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ABSTRACT

INTRODUCTION. Denmark's 2024 health reform established 17 health councils to strengthen cross-sectoral coordination from
2027. The Danish system is often described as homogeneous, but local variation in quality indicators across council areas has
not been examined. We aimed to quantify inter- and intra-council variation in cross-sectoral quality indicators before councils
become operational. We hypothesised that council averages would mask municipal outliers.

METHODS. This was a national register-based cross-sectional study using aggregated data for all Danes. Indicators included
chronic disease burden, general practice (GP) capacity, medication use (polypharmacy, antipsychotics in dementia),
preventable admissions, readmissions, primary care contacts, municipal care contacts and primary care costs. Variation was
quantified using coefficients of variation within (wCV) and between councils (bCV). Health Council Fyn served as illustrative

case.

RESULTS. Among 5.98 million inhabitants, GP contacts and primary care costs showed limited variation (bCV 0.8% and 4.7%).
Excessive polypharmacy (< 65 years) and municipal care contacts had wCVs above 20% and bCVs of a similar magnitude,
whereas preventable admissions (> 65 years) varied more between than within councils (bCV 12.5% versus 8.2%).
Antipsychotic prescribing in dementia had a bCV of 17.5%. In Health Council Fyn, Zrg had antipsychotic prescribing 69% and
municipal care contacts 76% above the council mean.

CONCLUSIONS. Primary care access appears geographically uniform, but cross-sectoral indicators vary within and between
councils, and council averages can mask municipal outliers.

FUNDING. None.

TRIAL REGISTRATION. Not relevant.

Danish healthcare is tax-funded and characterised by universal access, aiming to ensure equity in healthcare
delivery regardless of socioeconomic status. The system comprises five administrative regions responsible for
specialised hospital care and 98 municipalities responsible for social and primary care services [1]. This
structure has been the foundation of the Nordic welfare model, designed to provide uniform healthcare delivery

across the country [2].

In 2024, a political agreement on a major health reform was reached and set for implementation in 2027 [3]. The
reform, which establishes 17 new Health Councils (Sundhedsrad) (HC), reduces the number of administrative
regions from five to four. The reform aims to decentralise healthcare governance and strengthen collaboration

among specialised hospitals, general practices (GPs) and municipalities [3].

This shift mirrors international developments, including UK integrated care systems, and both aim to
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decentralise and address inequality in healthcare services.

We have previously shown regional homogeneity in Danish demographics, healthcare utilisation and medication
use [4]. However, evidence indicates that the availability of medical care may decrease as population needs
increase (“inverse care law”) [5]. Furthermore, Prior et al. documented variation in chronic care delivery at the

GP level [6], challenging assumptions of uniformity at smaller geographical units.

Improving quality in a decentralised healthcare system requires identifying unwarranted clinical variation [7].
As the new HCs are explicitly tasked with bridging sectoral gaps, the assessment of variation should focus on

clinical areas where patient outcomes depend on cross-sectoral coordination.

We aimed to quantify between- and within-council variation in selected cross-sectoral quality indicators in which
outcomes depend on coordination among hospitals, primary care and municipalities, and to assess intra-council

heterogeneity, as illustrated by HC Fyn, which combines one large city with rural and island municipalities.

Methods

Study design and setting

We conducted a national register-based, cross-sectional study using aggregated data from Danish health
registries [8]. Indicators for 2024/2025 were mapped to the 17 HC catchment areas defined in the 2024 health
reform (Supplementary figure 1). HC Fyn was selected a priori as an illustrative case owing to its demographic

composition, which combines one large municipality (Odense) with rural and island peripheries.

We tested the hypothesis that aggregate HC reporting would conceal municipal disparities that require targeted

intervention, using small-area variation methodology to quantify the extent of concealed variation.
Data sources

Data were obtained from standardised "Data Packages for HCs" published by the Danish Health Data Authority
[9]. These packages integrate information from the Civil Registration System [10], the National Patient Registry
[11], the Register for Selected Chronic Diseases (RUKS), the National Prescription Registry [12], the National

Health Service Register [13] and municipal care registries.
Variables and definitions

The study population comprised all Danish residents on 1 January 2025 (n= 5,984,257). Chronic disease burden
was defined as the prevalence of at least one RUKS condition (asthma, dementia, heart failure, COPD,

rheumatoid arthritis, osteoporosis, schizophrenia or diabetes) per 1,000 inhabitants.

