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The Danish health care system offers a
vast amount of benefits and entitlements
to persons living in Denmark. The bene-
fits are more or less specified health ser-
vices provided at hospitals or in primary
and tertiary health care institutions. En-
titlements are rights to receive these ser-
vices free of charge or against a fee cover-
ing a part of the costs. The benefits and
entitlements altogether form the so-called
“health benefit basket” or “basic package
of health services” [1]. Although the no-
tion of a benefit basket is not commonly
used in Denmark, health benefits are in-
deed described in the legislation. The fol-
lowing pages provide an overview of the
laws regulating health benefits and a de-
scription of the regulatory mechanism for
the provision of curative care in hospitals
and in primary care offices. Curative care
services are financed and planned by the
14 counties and the municipal authorities
of Copenhagen and Frederiksberg, and
there are considerable differences between
in- and outpatient services in the way in
which benefits are regulated and services
are provided and reimbursed.

O Table 1 provides an overview of the
four most important laws regulating bene-
fits in the Danish health sector:

== The Hospital Act establishes the regu-
latory framework for all types of inpa-
tient care and day care, patient trans-
port, maternity care, ambulatory and
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rehabilitative care provided at hospi-
tals (Bekendtgerelse af lov om sygehus-
vaesenet, LBK 766, 28 March 2003).
The law delegates the responsibility for
the planning, providing, and financ-
ing of hospital services to the county
council. A number of executive orders
and directives further specify this law.

== The Public Health Insurance Act
(PHIA) and its supplementary legisla-
tion provides the regulatory frame for
entitlements to outpatient care and to
some extent to rehabilitative care, an-
cillary services for outpatients, mater-
nity and child care, and reimburse-
ment of pharmaceuticals (Lov om of-
fentlig sygesikring, LOV 509, 1 July
1998; og DSK 9926, 20 January 1999;
og LOV 467 og 469, 31 May 2000; og
LOV 495, 7 June 2001; 0g LOV 1031,
23 November 2000; 0og LOV 1045, 23
December 1998; og LOV 1118, 29 De-
cember 1999; 0g LOV 1207, 27 Decem-
ber 2003; og LOV 1431, 22 December
2004). Benefits and services are fur-
ther specified in a number of execu-
tive orders as well as in the used fee
schedule.

== The Medicines Act regulates the pop-
ulation’s access to pharmaceuticals
and specifies the process of approval
of medicines by the Danish Medicines
Agency, marketing authorizations, etc.
(Bekendtgorelse af lov om laegemidler,
LBK 656, 28 July 1995).

== The Consolidated Social Services Act
provides the regulatory frame for so-
cial services (Bekendtggrelse af lov
om social service, LBK 708, 29 June
1998). The law delegates the planning,
financing and provision responsibility
to the counties for the specialized care
and to municipalities for the less spe-
cialized care. This law covers the long-
term inpatient, outpatient and home
care. It also describes the provision re-
sponsibility for rehabilitative care not
following a hospital treatment and al-
so regulates the entitlement to thera-
peutic devices, nonacute patient trans-
port, and other services.

Danish legislation on health care further-
more contains a number of specific laws
dealing with preventive services, for exam-
ple, for children (Forebyggende sundhed-
sordninger for bern og unge, LOV 438,14
June 1995), with explicit and specific defini-
tions of benefits. The main decision mak-
ers in the Danish health sector at political
and administrative levels are the local gov-
erning bodies responsible for the service,
hence the elected politicians for the coun-
ty and the municipal councils. At clinical
level especially the general practitioner
plays a very important gate-keeper role,
but hospital physicians are also important
in defining medical needs. Most benefits
are explicitly but vaguely defined by the
law, leaving it to decision makers to speci-
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fy which services to offer to patients. The
Hospital Act states that “the county shall
provide hospital treatment free of char-
ge for its citizens” (Sect. 5). The degree of
explicitness is described as “all necessary”
(1) by all laws; some laws further describe
areas of care (2) and some are linked to
items (3). The PHIA and the Social Ser-
vices Act are to some extent more explic-
it, by linking benefits to items.

