520om%2520v%25C3%25A6rdibaseret%2520styrin_final.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regionh.dk/politik/politiske-udvalg-og-fora/Oevrige-politiske-fora/udvalget-for-vaerdibaseret-styring/Documents/Anden%2520interne%2520erfaringsopsamling%2520om%2520v%25C3%25A6rdibaseret%2520styrin_final.pdf
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Project name (and region 
/ municipality) 

Diabetes Ambulatory (The Capital Region - Bispebjerg and Frederiksberg 
Diabetes Ambulatory)49 50 

Short description The Diabetes Ambulatory at Bispebjerg and Frederiksberg Hospitals, which is 
part of the Endocronological department, has been working with value-based 
management since 2018. The project aims to create greater quality for 
patients with type 2 diabetes and create more coherent patient care while 
taking into account total resource consumption across sectors. The project is 
testing a new form of collaboration between general practice, the municipality 
and hospitals in a cross-sectoral organizational framework, for example: 

• Develop common goals across sectors for the treatment of patients 
with type 2 diabetes.           

• Develop and test knowledge sharing meetings between sectors.           
 The individual patient is involved to ensure a tailor-made process based on 
the patient's wishes and needs. There are needs rather than fixed controls. A 
cross-sectoral collaboration project, Tværsam, has been built 

Target unit Specific organizational units 

Number of participants The department has reviewed its 821 type 2 diabetic patients and transferred 
the relevant to general practice (25 patients). 

Providers Public 

Care trajectory Holistic 

Technology or care focus Care focus 

Next step  More funds are being sought from various groups, so that the cross-sectoral 
meeting activity can be continued 

  

 

 

49 https://patientoplevelser.dk/files/documents/Presentation/temamoede2019/bilag_1_project overview_experience 

collection.pdf 
50 https://www.regionh.dk/politics/political-committees-and-forums/Other-political-forums/committee-for-value-based-
control/Documents/Anden%20interne%20experience collection%20om%20v%C3 % A6rdibased% 20styrin_final.pdf 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://patientoplevelser.dk/files/dokumenter/Presentation/temamoede2019/bilag_1_projektoversigt_erfaringsopsamling.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://patientoplevelser.dk/files/dokumenter/Presentation/temamoede2019/bilag_1_projektoversigt_erfaringsopsamling.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regionh.dk/politik/politiske-udvalg-og-fora/Oevrige-politiske-fora/udvalget-for-vaerdibaseret-styring/Documents/Anden%2520interne%2520erfaringsopsamling%2520om%2520v%25C3%25A6rdibaseret%2520styrin_final.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regionh.dk/politik/politiske-udvalg-og-fora/Oevrige-politiske-fora/udvalget-for-vaerdibaseret-styring/Documents/Anden%2520interne%2520erfaringsopsamling%2520om%2520v%25C3%25A6rdibaseret%2520styrin_final.pdf
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Project name (and region 
/ municipality) 

Ambulatory operation, COPD patients (Capital Region of Denmark - Amager 
and Hvidovre Hospital)51  

Short description The COPD Ambulatory has been working on value-based management since 
2018. 
The purpose is to develop and test a model to: 

• Reduce the number of outpatient visits.           

• Investigate the possibility of offering individual patients 
alternatives to the traditional booking of new outpatient visits, eg 
using MinSP.           

• End more hospital patients with COPD and transfer them to the 
primary sector           

• Create space for more investigative and treatment patients           

• The treatment must continue to be of a high professional standard 
and the patients must experience the treatment as valuable.           

Target unit Specific organizational units 

Providers Public 

Care trajectory Partial 

Technology or care focus Care focus 

 
  

 

 

51 
https://patientoplevelser.dk/files/documents/Presentation/temamoede2019/bilag_1_projektoverigt_erfaringsopsamling.p
df 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://patientoplevelser.dk/files/dokumenter/Presentation/temamoede2019/bilag_1_projektoversigt_erfaringsopsamling.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://patientoplevelser.dk/files/dokumenter/Presentation/temamoede2019/bilag_1_projektoversigt_erfaringsopsamling.pdf
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Project name (and region 
/ municipality) 

CAPTAIN (Comprehensive and Prospective Treatment and Individual Nursing) 
(Capital Region) 52  

Short description CAPTAIN is an outpatient needs-oriented offering for patients with COPD. The 
project was developed and implemented at the Pulmonary and Infectious 
Medicine Ambulatorium, North Zealand Hospital over a period of three years 
from 2013. It takes place on three different hospitals. The aim of the 
development of CAPTAIN is to raise the quality of palliative care for patients 
with severe COPD without adding extra resources. Previously, patients were 
routinely summoned for conversation in the outpatient clinic two to four 
times a year, and some patients were seen in the outpatient clinic after 
admission. With CAPTAIN, regular contacts are replaced by a more flexible 
contact, where conversations are planned to a greater extent according to 
patients' individual needs. In principle, the patient is only seen by a physician 
for regular consultation at least once a year or when there is a specific need 
for medical expertise, for example in case of acute deterioration. 

Target unit Specific organizational units 

Number of participants There are approx. 650-700 patients in a CAPTAIN course. Each month, 
approx. 20 new patients are added, while another 20 are transferred to the 
primary sector or are resigning on death. 