GP capacity pressure was defined as disease-weighted patients per GP capacity unit. Primary care contacts
included all face-to-face, video, telephone, email and home visits per 1,000 inhabitants. Primary care costs were

calculated as total gross fees paid to GPs and private specialists per capita.

Polypharmacy (= 65 years) was defined as = 5 drugs (Anatomical Therapeutic Chemical (ATC) level 4); excessive
polypharmacy (< 65 years) as = 10 drugs, excluding antibiotics. Antipsychotic use in dementia was defined as
persons = 65 years with dementia redeeming antipsychotics (excluding lithium and droperidol) per 1,000

inhabitants.

Thirty-day readmissions were defined as acute somatic readmissions within 30 days of discharge. Potentially
preventable admissions (= 65 years) were defined as hospital admissions for ambulatory care-sensitive
conditions that could potentially be prevented through effective primary care management (including COPD,

diabetes complications and heart failure), following Danish Health Data Authority definitions. Municipal care
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contacts were inhabitants receiving home care or nursing, excluding nursing home residents.
Statistical analysis
Continuous variables were summarised as population-weighted means.

Rates were expressed per 1,000 inhabitants, except 30day readmissions (proportions per discharge), and

antipsychotic use in dementia (per 1,000 persons aged = 65 years with dementia).

We calculated national and HC averages. Population-weighted averages were used for indicators with available
denominators. Readmissions and antipsychotics were reported as unweighted means due to missing
denominators in the aggregated data. Population weighting was performed by calculating weighted means with
municipal population sizes as weights, ensuring that larger municipalities contributed proportionally more to
HC averages than smaller ones. Variation was quantified using the coefficient of variation (CV = standard
deviation/mean x 100%). We computed within-council CVs (wCV) across municipalities, and between-council
CVs (bCV) across council means. wCVs were population-weighted when denominators were available;
otherwise, they were unweighted for readmissions and antipsychotics. Overall internal heterogeneity was

summarised as mean wCVs across indicators for each HC.

To identify councils with internal variation profiles similar to HC Fyn, we calculated the Euclidean distance
between HC Fyn’s vector of wCVs and those of the other 16 councils across nine key indicators [14]. A smaller

distance indicated a more similar pattern of internal variation.

We calculated the percentage deviation of each municipality from its HC average and visualised geographic
patterns using heatmaps of i) councillevel percentage deviation from the national mean and ii) maximum

positive percentage deviation within each council.
Data were analysed using R; the code used is available on GitHub.
Ethical considerations

According to Danish law, ethical approval is not required for studies using de-identified, aggregated registry

data. Data were obtained from publicly available sources [9].

Trial registration: not relevant.

Results

Seventeen HCs and 98 municipalities were included in the analysis. The share of inhabitants aged = 65 years per
council ranged from 11.6% in the suburban municipalities north of Copenhagen (Kebenhavns Omegn Nord) to
26.9% in Vendsyssel (rural northern Jutland). The chronic disease burden ranged from 127 per 1,000 in Central
Copenhagen (Hovedstaden) to 201 per 1,000 in Vendsyssel. GP capacity pressure ranged from 1,508 disease-
weighted patients per capacity unit in Aarhus (Denmark's second-largest city) to 2,170 in rural western Zealand
(Midt- og Vestsjeelland) (Table 1).
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TABLE 1 Demographic characteristics, chronic disease burden and general practice
capacity across the 17 health councils.