This contribution is confined to cura-
tive health services, and the description of
benefits in curative health services in Den-
mark is divided into three sections. First,
the main actors along with their roles and
responsibilities are outlined and differ-
ences between in- and outpatient services
are emphasized. Second, benefits in the
hospital sector are described and third, an
outline of benefits under the Health Care
Reimbursement Scheme (HCRS) for out-
patient services is provided. Benefits are
described with regard to the legislation
and other regulatory mechanisms defin-
ing them, how they are classified, and how
the fee schedule under the HCRS, a bene-
fit “catalogue,” is structured.

Main actors in defining benefits:
their roles and responsibilities

The Danish Parliament (Folketing) legis-
lates on health care. The Minister for the
Interior and Health is responsible for fur-
ther specifying the law, setting rules in cer-
tain areas and initiating reforms and bills.
Unless it is explicitly mentioned that the
Minister is empowered to specify the law,
it can only be changed by the Folketing.
Regarding outpatient care the Minister
must approve all negotiated agreements
between the Health Care Reimbursement
Negotiation Committee (HCRNC) and
the health personnel trade unions.

The National Board of Health (NBH)
is a subdivision of the Ministry of the In-
terior and Health. The NBH is responsi-
ble for supervising and providing advice
to “health care persons” (the Danish word
sundhedspersoner used in the legislation
refers to all types of health care profession-
als) and health administrative authorities,
for elaborating and issuing guidelines and
reference programs as well as for moni-
toring and documenting health services.
Guidelines from the NBH define the cur-
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rent best practice within specific health
care programs or interpret the law. The
“health care persons” are for their part ob-
liged to show clinical diligence and act ac-
cording to “best practice”

According to the Hospital Act, the coun-
ties and the Copenhagen Hospital Corpo-
ration are responsible for the planning
and financing of hospital services (Sect. 1)
and for providing free hospital treatment
for their citizens (Sect. 5). The providers
of hospital services may be county-owned
hospitals, private hospitals, or foreign hos-
pitals (Sect. 3). Regarding outpatient care
the county reimburses the services provid-
ed by private specialists and general practi-
tioners (GPs). County representatives in a
subcommittee under the HCRNC decide
on the actual supply of services, for exam-
ple, who is allowed to establish a private
practice in which county.

A county health plan coordinating
health services in the county is to be elabo-
rated every 4 years (Hospital Act, Sect. 11;
PHIA Sect. 27¢). The plan includes a de-
scription of the county’s population health
status (premise of the plan), the physical
capacity of the county hospitals, including
how and where specialties are represented,
and the number of beds and employees
etc. in each specialty. Furthermore, preven-
tive services, outpatient services, and coop-
eration between GPs, specialists, dentists,
and the hospital sector, cooperation with
municipalities, ambulance services, and
local emergency services are coordinated
and described in the plan. The NBH su-
pervises and comments on the plan. How-
ever, the counties are not, in any legal sen-
se, obliged to follow the advice provided
by the NBH.

Hospital and clinical department man-
agers have considerable freedom within
the legal, clinical, and economic frame-
work set by their superiors at national
and county level. The heads of depart-
ment may therefore establish treatment
protocols and indications for treatment
for different patient categories as well as
set up guidelines for prioritizing between
patients on waiting lists.

In general the Danish legislation is
rather vague with regard to the specifica-
tion of services and very often leaving de-
cisions about benefits to medical judge-
ment. Thus physicians play a certain ro-

le in the definition of benefits. Especially,
the GP is important, as she/he is respon-
sible for referring patients from gener-
al practice to practically all parts of the
health sector.