Providers Public 

Status of the project From 2016, CAPTAIN became the standard offer for all patients with COPD 
who are affiliated with North Zealand Hospital. 

Care trajectory Partial 

Technology or care focus Care focus 

Indicators Patient Reported Outcome (PRO) schedules are used in CAPTAIN to monitor 
the patient's condition. The CAT (COPD Assessment Test) is a disease-specific 
PRO scheme in which the patient rates his symptoms related to COPD, 
including shortness of breath, limitations in everyday activities, sleep impacts, 
etc. The questionnaire is answered by the patient at virtually all physical 
meetings, ie. conversations in the ambulatory or home visits. In cases where 
the nurse considers that a particularly intensive effort may be needed, 
palliative needs are identified with EORTC QLQ 15 PAL. 

Opportunities for scaling In 2018, a new, upscaling of CAPTAIN for several patient groups emerged at 
the Department of Pulmonary and Infectious Medicine at the North Zealand 
Hospital. The purpose is to test and implement a new organization in LIA that 
systematically promotes focused assessment based on an optimized screening 
process and needs-based treatment of outpatient patients 53  

  

 

 

52 https://www.vive.dk/media/pure/13148/2775924 

53 https://www.regionh.dk/politics/political-committees-and-forums/Other-political-forums/committee-for-value-based-
control/Documents/Anden%20interne%20experience collection%20om%20v%C3 % A6rdibased% 20styrin_final.pdf , p. 73 

https://www.vive.dk/media/pure/13148/2775924
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regionh.dk/politik/politiske-udvalg-og-fora/Oevrige-politiske-fora/udvalget-for-vaerdibaseret-styring/Documents/Anden%2520interne%2520erfaringsopsamling%2520om%2520v%25C3%25A6rdibaseret%2520styrin_final.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regionh.dk/politik/politiske-udvalg-og-fora/Oevrige-politiske-fora/udvalget-for-vaerdibaseret-styring/Documents/Anden%2520interne%2520erfaringsopsamling%2520om%2520v%25C3%25A6rdibaseret%2520styrin_final.pdf
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Project name (and region / 
municipality) 

Lung and Infectious Medicine Department (Capital Region - North Zealand 
Hospital)54  

Short description Infection medical ambulatory at North Zealand Hospital has been released for 
activity management since 2018. The purpose is to test and implement a new 
organization in the Lung and Infectious Medicine Department, which 
systematically promotes focused assessment based on an optimized screening 
process and needs-based treatment of outpatient patients. 

• Fewer physical meetings, more use of email consultations and use of My 
Health Platform (Min Sundhedsplatform) 

• The best possible use of doctors' resources and skills and thus tasks 
moving from doctors to nurses 

• Focused and optimized assessment 

• More need-based treatment. 

Target unit Specific organizational units 

Providers Public 

Care trajectory Partial 

Technology or care focus Both technology and care focus 

Indicators • Patient satisfaction 

• Professional quality 

• Resource utilization 

• Employee well-being 

  

 

 

54 
https://patientoplevelser.dk/files/documents/Presentation/temamoede2019/bilag_1_projektoverigt_erfaringsopsamling.p
df 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://patientoplevelser.dk/files/dokumenter/Presentation/temamoede2019/bilag_1_projektoversigt_erfaringsopsamling.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://patientoplevelser.dk/files/dokumenter/Presentation/temamoede2019/bilag_1_projektoversigt_erfaringsopsamling.pdf
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Project name (and region / 
municipality) 

Open Ambulatorium - Knowledge Center for Rheumatology and Spinal 
Diseases (Capital Region - Rigshospitalet)55 56 

Short description Open Ambulatory is a Needs Management offering for patients with 
inflammatory joint disease. It has been developed and implemented at the 
Knowledge Center for Rheumatology and Spinal Diseases at Rigshospitalet 
and is anchored in the ambulatory on the Glostrup matric. VRR is one of the 
region's test clinics for value-based management and has initiated several 
activities with the implementation of patient care. Since 2018. 

Target unit Specific organizational units 

Number of participants Open Ambulatory includes approx. 400 patients 

Providers Public 

Care trajectory Partial 

Technology or care focus Care focus 

Indicators Goals and success criteria are:  

• Higher patient satisfaction:           
Finding the right location for services. Less complex services may, for 
example, be outside of hospital management and will mean that the patient 
gets shorter to the place of treatment. 
To integrate the treatment provided at different sites or cross-sectorally. For 
example, a back surgery will take place in a hospital while the rehabilitation 
takes place locally in the municipality. Here it is important that the patient 
experiences coherence in the treatment and that it is coordinated and 
integrated across the treatment sites. 

• Clinical quality of treatment:           
Bringing together the services of a small number of providers to build 
expertise and thus achieve an improved treatment effect. 

• Number of patient rights:           
To have the scope of the services to be defined defined and thus to abolish 
the services that do not create value. 

