
Self - Assessment questionnaire Region of Southern Denmark 

0. About the Region of Southern Denmark 

Organisation name Region of Southern Denmark 

Your Name Lotte Beck 

Your address  Forskerparken 10H, 5230 Odense M, Denmark 

Your e-mail address Lotte.beck@regionsyddanmark.dk 

Member State Denmark 

Please describe your organisation and 

core activities 

The Region of Southern Denmark (RSD) has a population of 1.2 million 

inhabitants. The region’s main tasks include healthcare (including social 

care and psychiatry) and regional development; it has the responsibility 

for running the region’s five hospital units, and for developing regional 

development plans. 

RSD has become a centre for innovation in ICT based health solutions, 

supported by a strong infrastructure. The infrastructure is based on 

procedure guidelines for continuity of care and health agreements be-

tween the different actors and sectors in the healthcare system. The 

region makes continuing investments in telemedicine and new eHealth 

projects; regional, national, as well as international. The aim is to im-

prove the quality of life for all citizens and to invest in public-private 

partnerships in order to develop innovative technological solutions to 

the benefit of patients and citizens as well as regional businesses. 

Geographical coverage 12,206 km2 

Population coverage (patients: disease 

/ number?) 

Total population:  1.2 million.  

Patients suffering from CVD: 43,500.  

Patients suffering from COPD: 65,000.  

Patients suffering from diabetes: 50,000.   

Patients suffering from a chronic disease: 384,000.  

Coalition coverage (Partners) 

The coalition of partners in the regional application for the EIP AHA ref-

erence site consists of representatives from the Region, the municipali-

ties that provide social care (and home care), the general practitioners, 

and citizens. The vision that encompasses this is called “Health for all”.  

Further, representatives from the region, the municipalities, and educa-

tional institutions are in a coalition called “The consulting committee” 

where the cooperation on common health related projects etc. is dis-

cussed.   



 

0.1 Your region 

Region Name (NUTS 2) DK03 Southern Denmark  

Number of inhabitants 1,201419 (1Q 2013) 

Indicators of relevance, e.g. on health 

workforce, expenditures  

The Region of Southern Denmark is the largest workplace in the region, 

employing around 25,000 people. Measured in turnover, the Region of 

Southern Denmark is also a true heavyweight, with an annual budget of 

€ 2.8 billion.  

 

The area of health constitutes the most cost-intensive assignment for 

the Region of Southern Denmark, with total expenses of approximately € 

2.4 billion. 

 

In Denmark, the annual budget for people suffering from a chronic dis-

ease is € 19 billion. 

 

According the Danish Statistical Bureau, the share of patients in the 

Region of Southern Denmark affected by a chronic disease is 31,9 %. This 

equals to 384,000 patients that are affected by a chronic disease (diabe-

tes, chronic lung disease, chronic heart disease, osteoporosis and other 

joint diseases, as well as psychiatric diseases). In percentage the four 

groups cover: diabetes 7,3 %, heart disease 16 %, lung disease 6,8 %, and 

joint diseases 3,3 %). 

 

Other reference sites from the re-

gion/country 
None   

0.2 Your participation in the Partnership 

Commitments from the organisa-

tion/institution, and which specific 

action, if any 

A2: Cross-sectorial Collaboration on health and prevention in the Region 

of Southern Denmark 

B3: Integrated Care; Innovation and Growth in the Region of Southern 

Denmark 

C2: IT strategy and Action Plan for Telemedicine in the Region of South-

ern Denmark 

Delta questionnaire Filled in for action area B3  

 



1. Your activities 

Describe your activities within the scope of the Partnership How do they relate to the specific actions 

A1. Prescription and 

adherence action at 

regional level 

(max 500 words)  Pillar I:  

Prevention, 

Screening and 

Early Diagnosis 

When it comes to health promotion, there is a strong focus 

on collaboration with all 22 municipalities, which have the 

main responsibility for health promotion and prevention. 

Focus is here to improve, through common training and 

consultancy activities, the strategic and professional capa-

bility within the municipalities and deploy a lifelong per-

spective in order to ensure healthy ageing and prevent 

lifestyle diseases, functional decline, frailty, and falls.  

See also “Pillar II” for more details.  

 

A2. Personalised 

health management, 

starting with a Falls 

Prevention Initiative 

In the Region, there is a strong focus on “everyday 

rehabilitation” of elderly, following a period of hospi-

talisation, in order to ensure independent living and 

prevention of incidents in homes, such as falls.  

In this connection it is worth mentioning the “Frederi-

cia Model; Life Long Living - Maintaining Everyday Life 

as Long as Possible”, which is a well known example of 

“Everyday Rehabilitation”. The approach has been 

given a good practice award by the European Commis-

sion during the European Year of Healthy and Active 

Ageing and Intergenerational Solidarity within the 

category of age friendly environments in November 

2012. 

All municipalities in the region works towards the im-

plementation of the “Everyday Rehabilitation” ap-

proach in different ways and evaluation results from 

Fredericia Municipality shows that substantial benefits 

are possible, such as: 

• Yearly savings from 10.000 DKK – 20.000  DKK 



(app. 1.350 EUR – 2.680 EUR) per year per 

elderly patient 

• Satisfied citizens, who are clearly physically 

stronger and independent in their own lives 

and express pride and improved quality of life 

by regaining and maintaining their daily func-

tions.  

• Satisfied employees in the Elderly Care De-

partment, who express significantly greater 

job satisfaction and are more engaged with 

the new working methods and the new inter-

action with the elderly citizens.  

• A decrease in sick absence has also been ob-

served among employees. 

