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Foreword 

The Health Care Systems in Transition (HiT) profiles are country-based documents that provide 
an analytical description of the health care system and of any reform programmes under 
development. HiTs form the basis of the information system on health care systems and reforms 
at the World Health Organization Regional Office for Europe (WHO/Europe). 
 
The aim of the HiT initiative is to provide relevant comparative information to support the 
development of health care systems and reforms in countries in the European Region of WHO. 
This initiative has four main objectives: 
 
• to learn about different approaches to financing, organization and delivery of health care 

services in the European Region of WHO;  
• to describe the process and content of health care reform programmes and to monitor their 

implementation; 
• to highlight common challenges and areas that require more in-depth analysis and which 

could benefit in particular from cooperation and exchange of experiences between countries; 
• to provide a tool for dissemination and exchange of information on health care systems and 

reform strategies between different countries in the WHO European Region. 
 
The HiT profiles are produced by country experts in collaboration with staff in WHO/Europe’s 
Health Systems Analysis programme. In order to maximize comparability between countries, a 
standard template and a questionnaire have been developed. These provide detailed guidelines and 
specific questions, definitions and examples to assist in the process of developing the HiT profile. 
Quantitative data on health services are based on the WHO/Europe health for all database, 
OECD health data and World Bank data. 
 
Compiling the HiT profiles poses a number of methodological problems. In many countries, there 
is relatively little information available on health care systems and the impact of health reforms. 
Most of the information in the HiTs is based on material submitted by individual experts in the 
respective countries. As a result, some statements and judgements may be coloured by personal 
interpretation. In addition, the wide diversity of systems in the WHO European Region means 
that there are inevitably large differences in understanding and terminology. As far as possible, 
these have been addressed by the development of a set of definitions, but some differences may 
remain. These caveats are not limited to the HiT profiles, however, but apply to most attempts to 
study health care systems. 
 
The HiT profiles are a source of descriptive, up-to-date and comparative information on health care 
systems, which should enable policy-makers to identify key experiences relevant to their own 
national situation. They constitute a comprehensive source of information which can form the 
basis for more in-depth comparative analysis of reforms. The current series of HiT profiles covers 
over half of the countries in the European Region. This is an ongoing initiative with plans to 
extend coverage to all countries in the Region, to update the material at regular intervals and to 
monitor reforms over the longer term. 
 
 

World Health Organization 
Regional Office for Europe 

Department of Health Policy and Services 
Health Systems Unit 
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Introduction and 
historical background 

Introductory overview 

Sweden is situated in the eastern part of the Scandinavian peninsula. It covers an area of 449 964 
square kilometres, with forests covering 58% of the land area. The capital is Stockholm, which is 
also the largest city. The country is unevenly populated, with a high concentration of inhabitants 
in the coastal regions and the south. 84% of the population live in urban areas. The population is 
about 9 million (1995). Swedes are the predominant ethnic group, constituting roughly 90% of 
the population. Other residents include people from Finland, South America, the Middle East, 
Asia and the Balkans. The main language is Swedish. 90% of the population belong to the 
Lutheran church. The educational system reaches the entire population resulting in a literacy rate 
of 99%. Living standards are among the highest in the world. Life expectancy is high, and infant 
mortality rates are among the lowest in the world. 

Fig. 1. Map of Sweden1 
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1   The maps presented in this document do not imply the expression of any opinion whatsoever on the part of the Secretariat of the World 
Health Organization concerning the legal status of any country, territory, city or area or of its authorities or concerning the delimitations 
of its frontiers or boundaries. 
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Sweden is a monarchy with a parliamentary form of government. The King is the head of state, 
but his position is only symbolic and power rests with the Parliament. The Parliament has 349 
seats, 310 of which are directly elected and the rest are divided between political parties on the 
basis of votes received nationally. The Cabinet under the leadership of the Prime Minister carries 
executive power. 
 
Sweden has a mixed state and private economy, based to a large extent on services, heavy 
industries and international trade. Sweden's natural resources include forests, iron ore, copper, 
lead, zinc, silver, uranium and water power. The agricultural sector accounts for less than 5% of 
GNP. Heavy industries dominate the manufacturing sector, and include motor vehicles, 
machinery and ships. About half of industrial output is exported. Exports amount to about 30% 
of GNP. There are three different levels of taxation: government, county and municipality. On 
average a Swede pays most of his or her taxes to the municipality in which she or he lives.  
 
It is the state's obligation to provide good health and other social services to all residents of 
Sweden. An advanced and extensive system of social security provides universal benefits for 
sickness, maternity and unemployment, children, the elderly and disabled. Health care is both 
publicly provided and financed. The country is divided into 26 county councils which are mainly 
responsible for financing and provision of health care.  
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Historical background 

The roots of Sweden's present health care system go back several hundred years. As early as the 
beginning of the 17th century, towns and cities employed physicians to provide public primary 
care. The central government employed physicians for the provision of primary care in the 
provinces. Sweden’s first hospital, the Serafimerhospital, was set up in Stockholm in 1752. Its 8 
beds were supposed to meet hospital care needs for the whole population of Sweden and Finland 
(at the time ruled by Sweden). Since then, the provision of hospital and other health care has been 
predominantly a public responsibility. In 1765 the “Diet of the four Estates” paved the way for a 
number of hospitals to be established by permitting locally collected resources to be spent locally 
if the authorities intended to use it for building a hospital. One hundred years later, there were 50 
hospitals with a total of approximately 3000 beds. Most of these were small, with only 10–30 
beds. They initially had only one physician each and they provided no out-patient care. Most 
health care services were provided by physicians outside hospitals. By 1860 Sweden had 472 
physicians, but only 53 worked in somatic hospitals and 9 in mental hospitals.  
 
Public provision has always accounted for a large proportion of total health care provision. 
Initially, the central government was responsible for this and administration was carried out by 
the Collegium Medicum. In 1813, the Sundhetscollegium took over, in 1878 this body became the 
Royal Medical Board which in 1968 was transformed into the National Board of Health and 
Welfare, the body which is still responsible for supervision of health and social services. 
 