Definition of benefits
Hospital care

Benefits provided in the Danish hospital
sector are defined at four levels of decision
making: at national level by means of leg-
islation, at county level by planning and
supply control, and at hospital and clini-
cal level by local guidelines and clinical
decision making. According to the Hospi-
tal Act, citizens have the right to free hos-
pital treatment (Sect. 5) at any hospital in
the country (Sect. 5sb) which they choose.
If the waiting time for treatment exceeds
2 months, they have the right to be treated
ata private hospital in Denmark or abroad
at their county’s expense (Sect. 5 g). The
Act includes inpatient care, hospital ambu-
latory (day) care and in some cases home
care for somatic and mental patients. Ben-
efits are explicitly but vaguely formulated
by the law. In principle, patients are enti-
tled to any treatment that is clinically in-
dicated, but in practice limitations apply.
At national level the Hospital Act and its
amendments directly or indirectly specify
which services to offer (positive definition
of benefits) or not to offer (negative def-
initions of benefits) to whom and under
which circumstances:

Positive definition of benefits (exam-

ples):

== For persons suffering from a “life-
threatening” disease, defined as pa-
tients with certain heart conditions or
cancer patients, a maximum national
waiting time is defined.

== The county offers a breast examina-
tion (mammography) to women aged
50-69 years every second year (Hos-
pital Act; Sect. se). However, this ben-
efit is accompanied by a clause stat-
ing that the Minister will decide when
this service is to be implemented in
the counties. The service is expected
to be implemented by 2008. Today it
is only offered in three counties.
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== Patients with a clinically defined need
for rehabilitation have the right to re-
ceive a plan from the hospital describ-
ing when and where rehabilitation is
to take place at discharge, and who
will coordinate between the county
and municipal providers (Hospital
Act; Bekendtgorelse om udarbejdelse
af genoptraeningsplaner ved udskrivn-
ing fra sygehus, BEK 1009, 9 Decem-
ber 2003).

Negative definition of benefits (exam-
ples):

== Induced abortions after week 12 of
pregnancy are only allowed after per-
mission from the Minister of Justice
and upon medical or social indication
(Bekendtgorelse af lov om svangersk-
absafbrydelse og fosterreduktion, LBK
541, 16 June 2004, og BEK 540, 16 June
2004, og VE] 57,16 June 2004). Steril-
ization cannot be provided to persons
below the age of 25 years (Bekendt-
gorelse af Lov om sterilisation og kas-
tration, LBK 661, 12 July 1994, og BEK
1131, 13 December 1996).

== Unmarried women and women over
the age of 45 years are exempt from in
vitro fertilization treatment by a phy-
sician (specialist; Lov om Kunstig be-
frugtning i forbindelse med laege-
lig behandling, diagnostik, forskning
mv, LOV 460, 10 June 1997; Bekendt-
gorelse om kunstig befrugtning, BEK
728, 17 September 1997).

== Free choice of private hospitals (in the
case the waiting time for treatment
at county hospitals exceeds the limit
of 2 months) does not include trans-
plantation, sterilization, reproductive
health services, hearing aid, cosmetic
surgery, sex change, psychiatric treat-
ment, alternative treatment, or treat-
ment characterized as research (Bek-
endtgorelse om amtskommuners betal-
ing for sygehusbehandling ved en an-
den amtskommunes sygehusvaesen,
BEK 594, 23 June 2003).

In general, conventional treatments not
included in the benefit package are not
offered. For patients suffering from life-
threatening cancer a referral needs to be
approved by a board of specialists, a “Sec-

ond Opinion Panel” established under
the NBH (information available at: http://
www.sst.dk/planlaegning og behandling/
second opinion.aspx, accessed 4 August
2005). If the alternative such as conven-
tional treatment is approved by the board,
the expenses are covered by a special gov-
ernment grant. However, nonconvention-
al treatment, such as a spa therapy, zone
therapy, and homeopathy are not includ-
ed in the benefit package [2].