• Significantly reduced need for care services  

 

Through the leadership of Varde Municipality, which is 

situated in the Region of Southern Denmark, an initia-

tive has been taken to develop a project within the 

PHP programme, together with several actors from A1 

and A2, focusing on the development and implementa-

tion of a multidisciplinary approach within falls preven-

tion and multi pharmacy prescription. 

If this project is accepted, training material and good 

practice guidelines will be developed, which can be 



disseminated through the structures of the EIP-AHA. 

A3. Action for pre-

vention of functional 

decline and frailty 

(max 500 words) 

Pillar II:  

Care and Cure 

When it comes to the activities of the Region of Southern 

Denmark within the scope of the partnership, all three 

pillars are covered in a joint effort between all actors of 

the healthcare sector. The Region is characterised by its 

vision of common health – this means, that both the hospi-

tals, the local health and social care providers: the GP’s 

and the municipalities, as well as the citizens themselves 

play a crucial role in the enabling the vision.  Further, edu-

cational institutions and companies are involved in the 

development of healthcare in the Region.  

The Region of Southern Denmark has a strong focus on 

providing the setting for active and healthy ageing for all 

1.2 million of its citizens. The perspective is to create a 

triple win situation where the long term investment in 

citizens’ good health is seen as an opportunity to create 

technological and social innovation and employment as a 

foundation for social and economic growth. The effort 

towards the elderly in RSD takes its starting point from a 

vision which covers the entire continuum of care as it aims 

at improved communication between all sectors in health 

and social services and other services necessary to lead a 

B3. Replicating and 

tutoring integrated 

care for chronic dis-

eases, including re-

mote monitoring at 

regional level 

Guidelines for how to care for citizens suffering from a 

chronic disease have been developed and include pro-

cedures on how the different parties from health and 

social care act and cooperate when dealing with a 

chronically ill patient.  

To support the care of specific complex patients suffer-

ing from a chronic disease, the Shared Care approach 

and portal (SCP) has been developed.  

A citizen suffering from a chronic disease is in contact 

with all the parties of the healthcare and socialcare 

system. In order to deliver coherent and patient cen-

tred care, the SCP offers access to all the relevant data 

you need when caring for a patient suffering from a 

chronic disease. These data are visible to the GP, the 

hospital, the municipality, and the patient. The SCP 

also shows monitoring data measured in the patients 

own home.   

The SCP is currently used in the treatment of cardio-

vascular diseases and is gradually to be rolled out in 

the entire Region. Further, the SCP will be used in the 



healthy and active life. The vision contains specific actions 

such as joint development projects regarding digital com-

munication, ambient assisted living technologies (AAL), and 

education and training. 

Based on this common approach across the entire spectre 

of care – from prevention to assisted living – the vision of 

common health of the Region encompassed all areas of 

the EIP AHA partnership.  

The more specific activities related to the action areas are 

described in the columns on the right.  

treatment of other chronic diseases, i.e. diabetes, 

COPD, and cancer.       

Integrated care service delivery processes between 

GPs, hospitals, and municipal care organisations are 

supported by a common integrated ICT infrastructure, 

partly building upon components which have been put 

in place already (e.g. an integrated care record sys-

tem). 

The foundation for the solution is SAM:BO, which is 

described in detail under “Good Practice”. However, in 

short SAM:BO is regional collaboration, agreements, 

and electronic communication supporting care path-

ways for citizens and patients.  

Pillar III:  

Active Ageing 

and Independ-

ent Living  

See “Pillar II”  

A strong ICT infrastructure in RSD creates the foundation 

for interoperability in health and social care, as 65.000 

standardised electronic messages are transmitted daily in 

RSD. In order to IT-support the care of the patient and the 

cross-sectoral cooperation, the transfer of information, 

and aggregation of data, standardisation is required. This is 

based on the nationally adopted standards and wherever 

possible on internationally recognised standards.  

This infrastructure is the backbone of the ICT activities and 

C2. Development of 

interoperable inde-

pendent living solu-

tions, including 

guidelines for busi-

ness models 

Guidelines for the development of independent living 

solutions:  

The Region of Southern Denmark is working on the 

development of independent living solutions and 

guidelines for Public-private innovation (PPI) and PCP 

(pre commercial procurement) through two pro-

grammes in the Southern Denmark Health Innovation 

called PPI-Lab and Living Lab Denmark.  

Living Lab Denmark is a national platform for PPI-

cooperation that supports and professionalises the 

dialogue between private suppliers and public de-



the development of solutions that support active ageing 

and independent living.  

In its IT-strategy as well as its telemedicine strategy, the 

Region is focussing on solutions that will support active 

ageing and independent living.  

mands of AAL solutions and services. 

Living Lab Denmark is an online platform, where you 

can find professional help and tools for the implemen-

tation of PPI, but also a possibility to receive personal 

help and feedback on your PPI project through Living 

Lab Denmark’s network of PPI-facilitators.  

The PPI-Lab is a venture that is to create a foundation 

for growth of PPI projects in the Region. Five regional 

PPI projects are currently running and the start-up of 

new ones is supported. The projects form the basis of 

the development of PPI guidelines used by PP partners 

to overcome the most significant barriers on the area.   

The purpose is hence to: 

• Collect data on PPI from the five regional PPI 

projects 

• Build a new concept for the start-up of PPI-

cooperation in the public sector through a na-

tional task force involving municipalities and 

regions 

• Illustrate the potentials of PPI-cooperation by 

creating innovative independent living solu-

tions for the health and care sectors  

• Develop PPI guidelines that should make the 

PPI-cooperation between the public sector 



and private companies easier.   