Settlement models used Knowledge Center for Rheumatology and Spinal Diseases has been set free for 
the activity management with respect to the rheumatology since 2018, while 
back surgeries have not 

 
  

 

 

55 https://www.vive.dk/media/pure/13148/2775924 
56 
https://patientoplevelser.dk/files/documents/Presentation/temamoede2019/bilag_1_projektoverigt_erfaringsopsamling.p
df 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://patientoplevelser.dk/files/dokumenter/Presentation/temamoede2019/bilag_1_projektoversigt_erfaringsopsamling.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://patientoplevelser.dk/files/dokumenter/Presentation/temamoede2019/bilag_1_projektoversigt_erfaringsopsamling.pdf
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Project name (and region 
/ municipality) 

Value-based management at Finsenscentret, Rigshospitalet (Capital 
Region of Denmark)57  

Short description In 2018, Finsenscentret has been selected for a regional value-based 
pilot project. The project consists of a number of different value-
based management initiatives for different patient groups, including: 

• Nursing consultations for patients operated on for breast 
cancer 

• Infectious disease clinic starts telemedicine patient course with 
cystic fibrosis patients. (10 patients) 

• Blood disease clinic restores autologous stem cell harvesting 
from hospitalized to outpatient course. (40 patients 

• Oncology clinic provides home treatment with chemotherapy 
for patients with testicular cancer. (25 patients) 

• Blood Disease Clinic teaches patients to manage central venous 
catheter 

• Home treatment with intravenous antibiotics  

• Oncology clinic tests phone calls with patients. (20 patients) 

• - And five other ongoing value-based management projects 

Target unit Specific organizational units 

Number of participants See number above in brackets for some of the projects.  

Providers Public 

Care trajectory Partial 

Technology or care focus Both technology and care focus 

Challenges   

measurement Indicators Professional quality, patient-experienced quality and resources.  
 Indicators of patient quality: 

• Are you comfortable with the plan that is set for your 
treatment?           

• To what extent do you experience getting support and guidance 
to deal with symptoms / side effects during your 
treatment?           

Indicators of resources: Number of patients treated 

Settlement models used “Takstfrisat”. Testing a new management paradigm with a more clinical 
and patient-centered priority than the previous financial management 
with a focus on activity and DRG 

Next step  In the future, the center wants to work more with:  

• PRO data           

• To assist patients and staff in the choice of treatment, where 
rehabilitation and palliation are further integrated.           

• - Continued reorganization of the course, so that patients need 
less in the hospital due to the use of new technologies in 
combination with more systematic teaching of disease 
understanding and symptom management 

 

 

57 https://www.rigshospitalet.dk/presse-and-
news/news/news/Documents/FIN%20-%20documents%20to%20news/VBS_folder231118_final.pdf 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.rigshospitalet.dk/presse-og-nyt/nyheder/nyheder/Documents/FIN%2520-%2520dokumenter%2520til%2520nyheder/VBS_folder231118_final.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.rigshospitalet.dk/presse-og-nyt/nyheder/nyheder/Documents/FIN%2520-%2520dokumenter%2520til%2520nyheder/VBS_folder231118_final.pdf
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Region Zealand 

Project name (and region 
/ municipality ) 

Medical Joint Ambulatory and Video Consultations (Region Zealand - Holbæk 
Hospital)58 59 

Short description Holbæk Hospital has established the Medical Joint Ambulatory (MFA) - an 
organizational unit across specialties with joint management. The MFA opened 
in the spring of 2016 under the heading "Same day under the same roof" and 
consists of six specialist ambulatories as well as the Unit for Interdisciplinary 
Investigation and Treatment (ETUB). MFA ensures faster and better progress 
and value for patients with multi-disease in Region Zealand. 
A patient with multiple chronic illnesses typically shows up 12 to 14 times in 
one year in different outpatient clinics, at different doctors and nurses. Now 
that patient may have to settle for four or five annual visits. This saves time for 
the seven per cent of the population in the Region Zealand who are multi-sick, 
and Holbæk Hospital ensures better coherence in the treatment. 
With the project "Virtual consultations in good coherent patient care", the 
department now goes a step further in creating coherence for the individual 
patient, as more and more consultations can take place from home. The 
project is about saving patients for a road trip if the conversation with the 
doctor or nurse can just as well take place at home at the desk. With the help 
of a smartphone, a tablet or a regular computer as well as a special app, the 
many annual consultations, especially chroniclers and multi-illness patients, 
can be reduced to a few. For patients, this means that they save on average 50 
kilometers of transport per hour. visits - and patients of working age can also 
avoid taking time off from work to go to the hospital. 

Target unit Specific organizational units 

Number of participants For the virtual course: Holbæk Hospital has so far conducted virtual 
consultations for 200 outpatients, and another 450 consultations are planned 
in the coming months (from March 2019) 

Providers Public 

Care trajectory Partial 

Technology or care focus Both technology and care focus 

  

 

 

58 https://www.regionsjaelland.dk/sundhed/geo/holbaeksygehus/om-sygehuset/paa-forkant-med-

udviklingen/Sider/Medicinsk-Faelles-Ambulatorium.aspx 
59 https://www.regionsjaelland.dk/news/Sider/Sammenhaengspris.aspx 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regionsjaelland.dk/sundhed/geo/holbaeksygehus/om-sygehuset/paa-forkant-med-udviklingen/Sider/Medicinsk-Faelles-Ambulatorium.aspx
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regionsjaelland.dk/sundhed/geo/holbaeksygehus/om-sygehuset/paa-forkant-med-udviklingen/Sider/Medicinsk-Faelles-Ambulatorium.aspx
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regionsjaelland.dk/nyheder/Sider/Sammenhaengspris.aspx


 
 
50 
 

 

Project name (and region / 
municipality) 

Odsherred diabetes project60 

Short description In the municipality of Odsherred, they have applied Roche’s Accu-Check Guide 
solution to their diabetic patients with the aim of improving citizens’ health 
and satisfaction with diabetes care. The municipality’s expenses depend on 
whether patients reach some pre-defined outcome measures.  