In 1862, county council administrative units were established, as a secondary level of local 
government and were given the power to levy taxes on their residents. Health care become one of 
their principal duties. This marked the beginning of the present structure of the Swedish health 
care system, which is characterised by a strong degree of decentralization. However, health care 
responsibilities were transferred from central government to the county councils over a long 
period of time. In the 1860s, only acute-care somatic hospitals had their ownership transferred 
from the central to the county council level. The central government still maintained a significant 
measure of control. Hospital physicians (and others) were appointed by the King-in-Council, and 
the Sundhetscollegium maintained surveillance of hospital functions. 
 
With the Hospital Act of 1928, county councils became legally responsible for providing hospital 
care to their residents. Initially the Act excluded a number of key responsibilities such as out-
patient care, the treatment of mental patients, epileptics and provision of long term care. During 
the 1930s, county councils successively took responsibility for the provision of various non-
hospital health care services, such as the services of district nurses and midwives, maternity and 
paediatric health care and child dental care. In 1948 the county councils were obligated to provide 
out-patient care, in 1951 long term care, and in 1967 mental care. At the end of the 1930s fewer 
than one in three physicians held a hospital post. Ambulatory care was offered primarily by 
private practitioners, in their own offices or in the hospital. In 1946 a National Health Insurance 
Act was passed by Parliament, and implemented in 1955. This was an important step toward 
universal coverage, providing for physician consultations, prescription drugs, and sickness 
compensation. 
 
A considerable expansion of the health sector took place following the second world war and 
continued throughout the 1960s and 1970s. In particular, this involved the hospital sector and at 
the time the Swedish health care delivery system became more hospital-based. At this time there 
was also further transfer of responsibilities to the county councils. In 1970, as part of the "seven-
crown reform", out-patient services in public hospitals were taken over by the county councils. 
Patients were asked to pay seven crowns to the county council for each out-patient consultation 
and the county council was compensated directly by the health insurance authority for the 
remainder of the cost. The considerably reduced fee incurred by the patient made health care 
more accessible to low-income groups. The reform also meant that physicians in hospital out-
patient departments became salaried employees of the county councils. At the same time hospital 
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physicians were no longer allowed to treat private out-patients in county council facilities. In 
1971, the retail drug distribution industry was nationalized, and reorganised into a state-owned 
company called the National Corporation of Pharmacies. During the 1980s, in accordance with 
the constitutional reform of 1974, responsibility for all health care was decentralized to the 
county councils. Both university hospitals (the Karolinska Hospital of Stockholm and the 
Academic Hospital of Uppsala) also passed from State to county council ownership in the early 
1980s. Since 1980 public vaccination programmes have also been the responsibility of county 
councils. 
 
The overall objective of the public health services was stated, in the 1982 Health Care Act, to be 
the provision of "good health care on equal terms for the entire population". The Act gave the 
county councils full responsibility for health delivery related matters, i.e., they were to be 
responsible for health promotion and disease prevention in addition to providing health care for 
their residents. In 1985, the Dagmar Reform, was introduced, which changed the basis of health 
insurance reimbursement for ambulatory care to the number of inhabitants and specific social 
criteria of the counties. This was to be paid directly to county councils. In 1988 the national 
parliament prohibited the county councils and municipalities from increasing their tax-rates 
between 1990 and 1994. This led to increased interest in improving health service productivity 
and efficiency. 
 
The county councils were fully responsible for the financing and provision of health care between 
1983 and 1992. In 1992, a major change was introduced through the ÄDEL-reform, whereby the 
responsibility for long term inpatient health care and social welfare services to disabled 
individuals and to the elderly became the responsibility of local municipalities. As a result of this 
reform, one fifth of total county council health care expenditure was transferred to the 
municipalities. The central government also made it possible for the municipalities, subject to 
agreement with their corresponding county councils, to temporarily (for five years) assume 
county council responsibilities for primary care on an experimental basis. In 1995, municipalities 
became responsible for the care of those suffering from long-term mental illnesses (the 
"psychiatric" reform). 
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Organizational structure  
and management 

Organizational structure of the health care system 

The Swedish health care system is a regionally based, publicly operated national health service. It 
is organised on three levels: national, regional and local. The county councils, on the regional 
level, together with the central government, are the basis of the health care system. Overall 
responsibility for the health care sector lies at the national level, with the Ministry of Health and 
Social Affairs. 

Fig. 2. Organizational chart of health care system 
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Source: Spri, 1995. 

National level 
The principal responsibility of the central government of Sweden is to ensure that the health care 
system runs efficiently and according to its fundamental objectives. This is the responsibility of 
the Ministry of Health and Social Affairs. It prepares Cabinet business and deals with policy 
matters and legislation in health care, social welfare services and health insurance. It allocates 
financial assistance and acts as a supervisor of the activities in the county councils. The 
government may legislate on temporary ceilings on county council and local municipality tax 
rates. 
 
The National Board of Health and Welfare has a supervisory function over the county councils as 
it acts as the government's central advisory and supervisory agency for health and social services. 
The Board supervises implementation of public policy matters and legislation in health care and 
social welfare services. Its role includes supervising, monitoring and evaluating developments in 
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all areas of social policy. Its most important duty is to follow-up and evaluate the services 
provided to see if they correspond to the goals laid down by the central government. 
 
All health care personnel come under the supervision of the Board of Health and Welfare. The 
function of supervision of personnel within the county councils is based on The Supervision of 
Health and Medical Personnel Act of 1980. The Ministry of Health and the National Medical 
Disciplinary Board decide on disciplinary measures in the event of complaints or possible 
malpractice. If responsibility for misconduct lies with health care personnel, the matter is handled 
by the National Medical Disciplinary Board. The Board acts on reports from The National Board 
of Health and Welfare, the patient, or relatives of the patient. The Board may limit or withdraw 
the right of practice of a health care professional. 
 
In addition there are central government bodies associated with the Ministry of Health and the 
National Board of Welfare. One of the most important is the Swedish Council on Technology 
Assessment in Health Care (SBU), whose principal objective is to promote the use of cost-
effective health care technologies. It reviews and evaluates the impact of both new and existing 
technology from medical, social and ethical perspectives. Information on results is disseminated 
to central and local government officials and medical staff to provide basic data for decision-
making purposes. Another government body is Spri (The Swedish Institute for Development of 
Health Services), which works on planning and efficiency measures. The Institute works with 
health statistics, health quality and health economics. Spri is jointly owned by the central 
government and the county councils. 
 
