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Oversigt

• Hvad er det oplevede problem (med eksisterende afregningsmodeller)?

• Hvilke alternativer findes? 

• Virker alternativerne efter hensigten (og hvad er hensigten egentlig?)

• Afrunding



(med eksisterende afregningsmodeller)

Hvad er det oplevede problem?



Flere lever længere med en kronisk sygdom
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Ved brug af statistiske modeller er det muligt at fremskrive den forventede udvikling i prævalens og incidens, der tager 
højde for både den sygdomsmæssige og demografiske udvikling, jf. boks 4.6. 
 

Boks 4.6 
Fremskrivning af sygdomsudviklingen for KOL og type 2-diabetes 
 
Statens Institut for Folkesundhed har foretaget en fremskrivning af den antalsmæssige sygdomsudvikling frem til 2030 for KOL og type 2-
diabetes. I fremskrivningerne er der lagt vægt på både den sygdomsmæssige og demografiske udvikling. 
 
Prævalensen stiger i fremtiden 
Prævalensen af borgere med KOL og type 2-diabetes forventes at stige frem til 2030. Fremskrivningen viser, at prævalensen af borgere 
med KOL vil stige med 31 pct. fra 2015 til 2030, og prævalensen for borgere med type 2-diabetes vil stige med 85 pct, når udviklingen fra 
2000-2015 bruges som grundlag for fremskrivningen. 
 
Fremskrivningen er foretaget ud fra den demografiske og epidemiologiske (sygdomsmæssige) udvikling samt effekten af den samtidige 
ændring af sygdomsrate og befolkning.  
 
Stigningen i prævalensen af KOL skyldes især den demografiske udvikling. Den sygdomsmæssige udvikling trækker i den anden retning, 
hvor der fremskrives et fald i tilvæksten. Dog er faldet væsentlig mindre end den fremskrevne demografiske tilvækst. 
 
Stigningen i prævalensen af type 2-diabetes kan især tilskrives sygdomsudviklingen. Den demografiske udvikling bidrager dog også til 
tilvæksten. 
 
Fremskrivningen er foretaget ud fra forskellige perioder, hvor særligt fremskrivningen for KOL er følsom overfor forskellige fremskrivnings-
perioder. Betragtes perioden fra 2000-2015 fremskrives prævalensen til at stige. Betragtes derimod en kortere periode, 2010-2015, frem-
skrives prævalensen til at være faldet i 2030. 
 
Incidensen af KOL forventes at falde frem til 2030. Dette betyder nødvendigvis, at færre borgere vil få KOL, men de borgere der har KOL 
forventes at leve med sygdommen i længere tid. Incidensen af type 2-diabetes forventes at være stigende frem til 2030 trods et fald i inci-
densen i 2015 i forhold til 2010. Figur a og b viser denne udvikling i forekomst. 
 

Figur a 
Prævalens fremskrevet til 2030 

Figur b 
Incidens fremskrevet til 2030 

 
 

Anm.: Til fremskrivningen er der benyttet autokorrelation, hvor den prædik-
terede rate i et givent år ud over den generelle udvikling inddrager niveauet 
af raten fra det foregående år. Denne metode tager dermed højde for de 
trends der måtte komme i perioden. Der er benyttet forskellige fremskriv-
ningsperioder, hhv. 2000-2015, 2005-2015 og 2010-2015, der angives i pa-
rentes. 
Kilde: Davidsen, M., Jensen, H. A. R og Thygesen, L. C. (217): Sygdoms-
udviklingen i Danmark fremskrevet til 2030. KOL og type 2-diabetes. Sta-
tens Institut for Folkesundhed, Syddansk Universitet. 

Anm.: Fremskrivningen er foretaget på perioden 2005-2015, ved brug af auto-
correlation, hvor den prædikterede rate i et givent år ud over den generelle 
udvikling inddrager niveauet af raten fra det foregående år. Denne metode ta-
ger dermed højde for de trends der måtte komme i perioden 
Kilde: Davidsen, M., Jensen, H. A. R og Thygesen, L. C. (217): Sygdomsud-
viklingen i Danmark fremskrevet til 2030. KOL og type 2-diabetes. Statens In-
stitut for Folkesundhed, Syddansk Universitet. 