Number of participants 30 adult type 2 diabetes patients have been enrolled through the 2-year trial 
period 

Status of the project  Finalized (Project period Dec 2017- Dec 2019) 

challenges Difficult to get stakeholder engagement (e.g. difficult to recruit general 
practitioners, challenging to have patients stay on the program) 
Challenging to make a fair contract with relevant and comprehensive 
indicators 
 

Indicators An outcome index number established on the basis of comparison of three 
indicators (PROM (patient experienced quality), clinical effect (number of 
blood sugar measures, number of measures within target) and effectivity). 

data   Individual patient data is available 

Settlement models used  Pay-for-Performance 

Next step   Unknown 

Opportunities for scaling  Possibly scaling to other municipalities or other countries 

 
  

 

 

60 Interviews with representatives from Roche Diabetes Care and Odsherred Municipality 
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Project name (and region 
/ municipality ) 

Epilepsy (Neurologic Department at Zealand’s University Hospital, Roskilde, 
Region Zealand)61 

Short description The aim of this project was to gain experience with systematic and continuous 
follow-up of PRO measures and thereby examine how this in a real-life setting 
can support the dialogue and decision making. On the management level the 
strategic aim was to be able to use the effect measures to benchmark with 
other regions regarding quality and planning of treatments e.g. improve the 
distinction between periods with high need of support and periods with low 
level.  

Providers Public 

Technology or care focus Care 

Challenges Difficulties defining chronic ill patient treatment journeys makes it difficult to 
estimate effect (not a stsart and end date for treatment, heterogenous group 
of patients complications varies 

Indicators The outcome measures used correct diagnosis, social effect, reduction in 
number of attacks, quality of life, death because of epilepsy, reduction in side 
effects, patient safety, correct treatment.  

Data  Sundhedsdatastyrelsen, LPR and PRO-epilepsy  

Economic incentives Weak 

Next step  Benchmarking with other regions 

Opportunities for scaling Good 

 
 
  

 

 

61 https://www.regioner.dk/media/11349/bilag-c-oversigt-over-hvert-delprojekt.pdf 
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Project name (and region / 
municipality) 

Value for the citizen (Værdi for borgeren) (Region Zealand)62   

Short description The Region Zealand has since 2012 worked with the concept Value for the 
Citizen, which aims to strengthen the quality of treatment and improve the 
incentive structure in hospitals, both somatic and psychiatric hospitals. This is 
done by setting quality and efficiency targets annually, which are 
incorporated into the operating agreements with the hospitals. An incentive 
pool is attached to Value for the Citizen, and achieving the agreed goals will 
trigger the payment of a bonus to the hospital. 

Target unit Specific organizational units 

Providers Public 

Care trajectory Partial 

Technology or care focus Care focus 

Indicators The efforts and goals related to Value for the Citizen are determined by the 
Regional Council. Hospitals' work on achieving individual goals is supported by 
a monitoring system that allows hospitals to continuously optimize efforts 
based on data on relevant goals / indicators.  

Settlement models used In Value for the Citizen, hospitals are honored for achieving predetermined 
quality and efficiency goals. The settlement to the hospitals is therefore no 
longer based solely on activity. The quality and efficiency goals that 
rewarded Value for the citizen, for example, compliance assessment and 
treatment court, however, has more the character of service / process 
measures than a genuine outcome - goal. 

  

 

 

62 https://www.vive.dk/media/pure/8799/2038887, page 36 
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Project name (and region 
/ municipality) 

AmbuFlex - University Hospital of Zealand (Region Zealand)63 64 

Short description The University Hospital of Zealand has launched a project with AmbuFlex at 
the Department of Neurology and the Clinical Oncology Department. Patients 
with epilepsy and prostate cancer, respectively, are selected to be included in 
the project. The purpose of the project is to restructure the outpatient activity 
so that it targets the patients who are most in need. AmbuFlex is a web-based 
dialogue and decision support tool that can be used to assess whether the 
patient needs a visit or not. This is done on the basis of the patient's reported 
PRO data, where the patient is categorized as either green, yellow or red. If 
the patient is categorized as being green, the patient can and does want to 
wait with control; red indicates that there is a need or desire for contact 
(telephone or consultation); yellow patients may be needed. In the latter case, 
a clinician looks through the answer and assesses whether it is green or red. 

Target unit Specific organizational units 

Providers Public 

Care trajectory Partial 

Technology or care focus Technology focus 

Data  Patient oriented outcome data. 

 

 

63 http://ambuflex.dk 
64 https://www.vive.dk/media/pure/8799/2038887 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.vive.dk/media/pure/8799/2038887
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Region of Southern Denmark 

Project name (and region 
/ municipality ) 

Value-based purchase of knee implants (Region of Southern Denmark, Vejle 
Hospital)65 66 

Short description Collaboration on solutions to improve patient outcome and streamline patient 
care.  
Vejle Hospital and the purchasing department in the Region of Southern 
Denmark have carried out an innovative promotion of knee implants focusing 
on the ongoing development cooperation with the private suppliers and a 
value-based settlement model in relation to the quality of treatment for the 
patients. 
In April 2018, eight-year contracts were signed with Stryker on the solutions for 
primary and revision patients and with Zimmer Biomet on the Uni knee 
solution. 