Financial instruments

Hospitals are financed by the counties th-
rough tax revenue and block grants from
the state. Following the annual negotia-
tions between the counties and the gov-
ernment on the level of taxation and size
of block grant the government has intro-
duced new financial measures as a means
to influence the development of the health
sector. Special block grants are earmarked
to high priority areas such as heart surgery
and cancer treatment. These grants accom-
pany recommendations from the NBH on
treatment improvements and expansion
of the capacity, as described in the “Heart
Plan” and the “Cancer Plan” Furthermore,
with the aim of shortening waiting lists, a
provision of activity-based funding for ad-
ditional production has been made avail-
able from 2002 for counties which can doc-
ument an increase in their activity (Hospi-
tal Act; (Cirkulaer om udbetaling af stat-
stilskud i 2004 til gget aktivitet pa syge-
husomradet CIR 6, 5 January 2004. Bek-
endtgerelse om gkonomiske rammer for
frit valg til private specialsygehuse, BEK
627, 20 June 2004.). Financial restrictions
are imposed on the counties as their obli-
gation to finance care at certain private
hospitals including hospices, sclerosis hos-
pitals, arthritis sanatoria, and brain reha-
bilitation hospitals is limited to a certain
annual amount. Thus patients are either
referred to a waiting list or must pay for
the treatment themselves at a private clin-
ic. At county level the counties determine
the content and costs of hospital activity
through the use of detailed budgets, en-
abling them to specify treatments offered,
technologies used, service standards, and
capacity available. There is an indirect reg-
ulation of benefits available to county in-
habitants through the control of the sup-
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Table1 (continued)
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Other (specific)
legislation

Social Services Act

Medicines Act

Public Health Insurance Act
(and ancillary legislation)

Hospital Act

(and ancillary legislation)

(and ancillary legislation)

(and ancillary legislation)

Criteria used for defining benefits

« Need
« Costs

« Effectiveness

« Cost-effectiveness

+ Budget
« Other

a1, “All necessary”; 2, areas of care are described; 3, services are linked to specific items

ply. In principle, the county can decide

not to offer a certain treatment, for ex-
ample, in vitro fertilization treatment to

women who have already had one child

by this means, or an expensive cancer treat-
ment. However, the patient can choose to

be treated in another county due to the

right of free choice of hospital with the ho-
me county having to pay for it, which ac-
tually displays certain limitations to the

county’s planning freedom. In the hospi-
tal sector there are no benefit “catalogues”
as such. However, a wide number of clas-
sifications are used to document the activ-
ity and prices based on diagnosis-related

groups (DRG). DRGs are used for the re-
muneration of hospital services provided

in other counties or at private hospitals.

Outpatient services: the Health
Care Reimbursement Scheme

Unlike hospital services, benefits regard-
ing outpatient services are under the
HCRS explicitly and specifically detailed
by the law and in a fee schedule negotiated
on services and prices between the private
providers and the HCRNC. The PHIA sta-
tes that primary health care is available to
(almost) everyone with a permanent ad-
dress in Denmark. All citizens must choo-
se between insurance groups I and I with
a trade-off in terms of free choice of the
provider and the size of reimbursement.
Persons in group I, more than 98% of the
population, are entitled to free services
from GPs and to partial reimbursement
of dentist services, physiotherapy treat-
ment, etc. With a few exceptions public
reimbursement of specialist and parame-
dic services are subject to GP referral. Per-
sons in group II, fewer than 2% of the pop-
ulation, have a wider choice of providers,
but are less entitled to reimbursement. Ev-
eryone receives a personal card clearly stat-
ing the entitlements to the services (PHIA;
Bekendtggrelse om valgfri indplacering i
sygesikringsgrupper, udstedelse af syge-
sikringsbevis mv, BEK 198, 21 March 2003;
Bekendtggrelse om begraensning i adgang
til ydelser efter sygesikringsloven for vis-
se persongrupper, BEK 119, 17 March 1976,
og BEK 115 af 21 February 1990). A large
number of executive orders and the fee
schedule for reimbursement of private
providers further specify entitlements