The National Corporation of Swedish Pharmacies is a state monopoly which owns all pharmacies 
and thereby maintains a countrywide distribution system. It operates community pharmacies and 
hospital pharmacies under one year contracts with the county councils. Besides this, the National 
Corporation of Swedish Pharmacies is responsible for providing fact sheets and other information 
about drugs to the public and to physicians. The Medical Products Agency is a central 
government agency whose principle task is to control pharmaceutical preparations. All drugs sold 
in Sweden must be approved and registered by the Agency. 
 
The National Social Insurance Board handles national social health insurance, and acts as a 
supervisor for the local insurance offices. The Board administers the social insurance system and 
sees that it runs efficiently. The national public drug system and health insurance system are 
strongly linked to health care, prescription of drugs and prescription of sick-leave. 
 
The Federation of County Councils is a collaborative national interest organisation for the 23 
county councils and three municipalities, Gotland, Gothenburg and Malmoe. The Federation is 
directed by a politically elected board. The main task of the Federation is to look after the mutual 
interests of its members, to assist them in their activities and to keep informed about matters of 
concern to the county councils. The Federation represents the county councils in all major policy 
matters in contacts with the central government and personnel organisations. It also works as the 
employers' central association for negotiating wages and terms of employment of the personnel 
employed by the county councils. The federation is not subordinated to the central government or 
any of its administrative agencies. Political representatives meet monthly to discuss health policy 
issues and important economic questions. The Federation finances activities through member 
fees.  
 
The corresponding national level body for municipalities is the Swedish Association for Local 
Authorities, forming an organisation for the 288 municipalities. The tasks of the Association are 
to promote and develop local self government, to safeguard local government interests, to 
promote co-operation between local authorities and to provide local authorities with expert 
assistance. The Association is financed in part by membership fees paid by Sweden's local 
authorities. Fee levels are determined on the basis of the number of residents in a given local 
authority area and the local authority's financial position. Additional financing – roughly half – 
comes from charges for services purchased from the local authorities. 
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Regional level 
Public responsibility for health care belongs to the county councils, whose members are elected 
every fourth year concurrently with national and local municipal elections. The council members 
mainly represent the same political parties as in the National Parliament. As of today, there are 
23 county councils. Three large municipalities (Gotland, Gothenburg and Malmo) have chosen 
not to belong to any county council and therefore have the same health care responsibilities as the 
county councils. 
 
A county council is an independent regional government body, which, like a local municipality, 
has the right to levy a proportional income tax on its residents. The population in the county 
councils ranges from some 250 000 to 1.7 million. Within each county council there are usually 
several health care districts, each with the overall responsibility for the health of the population in 
its area. Some of the county councils' income is received from the state and national insurance 
system, but two-thirds of their income is generated through county council taxes. The county 
councils are in charge of the health care delivery system from primary care to hospital care, 
including public health and preventive care. The county councils have overall authority over the 
hospital structure and are responsible for all health care services. Usually, the local parliament 
elects a political board that chooses its own executive and administrative organisation. It is the 
executive staff that ensures that health care delivery runs efficiently at the hospital. The hospital 
boards may choose entirely on their own how they want to organise their management as long as 
they fulfil their obligations concerning health care delivery. 
 
There are no guidelines or directions regarding the organizational structure of county councils. 
They are free to choose whatever structure they consider suitable, corresponding to their 
responsibilities. Local self-government has a long tradition in Sweden. The county council is the 
organ of local independence over county services. In administrative terms, county councils have 
the character of independent secondary level local governments. Their authority shall not, 
however, intrude upon the municipalities' constitutional rights and powers. 
 
In January 1984, the 23 county councils and three municipalities were grouped into six medical 
care regions: the Stockholm Region, the South Eastern Region, the Southern Region, the Western 
Region, the Uppsala-Örebro Region and the Northern Region. The rationale for establishing these 
regions has been to facilitate co-operation between the county councils and the three 
municipalities in highly specialized treatment (tertiary care). Top clinical hospitals are, by 
agreement, organised at the level of the six regions and run individually by the county councils. 
Each of the regions serves a population averaging more than a million. There is no large 
administrative structure associated with the six regions. Instead, small regional offices have been 
established to deal with matters related to the financing and production of tertiary care. In these 
six regions there are a total of nine regional hospitals which are highly specialized. With the 
exception of Örebro, they are also affiliated to medical schools and function as research and 
teaching hospitals. The regional hospitals provide secondary care to the population in their 
respective county councils, in addition to highly specialized tertiary care. 
 
The 1982 Health Care Act requires the county councils to promote the health of their residents 
and to offer equal access to health care. They are also required to plan the development and 
organisation of health care with reference to the needs of the population. The general authorities 
and responsibilities given to the county councils are stated in the Local Government Act. The 
most important special authorities and responsibilities given to the county councils are stated in 
the Health Care Act. The overall responsibility is stated in Paragraph 3: "Every county council 
shall offer good health and medical services to persons living within its boundaries. In other 
respects too, the county council shall endeavour to promote the health of all residents". 
 
The county councils are generally organised into geographical health care districts, each managed 
by their own political board. A district usually comprises one hospital and several primary health 
care units. Within these districts the primary health care services are often subdivided further into 
geographic primary health care districts. A primary health care district is usually the same 
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geographical area as the local municipality, although larger cities correspond to more than one 
health care district. 
 
The county councils have the authority to negotiate the establishment of new private practices and 
the number of patients they can see during a year. Since the private provider must have an 
agreement with the county council in order to be reimbursed by social insurance, the county 
councils are able to regulate the private health care market. If the private provider does not have 
any agreement or if the private provider does not use the regulated fee schedule, a private patient 
will have to pay the full charge to the provider. Private health care is quite limited, with only 
about 8% of physicians working full time in private practice. It is mainly in the larger cities that 
private practices are common. 

Local level 
At the local level, Sweden has 288 municipalities which also have their own areas of 
responsibility. The municipalities are not subordinated or accountable to the county councils. 
Like the county councils, the municipalities are governed by local councils elected every fourth 
year and also have the right to levy taxes on their population. The traditional organisation of the 
municipalities involves a Municipal Executive Board, a Municipal Council and several local 
government committees. The Municipal Executive Board leads and co-ordinates all the 
Municipal's business and acts as a supervisor for the committees. The Board is responsible to the 
Council for following up matters that could possibly influence the development and economy of 
the municipality. The Municipal Council decides on the goals and budgets of all community-run 
businesses. It is also its duty to make decisions about taxes and on the organisation and tasks of 
committees. The municipalities are responsible for social welfare services, child care, care of 
elderly, disabled persons and long term psychiatric patients, care of environmental hygiene and 
for school health services. 
 