 
 
Anm.: Fremskrivningens sidste historiske år er sygdomsforekomsten 2015 og fra opgørelsen af udvalgte kroniske sygdomme og svære psykiske lidelser fra 
september 2016. I denne opgørelse udgør antallet er borgere med KOL 175.500 og borgere med type-2 diabetes 220.500 i 2015. I opgørelsen af udvalgte kroni-
ske sygdomme fra september 2017 er antallet af borgere med KOL og type-2 diabetes revideret for 2015 og udgør hhv. 184.650 og 227.525 borgere. 
Kilde: Davidsen, M., Jensen, H. A. R og Thygesen, L. C. (217): Sygdomsudviklingen i Danmark fremskrevet til 2030. KOL og type 2-diabetes. Statens Institut for 
Folkesundhed, Syddansk Universitet. 
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Sundheds- og Ældreøkonomisk Analyse, Sundheds- og Ældreministeriet, 2018



…så vi kan forvente øget aktivitet i sundhedssektoren 

Sundheds- og Ældreøkonomisk Analyse, Sundheds- og Ældreministeriet, 2018
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Boks 4.6 (fortsat) 
Fremskrivning af sygdomsudviklingen for KOL og type 2-diabetes 
 
Figur c og d viser den forventede udvikling i aktivitet i sundhedsvæsenet frem til 2030 for KOL og type 2-diabetes. Heraf fremgår det, at 
antallet af indlæggelser og ambulante besøg relateret til borgere med KOL forventes at stige frem til 2030. Antallet af indlæggelser forven-
tes at stige med 29 pct. i 2030 ift. 2015, mens antallet af ambulante besøg forventes at stige med 87 pct. 
 
Antallet af indlæggelser, ambulante besøg og kontakter til almen praksis samt speciallæge forventes at stige for borgere med type 2-dia-
betes frem til 2030. Antallet af indlæggelser forventes at stige med 76 pct. i 2030 ift. 2015, mens antallet af ambulante besøg forventes at 
stige med 120 pct. Kontakter til almen praksis og speciallæge forventes at stige med hhv. 74 pct. og 88 pct. 
 
 

Figur c 
Aktivitet i sundhedsvæsenet for KOL 

Figur d 
Aktivitet i sundhedsvæsenet for type 2-diabetes 

  
Anm.: Fremskrivningen er foretaget på perioden 2010-2015, ved brug af 
lineær prædikation.Indlæggelser og ambulante besøg dækker kun soma-
tiske. 
Kilde: Davidsen, M., Jensen, H. A. R og Thygesen, L. C. (217): Syg-
domsudviklingen i Danmark fremskrevet til 2030. KOL og type 2-diabe-
tes. Statens Institut for Folkesundhed, Syddansk Universitet. 

Anm.: Fremskrivningen er foretaget på perioden 2010-2015, ved brug af lineær 
prædikation. Indlæggelser og ambulante besøg dækker kun somatiske. 
Kilde: Davidsen, M., Jensen, H. A. R og Thygesen, L. C. (217): Sygdomsudvik-
lingen i Danmark fremskrevet til 2030. KOL og type 2-diabetes. Statens Institut 
for Folkesundhed, Syddansk Universitet. 

Anm.: Fremskrivningens sidste historiske år er sygdomsforekomsten 2015 og fra opgørelsen af udvalgte kroniske sygdomme og svære psykiske lidelser fra 
september 2016. I denne opgørelse udgør antallet er borgere med KOL 175.500 og borgere med type-2 diabetes 220.500 i 2015. I opgørelsen af udvalgte kroni-
ske sygdomme fra september 2017 er antallet af borgere med KOL og type-2 diabetes revideret for 2015 og udgør hhv. 184.650 og 227.525 borgere. 
Kilde: Davidsen, M., Jensen, H. A. R og Thygesen, L. C. (217): Sygdomsudviklingen i Danmark fremskrevet til 2030. KOL og type 2-diabetes. Statens Institut for 
Folkesundhed, Syddansk Universitet. 

4.2 Borgernes karakteristika 
Der er stor forskel på gruppen af borgere med KOL og gruppen af borgere med type 2-diabetes. I det følgende beskrives 
forskellige karakteristika for hver af de to grupper og sammenlignes med befolkningen, der er 65+ år og den samlede 
befolkning. Beskrivelsen er baseret på en opgørelse af borgere med KOL og type-2 diabetes for året 2015.6 

Borgere med KOL er ældre end borgere med type 2-diabetes 

KOL forekommer oftere blandt kvinder (55 pct.), mens der er flere mænd med type 2-diabetes (56 pct.), jf. figur 4.15. 
Årsagen kan skyldes forskelle i biologiske faktorer samt livsstil og sygdomsadfærd mellem mænd og kvinder (Statens 
Institut for Folkesundhed). 
 