 

Further, in the EU project SILVER the Region is working 

on developing new innovative robotic solutions that 

target assisting the elderly and those caring for them 

with personal activities of daily living. These solutions 

are not yet on the market, but can be developed and 

tested within the SILVER PCP period of 2-3 years. The 

Region will participate to the work with PCP (pre com-

mercial procurement) by further developing the guide-

lines for PPI-cooperation.  

Horizontal issues Regional funding: 

The Region has optimised its use of existing funding by 

launching a growth model for health- and social care inno-

vation. This model includes funding capital from public 

funds:  

Welfare Tech Invest are investing in entrepreneur-

companies within health- and social care technologies 

including ambient assisted living (AAL) technologies. 

The PPI-pool is funding the modification and commerciali-

sation of AAL services.  

The FP7 Project SILVER is funding the development and 

testing of pre-commercial procurement processes across 

D4. Age-friendly cit-

ies, buildings and 

environments 

The Research unit for Active Ageing at the University of 

Southern Denmark is an active player in developing 

research-based knowledge about how to promote 

active living. 

The aims of the research unit are: 

• To conduct interdisciplinary studies of physical 

environments for play, sport, outdoor life, and 

physical activity triangulating by theories and 

methods of sociology, anthropology, psychol-

ogy, epidemiology and cultural analysis.  

• To further develop existing theories and ana-

lytical models into a more nuanced under-



European countries. 

Assessment of health technology and telemedicine: 

The Region, especially the hospitals, use the Health Tech-

nology Assessment methodology (HTA) when evaluating 

new services and solutions in the healthcare setting. This 

methodology ensures that only safe, proven and tested 

practices, where reliable data is at hand, are used and 

rolled-out.  

To this, the Region was involved in the MethoTelemed 

project, where MAST was developed. Since then, MAST has 

been used on the evaluation of several large-scale projects 

and the methodology is currently being applied to the 

areas of assisted living and AAL as well. MAST is further 

being used in international telemedicine projects where 

the Region participates, such as Renewing Health, Smart-

Care, and United4Health.  

Marketplace to facilitate cooperation:  

Living Lab Denmark is an online marketplace that facilitates 

the cooperation between public and private partners in 

the healthcare system. The idea is to create a place that 

the partners can use in order to optimize their collabora-

tion: Living Lab Denmark works as a platform where pri-

vate and public actors can meet, engage in cooperation, 

find inspiration, receive feedback, access tools, network, 

standing of the associations between space 

and movement.  

• To further develop methods for the collection 

of knowledge about the links between space 

and movement.  

• To create practically oriented knowledge that 

can qualify international and national partners 

in their work to establish spatial environments 

more conducive to activity for play, sport, and 

outdoor activity as well as for recreational and 

transport-related physical activity.  

• To share knowledge and act as partner in the 

prevention of physical inactivity.  

• To contribute through advice and training of 

health professionals working with space and 

movement. 

Selected research projects: 

• School yards, Playspot, Active transport, Club 

fitness and Environment (SPACE).  

• Activating Schoolyards  

• When Cities Move Children (WCMC). Con-

tacts:  

• Improving Infrastructures for Leisure-Time 

Physical Activity in the Local Arena (IMPALA).  

• Bikeability: Cities for zero emission transport 



and knowledge about the development of health technol-

ogy and AAL solutions.  

The marketplace is a demand driven initiative that must 

meet and support the demands that both partners have 

when entering into collaboration.  

and public health.  

• International Physical Activity and Environ-

ment Network Study (IPEN).  

• TRYG in the great outdoors – Risk and safety 

in relation to outdoor activities.  

 

In addition, the city of Odense (which is the largest city 

in the Region and the third largest in Denmark) has a 

clear philosophy to be the best city for its citizens, both 

young and old. The focus of Odense is to continue to 

be the world’s third largest hub within robotics, and 

over the next 10 – 15 years, investments in the area of 

Euro 3.2 billion will transform Odense into an interna-

tionally renowned city of knowledge. There is a clear 

understanding that the investment in robotics will, in 

the Region of Southern Denmark, especially focus on 

the scene of health and social care and thus on the 

provision of better healthcare for all and a healthier 

life for its population.  

 



2. Your care model/system 

Describe briefly the dimensions of your care model  

Static Baseline 

organisation 

2.1 Care System/Model Or-

ganisation 

Consider the organisational con-

text of the modernization and 

transformation of your care sys-

tem. Key elements to be de-

scribed: 

• Leadership and govern-

ance 

• Funding scheme (private, 

public, private-public) 

• Regulatory or strategic 

framework 

 

The Danish healthcare system is tax-based and builds on the welfare state. As the 

Regions cannot collect taxes themselves, the health expenses of the Region are 

financed through subsidies from the state and the municipalities of the Region:  

• Block subsidy from the state: 75% 

• Payment by the state – depending on the activity: 5%  

• Basic contributions from the local authorities: approx. 10%  

• Local authority payment – depending on consumption: approx. 10% 

 

The economic framework for the Regions is decided on in the yearly financial 

agreement between the government and Danish Regions.  

The provision of care is divided between the regions and the local municipalities. 

The Region is responsible for the hospitals (including psychiatry and social ser-

vices) and the practices (general practitioners and dentists) of the region. Also, 

the Region prioritises the various areas of treatment, and establishes principles 

for the management of hospitals, quality assurance, service levels, etc. The Re-

gion has the responsibility for the working relationship between the hospitals and 

private medical practices.  

On account of their responsibility for prevention, rehabilitation and subsequent 

care at home, and their share in the joint financing system, the local authorities 

(municipalities) are key partners in the area of health. The Region advises the 

local authorities on prevention.  