Chronic disease

burden, n/1,000 GP capacity
Region Health Council Population, n* = 65yrs, % inhabitants® pressure®
Region of Southern Denmark Fyn 466,473 22.8 183.5 1,682
Lillebeelt 310,635 211 T 1,565
Sydvestjylland 237,418 23.4 183.5 1,579
Senderjylland 224,196 25.9 193.5 1,656
Capital Region Amager og Vestegnen 306,916 18.1 169.0 1,653
Hovedstaden 809,901 il bl 1,541
Kebenhavns omegn nord 477,858 11.6 158.3 1,522
Nordsjeslland 332,503 25.3 182.5 1,643
Region Zealand Midt- og Vestsjeelland 416,35 24.0 184.6 2,170
@stsjaelland og @erne 437,696 24.3 177.6 2,063
Central Denmark Region Aarhus 376,329 15.6 141.8 1,508
Horsens 235,678 20.4 169.7 1,531
Kronjylland 23 0S 20.9 181.3 1,681
Midt 243,394 028y 181.3 1,630
Vestjylland 286,462 23.3 178.4 1,726
North Denmark Region Limfjorden 432,789 22.0 176.2 1,774
Vendsyssel 159,394 26.9 201.3 2,022

GP = general practice.

a) Per 1 January 2025.

b) Disease-weighted patients/GP capacity, chronic disease burden represents the number of citizens with = 1 selected chronic condition/1,000 inhabitants.
c) Number of disease-weighted patients/GP capacity.

GP contacts averaged 880 per 1,000 inhabitants, with a wCV of 1.1% and a bCV of 0.8% Supplementary table 1).
Primary care costs amounted to 2,492 DKK per inhabitant per year (WCV 4.6%; bCV 4.7%). Specialist contacts
averaged 332 per 1,000 (WCV 7.0%; bCV 12.6%). Municipal care contacts were 77 per 1,000 (wCV 20.8%; bCV

19.8%) (Supplementary table 1).

Among age-stratified indicators, polypharmacy (= 65 years) averaged 505 per 1,000 (wCV 4.7%; bCV 3.9%).
Excessive polypharmacy (< 65 years) averaged 13 per 1,000 (wCV 25.3%; bCV 24.2%). Potentially preventable
admissions (= 65 years) occurred at a rate of 50 per 1,000 (wCV 8.2%; bCV 12.5%) (Supplementary table 1).

Reported as unweighted council averages, thirty-day readmissions averaged 12 per 1,000 (wCV 8.3%; bCV 7.4%).
Antipsychotics in dementia (= 65 years) averaged 179 per 1,000 (wCV 15.4%; bCV 17.5%) (Supplementary table
1).

Deviations from the national mean for the nine indicators showed minimal variation in GP contacts, but an inter-

council range of -49.8% to +44.7% for excessive polypharmacy and -37.9% to +40.4% for municipal care contacts

(Supplementary figure 2).

Figure 1 displays the maximum within-council deviations. In central Copenhagen, including Frederiksberg
(Hovedstaden), the maximum deviation for excessive polypharmacy was +165.0% (on Bornholm, an island
municipality, it was 17 per 1,000; the mean value for central Copenhagen, including Frederiksberg, was six per

1,000). In Aarhus HC, municipal care contacts showed a maximum deviation of +145.4%.
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FIGURE 1 Heat map of maximal internal deviation (%) within each health council.
Colours indicate the magnitude of deviation, not performance quality.
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GP = general practice.

Municipal deviations from the council mean were analysed for HC Fyn (Table 2). In £rg, a small island

municipality south of Funen, antipsychotic prescribing was 328 per 1,000 (+61.9% from the council mean).
Municipal care contacts reached 154 per 1,000 (+75.8%) on the island of Arg and reached 139 per 1,000 (+59.7%)

on Langeland, another peripheral island municipality. Excessive polypharmacy on Langeland and in Nordfyn (a

semi-rural municipality in northern Funen) was 21 (+64.9%) and 18 (+41.3%) per 1,000, respectively. Odense, the

largest municipality in HC Fyn, recorded a rate of 11 per 1,000 (-13.6%).

TABLE 2 Intra-council variation in quality indicators within Health Council Fyn (with
deviation from the Fyn Health Council average). The values of the indicaters are population-
welghted averages, unless otherwise indicated.