In 1992, municipalities took over the responsibilities of the care of elderly and disabled from the 
county councils (the ÄDEL-reform). As a result they now operate public nursing homes and 
home care. In a similar way on 1 January 1995 they also took over responsibility for the care of 
those suffering from long-term mental illnesses including their living conditions, employment and 
support. 
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Planning, regulation and management 

Planning and management 
Sweden's approach to health care planning and management is currently in a state of change. The 
traditional planning approach, which had been based on the command-and-control model, with an 
emphasis on allocative planning and prioritisation, was appropriate to serve the needs of the 
system during a period of growth and expanding infrastructure. During the more recent period of 
retrenchment, however, there has been a growing awareness on both the national and county 
levels, that allocative planning approaches may be less adequate. 
 
During the 1970s, health care planning was pursued through long term plans, drawn up following 
the yearly budgeting process. Normative standards were applied, such as the number of beds per 
capita. Changes in sickness profiles and illness inequalities between different socio-economic 
groups were not connected to the principle plans. 
 
During the 1980s there were several developments marking the beginning of significant changes 
in approaches to planning of health care services as well as the focus of health planning. The 
planning perspective of medical specialists was replaced by the principle of planning based on the 
needs of the residents. Needs were to be determined through epidemiological studies undertaken 
locally, regionally and nationally. Along with the needs-focused orientation to health care 
planning, there emerged a growing interest in public health issues. Cross sectional strategies were 
initiated both nationally and locally. Preventive health services were emphasised, and the scope of 
health planning encompassed not only health services but also social services. 
 
The 1982 Health Care Act was an important landmark for several reasons. It completed the 
successive process of transfer of responsibility for all health services provision from the national 
level to the county council level; it formalized the needs-based approach to health care planning; 
it made county councils responsible for preventive care and health promotion; and it constituted 
the framework for health planning and health activities. The official goals with respect to health 
care are stated as follows in the Act: The fundamental objectives of health care in Sweden are 
good health and health care on equal terms for the entire population (Paragraph 2, Swedish 
Health Care Act of 1982). The Act requires the county councils to promote the health of their 
residents and to offer equal access to health care. The county councils should plan the 
development and organisation of health care with reference to the need of the residents. Planning 
responsibility also includes health services supplied by other providers such as private 
practitioners and physicians in occupational medicine. 
 
The Dagmar Reform of 1985 reinforced the responsibility of county councils for health services 
provision, as well as the needs-based orientation of planning. This reform, intended to consolidate 
county councils' planning authority over ambulatory care visits to physicians, changed the way 
that the social insurance fund reimbursed private ambulatory providers. Previously, social 
insurance reimbursements were made directly to private providers on a fee-for-service basis. 
Through the Dagmar Reform the county councils were made cost liable; they had the authority to 
approve which private practices should be reimbursed by national insurance as well as the 
number of patients the practices could see per year. The payments were in practice still made 
from the national insurance to the private practices. However, payments were balanced according 
to a fixed capitation-based budget for each county council. If the national insurance payments 
exceeded the fixed capitation budget, the county counsils had to balance the expenditures. County 
councils' planning capacity was thereby strengthened, as they could now plan annual budgets for 
primary care services (publicly and privately provided), using also demographic criteria. 
 
Since the 1980s, the county councils have therefore played a significant role in health care 
planning. Central government’s role has generally been limited to setting overall goals and 
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guidelines, legislation and supervision of activities. At the county council level, the planning of 
health care is the responsibility of political boards. The county councils are divided into several 
health care districts, each with a political board of its own. The districts are often geographically 
based, usually comprising one hospital and several health centres. This means that the hospitals 
in practice are formally managed by district politicians through district boards. Hospital 
managers are, however, like all of the administrative staff, civil servants. 
 
Despite the above changes, however, the resulting planning approach was still fundamentally 
consistent with the traditional emphasis on allocative planning mechanisms. The focus of 
planning on need did not affect the structure of health care supply. Structural issues were still 
discussed and planned through the same planning mechanisms as in the 1970s. Furthermore, cost 
containment had become an important planning issue in the 1980s. It became evident by the end 
of the 1980s, that productivity development in the Swedish health care sector was low compared 
to other sectors. The county councils could no longer finance increasing costs through increased 
county council tax revenues. The issue of promoting productivity increases and efficiency were 
now important planning factors for the county councils. Furthermore, patients' preferences were 
considered to have been neglected in the past. 
 
Developments in the 1990s have been in the direction of planned markets. A number of county 
councils have introduced management systems in which specific purchaser functions have been 
established and separated from the provider functions. The purchasers – public administrators of 
the health care system – represent the patients and purchase health services on their behalf from 
public and/or private providers. 
 
Efforts to introduce planned market elements in the public health care sector have been far more 
widespread than contracting out of services. By 1994, 14 out of 26 county councils had 
established separate purchasing functions. The organisation and working methods of purchasers 
vary widely across county councils. Some have focused on promoting public health, collaboration 
with social services and regional social insurance offices. The needs of the residents have been an 
important starting point in their work. Others have focused on price and volume negotiations with 
different providers. The demand for health services has then been a more important starting point 
than the need of the residents. It is important to note that all purchasers have been established 
within the framework of the county councils and as providers are here also publicly owned, there 
is an artificial contract model within an integrated system. A more detailed description of the role 
of purchasers will be provided in a later section. 
 