Governance: The development of the healthcare system in Denmark has always 

been a collaborative effort between all parties involved. In 2010, the Danish Re-

gions and the Danish Government agreed on a number of changes in the organ-

isational setup in the field of eHealth. The main focus of the agreement is to en-

sure a clearer division of labour between all parties involved including the Minis-

try of Health and the five regions. The agreement states that the Ministry is re-

sponsible for overall development and national coordination and prioritisation. 

Within this framework, the regions are responsible for investments in and the 



implementation of specific eHealth solutions.  

Primary care: Most primary care in Denmark is provided by general practitioners, 

who are paid on a combined capitation and fee-for-service basis. The regions 

determine the number and location of general practitioners, and their fees and 

working conditions are negotiated centrally between the physicians' union and 

the government. The municipal health services provide health visitors, home 

nurses and school health care. 

Secondary care: Hospital care is mainly provided by hospitals owned and run by 

the regions. There are also private hospital providers in Denmark, but these are 

only used to a very limited extent.  

Central government role: The central government ‘s main functions are to regu-

late, coordinate and provide advice, and its main responsibilities are to establish-

ing goals for national health policy, determining national health legislation, for-

mulating regulation, promoting cooperation between different health care ac-

tors, providing guidelines for the health sector, providing health and health care-

related information, promoting quality, and tackling patient complaints.  

Regulatory framework: As a part of the structural reform in 2005 the Health Act 

was established. The Act regulates the responsibilities of treatment, prevention, 

and health promotion in the Danish healthcare system.  

processes 

2.2 Management of Care 

Processes 

Consider the various tools and 

processes that improve the sys-

tem's capacity to improve health 

outcomes, such as protocols and 

guidelines, education and train-

ing, liaison and consultation, 

standardisation and interopera-

bility, as well as financing (insur-

ance based, reimbursement, etc.). 

 

Guidelines for the treatment of chronic diseases: 

In 2008, an agreement was signed between healthcare and social care profes-

sionals (the region and the municipalities) in the Region of Southern Denmark in 

the area of chronic conditions, which is considered to be one of the largest 

groups of patients. This agreement ensured development of pathways and a 

consistent workflow for each disease defined as a chronic condition.   

The chronic care guidelines support a unified process. Included in this is a generic 

model, which stems from SAM:BO that describes how a unified cross-sectorial, 

cross-disciplinary, and coordinated health effort is crucial. The pathways are 

supporting integrated care and the cooperation between the different healthcare 

and social care sectors and the patient. SAM:BO is described in detail in the Good 

Practice example from the Region.  



SAM:BO is based on the need for introducing programmes for the continuity of 

care for the patient groups that enter the hospital and when leaving need ser-

vices from home care. In addition, there is a need for supporting patients’ ability 

to care for themselves in their own home. The chronic care guidelines have been 

developed to ensure coherence between the different health-related interven-

tions in the course of a disease. Thus, the guidelines aim at achieving high quality 

interventions and patient safety in the entire course of the disease as well as an 

appropriate utilisation of resources.  

Health outcomes are improved through the cooperation between the different 

sectors of the healthcare system. This cooperation is enabled through the IT-

infrastructure of the Region. The infrastructure is described below and is a huge 

factor when it comes to standardised electronic communication and interopera-

bility.  

 

Financing:  

The DRG (Diagnosis Related Groups) system is used in the implementation of the 

governmental activity-pool, the calculation of the municipal co-financing, the 

settlement of accounts between the regions on a basic level, in connection with 

rate financing, and as a tool for analysing the costs and activities of the hospitals 

of the Region.  

The DRG-system consists of two parallel systems: 

• DRG, that is used on patients at somatic wards  

• DAGS (Danish Outpatient Grouping System) used on outpatient patients 

at somatic wards. 

 

2.3 Information and Commu-

nication Systems  

Describe the quality, availability 

and scope of information for 

management and improvement 

of clinical practices; the vertical 

and horizontal communication 

between and within care struc-

tures. 

 

All players in the healthcare sector use ICT as a tool of their trade; a large propor-

tion communicate electronically via the health data network: 98% of laboratory 

orders and resorts are electronic; 89% of all prescriptions are electronic.  

The five Danish regions are responsible for regional IT solutions. A number of 

public-sector IT organisations develop joint solutions nationally, which the decen-

tralised players undertake to implement.  

ICT is very commonly used throughout all branches of the Danish health service, 



and today IT supports a great many work processes, including processes that 

reach across organisations and sectors. This has also helped to make a large 

number of services available for citizens and healthcare professionals alike. 

Alongside personal contact with the GP, the web portal sundhed.dk (sundhed = 

health) is the citizen’s most important interface with the healthcare sector. Here 

citizens have direct access to knowledge and advice about their own condition 

and treatment, and about illnesses and health in general. Digital services to citi-

zens are based on the fact that a considerable amount of communication be-

tween healthcare professionals – hospital wards, GPs, specialist doctors, labora-

tories, pharmacies, and physiotherapists – has become digital over the past 15 

years.  

It began with electronic exchange of messages between healthcare professionals 

via MedCom standards, nationally agreed upon standards (www.medcom.dk). 

Communications such as prescriptions, referrals, laboratory orders and re-

sponses, etc., are exchanged daily. In the month of January 2010, more than 5 

million communications were exchanged. Over the years, the repertoire of com-

munications has expanded considerably, and the infrastructure has been ex-

tended to include more and more aspects of the healthcare services. Concurrent 

with this, Internet technology has been adopted, so now communications also 

include web services, and telemedicine solutions are rapidly being developed. 