Number of participants Expected gross demand per years of the knee implants offered (number of 
patients): 

• Primary total knee arthroplasty: 425 

• Total and partial revisions of knee arthroplasty: 90 

• Primary medial unicompartmental knee joints: 200 

Status of the project Contract is made and the operation started from September 2018. 
Contract term of 8 years (if cooperation works) 

challenges The challenges and barriers to public organizations connection. Value-based 
purchasing processes: 

• Requirements for procurement departments on savings calculated on 
acquisition cost may stand in the way of more results-based 
procurement focusing on the long-term value creation for patients.  

• Lack of time and internal resources to carry out a value-based 
procurement process, as it involves greater complexity in relation to, 
for example, determining performance parameters, risk-sharing 
models and contract terms. Typically also places greater demands on 
the market dialogue. 

• Healthcare professionals may feel insecure about results-based 
payment from private providers, as it places greater emphasis on 
transparency about individual physicians 'performance when it has an 
impact on the value creation for patients and thus the private 
suppliers' bonus. 

• Increased requirements for joint procurement can make it more 
complex and demanding to implement value-based procurement and 
to set up joint risk-sharing models 

• Suppliers' business models are in no way compatible with risk sharing 
For private companies, the challenges and barriers in particular are linked to 
the increased risk and uncertainty of the value-based settlement model. The 
smaller Danish distribution company - which was part of the market dialogue 
but failed to tender for the tender - specifically points out that it was mainly 
the uncertainty about the variable settlement for audit processes that 
constituted a barrier 

measurement Indicators • Avg . patient admission time (24 hours) 

• Avg . primary osteoarthritis re-admission rate measured 30 days after 
discharge (in%) 

 

 

65 https://www.regions.dk/media/10379/indkoeb-ud-fra-patient-outcome-karsten-kirkegaard-og-per-wagner-
kristensen.pdf 
66 https://irisgroup.dk/wp-content/uploads/2019/02/Kortl%C3%A6gning-and-exercise collection-of-IOI-i-health-sector.pdf  

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regioner.dk/media/10379/indkoeb-ud-fra-patient-outcome-karsten-kirkegaard-og-per-wagner-kristensen.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regioner.dk/media/10379/indkoeb-ud-fra-patient-outcome-karsten-kirkegaard-og-per-wagner-kristensen.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://irisgroup.dk/wp-content/uploads/2019/02/Kortl%25C3%25A6gning-og-erfaringsopsamling-af-IOI-i-sundhedssektoren.pdf
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• Avg . revision rate after primary surgery the first postoperative year 
(in%) 

• Avg . post-primary revision rate for the first 2 postoperative years 
(in%) 

• Avg . post-primary revision rate for the first 5 postoperative years 
(in%) 

• Proportion of patients with a very satisfactory overall experience 1 
year after surgery  

• Proportion of patients with at least one satisfactory overall experience 
1 year after surgery  

• Proportion of patients with a very satisfactory "functional lift" 1 year 
after surgery  

• Proportion of patients with at least a satisfactory "functional lift" 1 
year after surgery 

data  To measure the quality of treatment for patients, nine different presentation 
parameters have been established. The first five parameters are based on 
official and publicly available quality indicators from the Danish Knee 
Surgery Register. This includes about the average hospitalization time as well 
as the re-admission and revision rates. The other four performance parameters 
are based on patients' experiences and satisfaction, which are measured 
through first questionnaires (Oxford Knee Score and EQ-5D-5L Score). The nine 
performance indicators are all based on existing and available data sources, 
and thus there has been no need to initiate new independent data collection 
activities as a result of the value-based accounting model. 

Settlement models used Profit-based settlement and risk sharing. Value-based contracts with variable 
settlement of suppliers in relation to the quality of treatment for patients. 
The entire procurement process focused on three different knee implant 
solutions, each with their own contract. However, it was only within two of the 
solutions that value-based contracts were concluded with performance-
dependent payment. These are the so-called Uni knees and solutions for 
primary patients who get the implant for the first time. The third contract 
included the patients who had previously received the implant, but here the 
region and Vejle Hospital assessed that there was too much uncertainty to 
make a value-based settlement model. 
Specifically, the value-based settlement consists of adjusting the suppliers' 
settlement prices in the individual operating year based on the performance of 
the previous operating year. Overall, settlement prices can be adjusted up to 
+/- 17 per cent. throughout the contract period. In addition, a special penalty 
was imposed for underperformance on the performance parameter. 
“Average audit rate after primary surgery during the first 2 postoperative 
years ” if the supplier does not meet the minimum requirement for the 
average audit rate or any guaranteed maximum revision rate. 
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Project name (and region 
/ municipality) 

Prostate cancer (Region of Southern Denmark)67 
 

Short description During the project period, the project has had particular focus on applying 
existing PRO data to assess the effect of treatment and care. This has been 
done in close cooperation with RKKP. The sub-project has thus gained access 
to data via RKKP within the framework of quality work.  

Challenges Survival, complications with chemotherapy, progression of disease, pain, 
incontinence, sexual dysfunction, tiredness and vitality, physical ability, quality 
of life, etc.  