Key elements characterising the planned market approach to planning and management include 
greater patient choice over provider, such that the patient increasingly comes to influence the 
conditions under which he or she receives care; and efforts to translate increased patient choice 
into more cost-effective service delivery through the design of appropriate budgetary systems. 
Reimbursement contracts are often complemented with volume or cost ceilings, promoting some 
possibilities to manage total costs. Even those county councils that have not introduced purchaser 
functions and/or profit centres at any level, are in the 1990s developing a more market oriented 
health sector. The national ÄDEL reform of 1992, shifting the responsibility for health care of the 
elderly and disabled from county councils to local municipalities, resulted in new contractual 
arrangements between local municipalities and county councils: local municipalities have to 
reimburse the county council if they cannot provide a place in a nursing home for elderly patients 
that were considered fully treated at the hospital by the hospital doctor, and were ready to be 
discharged. Furthermore, the increased possibilities for patients to choose health care provider 
also means that reimbursement tends to follow the patient's choices. County councils thus have to 
pay for services provided to their residents by another county council. The same reimbursement 
principles apply within county councils between districts. 
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The planning and management of health services before 1980, the 1980s and 1990s can be 
summarised as follows. In the period before 1980 the prevailing planning and management 
ideology was focused on judgements and demands by the medical profession's representatives. In 
the 1980s focus shifted towards public health based planning and management including budget 
allocations according to needs of the residents. In the 1990s, there has been a shift toward 
planned market solutions to health care planning and management. 

Regulation 
An important role for the central government is to establish basic principles for health services 
through legislation and recommendations. The most important of these is the Health Care Act of 
1982. Other laws regulate the responsibilities and obligations of personnel, confidentiality, the 
qualifications needed to be able to practice medicine and rules on handling patient records. The 
Ministry of Social Affairs is responsible for developments in health care, social insurance and 
social services. The Ministry draws up terms of reference for government commissions, presents 
proposals for Parliament on new legislation and prepares government regulations. The National 
Board of Health and Welfare is the government's central advisory and supervisory authority in 
health and social services; its mission is to follow up and evaluate services provided and to ensure 
that services are in accordance with central government goals. Regulations produced by the 
National Board of Health and Welfare state that regular, systematic and documented work should 
be conducted to ensure quality of care. All staff are furthermore formally obliged to participate in 
quality assurance programmes, although the extent of active participation is in practice still 
modest. The National Board of Health and Welfare is also the licensing authority for physicians, 
dentists and other health service staff. 
 
If a patient suffers an injury or disease in connection with medical treatment, or is exposed to the 
risk of suffering an injury or disease because of the treatment, the provider is obliged to report the 
incident to the National Board of Health and Welfare. Should faults or negligence in the treatment 
be attributable to members of staff, the incident can be referred to the National Medical 
Disciplinary Board. Referrals to this board can also be addressed by patients or patients' 
relatives. The National Medical Disciplinary Board cannot, however, act on its own initiative. 
The Board is a separate authority with an organisation somewhat similar to that of a court and 
can decide on disciplinary measures.  
 
Claims for financial compensation for a patient who has suffered an injury are covered by the so 
called patients' insurance and not by the Board. Since 1995, every institution providing health 
services has a legal obligation to provide compensation for injuries which have occurred in the 
course of provision of these services. The institutions are insured to meet demands for 
compensation from patients. 
 
The Medical Products Agency is the government agency that decides on registration of new 
drugs. The activities of this agency are regulated by a law governing medical products which has 
been adapted to EU regulations. The supply of pharmaceutical products is the responsibility of 
The National Corporation of Swedish Pharmacies. The Drug Act of 1993 constitutes the basis 
for all activities connected with pharmaceuticals and drug distribution in Sweden. The Act on 
Retail Trade in Drugs is a special law that gives the state the exclusive right to conduct retail 
trade in drugs; the government decides by who, and on what terms, retail trade in drugs may be 
conducted. Through an agreement with the National Corporation of Swedish Pharmacies, the 
state has assigned to this body its exclusive right to retail trade in drugs. The agreement states 
that The National Corporation of Swedish Pharmacies is responsible for ensuring pharmaceutical 
supply at uniform prices throughout the country and at the lowest possible cost to both individual 
consumers and to society. Annual contracts with the county councils and local municipalities 
require the National Corporation of Swedish Pharmacies to stock drugs approved by the Swedish 
Medical Products Agency that have been prescribed by qualified physicians. 
 
Since 1993, the National Social Insurance Board has negotiated the prices of medical products 
with pharmaceutical companies. Patient fees for drugs are charged according to the law on 
reimbursed drugs. The government sets the patient fees for drugs reimbursed by the National 
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Sickness Insurance, i.e., drugs included in the National Drug Benefit Scheme. The list of drugs 
included only covers out-patient treatment drugs and is established by the Ministry of Health and 
Social Affairs. 
 
Another central government regulatory power is the determination of the per diem fee level that 
local municipalities must pay to county councils for fully treated disabled and elderly patients 
according to the ÄDEL reform and for fully treated long term psychiatric patients according to 
the "Psychiatric reform". 
 
The county councils are through The Health Care Act responsible for the provision and financing 
of health services. They regulate the private practitioners' market in the sense that by approving 
establishments they also authorise reimbursement of the practitioner by the National Social 
Insurance Board. They cannot, however, stop a practitioner from establishing a practice; their 
regulatory power is restricted to financial control systems. 

Decentralization of the health care system 

Decentralization is a key concept associated with the development of the organisation and 
management of the Swedish health care system. Except for some national policy development, 
legislation and supervision, the responsibility for health care is devolved to local governments. 
Responsibility for financing and providing health services has been devolved to the county 
councils, while responsibility for financing and delivering long term care for the elderly, the 
disabled and long term psychiatric patients has been devolved to local municipalities. The county 
councils and local municipalities enjoy a considerable degree of autonomy in relation to the 
central government and the local municipalities in turn are not, however, subordinated or 
accountable to the county councils. Each are governed by locally elected councils. The laws on 
health care and social services allow the county councils and municipalities to impose taxes to 
finance their activities. 
 
Sweden's health care system is also characterised by decentralization within each county council. 
Since the 1970s, this has applied to financial responsibilities within each county council. The 
degree of decentralization, organisation and management varies substantially between county 
councils, therefore a full account of planning, management and organisation reforms would 
require county specific descriptions. A summarised description of the decentralization of Swedish 
health care responsibilities since the 1970s is given below. 
 
By the end of the 1970s it was evident that county council revenues would not continue to 
increase at the same pace as earlier; cost containment therefore became an important issue. The 
expansion and differentiation of the health sector had furthermore made it difficult to plan and 
manage the provision of health services by detailed central county long-term plans. Incentives that 
would increase productivity and efficiency became important elements in the future development 
of planning and management systems. Generally, several local health care districts within each 
county council were formed, each with an overall political responsibility for the health of the 
residents of this area. In a decentralization reform of the 1980s, the county councils, at a different 
implementation pace, decentralized financial responsibility for health care activities by 
introducing global budgets; the districts became responsible for resource allocation within the 
districts. Central county councils managed the districts by allocating the budget among the 
districts. 
 