Gennemsnitsalderen i den samlede befolkning er 40,6 år, hvor gennemsnitsalderen for borgere med de to kroniske syg-
domme er over 20 år højere. Borgere med KOL er i gennemsnit knap 68 år, mens borgere med type 2-diabetes er ca. 65 
år. En større andel af borgere med KOL er i aldersgrupperne fra 75 år til 90+ år end borgere med type 2-diabetes. 
 
Der er meget få borgere med KOL og type 2-diabetes under 39 år, jf. figur 4.16. I de senere år er der dog observeret en 
vækst i antallet af unge med type 2-diabetes, jf. figur 4.10. Denne udvikling er dog modsat for KOL, hvor antallet af bor-
gere med KOL har været faldende de seneste år blandt de yngste aldersgrupper. 
 
                                                                        
6 Beskrivelsen er baseret på sygdomsforekomsten 2015 fra opgørelsen af udvalgte kroniske sygdomme og svære psykiske lidelser fra sep-

tember 2016. I denne opgørelse udgør antallet er borgere med KOL 175.500 og borgere med type-2 diabetes 220.500 i 2015. I den nyeste 

opgørelse af udvalgte kroniske sygdomme fra september 2017 er antallet af borgere med KOL og type-2 diabetes revideret for 2015 og udgør 

hhv. 184.650 og 227.525 borgere.  
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Og oven I købet får vi nok…

• Flere multisyge

• Mere komplekse patienter 

• Som kræver mere komplekse sundhedstilbud 

• Med risiko for mere fragmeterede forløb…



Så spørgsmålet er…

Giver eksisterende afregningssystemer de 
rette incitamenter til effektiv behandling af 

stadigt mere komplekse patienter og hvad er 
alternativet?



“Problemer” med eksisterende afregningsordninger
• Fee-for-service (FFS) / DRG

– Stærke incitamenter for aktivitet, dvs. favoriserer akut aktivitet over forebyggende 
arbejde 

– Risiko for overbehandling 
• Capitation / Rammeafregning

– Incitamenter til at minimere aktivitet (hvis ikke understøttet af andre incitamenter)
– Incitament til at undgå komplekse (multisyge) patienter (hvis ikke risikojusteret)

• Sectorspecifikke
– Få incitamenter til at samarbejde på tværs



Hvilke alternativer findes?



Afregningsmodeller med eksplicit fokus på integration

Afregningssytem Beskrivelse
Pay for coordination Særskilte betalinger for koordinerende

indsats
Pay for performance Betaling for at nå prædefinerede

kvalitetsmål
“Bundled payments” En takst der dækker et forløb / en

population evt tværsektoralt

Tsiachristas, A., Dikkers, C., Boland, M.R.S., Rutten-van Mölken, M.P.M.H., 2013. Exploring payment schemes used to promote 
integrated chronic care in Europe. Health Policy 113, 296–304. 





Nationale incitmentsystemer i de 8 SELFIE lande
Country Macro level incentives for integration

Austria Reformpool (2005-2013)

Croatia Some pilot funding previously available for integration, but no current financial incentives for integration

Germany Pilots of Disease Management Programmes (1993-), Integrated care programmes (2000-), Federal Joint

Committee (Innovation Fund) (2016-2019)

Hungary Previous initiatives reliant on EU funding. No current macro incentives except one P4P indicator in

primary care

The Netherlands Bundled payments (2010), Population based payment pilots (ongoing)

Norway Coordination reform (2012)

Spain (Catalonia) GMA: Adjusted multimorbidity groups, P4P

England Integrated Care Pilots (2009-12), Better Care Fund, Integrated Care and Support Pioneers

(2013), Vanguards (2015), Devolution (2016)
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modeller for 
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En mere præcis definition af “bundles” 
Dimension Lav integration Med. Integration Høj integration

Population En gruppe fx højrisiko Flere grupper fx +65 år Alle patienter

Tid En kontakt Flere kontakter Alle i periode

Sektorer En sektor Flere sektorer Alle sektorer

Økonomisk integration Ingen Nogen fx shared 
savings

Fuld integration

Budgetandel Lille Mellem Stor

Sygdomsområder Et fx diabetes Flere fx alle kron. 
sygdomme

Alle kontakter

Kvalitetsmål Procesmål Mellemlange outcomes Health outcome fx
quality of life

Stokes, J., Struckmann, V., Kristensen, S.R., Fuchs, S., Ginneken, E. van, Tsiachristas, A., Mölken, M.R. van, Sutton, M., 2018. Towards incentivising 
integration: A typology of payments for integrated care. Health Policy



To 
hollandske 
payment
bundles

J. Stokes et al. / Health Policy 122 (2018) 963–969 967

Fig. 1. Comparison of three payment approaches termed ‘bundled payments’ in the Netherlands and US Medicare using our typology, applying scores as detailed in Table 3,
below.  The larger area covered within the spider diagram, the higher level of integration theoretically incentivized.