Municipality
Odense
Svendborg
Faaborg-Midtfyn
Assens

Nyborg

Nordfyn
Kerteminde
Langsland

e

Population, n

172,482
44,498
38,747
30,200
23,783
21874
17.466

7.384
3,629

GP = general practics.
a) Unweighted average used: missing dementia population = 85 yrs.

b) Unweighted average used: missing discharge counts.

Excessive

<65yrs, =65yrs, domentiar, 30 days", admissions, GP contacts, Specialist contacts, Municipal care contacts,  Primary care
/1,000 inhabitants ni, n/t, i nid, niLf n/1,000 inhabitants n/1,000 inhabitants costs, DKK.
11.0(-13.6%) 519.0 (+3.8%) 189.0(-6.8%) 12.5 (+1.0%) 48.1(+31%) B79.2 (-0.4%) 327.1 (-0.8%) TET (-9.9%) 2,648 (-0.7%)
12.0(-5.8%) 480.0 (-4.0%} 204.7 (+1.0%) 118 (-4.8%) 43.2(-0.2%) BBLO(-0.204) 330.1 (+2.8%) BLA (-6.8%) 2,615 (-2.0%)
11.0 (-13.6%) 480 (-6.4%) 160.9(-20.6%) 126 (+1.9%) 46.4(-2.6%) BET.4 (+0.5%) 324.7 (-1.5%) B27(-5.3%) 2,503 (-2.8%)
16.0 (+25.6%) 508.0 (+1.6%) 167.5 (-17.4%) 12.4 (+0.6%) 40.8(+4.5%) B86.9 (+0.5%5) 341.7 (+3.6%) 2.4 (+5.8%) 2,812 (+5.4%)
16.0 (+25.6%) 502.0 (+0.4%) 150.6 {-25.7%) 11.0(-3.7%) 487 (+2.3%) 892.0(+1.0%) 350.0 (+6.1%) 105.2 (+20.5%) 2,601 (+0.9%)
18.0 (+41.3%) 513.0 (+2.6%) 1882 (-7.2%) 114 (-7.7%) 415 (-13.0%) 891.3(+1.0%) 3043 (-7.7%) 100.7 (+15.3%) 2,710 (+1.6%)
16.0 (+26.6%) 492.0 (-1.6%) 227.3(+12.1%) 108 (-12.7%) 489 (+2.8%) B8B.1(+0.6%) 3427 (+3.9%) 96.6(+10.6%) 2,813 (+5.406)
21.0 (+64.9%) 51L.0 (+2.2%) 2081 (+2.8%) 13.0 (+5.5%) 481 (+1.0%) 880.7 (-0.2%) 3217 (-25%) 139.4 (+59.7%) 2,730 (+2.3%)
10.0 (-21.5%) 4280 (-14.4%) 328.4 (+61.9%) 148 (+19.9%) 55.0(+15.6%) 8553 (-2.1%) 271.9 (-17.5%) 153.5(+75.8%) 2,533 (-5.1%)

Mean wCVs varied by HC (Table 3). Senderjylland and Vestjylland, both predominantly rural councils in Jutland,
had the lowest internal variation at 6.0% and 6.8%. Fyn had a mean wCV of 12.6%. Hovedstaden and Aarhus had
the highest values at 18.7% and 21.9%.
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TABLE 3 Similarity analysis identifying peer coundils for Health Council Fyn. Health
councils are ranked by their structural similarity to Health Council Fyn, based on the
Euclidean distance between their variation profiles, comprising the within-council coefficient
of variation for all nine indicators. The parentheses display the specific rank for each
individual indicator,

Excossive

Gverall Antipsychatics: polypharmacy: Municipal care Polypharmacy: Proventabla Readmisslons:

similarity Similarity Average dementia (specific  GP contacts <65 yrs contacts E65yrs admissions Primary care costs. 30 days Specialist contacts
ranking Health council distance’ intornal GV, %" ranking) (spocificranking) _ {specific ranking)  (spesific ranking) _ {specific ranking) {specific ranking) _ (specific ranking)  (specific ranking) _ (spesific ranking)
1 @stsjmiland og orme 87 120 24.0(1) 18 (100 32.2(9) 212(2) 41(9) 85(7) 38(2) 258(2) 5.1(10)