Many districts, most of which managed a hospital and several primary health care centres, started 
to practice the same principles of global budgeting within the district; financial responsibility was 
decentralized to hospital and departmental and primary health care centre levels. The professional 
heads of departments were cost responsible for their activities. This meant a shift of focus with 
respect to planning of health services from politicians to professionals. The introduction of global 
budgeting and cost centres were not, however, considered enough. The system performed well 
with respect to cost containment, but productivity was still considered low. In the late 1980s, 
systems of transfer pricing began to replace cost centre management; health service providers 
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were to be reimbursed through prospective per case payments instead of through activity budgets. 
The decentralization of financial responsibility is since then a trend, even though the pace of 
introduction varies both across county councils and specialities. 
 
By the end of the 1980s, 20 out of 26 county councils planned to reimburse general and medical 
ancillary departments with per case payments, and to establish a total cost responsibility at direct 
patient care departments. Free services were to be abolished. Again, the pace of introduction 
varied. In 1992, for example, 40% of the hospital clinical chemistry laboratories and 20% of the 
hospital radiology departments were managed as profit centres. Profit centre management was 
more common in densely populated regions than in scarcely populated regions, and more common 
at large hospitals than at small ones. Profit centre management has in the 1990s also been 
introduced in direct patient care departments. This is, however, more difficult to achieve; much 
work has in the late 1980s and early 1990s been focused on establishing product systems for 
direct patient care departments. DRGs have so far been one of the most common product 
classification systems with respect to in-patient somatic care. Where this has been implemented, 
districts, or special purchasing organisations, reimburse the hospitals prospectively per case 
based on product descriptions.  
 
In the area of privatisation of health services, there has not been much activity. Some county 
councils, for example, Stockholm, have privatised as many general ancillary services as possible, 
however most county councils, have not undertaken much privatisation. Again, it should be 
emphasised that variations in strategies and policies exist between county councils. All in all, not 
many health service activities have been privatised and most health care services are still provided 
by facilities owned by county councils. 
 
Several problems have emerged in connection with the decentralization of financial responsibility. 
There is a lack of experience in managing units through transfer pricing, product descriptions are 
difficult to achieve in health services, and the accounting system is not sufficiently developed to 
support a decentralized management system as it was designed to support a county level centrally 
planned management system. Furthermore, there are some indications that cost and revenue 
responsibility is not always adequately followed through by the corresponding authority; districts 
and departments in some cases report that they have cost responsibilities for activities they cannot 
control. 
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Health care finance and expenditure 

Main system of finance and coverage 

Swedish health care is predominantly publicly financed through taxation. In the most part this 
involves proportional county council income taxes levied by each of the 26 counties on their 
populations. These tax revenues are used mainly for financing health care, as well as other 
services. Some 77% of total county council expenditures are health care expenditures, while the 
remaining 23% are expenditures on other services, including activities within social welfare, 
culture and public transportation. 
 
Other health care financing sources include state grants, the major part of which is disbursed 
directly to the county councils and a smaller via the social insurance system. There is also finance 
from the national social insurance system and private expenditure, (i.e., out-of-pocket flat fee 
payments at points of service) and a very small proportion of total health care expenditure is 
financed by private insurance. 
 
Some 72% of total health care income of the county councils was in 1993 derived from tax 
revenues. Other income sources of significance are grants and payments for certain services 
received from the central government which amounted to 11.2%. Out-of-pocket contributions 
from consumers amounted to 3.5% of total county council income, and 6.2% were 
reimbursements from other county councils and/or municipalities for health services to their 
residents. 
 
The redistribution between the national social insurance system and the county councils is of two 
types. First there is a transfer of resources by which the county councils receive grants that 
depend on specific performance. The grants are based on certain features of the county, such as 
for instance regional facilities. Second are general grants for the services the county councils 
provide. 
 
The social insurance system is centralized at national level and is headed by the National Social 
Insurance Board. Insurance is compulsory, and covers individual income losses due to illness, 
individual expenditures for prescribed drugs and health care services, foremost in ambulatory and 
dental care. The insurance also covers all individual expenditures for drugs and health service 
consumption exceeding a high cost protection limit. Annual compensation for loss of income is an 
important item covered by insurance. Employers pay income-compensation from the second day 
until the 14th day of sickness, after which the national health insurance pays individuals 75% of 
their income. Reimbursement for health care and drug costs is paid directly to the responsible 
public or private providers after deduction is made of the part that the patient has paid to the 
health service provider or pharmacy. The size of reimbursement is established annually by the 
government. The main part of health insurance is financed by employer's contributions (80%) and 
the rest by specific transfer payments from central government (20%). Both private and public 
employers pay, a contribution per employee to the health insurance system, in 1996, this was 
5.28% of the employee's salary. It may be noted that there is an interdependence between the two 
insurance functions, i.e., against health care costs and income losses. An inadequate or delayed 
provision of medical care might cause excessive expenditure of income compensation and 
production losses.  
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The state grants, outside the social insurance system, are financed through national level 
progressive income taxes and indirect taxes. In total, the financing system is progressive, i.e., 
people with higher income contribute a higher proportion of their income to health financing 
(through taxes and direct payments) than people with lower income. In 1990, 13% of household 
gross income was spent, in one form or other, on health care. 
 
The Swedish system provides coverage for all persons who are resident in Sweden regardless of 
nationality. In addition, coverage for emergency attention is provided to all patients from 
EU/EEA countries and seven other countries with which Sweden has a special convention. The 
services available are highly subsidised and some services are provided free of charge. 
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Health care benefits and rationing 

The Swedish health care system is characterised by good access to health care services of a high 
quality and expectations of these services are usually very high. This is a result of Sweden's 
prosperity, medical and technological developments, and a welfare-orientated ideology. The main 
objectives of health care are good health and care on equal terms for the entire population. 
Diagnosis and treatment are the principle tasks of medical care. No basic or essential health care 
or drug package is defined. Instead there are some definitions as to what falls within and outside 
the domain of health care and some general guidelines regarding the priorities of the health care 
sector. 
 