Table 3
Comparison of three payment approaches termed ‘bundled payments’ in the Netherlands and US Medicare using our typology. In square brackets, low integration is scored
as  1, with high integration scored as 3.

Dimension Dutch - diabetes Dutch - frail elderly Medicare - BPCI

Target population Covers care only for diabetes
patients [1]

Covers care for frail elderly patients
only [1]

Care episodes for patients with (individually)
one of 48  diagnoses or procedures and
Medicare insured [1.2]

Time  Fees negotiated per patient per
year [3]

Fees paid for 3-month periods [2] Per episode of care (with one model also up to
90  days post-acute) [1.5]

Sectors Primary care only in care groups.
They can also subcontract (e.g.
dieticians) [1]

All primary care, but very small
amount of secondary (geriatrician
telephone consult) [1.2]

Hospital-centred [1]

Financial pooling/sharing Only care group shares in
risk/reward [1.5]

Only care group shares in risk/reward
[1.5]

Hospitals offer physicians gain sharing
arrangement where they benefit from reduced
hospital costs [2]

Provider coverage Care groups select multiple, but
not necessary from all, provider
organisations [1.5]

Pilot, limited number of care groups
[1.3]

Per hospital, piloted [1]

Income No detailed info, but since a single
disease the providers are treating,
bound to be a small % of total
population [1]

Frail elderly up to 1% of practice’s total
patient population [1]

Up to 30% of Medicare payments tied to ACOs
or bundled payment arrangements [1.5]

Multiple disease/needs focus Comprehensive diabetes care
covered, but not care for other
conditions [1]

All primary for any condition and small
bit of secondary care (Geriatrics
consult) covered, but not other care,
e.g. emergency secondary care [2]

Only covers specific conditions / procedures [1]

Quality measurement Paid for guideline components of
care, e.g. check-ups, testing [1]

Payment on basis of number of case
management MDT  meetings etc
performed [1]

Payment adjusted based on comparison with
aggregated averages, e.g. length of stay
together with a risk threshold [1]

Stokes, J., Struckmann, V., Kristensen, S.R., Fuchs, S., Ginneken, E. van, Tsiachristas, A., Mölken, M.R. van, Sutton, M., 2018. Towards incentivising 
integration: A typology of payments for integrated care. Health Policy



Eller grafisk…

Stokes, J., Struckmann, V., Kristensen, S.R., Fuchs, S., Ginneken, E. van, Tsiachristas, A., Mölken, M.R. van, Sutton, M., 2018. Towards incentivising 
integration: A typology of payments for integrated care. Health Policy



Virker det så? 



Hvad menes med virker? 

• Sundhed og velvære 
• Patientoplevelse
• Omkostninger

causal inference. To address this, studies will make use of
(propensity score) matching or apply a regression discon-
tinuity design [33] to increase the comparability of the
comparator group to the intervention group. Furthermore,
studies apply regression adjustment and inverse probabil-
ity weighting to adjust for observed confounding [34], or
difference-in-differences analysis [35] to address unob-
served confounding. Combinations of these adjustments
for confounding are also reported in the literature [36]. In
SELFIE, most evaluations use a combination of retrospect-
ive data (retrieved from existing databases) with prospect-
ive data (collected by questionnaire) with multiple
measurement-points per individual in both the interven-
tion and comparator group.

Weighting the criteria (step 4)
In the fourth step of our MCDA, a Discrete Choice
Experiment (DCE) [37] is conducted in each country in
the SELFIE project to obtain the weights (or relative
importance) that the 5P stakeholder groups assign to the
core set of outcomes. In addition, Swing Weighting [38]
is used to elicit weights for both the programme-type
specific sets of criteria and the core set. These two
preference elicitation methods were chosen because they
force stakeholders to trade criteria off against
one-another, as opposed to merely rating a single criter-
ion [39]. Moreover, they take account of the entire range
of potential performance of integrated care programmes,
which is of particular importance for the applicability of

the weights to future MCDA evaluations. We choose to
apply two different weighting methods because DCE,
although theoretically very well-founded [40], allows
only for a limited set of criteria due to cognitive burden.
For this reason, and due to the aforementioned benefits,
swing weighting was applied for the full range of out-
come criteria.
In the DCE, choice sets with two different integrated