Next step  In the future, the project focuses on the processing of collected data in order 
to be able to present impact targets, including evaluating the applications of 
the existing PRO data. 

  

 

 

67 https://www.regioner.dk/media/11349/bilag-c-oversigt-over-hvert-delprojekt.pdf 



 
 
57 
 

 

 

Project name (and region / 
municipality) 

Introduction of alternative financial management paradigm at Rygcenter 
Syddanmark (Region of Southern Denmark)68  

Short description In 2015, a new optimized spine course was introduced in the Region of 
Southern Denmark, which resulted in, among other things: 1) joint visitation 
at Rygcenter Syddanmark of all elective, regional spine patients, 2) the 
introduction of the joint specialized core assessment, so that all spine patients 
are assessed for an active medical coordinated course; 3) that relevant spinal 
medicine assessment and treatment options are tested before any surgery, 
and 4) that Rygcenter Syddanmark is fully responsible for ensuring the 
treatment of back patients in the Region of Southern Denmark. 

Target unit Specific organizational unit 

Providers Public 

Care trajectory Partial 

Technology or care focus Care focus 

Indicators Only one (quality goal 6) of the total eight quality goals included has the 
nature of an outcome goal, while the remaining more have the nature of 
service goals / process indicators. 
Quality Goal 6: Pain Score / Quality of Life. EQ-5D patients with spinal stenosis 
or disc prolapse who are first-time operated on are diagnosed. The average 
patient should be improved 0.12 on a scale of 0-1. Furthermore, the overall 
level must be better than or at the national average level. 

Settlement models used The center was fully managed, and from 2016 a smaller part of the economy 
(DKK 2 million) was made dependent on the center meeting eight 
quality goals. The center receives a settlement of DKK 250,000 per year. 

  

 

 

68 https://www.vive.dk/media/pure/8799/2038887 , page 38 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.vive.dk/media/pure/8799/2038887
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Project name (and region / 
municipality) 

Integrated Care (Region of Southern Denmark and Odense Municipality)69 70 71 

Short description With the project "Integrated Care", which is inspired by and supported by 
practical experience from an Integrated Care project in North West London, 
the Region of Southern Denmark, in collaboration with the Municipality of 
Odense, wants to try out a concrete collaborative model in which the actors 
Odense University Hospital, Psychiatry in the Region of Southern Denmark , 
general practitioners and the Municipality of Odense are part of a binding 
collaboration. The Integrated Care project addresses a number of basic 
barriers that have hitherto stood in the way of a more successful 
interdisciplinary and cross-sectoral collaboration for two selected patient 
groups; the elderly medical patient and citizens with stress, anxiety and 
depression. The project entails that the three main players in the area - 
hospital, general practice and local authority - must work more closely 
together under the auspices of the cross-sector in all teams (TST), where the 
professional professionals jointly with the citizen are responsible for planning 
a coordinated and coherent treatment effort. The aim of the project is to 
achieve better results for patients (eg slow down disease development) and 
to reduce costs (fewer preventable admissions and shorter periods of sick 
leave). 
During the period 2013-2014, the Interdisciplinary Patient Safety Group of the 
Zealand Region has worked purposefully to develop the cross-sectoral 
treatment co-operation on adult psychiatric patients living in residential areas 
in Region Zealand. The group is characterized by the fact that there are often 
several persons, bodies and sectors involved in the patient's treatment. In 
particular, the purpose is to promote patient safety and proper medication 

Status of the project An evaluation from 2016 shown e that the effort has not had the expected 
effect. The older patients took longer to recover than the patients in the 
control group and had more readmissions, and the citizens with stress, 
anxiety and depression were sick from work for a longer time than the citizens 
in the control group. In total, therefore, there were more expenditures on the 
consumption of health and social services during the project period of the 
citizens affiliated with Integrated Care than there was in the control group. 
The Regional Council of the Region of Southern Denmark has therefore 
decided to close the project 

Settlement models used Pay for performance. 

Next step  The project has ended.  

  

 

 

69 https://www.regioner.dk/media/1313/afrapporting-management-for-vaerdi-for-patienten.pdf 
70 https://www.vive.dk/media/pure/8875/2040172 
71 https://www.regionsyddanmark.dk/wm485822 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regioner.dk/media/1313/afrapportering-styring-efter-vaerdi-for-patienten.pdf
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.vive.dk/media/pure/8875/2040172
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.regionsyddanmark.dk/wm485822
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Project name (and region 
/ municipality) 

Happy Life with Osteoarthritis in Denmark (GLA: D)72  

Short description Good Life with Osteoarthritis in Denmark (GLA: D) consists of three parts: 
1. Training of physiotherapists to conduct GLA: D courses for patients 
2. Education and training of patients on GLA: D courses 
3. Registration of patient data in the national GLA: D register 

Good Life with Osteoarthritis in Denmark (GLA: D) has meant better health for 
patients with limited expenses. The two conditions have now secured the GLA: 
D main prize at this year's award of the “Value Based Health Care Prize 2019”. 

Target unit Specific diagnosis groups 

Number of participants More than 49800 patients have started GLA: D training to date. Of 
these, 31380 have been training for at least three months. 