One priority is that medical care should be easily accessible for anyone not feeling well or having 
a disease. Everyone who needs medical attention should be able to receive it. At the same time, 
the responsibilities of health care are limited to care which demands the clinical personnel's 
special skills. In the event of sickness or injury, patients are guaranteed medical attention by the 
appropriate medical institutions with the competence and resources to deal with the problem. 
 
Limited resources and growing demands on the health care sector require some choices to be 
made between competing alternatives. In 1995, an official report on health care priorities 
suggested three major principles as guidelines:  
 
• The principle of human rights: all humans have equal value and equal rights irrespective of 

their personal qualities and positions in society. 

• The principle of need or solidarity: resources expended should focus on the human being or 
the sector that is in greatest need. 

• The principle of cost-effectiveness: when choosing among different sectors or actions, a 
reasonable relationship between costs and effects, should be obtained – measured in improved 
health and higher quality of life. 

 

The above three principles are ranked, so that the principle of human rights takes precedence over 
the principle of need and solidarity. The principle of cost-effectiveness is subordinated to the 
other two. Guidelines are distributed by the National Board of Health and Welfare, but it is up to 
the county councils to establish their own priorities. There are five levels of priorities to be 
followed according to the guidelines. 

Table 1. Priorities for political/administrative prioritzation 

Priority description of care needed 

1. Care of life-threatening acute diseases and diseases which without treatment will lead to a 
longer invalidity or too early death. Care of serious chronic diseases. Palliative care in the 
final phase of life. Care of people with reduced autonomy. 

2. Prevention with documented benefit. Rehabilitation etc. according to the definition in the 
Health Care Act. 

3. Care of less serious acute and chronic diseases 
4. Borderline cases 
5. Care for other reasons than disease or injury 

Source: Report of the government committee on priorities, SOU, 1995:5. 
 
In accordance with the guidelines above, some hospitals have started not to perform in vitro 
fertilisation and mammography unless the patient pays for the services herself. For non-acute 
diseases or less serious conditions a Guarantee of Care within a reasonable time-period was 
implemented in 1992 and includes 10 selected diseases, such as hip joint replacement and cataract 
surgery. This obliges the county councils to provide certain diagnostic tests and treatments within 
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three months from the time the patient has been placed on a waiting-list. If they cannot provide it 
within three months, they must offer the patient treatment at another public hospital.  
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Complementary sources of finance 

The revenue sources for health care in Sweden are the following: taxation, including mainly 
proportional income taxes as well as indirect taxes; the national social insurance system; private 
expenditure, i.e., out-of-pocket payments; and private insurance. Swedish national accounts do 
not present data for sources of revenues. The relative magnitude of these revenue sources can be 
gauged through expenditure figures. These indicate that in 1993, 70% of total health care 
expenditure was public (i.e. tax-financed) expenditure, and 13% subsidies from the social 
insurance system. Therefore about 83% of total health care expenditure represented expenditure 
of the statutory system, with the remaining 17% constituting private expenditure. It is estimated 
that private insurance accounts for about 2% of total health care expenditure, and the remaining 
15% private out-of-pocket payments. 

Out-of-pocket payments 

There are direct consumer charges for medical services, which take the form of flat rate 
payments. Until 1991, central government strictly defined maximum direct consumer charges for 
physician visits and so on. Since then, county councils have been able to determine their own fee 
schedule for out-patient care. However, there are upper limits to this as the public sector is not 
allowed to charge more than the average cost of producing the service. In practice, consumer 
charges are usually set far below the cost of production. The fee for consulting a physician in the 
primary health care services, varied in 1996 between county councils from SEK 60 to SEK 140. 
For consulting a specialist at a hospital the fees varied in 1996 from SEK 100 to SEK 260. For 
in-patient care pensioners pay a fee of SEK 75 per day for each day they spend in hospital. For 
all others except children under the age of 16 years the fee is SEK 80 per day. For children under 
the age of 16 years no fee is charged. 
 
The central government has decided upon a high-cost exemption scheme for all residents of 
Sweden. This means that an individual's charges for health care for a period of a year, including 
visits to physicians, district nurses, physiotherapists, etc. and prescribed drugs, may not exceed 
SEK 1800 (1996). On reaching this figure, the patient is entitled to free care and free medicines 
for the remainder of the twelve month period, which is calculated from the first visit to a 
physician or the first purchase of medicines. The high cost exemption scheme is included in the 
national health insurance scheme and financed by the National Social Insurance Board. The list 
of drugs that do require out-of-pocket payments is established by the National Social Insurance 
Board. Co-payments for prescribed drugs are, in contrast to co-payments for health services, 
uniform throughout the country and determined by the central government. The copayments for 
prescribed drugs were in 1995 SEK 160 for the first item on a prescription and SEK 60 for each 
of the following items. 
 
In primary care clinics, vaccinations, health checks and consultations as well as certain types of 
treatment are provided free of charge to all children under school age. Ante-natal care is also free. 
Dental care is provided free of charge to all children and young people up to the age of 19 years. 
For adults there is a public dental insurance which subsidies dental care exceeding a cost of 
SEK 700 per year. The national health insurance scheme also partly subsidies part of dental care 
costs for drugs included in the National Drug Benefit Scheme, purchased on a physician's or a 
dentist's prescription. 
 
Out-of-pocket contributions from consumers amount to 3.5% of county council revenue. 
Reimbursement for health care and drug costs is paid directly to the responsible public or private 
health service providers by the National Social Insurance Board after deductions for the part that 
the patient has paid to the authority. The size of reimbursement is established annually by the 
government. 
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Voluntary health insurance 

Private insurance is limited in Sweden, accounting for 2% of total health care expenditure. The 
Swedish insurance company, Skandia, began to offer health insurance in 1985, and the company 
is today the largest in the business with about 20 000 persons insured. In addition, there are about 
5–10 other companies offering private health insurance. Private health insurance is taken out to 
cover, for example, additional costs as a consequence of a child's disease, the costs which are not 
covered by the statutory system, and the costs of medical care at private hospitals. The national 
health insurance scheme does not reimburse patients for inpatient care at these hospitals. In 1992, 
yearly fees for a private health insurance policy varied between SEK 3000–4000 for the age 
group 19–54 years, and SEK 6000–9000 for the age group 55–64 years. Usually, it is not 
possible to purchase private insurance after the age of 60 years. 
 