2 Kroniylland 105 107 18.1(5) 0.6 (12) 24.8(2) 19.4(3) 5.3(3) 856(3) 4.9(9) 7.1(4) 7.1(3)

3 Midt- og Vestsimlland 131 116 20.5(3) 0.8(9) 23.1(4) 35.7(7) 2.9(13) 79(2) 28(4) 7.1(5) 3.9(13)

4 Limfjorden 153 102 19.8(4) 0.7 (11) 26.9(3) 12.5(9) 27 (14) 10.0(8) 56 (13) 8:2(1) 45(12)

5 Kebenhavns omegn nord 16.7 107 126(10) 14(4) 315(8) 223(1) 7.3(8) 9.7(6) a8 (7) 40(13) 2.9(14)

6 Horsans 191 86 21.3(2) 0.9 (8) 20.0(7) 10.0 (10) 6.0(2) 11.0(9) 2.4 (6) 3.2(15) 2.5(15)

7 Nordsjaeiland 200 23 106(12) 11(2) 287(8) 14.3(8) 4.0(11) 4.4(13) 55 (12) 7.0(3) 76(1)

8 Midt 222 83 6.0(15) 0.6 (13) 26.0(1) 18,6 (5) 58(1) 3.8(15) a4 (1) 5.3(8) 5.4(7)

] Lilkebait 233 73 14.2(8) Lo 16.3(10) 89 (11) 3.2(12) BE5(1) 4.4(5) 4.0(14) 5.2(8)

10 Amager og Viestegnen 248 7.8 10.1(13) 11(8) 213(6) 7.7(13) 45(7) 7.8(5) 5.5 (11) 4B(11) 5.2(8)

i1 Sanderylland 26.6 6.0 12.6(9) 13(4) 13.6(11) T.4(14) 2.0 (15) 4.8(11) 2.2 (8) 48(8) 5.4(11)

12 Vestjylland 21.3 6.8 6.1(14) 11(3) 11.2(12) 16.3(8) 1.9(16) 4.0(14) 6.5 (15) 6.9(6) 6.6(4)

13 Vendsyssel 285 114 16.5(5) 0.2 (14) 6.4(13) 18.2(4) 7.7(20) 18.1(16) 5.7 (14) 23.4(16) 5.8(6)

14 Sydvestjylland 288 7.0 148(7) 11(6) 6.2(14) 8.0(12) 47 (8) 8.6(4) 5.0(10) 59(7) 88(5)

15 Aarhus 4.8 219 - 0.1 (15} 50.5(15) 60.4(16) 6.5(4) 11.9(12) 4.0(3) 13.7(10) 27.8(16)

18 Hovadstaden 48.0 187 12.2(11) 43 (16} 65.7 (16) 48.7(15) 48(5) 5.4(10) 7.3(18) 13.9(12) 78(2)

©V = coafficient of variation; GP = general practice.
a) A lower similarity distance indicates a variation pattern more similar to that of HC Fyn.
1) Overall average internal CV: 12.6%

Based on Euclidean distance of variation profiles, @stsjeelland & @erne (eastern Zealand and its islands) and
Kronjylland (a central Jutland council) showed the lowest distance to Fyn, followed by Midt- og Vestsjaelland and
Limfjorden (Table 3). Aarhus and Hovedstaden showed the largest distances.

Discussion

This nationwide register-based study on variations in the soon-to-be-implemented 17 new HCs in Denmark
suggests that primary care access is geographically uniform across Councils, but cross-sectoral indicators
showed considerable variation. Excessive polypharmacy (< 65 years) and municipal care contacts had CVs
exceeding 20%. Preventable admissions (= 65 years) displayed higher variation between councils than within
councils, possibly due to differences at the council level rather than municipal outliers. HC Fyn showed council
averages masked municipal deviations exceeding 60% for antipsychotic prescribing and municipal care

contacts.

Previous studies documented limited regional variation in both Danish healthcare utilisation [4] and in the
Nordic countries [14]. Our data on GP contacts support this macro-level view. However, variation in cross-

sectoral indicators challenges the assumption that uniform access ensures uniform outcomes.