and benefits laid down by the PHIA
(PHIA; Bekendtgerelse om befordrings-
godtgerelse efter sygesikringsloven, BEK
3, 3 January 2001; Bekendtggrelse om tils-
kud efter sygesikringsloven til fodbehan-
dling, BEK 129, 18 March 2003; Bekendt-
gorelse om tilskud efter sygesikringsloven
til kiropraktisk behandling, BEK 181, 22
March 2004; Bekendtgerelse om tils-
kud efter sygesikringsloven til fysioter-
apeutisk behandling, BEK 405, 18 May
2001; Bekendtggrelse om tilskud efter sy-
gesikringsloven til psykologbehandling
for saerligt udsatte grupper, BEK 472, 18
June 2002; Bekendtggrelse om tilskud ef-
ter sygesikringsloven til sondeernaering
og andre ernaeringspraeparater, BEK 531,
18 June 2003; Bekendtggrelse om tilskud
efter den offentlige sygesikring til betaling
af briller til barn under 16 ar, BEK 543, 8
December 1980; Bekendtggrelse af lov om
tandpleje, LBK 1261, 15 December 2003,
og BEK 1073, 11 December 2003; Bekendt-
gorelse om tilskud efter sygesikringsloven
til tandpleje, BEK 147, 6 March 2004; Bek-
endtgerelse om adgang til laegehjaelp ef-
ter sygesikringsloven, BEK 180, 18 March
2003).

Some benefits are defined very explic-
itly, e.g., a specific maximum amount in
Danish crowns to be covered for specta-
cle lenses and spectacle frames; (BEK 543,
8 Decemberr 1980, see above), while oth-
ers are defined in more general or vague
terms, e.g., proportional reimbursement
of negotiated fee for physiotherapy treat-
ment (PHIA; BEK 405, 18 May 2001, see
above), or proportional reimbursement of
negotiated rates for dental treatment (LBK
1261,15 December 2003; 0g BEK 1073, 11 De-
cember 2003, see above; BEK 147, 6 March
2004, see above). There are positively de-
fined benefits (e.g., the right to spectacle
lenses and frames) and exclusions through
negatively defined benefits, e.g., a service
excluded from reimbursement from the
public travel insurance benefits (Bekendt-
gorelse om befordringsgodtgarelse efter
sygesikringsloven, BEK 3, 3 January 2001).
While, for example, GP services, ear nose
and throat medicine, psychiatric, and ocu-
list services are free of charge for patients,
dentist services are only partly covered by
public funds. Some services are regulated
by legislation but not included in the ben-
efit basket, unless certain specific criteria

Eur J Health Econom Suppl 1 - 2005 ‘ S15
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Table2

Type of service/provider ~ Coverage

Coverage for special groups

Benefits regarding outpatient services according to the Health Care Reim-

bursement Scheme. Services fully, partially or not covered by public funds

Referral from

by public GP required
funds (Group l insured)
General practice Full - -
Dentist services Partial Full coverage for children No

at school age, disabled,
low income elderly

Tube feeding/nutritional Full - Yes
preparations
Physiotherapy Partial Full coverage for patients Yes
with specific diagnoses
(muscular-skeletal)
Psychiatrist Full - Yes
Psychologist None/ Partial coverage for persons Yes
(partial) exposed to traumatic incidents
Chiropodist Partial Partial coverage for diabetics ~ Yes
and low-income elderly
Chiropractor Partial - Yes
Opthalmologists Full - No
Ear-nose-throat physicians  Full - No
Dieticians None - No
Other specialists Full - Yes

are fulfilled (e.g., psychologist counseling,
chiropody, and chiropractic services (BEK
129, af 18 March 2003, see above; BEK 181,
af 22 March 2004, see above; BEK 472, 18
June 2002, see above). @ Table 2 provides
an overview of the main services under
the HCRS, showing the extent and crite-
ria for coverage and whether the services
are subject to a referral from the GP.

“Other specialists” whose services are ful-
ly part of the benefit basket upon GP refer-
ral include: anesthetists, specialists in der-
matology and venereal diseases, special-
ists in diagnostic radiology, gynecologists,
obstetricians, internists, surgeons, bio-
chemists, neurologists, orthopedics, special-
ists in pathological anatomy or plastic sur-
gery, pediatricians, rheumatologists, and
specialists in tropical medicine or laborato-
ry examinations.

The fee schedule
Whereas the laws describe mainly the ex-

tent to which outpatient services are in-
cluded in the benefit basket, for example,

S16 | Eur J Health Econom Suppl 1 - 2005

the proportion of public funding and the
criteria for coverage, the fee schedule nego-
tiated between the HCRNC and the health
personnel trade unions specifies the ser-
vices for which the providers are paid. Sin-
ce the schedule lists services which are re-
imbursed from public funds and are there-
fore provided free of charge to the patients,
the fee schedule may - in an indirect way
— be regarded as a benefit catalogue (Syge-
sikringens Forhandlingsudvalg, takstkata-
log, April 2005).