care programmes per choice are presented to respon-
dents and they are asked which programme they prefer.
The description of the integrated care programmes sys-
tematically differs in terms of their performance on the
core set of outcome criteria. Each outcome criterion has
three levels, generally reflecting a poor, average and good
performance on that outcome, framed in general con-
ceptual terms (See Additional file 3). All outcomes and
levels were identical between the SELFIE countries, ex-
cept for costs. The three levels of the costs were based
on country-specific estimates of the mean total health
and social care costs for people with multi-morbidity in
2017 (middle level) and increased and decreased by 20%
to obtain the poor and good performance level. The
costs were expressed in the national currency. A
D-efficient DCE design [41] with priors from the litera-
ture was created with 10 different sub-designs and 18
DCE choice-sets per sub-design; at the outset the same
DCE design was used in each questionnaire (8 countries
X 5 P stakeholder groups = 40 questionnaires). Each
respondent is asked to complete a randomly chosen

Table 2 Overview of the core set and programme-type specific outcomes in SELFIE
Outcomes for integrated care for individuals with multi-morbidity

Triple Aim Core set outcomes Programme-type specific outcomes

Population health
management

Frail elderly Palliative and
oncology

Problems in multiple
life domains

Health &
well-being

Physical functioning Activation & engagement Autonomy Mortality Self-sufficiency

Psychological
well-being

Pain and other
symptoms

Social participation/
relationships

Resilience

Enjoyment of life

Experience Person-centeredness Burden of medication Compassionate care

Continuity of care Burden of informal
caregiving

Timely access to
care

Preferred place of
death

Burden of informal
caregiving

Costs Total health- and social
care costs

Ambulatory care sensitive
hospital admissions

Living at home Justice contacts

Hospital re-admissions Falls leading to ER or
hospital admissions

ER Emergency room

Rutten-van Mölken et al. BMC Health Services Research  (2018) 18:576 Page 6 of 18
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Resultater fra de nationale programmer (enkeltstudier)
• England: The Better Care Fund: Pooling af sundheds og pleje budgetter med 

fælles health and well being boards

– Ingen effect på omkostninger / forbrug af ydelser generelt

– Lille nedgang i forbrug for multisyge

• Norge: Koordinationsreformen 

– Fald i liggetid og stigning i overlevelse for patienter overført fra sygehus til 
institutioner 

• Holland: Bundled payments

– Øgede omkostninger for patienter der modtager “integrated care” 
hovedsageligt drevet af 
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a  b  s  t  r  a  c  t

Various  types  of financial  agreements  have  been  implemented  in Europe  to  reduce  health
care expenditure  by  stimulating  integrated  chronic  care.  This  study  used  difference-in-
differences  (DID)  models  to estimate  differences  in  health  care expenditure  trends  before
and after  the introduction  of  a financial  agreement  between  9 intervention  countries  and
16 control  countries.  Intervention  countries  included  countries  with  pay-for-coordination
(PFC),  pay-for-performance  (PFP),  and/or  all  inclusive  agreements  (bundled  and  global
payment)  for integrated  chronic  care.  OECD  and  WHO  data from  1996  to 2013  was  used.
The  results  from  the  main  DID models  showed  that  the  annual  growth  of outpatient  expen-
diture was  decreased  in countries  with  PFC (by  21.28  US$  per  capita)  and  in countries  with
all-inclusive  agreements  (by  216.60  US$  per capita).  The  growth  of  hospital  and  adminis-
trative  expenditure  was  decreased  in  countries  with  PFP  by  64.50  US$  per  capita  and  5.74
US$ per  capita,  respectively.  When  modelling  impact  as  a non-linear  function  of  time  dur-
ing  the  total  4-year  period  after implementation,  PFP  decreased  the  growth  of  hospital  and
administrative  expenditure  and  all-inclusive  agreements  reduced  the  growth  of  outpatient
expenditure.  Financial  agreements  are  potentially  powerful  tools  to  stimulate  integrated
care and influence  health  care  expenditure  growth.  A blended  payment  scheme  that  com-
bines  elements  of  PFC, PFP,  and  all-inclusive  payments  is likely  to provide  the  strongest
financial  incentives  to control  health  care  expenditure  growth.

©  2016  Elsevier  Ireland  Ltd.  All  rights  reserved.

1. Introduction

Chronic diseases account largely for the increase in
health care expenditure due to their rising prevalence
[1]. This impacts the overall economy because the direct
and indirect costs of chronic diseases in health care are a

∗ Corresponding author at: Health Economics Research Centre, Nuffield
Department of Population Health, University of Oxford, OX3 7LF Oxford,
United Kingdom. Tel.: +44 01865 289470.