The inverse care law may explain this [5]: in systems with universal coverage, the mechanism may operate
through adequacy of clinical management relative to local need rather than provider availability. Prior et al.
showed that equal access does not yield equitable outcomes for patients with multimorbidity [6]. We observed a
similar pattern: municipalities with higher chronic disease burden had higher rates of antipsychotic prescribing

and municipal care contacts, despite average GP contact rates.

Not all variation reflects unwarranted differences in care. Some variation may reflect appropriate adaptation to
local population needs or innovative practices. However, municipal deviations exceeding 60% could indicate

systematic differences beyond local adaptation.

The HC Fyn case illustrates how council averages can obscure such disparities. Zrg had antipsychotic
prescribing 62% and municipal care contacts 76% above the council mean. These deviations would be invisible

in aggregate council-level reporting.

Experience from other integrated care reforms indicates that structural integration does not, by itself, resolve
local inequities [4]. The councils with the highest internal variation (Aarhus, Hovedstaden) combine large urban

centres with peripheral municipalities.

Monitoring frameworks for the new HCs should therefore consider reporting within-council variation, not just
council means. Our similarity analysis identified councils with comparable variation profiles to HC Fyn,
Open Access under Creative Commons License CC BY-NC-ND 4.0 6/8
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including HC @stsjaelland og Jerne and HC Kronjylland, all combining urban centres with rural or island
peripheries. Peer learning between such councils could help identify effective approaches to cross-sectoral
coordination in heterogeneous populations. Longitudinal studies after implementation could assess whether

decentralised governance reduces or entrenches municipal-level disparities.
Strengths and limitations

The use of high-quality nationwide registers minimises selection bias [9], and standardised data packages ensure
policy relevance. National coverage allowed characterisation of both between- and within-council variation,

providing a pre-implementation baseline.

However, the cross-sectional design prevents causal inference. Furthermore, we used aggregated data,
precluding adjustment for confounders beyond age and sex. Some variation may be driven by unmeasured

differences in socioeconomic status or disease severity.

The indicator for municipal care contacts showed extreme variation (WCV 20.8%; bCV 19.8%), suggesting that
differences in local registration practices may influence the results. We used unweighted calculations for

readmissions and antipsychotic prescribing because indicator-specific denominators were unavailable.

HC Fyn is dominated by Odense (~ 45% of the population), which may mask the full extent of the deviation

between the urban centre and peripheral municipalities.

We acknowledge that other indicator combinations could provide different perspectives on HC variation

patterns.

Conclusions

Primary care access in Denmark is geographically uniform, but this uniformity does not extend to cross-sectoral
quality indicators, which vary substantially both between and within councils. Council averages can mask
municipal deviations exceeding 60%. If the new HCs are to reduce unwarranted variation, their governance

must address municipal-level differences directly rather than rely on aggregate benchmarks.

Correspondence Daniel Pilsgaard Henriksen. E-mail: dph@ rsyd.dk
Accepted 18 May 2026
Published 5 August 2026

Conflicts of interest none. Both authors have submitted the ICMJE Form for Disclosure of Potential Conflicts of Interest. These are

available together with the article at ugeskriftet.dk/dmj
References can be found with the article at ugeskriftet.dk/dmj
Cite this as Dan Med J 2026;73(9):A01260012

doi 10.61409/A01260012

Open Access under Creative Commons License CC BY-NC-ND 4.0

Supplementary material https://content.ugeskriftet.dk/sites/default/files/2026-05/a01260012_supplementary.pdf

REFERENCES

1. Christiansen T. Ten years of structural reforms in Danish healthcare. Health Policy. 2012;106(2):114-119.

Open Access under Creative Commons License CC BY-NC-ND 4.0 7/8


mailto:dph@rsyd.dk
https://creativecommons.org/licenses/by-nc-nd/4.0/

DANISH MEDICAL JOURNAL

10.

11.

12.

13.

14.