Throughout the development process, efforts have remained focused on giving 

healthcare professionals access to flexible knowledge searches and internal 

communications, and, at the same time, enhancing the quality of the services 

that the healthcare sector is able to offer to citizens. 

 

 

 



 

 

The history of MedCom - the Danish Health Data Network (DHDN) - goes back to 

the late 1980s, when interest in electronic communication among healthcare 

providers grew. It is a long-term project that enables effective data transfer be-

tween several actors of the health service, including stakeholders of the commu-

nity-based social care system. This national network allows fast information flow 

in the form of reliable data exchange of EDIFACT or XML-based messages among 

the respective software systems of the participating healthcare providers. Agree-

ments on interface specifications as well as certification of software compliance 

with agreed upon standards and syntax allow for optimal interoperability. Data 

transfer begins at the point of care for patients and GPs. From there, services that 

citizens may need access to include pharmacists, diagnostic services and special-

ist consultation at hospitals, referral to and discharge from a hospital, and trans-

fer to home care and residential care services. Effective access to these by citi-

zens depends on the efficient exchange of messages between health and social 

care providers and other actors. 

 

 

 

 

One of the main prerequisites for establishing a coherent and cooperating health 

care system is to ensure that all health care professionals dealing with a patient 

have easy access to relevant patient information where and when it is needed. 

This strengthens the base for decision making and enhances patient safety. 

 

Digitalisation is the key element in achieving this goal by giving health care pro-



fessionals access to data and examination results across the entire health sector. 

eHealth is also vital for leveraging secure, efficient work processes, high produc-

tivity, and high standards of health care delivery. The Region used this as a back-

drop to invent and to innovate new services, such as the collaboration agree-

ments SAM:BO and the Shared Care solution (described in the Good practice 

example).  

 

 



 

3. Good Practice from the Region of Southern Denmark 

 

Title 
SAM:BO - Cooperation on care pathways in the Region of Southern Denmark 

Goals and ob-

jectives  

In order to give the best patient care and to ensure a high quality of life for the citizens in the Region of 

Southern Denmark, the Region has implemented SAM:BO, which is an agreement on collaboration 

between all players in health and social care, based on new innovative ways of providing services and 

new ways of communicating electronically.  

The goal of the regional cooperation is to ensure consistent citizen/ patient care pathways between 

health sectors in the region and thus achieve higher quality, efficiency, and patient satisfaction with the 

health services provided. It is also to strengthen the cooperation between GPs, local authorities, and 

hospitals regarding the individual citizen/patient and his/her progress through the healthcare system, 

and ensure dialogue and coordination between them and with the greatest possible involvement of 

patients and relatives.  

SAM: BO entails requirements and expectations concerning content and timing of the electronic com-

munication sent between the municipality and hospital during a patients' hospitalization. The overall 

objective of this exchange of information is to optimize hospitalization with a particular focus on dis-

charge, enabling continuity once the patient is discharged and the municipality/home care takes over 

the care.  

The citizen must experience consistency from the very beginning in the process where the general 

practitioner is contacted, to the diagnosis and treatment at the hospital and until the citizen is back in 

his/her own home for the follow-up rehabilitation therapy. The starting point is the individual's needs, 

so that treatment is offered on a needs basis.  

For the complex patients with one or several chronic diseases, the Region of Southern Denmark is in 

the midst of implementing an innovative solution that runs on the backbone of SAM:BO. This solution 

supports the integrated approach as outlined and is established on the basis of the chronic care guide-

lines that have been issued both nationally and internationally. The Shared Care system is an ICT sys-

tem that supports the Danish “programmes for the continuity of care” and thereby also supports the 

cross-sectorial collaboration (communication and sharing of data) for patients with chronic diseases. 

The Danish National Board of Health has issued “chronic care guidelines” to support a unified process 

for patients with a chronic disease.  Included in these is a generic model that describes how a unified 

cross-sectorial, cross-disciplinary, and coordinated health effort is crucial. Therefore, a process has 



begun to underpin this model with electronic communication and shared care records, thus connecting 

all the stakeholders in the health and social care continuum in a collaborative effort to secure that the 

right information is available for authorised caregivers anywhere and anytime. This is what the Shared-

Care supports. The process involves the primary care sector, the regional hospital sector, the municipal 

social care sector, and the patients themselves.  

The solution thereby supports the integrated care approach and adopts the common and nationally 

agreed upon dataset standard for citizens with a chronic disease. In addition, the solution utilizes the 

existing national infrastructure and optimises the workflows among the players in the health care sec-

tor, and care service delivery processes.  

The diagram above shows the concept of Shared Care and its infrastructural relations to the GP elec-

tronic health records and their data capture, to the hospital EHRs, to the local and municipal electronic 

care records and health systems, and finally its relations to the patients in their own home with home 

monitoring and various eHealth applications. The service integrates and collects data automatically 

from all relevant IT systems, thus giving the care taker, patient, or other actor a full overview of the 

care and coordination of the chronic disease.  

The service is innovative in a way that it brings innovation directly into healthcare and into the provi-

sion of services to patients with a chronic disease. This novel service incorporates new organisational 



processes and services and thus ensures the positive change for citizens with a chronic illness, thereby 

supporting active and healthy ageing for the citizens in the Region of Southern Denmark.  

SAM:BO is therefore not only an agreement of coherent care pathways for citizens and patients in the 

Region, but it is also an integrated system backed by an infrastructure and ICT services, such as the 

Shared Care Portal, and the standardised integrated messages between the players involved.  