Items in the fee schedule are negotiated
every 3 years while the tariffs are revised
twice a year. Health technology assess-
ments, cost-effectiveness analyses, and
clinical studies are adduced by the profes-
sional committees and included in the ne-
gotiation but they are not mandatory. Cri-
teria for the decisions concerning the in-
clusion or the exclusion of an item are nei-
ther systematic nor public. An example
of an argument over the inclusion of ser-
vices regards progress in treatment meth-
ods (substitution of outdated services with
more up-to-date procedures). There is usu-

ally a reimbursement rate when benefits
such as those for contraceptive advice
from the GP are specifically stated by the
law (A. Bonne, HCRNC, personal commu-
nication).

The catalogue is divided into specialties
with a subdivision into type of services of-
fered (items). Items may be directly linked
to the legislation that specifies the benefits,
for example, antenatal care consultation
and first child health check-up at the age
of 5 weeks (general practice). They are also
directly linked to the logic applied by the
legislation, for example, following certain
age groups, certain timing (week 12, first
and second consultations, etc.), or specif-
ic agreement, such as on working hours or
transport fees for the professional group in-
volved. When the legislation does not spec-
ify the benefits, items are either linked to
consultation type (visits), goods (e.g., labo-
ratory tests) procedures (e.g., spirometry)
or even indications (e.g., podiatry for dia-
betics) in some rare cases. There is gener-
ally no specification of the technology to
be used with a few exceptions.

Concluding remarks

The Danish benefit basket for curative ser-
vices is regulated directly by law and in-
fluenced indirectly by more “soft” regula-
tory mechanisms. In the hospital sector
which is the main part of the health sec-
tor in terms of expenditure, the law dele-
gates the responsibility for providing, fi-
nancing, organizing, and planning ser-
vices to the 14 counties. Thus there may
be regional variations in the services of-
fered. Benefits are explicitly defined but
not specified by the law. In principle, all
clinically indicated hospital services are
included in the benefit basket. Howev-
er, central initiatives, such as legislation
on the patient’s free choice of hospital,
waiting time guarantees for some patient
groups and financial constraints influ-
ence the counties’ decisions and narrow
the room for regional variation. Regard-
ing outpatient services the picture differs
slightly as benefits in the HCRS are regu-
lated at central level through explicit and
specific legislation while being further
specified in agreements about items and
tariffs between county and provider rep-
resentatives.



In 2007 the Danish health sector will
be subject to a structural reform which
will significantly influence the way in
which health services are financed and or-
ganized. The current political layer of 14
counties will be abolished and be replaced
by five regions responsible for providing
hospital services but without the taxation
rights that they have today. The municipal-
ities will merge into fewer units, assume
financing responsibilities for more health
services than today and will purchase hos-
pital services from the regions.

The reform’s immediate impact on
health benefits is hard to predict, but there
will be some modification as to legislation
at least. A law, “the Health Act” (Sundhed-
sloven, LOV nr. 546, 24 June 2005), recent-
ly passed by the Folketing, collects the pre-
vious vast amount of legislation on health
care into a single document. Among other
things the goals of Danish health care ser-
vices, for example, that citizens should ha-
ve easy and equal access to health care, ha-
ve now been made explicit. The rights to
health care services do not change funda-
mentally, nor do decision makers and their
roles and responsibilities. The Act contains

many clauses empowering the Minister for
the Interior and Health to set specific ru-
les, thus giving the Minister much more de-
cision-making power than today. However,
the Health Act provides a regulatory frame-
work with explicitly mentioned rights to
health services not being different from
what is outlined here. The specification of
benefits will still take place at the lower lev-
els of decision making, by specifications
of the law by the Minister, by the Nation-
al Board of Health, in agreements between
regions and municipalities, through a pay-
ment schedule, or at clinical level.
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