J/doi 0.1016/i 2012.03.019
Agerholm J, Pulkki J, Jensen NK, et al. The organisation and responsibility for care for older people in Denmark, Finland and
Sweden: outline and comparison of care systems. Scand J Public Health. 2024;52(2):119-122.
https://doi.org/10.1177/14034948221137128

Indenrigs- og Sundhedsministeriet. Aftale om sundhedsreform 2024. Indenrigs- og Sundhedsministeriet, 2024.

pdf (16 Jan 2025)

Henriksen DP, Rasmussen L, Hansen MR, et al. Comparison of the five Danish regions regarding demographic characteristics,
healthcare utilization, and medication use - a descriptive cross-sectional study. PLoS One. 2015;10(10):e0140197.

Cookson R, Doran T, Asaria M, et al. The inverse care law re-examined: a global perspective. Lancet. 2021;397(10276):828-
838.h H i.org/10.101 140-6736(21)00243-

Prior A, Vestergaard CH, Utoft NB, et al. Chronic care provision in general practices and association with patient level
outcomes: a nationwide cohort study. BMC Med. 2025;23(1):403. https://doi.org/10.1186/s12916-025-04239-z

Ibafez B, Librero J, Bernal-Delgado E, et al. Is there much variation in variation? Revisiting statistics of small area variation in
health services research. BMC Health Serv Res. 2009;9:60. https://doi.org/10.1186/1472-6963-9-60

Schmidt M, Schmidt SAJ, Adelborg K, et al. The Danish health care system and epidemiological research: from health care
contacts to database records. Clin Epidemiol. 2019;11:563-591. https://doi.org/10.2147/CLEP.S179083
Sundhedsdatastyrelsen. Dokumentation af datapakker til sundhedsrad. Sundhedsdatastyrelsen, 2025.

h : ndh nk.dk/tvaer: n ndhedsr (25 Nov 2025)

Schmidt M, Pedersen L, Sgrensen HT. The Danish Civil Registration System as a tool in epidemiology. Eur J Epidemiol.
2014;29(8):541-549. https://doi.org/10.1007/s10654-014-9930-3

Schmidt M, Schmidt SAJ, Sandegaard JL, et al. The Danish National Patient Registry: a review of content, data quality, and
research potential. Clin Epidemiol. 2015;7:449-490. https://doi.org/10.2147/CLEP.S91125

Pottegard A, Schmidt SAJ, Wallach-Kildemoes H, et al. Data Resource Profile: The Danish National Prescription Registry. Int J
Epidemiol. 2017;46(3):798-798f. https://doi.org/10.1093/ije/dyw213

Andersen JS, Olivarius NDF, Krasnik A. The Danish National Health Service Register. Scand J Public Health. 2011;39(7
suppl):34-37. h H i.org/10.1177/140349481039471

Bliddal M, Bjgrk E, Karlstad @, et al. Comparison of sociodemographic factors, healthcare utilisation by general practitioner
visits, somatic hospital admissions, and medication use in Norway, Sweden, and Denmark. Ann Epidemiol. 2024;98:1-7.
https: i.org/10.1016/j.annepidem.2024.07.004

Open Access under Creative Commons License CC BY-NC-ND 4.0 8/8


https://doi.org/10.1016/j.healthpol.2012.03.019
https://doi.org/10.1177/14034948221137128
http://www.ism.dk/Media/638682281997250085/01-Aftale-om-sundhedsreform-2024_TILG.pdf
https://doi.org/10.1371/journal.pone.0140197
https://doi.org/10.1016/S0140-6736(21)00243-9
https://doi.org/10.1186/s12916-025-04239-z
https://doi.org/10.1186/1472-6963-9-60
https://doi.org/10.2147/CLEP.S179083
https://sundhedsdatabank.dk/tvaergaaende/sundhedsraad
https://doi.org/10.1007/s10654-014-9930-3
https://doi.org/10.2147/CLEP.S91125
https://doi.org/10.1093/ije/dyw213
https://doi.org/10.1177/1403494810394718
https://doi.org/10.1016/j.annepidem.2024.07.004

	Geographical variation in key outcomes in new Danish health councils
	ABSTRACT
	Methods
	Results
	Discussion
	Conclusions
	REFERENCES