E-mail address: apostolos.tsiachristas@dph.ox.ac.uk (A. Tsiachristas).

sizeable share of a country’s GDP [2]. As a result, chronic
diseases constitute a great challenge to economies world-
wide. This challenge is even greater when considering that
chronic diseases may  jeopardize economic growth through
their impact on consumption, savings, labour productivity,
labour supply, education, and life expectancy [3].

Improvements in chronic care management, coordina-
tion, and integration are expected to reduce the increasing
chronic care expenditure because of their potential to
reduce costs as a result of improved quality and outcomes
for people with complex health care needs [4,5]. Ade-
quate financial flows and incentives are prerequisites to

http://dx.doi.org/10.1016/j.healthpol.2016.02.012
0168-8510/© 2016 Elsevier Ireland Ltd. All rights reserved.

Effekt af integrationsincitamenter på væksten i 
sundshedsudgifter

• 25 lande
• OECD og WHO data
• 1997-2012
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Table 2
Overview of financial agreements in chronic care per country by year.

Tsiachristas, A., Dikkers, C., Boland, M.R.S., Rutten-van Mölken, M.P.M.H., 2016. Impact of financial agreements in European chronic care on 
health care expenditure growth. Health Policy 120, 420–430



Resultater: Sundhedsudgifter

Tot. udg. Amb. Indl. Medicin Admin
PFC (ned)

P4P (ned) (ned)

Bundle (ned)

Tsiachristas, A., Dikkers, C., Boland, M.R.S., Rutten-van Mölken, M.P.M.H., 2016. Impact of financial agreements in European chronic care on 
health care expenditure growth. Health Policy 120, 420–430



The effect of payment method and 
multimorbidity on health and health care
utilisation
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Ikke publiceret

Effekt af integrationsincitamenter på patient rapporteret 
sundhed og forbrug af sundhedsydelser

• Samme lande
• SHARE data
• 2002-2015
• Skelne mellem multisyge 
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Effekter: Brug af sundhedsvæsenet

Totale
Lægekontakter

Andel kontater
m prakt. læge

Antal kontakt. m 
prakt. læge

Ej MS MS Ej MS MS Ej MS MS

PFC (N) (N)

P4P (N) (O) (O) (N)

Bundle (O) (N) (O) (N)



Effekter: Sundhed og velvære
Problemer med 
ADL

Selvrapporteret
sunhed (1-5)

Livskvalitet
(CASP (12pkt))

Ej MS MS Ej MS MS Ej MS MS

PFC (N) (O) (O) (O)

P4P (O)

Bundle (N) (O)



Fortsættelse følger…

about the reasons underlying the differences in perspec-
tives. Ultimately, the MCDA will support the decisions
to be made regarding the reimbursement, continuation,
extension, and/or wider implementation of integrated
care programmes.

Discussion
Because resources are scarce, investing in integrated care
interventions either displaces other health care interven-
tions or requires additional financial resources from
taxes, health insurance premiums, and/or patient
co-payments. Therefore, payers and policy makers are
keen to ensure that they allocate scarce healthcare
resources only to services that have proven added value.
In the SELFIE project, we evaluate the added value of in-
tegrated care programmes using MCDA, because that
offers an evaluation framework in which a broader defin-
ition of value can be used, which is highly relevant to
the evaluation of integrated care programmes for indi-
viduals with multi-morbidity. In the SELFIE project, we
broaden the scope of outcomes to evaluate the added
value towards the Triple Aim. Moreover, because the
outcomes are weighted, an MCDA makes underlying
preferences explicit and can be done from multiple per-
spectives, i.e., in SELFIE from the perspectives of the five
stakeholder groups. Designing and updating 40 DCE’s (8
countries × 5 stakeholder groups) is quite unique in this
type of research, enabling extensive cross-country and

cross-stakeholder group comparisons of the relative
weights. We believe that the systematic and explicit
trade-off between multiple, sometimes conflicting, out-
comes in MCDA’s from different perspectives can
improve the transparency, consistency, accountability,
credibility and acceptability of policy decisions about
integrated care programmes for individuals with
multi-morbidity. However, developing a uniform MCDA
approach for application in the eight European countries
participating in the SELFIE project is associated with
many challenges. In this section, we discuss these
challenges and the solutions that we choose in SELFIE
to address them.