 

Dynamic Baseline 



 

3.1. Innova-

tion 

relevance added value integrated approach across 3 

pillars 

Please elaborate on the linkage 

between your initiative  and the 

EIP on AHA's scope across its 3 

pillars, paying particular refer-

ence to the level of integration, 

coordination and collaboration 

among the 3 areas 

Please detail the added value of 

your innovative practice in terms 

of benefits for other stake-

holders, addressing barriers and 

bottlenecks, with their reflection 

in strategic documents (existing 

and future). 

Please describe both the means 

and level of connectivity, align-

ment and collaboration spanning 

the 3 pillars of the EIP on AHA and 

its 6 specific actions.  

 

 

The Shared Care solution has a 

high relevance to the three 

pillars in EIP on AHA. The main 

relevance is to the B3 action 

group regarding “Capacity build-

ing and replicability of success-

ful integrated care systems 

based on innovative tools and 

services” with special focus on 

“integrated care for chronic 

diseases”.  

With regards to the replicability 

of the service, the Region of 

Southern Denmark participates 

in the European project Smart-

Care (CIP, grant agreement no 

325158), where the concept of 

offering integrated care services 

to older (50+) citizens to support 

them to live independently lives 

within the community by pro-

viding ICT tools and services 

necessary to integrate care 

pathways across organisations 

and locations. Through this 

Project, the Region of Southern 

The Shared Care solution builds 

on the chronic care guidelines 

that have previously been on 

paper. This means, that the 

information regarding the citi-

zen with a chronic illness where 

not present in one IT system, 

but was dispersed over many 

and the citizen would therefore 

often act as a carrier of informa-

tion between the different sec-

tors handling the illness. Be-

cause of the Shared Care, the 

chronic care guidelines have 

been digitalised, meaning that 

all information is now available 

to all – at the right time and 

place. See more on 

www.improvingchroniccare.org  

In addition to the added value, 

the service provides to the citi-

zens, families, and the health 

and social care system, the ser-

vice opens new markets, since 

the patients will need to have 

monitoring devices at home. 

The strategies of the Region of 

Southern Denmark regarding 

healthy and active living spans 

across several strategies and ac-

tion plans. The main objective of 

the Region is to provide the best 

possible care for its citizens, have 

the most efficient healthcare and 

create growth for its businesses. 

One vital aspect of this is SAM:BO, 

as SAM:BO as a collaboration 

agreement ensures that health 

and social care is seen as an inte-

grated aspect. That once a disease 

has been discovered with a pa-

tient, or the citizen is at risk of 

getting one, several measures are 

taken to prevent further deterio-

ration. In addition, should the 

patient come in contact with the 

healthcare system, electronic 

communication and new innova-

tive processes have been imple-

mented with regards to the or-

ganisation and provision of health-

care.  



Denmark is one of the first four 

1st wave pilots, that will not 

only document the solution but 

it will also carry out a scientific 

evaluation thus providing the 

tool for tutoring and further 

dissemination of the solution.  

The service presented covers 

several aspects of the EIP on 

AHA SIP as it involves all the 

actors of the health and social 

care sector in the integrated 

care of chronically ill patients 

(pillar II, B3), and supports ac-

tive ageing and  independent 

living through home monitoring 

and patient empowerment 

(pillar III, C2).   

  

Having the possibility to monitor 

and see the status of the disease 

will to a great extent empower 

the citizen in taking control over 

his/her own disease.  

The existing barriers have so far 

been on a more technical char-

acter as IT systems needed to 

open up for integration of, not 

only the electronic communica-

tion between systems, but also 

to have access to national data-

bases for patient information. 

Even though the ICT infrastruc-

ture in Denmark is well ad-

vanced, barriers continue to 

exist not only in ICT but also to 

the implementation of new 

innovative services. However, as 

the integration of services in 

health and social care has been 

an integral part of the strategies 

of the Region, these have been 

overcome and the Region is now 

looking into the new future 

where the aim is that citizens 

live healthier and longer in the 

comfort of their own home.  

 

Based on the strategic focus in the 

region of Southern Denmark (RSD) 

on health and welfare innovation, 

the region participates actively in 

the EIP on AHA. RSD is participat-

ing as a reference site and has 

commitments in the following 3 

action groups; A2 – Fall Preven-

tion, B3 – Integrated Care and C2 – 

Independent Living. RSD has cho-

sen to participate in the EIP on 

AHA because the overall European 

triple win philosophy, about creat-

ing quality in health and social 

care services, efficiency in the 

health and social care system, and 

economic growth simultaneously, 

matches the strategic focus of the 

region completely. As the EIP on 

AHA is build on the fundamental 

idea of creating partnerships also, 

RSD uses the initiative as an over-

all frame for its European innova-

tion activities and as a foundation 

for the regional collaboration and 

development of European projects 

with all regional stakeholders such 

as local authorities, educational 

institutions, enterprises, and other 

stakeholders.  

Scoring    

3.2. Scaling 

up/ Replica-

bility 

scaling-up strategy involvement of relevant 

partners 

mobilisation 



Please describe your strategy 

and planning towards successful 

scaling-up and transferability of 

your good practice, by means of 

communication, dissemination, 

facilities for transfer of knowl-

edge to other regions, promo-

tion, etc. 

Please explain level and extent 

to which the ‘good practice’ is 

based on coalition of lo-

cal/regional stakeholders, col-

laboration/partnerships with 

other actors outside your region, 

and involvement of relevant 

stakeholders in the innovation 

process. 

Please define coverage of the 

innovative solution in your local 

population, identify partners in-

volved and collaborating in an 

initiative and their commitments, 

present any mobilising efforts, 

tools and resources including edu-

cation and training, funding, po-

litical advocacy/lead. 