Providers Private/public 

Status of the project Implemented and on-going 

Care trajectory Partial 

Technology or care focus Care focus 

Indicators The evaluations include demographic questions that describe different 
characteristics of patients, but also questions that can be used to evaluate the 
efficacy of GLA: D, e.g. pain level, medication consumption, quality of life and 
sick leave. The two physical tests in GLA: D measure how many times you can 
travel-sit in 30 seconds and how long it takes to walk 40 m, which is also 
included in the register as a target for respectively leg muscle function and 
walking speed. In addition, information on patient satisfaction and 
participation in patient education and training is recorded. 

Data  The purpose of the GLA: D register is to gather knowledge about the group of 
the Danish population who have been diagnosed with knee and / or hip 
osteoarthritis. At the same time, it acts as a treatment register such as will 
enable future integration of data from e.g. Danish Knee Alloplasty Register and 
Danish Hip Alloplasty Register. 

  

 

 

72 https://www.glaid.dk/index.html 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=http://vbhcprize.com/winners-2019
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Midt - Central Denmark Region 

Project name (and region 
/ municipality) 

AmbuFlex (Central Jutland Region, solutions for various diseases in different 
hospitals)73 

Short description AmbuFlex is the term for a clinical solution where the patient's own 
information is the focal point. Each AmbuFlex solution uses a questionnaire to 
collect information on patients' health and symptom burden. Each 
patient answers a questionnaire at home. The answer is used to assess 
whether the patient needs contact with the hospital. The answer can also be 
used to find out if the patient should see a doctor or a nurse. Therefore, 
AmbuFlex can be used to involve the patient's perspectives and create more 
flexible patient processes. 

Target unit Specific organizational units 

Providers Public 

Care trajectory Partial 

Technology or care focus Care focus 

Status of the project A wide range of solutions are active at the various hospitals in the Central 
Jutland region. 

Data  Each AmbuFlex solution develops a questionnaire tailored to the patient group 
and purpose. This is done in close collaboration between the clinical specialists 
in the hospital and a project coordinator from AmbuFlex. 
The patient's response is loaded into the AmbuFlex system. Here, the answer 
is assigned a green, yellow or red color based on an automatic algorithm. The 
color will usually reflect symptom load. The clinics in the ambulatory are 
presented with the current questionnaire answer with color code, and an 
overview of the patient's response over time. 

 
 
  

 

 

73 http://ambuflex.dk/ 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=http://ambuflex.dk/
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Project name (and region / 
municipality) 

New management in a patient perspective (midt-Central Denmark Region) 74 75 

Short description In January 2014, the Central Jutland Region launched the project “New management 
in a patient perspective”, in which nine departments are kept free of activity 
management in order to work on selecting and developing other management goals 
instead. The purpose of the project is to investigate the consequences of failing to 
manage a number of departments according to DRG value and instead focus on 
more patient-related goals. The project ended in 2016. 

Target unit Specific organizational units 

Providers Public 

Status of the project Finished. 

Care trajectory Partial 

Technology or care focus Care focus 

Indicators Each department selected and developed their own management goals / metrics.  
Departments were asked to select three to five indicators that could measure their 
performance. The departments were unfamiliar with defining performance 
management, and it proved difficult to define indicators that were adequate for the 
good ideas - often because relevant data was not available. The indicators became 
much more than intended, and the quality of the indicators as input to results 
management was questionable according to common criteria for such indicators. 

Settlement models used During the project period, the nine departments had a fixed budgetary framework 
and are thus not subject to the DRG-based activity management model in the region, 
including the requirement for annual productivity increase. The departments shall 
remain subject to the general objectives included in the annual budget's. 
The objectives can be broadly divided into five categories:  

1. Patient satisfaction and - security       
2. Process objectives       
3. Re-admissions and mortality       
4. Patient-reported outcome (PRO)      
5. Other goals that are less patient-centered 

 
 
 
 
 
  

 

 

74 https://www.vive.dk/media/pure/8799/2038887, p. 41 
75 https://www.defactum.dk/api/cfkpage/download/?fileid=637 , p. 13 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.vive.dk/media/pure/8799/2038887
https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.defactum.dk/api/cfkpage/download/%3Ffileid%3D637
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Northern Jutland Region 

Project name (and region 
/ municipality) 

Hip / knee replacement (Region North Jutland)76 77 
 

Short description The ambition is to follow what the patients get out of the treatment as well as 
give the patients greater influence on their treatment. The orthopedic surgery 
department in Farsø, North Jutland, has teamed up with patients and medical 
experts from all five regions to select the effect targets that are most 
important to patients and which can be used to improve treatment from a 
clinical perspective. The dialogue between therapist and the patient has 
improved, because the doctor is able to follow and predict the patient's 
disease outcome. The patients can due to other patient’s experiences get a 
better insight into their treatment options. There is also a financial rationale as 
there is a basis for assessing whether or not some patients should be operated 
on at all. 

Indicators Complications, re-operations (within 2 years), PRO data e.g. quality of life, 
functional level, work status, patient satisfaction, etc.  

Next step  The next step in the project is to strengthen the hospital's collaboration with 
general practice and the municipality of Aalborg municipality. This way it is 
also possible to follow up on the patient's results after discharge from the 
hospital. The ambition of the collaboration is for staff across sectors to work in 
closer dialogue with each other on how they can together deliver better 
results for patients and create more coherent processes. 