Common set of outcomes
Considering the variation in target groups and interven-
tions provided in the selected integrated care pro-
grammes, one of the first challenges was to define a
common set of outcomes to be measured. Given our
plan to use a more holistic, person-centred, understand-
ing of added value, we agreed on a minimum data set of
eight outcomes that mainly included patient-reported
outcomes and experience measures (PROMS and
PREMS) that cover the Triple Aim. Besides physical,
mental and social well-being from the 1984 WHO defin-
ition of health [48], the core set includes resilience and
enjoyment of life, two aspects of more positive and
active definitions of health, such as health as the ability

Table 4 Calculating overall value scores
Range
performance
score

Performance Standardised performancea Weights Weighted aggregation

Integrated
care

Comparator

worst-best Integrated
care

Comparator Integrated
care

Comparator P1 P2 P1 P2 P1 P2

Health & well-being

Physical functioning 0–100 60 70 0.65 0.76 0.100 0.250 0.065 0.163 0.076 0.190

Psychological well-being 0–100 70 50 0.81 0.58 0.150 0.100 0.122 0.081 0.087 0.058

Social participation &
relationships

0–4 3 4 0.60 0.80 0.125 0.100 0.075 0.060 0.100 0.080

Resilience 1–5 2 4 0.45 0.89 0.050 0.100 0.022 0.045 0.045 0.089

Enjoyment of life 0–4 4 3 0.80 0.60 0.300 0.150 0.240 0.120 0.180 0.090

Experience

Person-centeredness 1–4 4 3 0.80 0.60 0.100 0.050 0.080 0.040 0.060 0.030

Continuity of care 1–5 5 3 0.86 0.51 0.125 0.050 0.107 0.043 0.064 0.026

Costs

Total health and social care
costs

8500–5500 8000 6000 0.20 0.40 0.050 0.200 0.010 0.040 0.020 0.080

Overall value score 0.722 0.592 0.632 0.643

Performance: hypothetical average performance values, Weights: hypothetical weights obtained in DCE for stakeholder group 1 (P1) and 2 (P2), weighted
aggregation: aggregation of standardised performance measures using weights for each stakeholder group
aPerformance scores are standardised with the following formula: Saj ¼ xaj

ðx2ajþ x2bj Þ
1=2 , where x = performance score on the natural scale, a = integrated care,

b = comparator, j = criteria j

Rutten-van Mölken et al. BMC Health Services Research  (2018) 18:576 Page 13 of 18
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Spørgsmål til diskussion

• Skaber eksisterende afregningssystemer og organisering egentlig barrier for 
mere sammenhængende patientforløb?

• Hvad kan vi realistisk forvente af mere integration?
– Færre akutte (gen)indlæggelser?
– Lavere omkostninger?
– Bedre livskvalitet ?

• Kræves organisatorisk integration for at opnå forbedringer eller kan samme 
resultater opnås med de rette økonomiske incitamenter? 

•
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Table 2
Typology of payments for integrated care. The number in [] indicates the score in terms of level of integration, as described below.

Category Level of integration
Domain

Low integration [1] Medium integration [2] High integration [3]

Scope of payment Target population Payment covers one specific
patient group e.g. ‘high-risk’

Payment covers slightly wider
defined group e.g. over 65 s

Payment covers all patients in
catchment area

Time Payment covers one contact Payment covers multiple contacts
e.g. during an episode of care

Payment covers care over a
longer period e.g. a year

Sectors Payment covers care delivered
by single sector e.g. primary
care only

Payment covers care delivered by
two sectors e.g. primary and social
care/ primary and secondary care

Payment covers care delivered
by three or more sectors e.g.
primary, secondary and social
care

Participation of
providers

Provider coverage Payment covers one provider
only within the participating
sectors e.g. a single GP practice
within primary care

Payment covers care at multiple
providers within the participating
sectors e.g. all primary care
providers and a proportion of
secondary care providers

Payment covers care at all
providers within the
participating sectors e.g. all
primary and secondary care
services within the area

Financial
pooling/sharing

No pooled funding/ shared
savings for providers

Proportion of budget is pooled/
savings shared for the defined
horizon for providers

Total health and care budget is
pooled/savings shared for the
defined horizon for providers

Single  provider/patient
involvement

Income Payment provides a small
proportion of providers’ total
income

Payment provides a relatively large
proportion of providers’ total
income

Payment provides the largest
proportion of providers’ total
income

Multiple disease/needs
focus

Payment covers care for one
condition for a single patient
e.g. diabetes care only

Payment covers care for multiple
conditions for a single patient e.g.
all  chronic condition care

Payment covers all care for a
single patient e.g. all health
and social care needs

Quality measurement Payment measures/rewards
process measures e.g. number
of  health checks

Payment measures/rewards
intermediate measures and
lifestyle behaviour e.g. HbA1c,
smoking

Payment measures/rewards
health outcome measures e.g.
Quality of life

a measure of how much ‘skin they have in the game’; Multiple
disease/needs focus, the extent of an individuals’ total potential
health and care needs (i.e. services) covered by the payment; and
Quality measurement, the holistic nature of the measurement
that the payment/quality measures account for, e.g. measured on
a single measure of the care process (which may  or may  not affect
the patient outcome) or more holistically accounting for the final
outcomes of the patient.