 

In 2007, a reform was imple-

mented with regards to the 

provision of health and social 

care. Because of this, there was 

an urgent need to harmonise 

the way healthcare was pro-

vided. Once the new set-up of 

healthcare was initiated, the 

goal was that all citizens should 

receive the same care regardless 

of diagnosis and geography.   

SAM:BO was the results of this 

and it  was initiated in 2009, and 

since then heavy investments 

have been conducted into scal-

ing it up to the players involved 

in healthcare. 

 The scaling up has been multi-

dimensional and has involved an 

interaction of drivers. Once it 

was agreed upon on a political 

level, all were highly involved in 

implementing SAM:BO and the 

services connected to them. 

The process of SAM:BO, from its 

initiation until it was mutually 

agreed upon and implemented, 

took close to two years. The 

 SAM:BO and the underlying 

electronic communication has 

been created by a coalition of 

local and regional stakeholders. 

When it was initiated, not only 

local and regional stakeholders 

were involved, but SAM:BO was 

also supported from a national 

level.  

The solution was innovative and 

unique in a sense that it  

brought together players from 

the public healthcare, but also 

from social care (home care) 

and the private general practi-

tioners that all agreed to the 

new process in the Region for 

the first time. The partnership 

also aimed at covering the en-

tire Region geographically, and 

people were head-hunted for 

their expertise and thereby 

making the process of drafting 

the new innovative service very 

dynamic.  

The core team of the people 

behind drafting the agreements 

behind SAM:BO consisted of 25 

people, who were lead by the 

Regarding coverage of the innova-

tive solution from the Region of 

Southern Denmark, it covers all 

citizens in the Region. However, 

only when they are in contact with 

hospital services and need services 

across the different sectors (pri-

mary, secondary and/or social 

care sectors) does the service 

come into effect and this is regard-

less of age and diagnosis.  

The target group of SAM:BO and 

thus to partners involved in the 

service are all professionals in the 

health and social care sectors, 

which amounts to more than 

45,000 persons.  With regards to 

the Shared Care solution,  all pa-

tients with a complex  chronic 

disease where both health and 

social care is involved, are tar-

geted. As such the aim is within a 

few years to reach 100 %.  

When SAMBO was signed, infor-

mation was sent to the manage-

ment level. From there compe-

tency development of the users 

was the core focus in order to 

ensure a successful implementa-



process was not easy as the 

implementation involved 40,000 

– 45,000 people and many dif-

ferent IT systems had to be 

updated in order to support 

SAM:BO and the electronic mes-

sages that followed in the proc-

ess. MedCom, a national gov-

ernmental project organisation, 

was assigned the task of creat-

ing a standard that would en-

sure the communication be-

tween the hospital and the 

home care. This was a long 

process, but once it was agreed 

upon, this was a not only a re-

gional standard to be used in 

SAM:BO and thus in the Region 

of Southern Denmark, but also a 

national standard, that would be 

used by all the other four re-

gions in Denmark.  

SAM:BO and the massive roll-

out of new electronic communi-

cation has been described in 

several newspapers and maga-

zines as well as presented at 

national conferences.  

Region of Southern Denmark, 

based on national standards and 

guidelines.  

Once SAM:BO and the electronic 

communication surrounding this 

was implemented, a process 

then came to support the more 

complex patients with one or 

several chronic diseases. For 

these patients more was needed 

and hence the concept of 

Shared Care was evolved. It 

came from a clear desire from 

the professionals as well as the 

patients. For the complex pa-

tients, a clear overview of the 

treatment, diagnosis, and plan 

forward was most essential. The 

stakeholders where therefore to 

a high degree very involved in 

the innovative process of agree-

ing on what the Shared Care 

should contain and how it 

should be presented. It was thus 

created in a cross-field between 

the professionals in health and 

social care, patients, and the 

technology provider.  

tion. A large kick-off meeting was 

held in the Region with partici-

pants from all hospitals, munici-

palities, and representatives from 

the general practitioners. What 

worked very well was that all par-

ticipants where given bags full of 

brochures, documentation, USB 

memory sticks, and other informa-

tion that they could bring home to 

their own organisation and from 

there disseminate the knowledge 

they had gained.  

Once SAM:BO was initiated, all the 

normal procedures regarding 

agreements on discharging pa-

tients from the hospital were 

cancelled over a six month period. 

With the new procedures and 

agreements, the patients are (in 

principle) discharged the day they 

enter the hospital, which means a 

new way of not only organising 

health care, but also a new way of 

providing home care services. The 

fast roll-out and implementation 

of new procedures meant that the 

professionals had to use the 

agreements and the electronic 

messaging that followed. The 

incentive to learn and to carry out 

the organisational process of 

SAM:BO was therefore very high.  

A team followed the entire proc-

ess, ready to help the implemen-



tation of the new organisational 

structures, but also to assist in the 

roll-out of the new electronic 

communication. There continues 

to be a team supporting SAM:BO 

and the electronic communica-

tion. This is to ensure a continuous 

development of services and to 

upgrade the services when new 

possibilities in technology arise.  

Scoring    

3.3. Outcomes for citizen, care systems and markets/businesses, 

based on indicators 

coverage transferability 

Please demonstrate 

impacts in terms of 

benefits on the 

health status and 

quality of life of your 

local population. 

Please demonstrate 

impacts, in terms of 

efficiency/ effective-

ness on performance 

and sustainability of 

your care systems. 

Please demonstrate 

impacts, in terms of 

gains on competitive-

ness, market growth, 

employment in EU 

industry. 

Please demonstrate 

that more than 10% of 

the local target popula-

tion receives the inno-

vative service. 