Opportunities for scaling Good possibilities to scale to other treatment areas or other regional areas 

  

 

 

76 https://www.regioner.dk/media/11349/bilag-c-oversigt-over-hvert-delprojekt.pdf 
77 https://www.regioner.dk/media/11353/anbefalinger-for-det-fremtidige-arbejde-med-vaerdibaseret-sundhed.pdf 
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Project name (and region 
/ municipality) 

Multidisciplinary pain management (Danish Regions and Health Denmark)78 

Short description In the summer of 2017, a VBHC project was established on multidisciplinary 
pain management between the Danish Regions and Health Denmark (Sundhed 
Danmark), which represents private clinics and hospitals. All of the country's 
pain clinics participate in the project, both public and private. The effect 
measures which has been developed in the project must be applied to the 
majority of the approximately 10,000 patients with chronic pain who are 
treated annually at pain centers in Denmark. 
In the future, treatment at pain centers should include the answers the 
patients give in a questionnaire. This way, patients can have a greater 
influence on their treatment, which must be more organized according to the 
individual's wishes and needs. 

Providers Public and private 

Indicators The 10 most important efficacy targets for pain patients have been identified 
and a questionnaire has been prepared for follow-up with patients. Indicators 
are e.g. PRO related e.g. life quality, accept, social life, communication, 
employment status, physical status, sleep, handling of pain, mood.  

Data  The questionnaire is implemented in a database (Paindata.dk) and is currently 
being tested at pain clinics. 

Opportunities for scaling The collected efficacy target data will be available to pain clinics across the 
country, which means long-term data can be used for quality development, 
learning and comparison of outcomes across the country. 

  

 

 

78 https://www.regioner.dk/media/11353/anbefalinger-for-det-fremtidige-arbejde-med-vaerdibaseret-sundhed.pdf 
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Project name (and region / 
municipality) 

Prediction models for hip and knee surgery (North Jutland Region)79  

Short description The objective is to develop a data model that can predict the outcome of the 
respective hip and knee surgery process depending on the patient's 
characteristics.  

Target unit Specific organizational unit 

Providers Public 

Care trajectory Partial 

Technology or care focus Technology 

Indicators The model should be used to predict from medical indicators such as 
complications and reoperations as well as from PROM data (eg pain score, 
quality of life (measured on EQ-5D), functional score, return to the labor 
market and Oxford Hip and Knee Score). The goal is that the prediction model 
must be used partly as a tool for clinical decision support and partly as a basis 
for testing and simulation of new forms of accounting. The ambition is that 
the total resource consumption for each patient course is calculated, 
including regional costs in the form of outpatient visits, bedtime and 
complications, but also costs derived from, for example, the DREAM database 
(e.g. sickness allowance) are included in the calculation one of the resource 
consumption. 

Settlement models used Ideally, the prediction model could subsequently be used partly as a tool for 
clinical decision support, and partly to try new forms of settlement, where the 
payment for each treatment is either adjusted to the patient's severity or 
where specific criteria are set for which patients are included. in the individual 
settlement group. 

  

 

 

79 https://www.vive.dk/media/pure/8799/2038887 , p. 45 

https://translate.google.com/translate?hl=da&prev=_t&sl=da&tl=en&u=https://www.vive.dk/media/pure/8799/2038887
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Project name (and region 
/ municipality) 

Diabetes (Region Northern Jutland)80 

Short description The aim of the project was to develop and pilot an IT-solution that could assist 
the clinical managers with information regarding efficacy (clinical quality), 
capacity utilization and resources. This is in order to secure data-supported 
information for continuous improvement and development of treatment, 
organization and planning for a more patient relevant treatment, ensure an 
improved health effect of the diabetes treatment for less resources overall. An 
additional purpose was to gain experience with a composite indicator of 
clinical quality. 
 
During the project period (2017-2018), the project has worked in two parallel 
tracks:  
 

• Developing a test tool that can compile e.g. costs and clinical quality goals 
for use by, for example, the clinic managers. Anchored in Region Northern 
Jutland, Department of Patient Care and Economy and Endocrinology 
Department, Aalborg University Hospital  

 

• initiated a long-term clinically anchored research project (Value-based 
Health Care and Patient Reported Outcomes in Diabetes (VBS-PRO-DIA)), 
which during the project period has worked on developing a solution for 
PRO. In the further work, the VBS PRO-DIA project focuses on testing the 
solution for PRO as well as further developing models and tools for VBHC, 
to be used regionally and nationally to optimize the value of the 
treatment for the patient and thereby deliver a better health effect. The 
project was anchored in Endocrinological Department at Aalborg 
University hospital and the Clinical Institute at Aalborg University.  

Indicators HbA1c, self-rated health, psychological wellbeing, symptom frequency and 
burden of disease, diabetes stress, diabetes influence of life quality, time 
within target blood sugar range, periphery neuropathy, albuminuria, 
retinopathy, cardiovascular disease, diabetic foot ulcer, amputation, cereal 
vascular disease, smoking, ketoacidosis, severe hypoglycemic events, 
hospitalization, blood sugar control, medicine satisfaction and dissatisfaction, 
diabetic specific treatment quality and support, confidence in own disease-
management (personal goals, wishes and priorities for treatment).  

Data  Data sources are: EPJ, PRO, CGH/Diasend, lab-results and anamneses 

 

 

 

 

80 https://www.regioner.dk/media/11349/bilag-c-oversigt-over-hvert-delprojekt.pdf 
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