On each dimension, we described a payment as incentivis-
ing low, medium or high levels of integration (see Table 2). We
described payments within the geographical limits of the defined
integrated care programme.

By ranking payment mechanisms (low to high integration) on
the eight domains above, different payment mechanisms can be
compared in terms of their expected effects on integration.

3.3. Applying the typology

To illustrate use of our framework, in Fig. 1 and Table 3  we  com-
pare the payments described in the two Dutch SELFIE programmes
and those from US Medicare, thus comparing three versions of pay-
ments all commonly labelled as ‘bundled’. Applying our typology
allows differentiation of the models in finer detail.

The Medicare Bundled Payments for Care Improvement (BPCI)
approach aims to link previously separate payments received
within a single illness or course of treatment. The initiative is
hospital-focused, with some models also combining some post-
acute care. The approach is currently focused on 48  unique clinical
episodes, mostly single disease- (e.g. acute myocardial infarction,
diabetes), or procedure-focused (e.g. knee procedures, pacemaker
replacement) [17].

The three bundles pay almost exclusively for sector-specific
care (primary care in the Netherlands, and secondary care in US
Medicare). They mostly provide a small amount of an individual’s
total (potential) care needs, mostly disease- or procedure-specific
(with the frail elderly bundle slightly more comprehensive, cov-
ering all conditions in primary care and including some Geriatric

telephone consulting care, for instance). As expected, the two Dutch
bundles have more similarities with each other than with the US
model, with the Medicare bundle covering comparatively shorter
time horizons, but with a slightly larger target population, gain-
sharing arrangement for practitioners (financial pooling/sharing),
and contributing to provider’s total income to a larger extent.

4. Discussion

4.1. Summary

From our findings in the current literature and the practical
examples, we find that there is comparatively little action to date,
despite the rhetoric on the importance of new payment mecha-
nisms for implementing integrated care [49]. The few payment
mechanisms that have been implemented appear to be mostly
disease- and sector-specific, compared to the ambitious whole
population-based approaches described in the conceptual liter-
ature. Therefore, their adequacy to provide incentives for high
quality care for those in most need for integrated care, e.g. frail
elderly and people with multimorbidity, is questionable [50].

Detailed reporting on alternative payment mechanisms in the
current literature is lacking across a number of important domains.
The typology we  present might therefore be helpful for addressing
this reporting in future work, allowing better comparative analysis
on the effectiveness of different approaches.

4.2. Limitations of the study

While our findings and typology are based on a large sys-
tematic review supplemented with practical examples from thick
descriptions of 17  integrated care programmes for people with
multimorbidity in the EU, there are nevertheless likely to be pay-
ment mechanisms used in practice that have not been identified.
Our search terms may  also have missed alternative payments that
did not specifically target ‘integrated care’ (or one of the synonyms
we searched), for example those labelled as ‘value-based payments’
instead, or those accompanying wider organisational reforms such

Stokes, J., Struckmann, V., Kristensen, S.R., Fuchs, S., Ginneken, E. van, Tsiachristas, A., Mölken, M.R. van, Sutton, M., 2018. Towards incentivising 
integration: A typology of payments for integrated care. Health Policy



Danmark I Heyes et al. 
Reform Target of 

reform
Integrated care 
incentive

Hypothesised effect

Health 
outcomes

Utilisation

Denmark Administrative 
reform 2007

Region

-Reallocating 
responsibilities 
between five 
newly 
established 
Danish regions 
(replacing 
original 14)

+Patient 
centred care

-Incentive to 
reduce the 
need for 
hospitalisation

Municipalities

-Regional 
coordinators, 
(non-) financial 
incentives and 
interdisciplinar
y care teams

-Regions 
provided with 
€70 million to 
improve 
chronic care

-Co-financing 
of hospital 
care- incentive 
to reduce 
costs/potentiall
y at expense of 
quality

+Comprehensi
ve, well 
evaluated 
programs-
could increase 
use in 
implementation

-15% of 
regional 
healthcare 
budgets for 
ICPs-
rewarding 
municipalities 
that reduced 
need for 
hospitalisation

-Municipalities 
co-financing 
hospital care