 

Please demonstrate 

that your innovative 

service has been 

adopted, tailored and 

validated in at least 2 

other settings, either 

inside or outside your 

region. 

 

Most recently, a 

study called ”LUP 

– citizen/patient 

satisfaction sur-

vey” regarding the 

new way of col-

laboration across 

sectors by the 

means of SAMBO 

was conducted. 

The results of 

these still await. 

However, as 

SAMBO and the 

agreements 

means that pa-

tients are dis-

SAM:BO builds on 

the concept of 

LEON – lowest 

possible cost level 

– which means 

that the patient 

will receive the 

best and most 

efficient treat-

ment, but to the 

lowest cost possi-

ble without com-

promising the 

provision of 

healthcare.  

In addition to this, 

In the Region of 

Southern Den-

mark, health and 

social care inno-

vation is based on 

a political vision 

of smart speciali-

sation with health 

and social innova-

tion as one of 

three prioritised 

areas of business 

excellence. The 

region has re-

cently been 

awarded the 

European Entre-

All citizens in the 

Region of Southern 

Denmark are eligi-

ble to receive the 

innovative service. 

This is due to the 

fact that not only 

are the agree-

ments based on 

SAM:BO fully rolled 

out, but the elec-

tronic communica-

tion supporting 

these have also 

been imple-

mented. The statis-

tics from MedCom 

Together with 

SAM:BO, electronic 

messages were 

created in order to 

support the com-

munication be-

tween health and 

social care. The 

electronic commu-

nication was ini-

tially developed in 

the Region of 

Southern Den-

mark, and later it 

was agreed upon 

on a nationally 

scale and rolled 



charged faster 

from the hospital, 

then it statistics 

have shown that 

the patients are 

discharged faster 

from the hospitals. 

In addition to the 

faster discharge 

from the hospitals, 

the complex pa-

tients  also have 

the Shared Care 

Portal that enables 

them to be moni-

tored from home 

if needed. 

In a study done in 

the European 

project DREAMING 

it was shown that 

this has a positive 

effect on mental 

health and quality 

of life. When pa-

tients were moni-

tored from the 

home, it resulted 

in a significant 

effect on QoL, in 

particular on ‘vital-

ity’ and ‘mental 

health’. In addi-

tion, as the Shared 

Care Portal is part 

because the elec-

tronic communica-

tion is an integral 

part of SAM:BO, 

studies have  

shown substantial 

cost-benefits, as 

significant savings 

are found when 

using electronic 

communication in 

health care – as a 

report commis-

sioned by the 

European Com-

mission  

(http://medcom.d

k/dwn450), states.  

In addition, the 

eGovernment 

strategy in Den-

mark states that 

providing welfare 

in a smarter way 

tomorrow is man-

datory. The global 

financial crisis has 

turned well-

balanced state 

budgets into defi-

cits. While citizens 

continue to expect 

better and better 

public services, 

the public sector 

preneurial Region 

2013 label by the 

Committee of the 

Regions, in part 

due to its smart 

specialisation 

strategy and the 

focus on entre-

preneurship and 

inclusive growth 

within health and 

social care inno-

vation. 

The Region has 

recognised that 

there is an urgent 

need to look a 

new ways of 

delivering health 

care – and this 

can lead to 

growth in the 

Region as the 

market is con-

tinuing to expand 

when it comes to 

health and social 

care innovation.  

By providing 

SAMBO and the 

electronic com-

munication, it is 

possible to ex-

pand the services. 

Monitoring de-

illustrates this. See 

the link in the table 

on the right.  

 

out to the four 

other regions in 

Denmark. This is 

documented by 

MedCom, the 

national project 

organisation. Sta-

tistics regarding 

this can be found 

at: 

http://medcom.dk

/wm109999  

In addition, the 

Region of Southern 

Denmark has be-

gun the innovative 

process of extend-

ing SAM:BO to 

other settings. As 

health care 

changes, SAM:BO 

also needs to chan-

ge. Since SAM:BO 

was written, new 

procedures at the 

hospital, such as a 

joint acute admis-

sion unit at the 

large hospitals in 

the region, have 

made it necessary 

to extend SAM:BO 

to also cover 

these. Today many 

patients are not 



of the European 

project SmartCare, 

it will be thor-

oughly evaluated 

as part of a MAST 

study.  

will have to man-

age with fewer 

employees in the 

years ahead. We 

must address 

these issues now.  

According to the 

government’s plan 

for growth, "Ambi-

tions for More,” 

the adoption of 

digital solutions 

and new technol-

ogy will provide 

DKK 3 billion every 

year by 2020 in 

gains. The new 

public sector 

eGovernment 

strategy will help 

realize this poten-

tial, ensuring a 

sustainable econ-

omy, which is the 

essential criterion 

for preserving the 

welfare state in 

the years ahead. 

The Region of 

Southern Denmark 

believes that pro-

viding SAM:BO 

and the electronic 

communication 

around it - includ-

vices are now 

accessible in a 

super market and 

therefore people 

will expect the 

healthcare sys-

tem to be able to 

handle the infor-

mation they col-

lect. By providing 

the Shared Care 

solution, patients 

once registered in 

the system, will 

be able to either 

type in or auto-

matically send 

their vital moni-

toring informa-

tion, thus provid-

ing a better over-

view for the pro-

fessionals taking 

care of the pa-

tient.  

  

admitted to the 

hospital, but are 

almost instantly 

leaving again, hav-

ing received the 

proper care and 

services. 



 

ing the Shared 

Care solution – is 

one way to create 

a sustainable solu-

tion to health and 

welfare.  

Scoring 
     