At the end of the 1980s there was growing interest in insurance that provided the right to 
immediate care at private hospitals. The reason for this was probably the growing queues within 
public health care for certain kinds of medical treatment. When the Guarantee for Care was 
introduced, the queues slowly decreased. However, since 1996, they have started to grow again 
and it is likely that the number of people with private insurance as a result will start to increase 
once more. 
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Health care expenditure 

The development of total health expenditure in Sweden since 1970 is illustrated in Table 2. 

Table 2. Trends in health care expenditure in Sweden, 1970–1993 

 1970 1975 1980 1985 1990 1991 1992 1993 

Value in current prices 
billions of SEK 

12.4 24.0 49.8 76.9 117.1 122.3 109.3 108.5 

Value in Constant Prices 
billions of SEK NCU90 

710 836 991 106.9 117.0 118.1 100.3 969 

Value in Current Prices 
per capita (PPP$) 

274 477 867 1.159 1.464 1.423 1.300 1.266 

Share of GDP (percent) 7.1 7.9 9.4 8.9 8.6 8.4 7.6 7.5 

Public as share of Total Expenditure on 
health care (percent) 

86 90.2 92.5 90.2 89.7 88.3 85.2 82.9 

Source: OECD Health Data File, version # 3.6, 1995. 
 
Several points can be noted from Table 2. First, total expenditure on health care increased from 
1970 to 1991, and began to decrease in 1991, both in terms of current and constant prices. In 
terms of per capita spending in PPP adjusted US dollars, health care expenditure began 
decreasing since 1990. These trends illustrate the expansion phase of the 1970s in particular and 
also of the early 1980s, and the cost containment efforts since the mid 1980s. However, total 
health expenditure as a share of GDP reached a peak in 1980, and has steadily declined since 
then. Another point to note from Table 2 is that public expenditure as a share of total health 
expenditure appears to have decreased since 1980.  
 
Figure 1, presenting total health care expenditure as a share of GDP shows that Sweden's total 
expenditure on health as a share of GDP is slightly lower than the western European average. 
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Fig. 3. Total expenditure on health as a percentage of GDP in the WHO European 
Region, 1994 

ba
1995, 1993, 1991

c

1.4
1.4

2
2.8

3.2
3.4

3.9
4.5
4.6
4.7
4.8

5.4

2.8
3.6

4.1
4.5
4.7
4.8

5.7
6.2
6.3

6.9
7

7.7
7.8
7.9

4.2
5.2

5.8
6.6

6.9
7.3
7.3

7.6
7.7
7.7
7.9
8.1
8.2
8.2
8.3
8.3

8.8
9.5
9.6
9.7
9.7Austria

France
Switzerland

Germany
Netherlands

Italy
Finland

Israel
Belgium
Iceland
Ireland

WE average
Sweden
Portugal
Norway

Spain
United Kingdom

Denmark
Luxembourg

Greece
Turkey

Slovenia
Czech Republic

TFYR of Macedonia
Slovakia
Hungary
Croatia
Estonia

CEE average
Lithuania
Bulgaria
Poland
Latvia

Romania
Albania

Tajikistan
Russian Federation

Ukraine
Belarus
Georgia

Kyrgyzstan
Uzbekistan

Republic of Moldova
Azerbaijan

Kazakhstan
Armenia

Turkmenistan
0 2 4 6 8 10

Percentage o f GDP

b

b

b

c

a

b

b

7.7

5.7

b

 
Sources: western Europe: OECD health data, 1996 except Israel (WHO Regional Office for Europe, health for all data base); CEE 
countries: World Bank except Croatia (Health Insurance Institute), Estonia (UNDP) and Latvia (Ministry of Health); CIS: ministries of 
health except Armenia and Belarus (UNDP), Georgia (WHO Regional Office for Europe, health for all data base), Kyrgyzstan (Ministry 
of Finance), Tajikistan (State Committee for Statistics and Economic Situation) and the Russian Federation (MedSocEconInform 
Institute). 



 Health care finance and expenditure 23

 
Health care expenditure as a share of GDP (presented in Table 2) is plotted in Figure 3 along 
with the trends of selected European countries. The trend for Sweden differs from the average in 
several respects. First, the increase between 1970 and 1980 is significantly higher in Sweden, 
reflecting the expansion phase of the 1970s. Second, Sweden shows a decreasing trend since 
1980, while most other countries illustrated in the Figure have experienced an increase since 
1980. However, Sweden still had a share well above Western European average in 1990, even if 
the trend between 1980 and 1990 is a decreasing share, as opposed to the average trend. Third, 
the share of GDP in Sweden has declined significantly in the early 1990s, contrary to the 
increasing trend for the countries shown. From 1992 Sweden is actually below Western European 
average. 
 
The sharp decrease between 1991 and 1992 can partly be explained by the ÄDEL reform. Some 
expenditures earlier defined as health care expenditure were from then on defined as social (non-
health) expenditures. 
 

Fig. 4. Trends in health care expenditure as a share of GDP (%) in Sweden and selected 
western European countries, 1970–1993 
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Source: OECD Health Data File, version # 3.6 (1995). 
 
Figure 5 shows per capita spending in $PPP for Western European countries for the year 1993. 
Per capita health care expenditure in Sweden was below the Western European average. 
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Fig. 5. Health care expenditure per head in US $PPP in western Europe, 1994 
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Source: OECD Health Data File, version # 3.6 (1995); WHO Regional Office for Europe, health for all data base. 

Structure of health care expenditures 

The structure of health care expenditures is illustrated in Table 3. It has not been possible to 
disaggregate expenditures for in- and out-patient care. 

Table 3. Health care expenditure by categories in Sweden (as % of total expenditure on 
health care), 1970–1994 

Total expenditure on: 
as share of TEHC* 

1970 1975 1980 1985 1990 1991 1992 1993 1994 

Public (%) 86 90.2 92.5 90.2 89.7 88.3 85.2 82.9 86.7 

Pharmaceuticals (%)  n/a 7.9 6.5 7.1 8.2 8.9 11.4 12.7 14.3 

Investment (%)  n/a n/a 1.1 0.9 0.5 0.5 0.4 n/a  

TEHC* – Total Expenditure on Health Care 
Source: OECD Health Data File, version # 3.6, 1995. 
 
Two trends can be discerned. First, pharmaceutical expenditure as a share of total health care 
expenditure has increased substantially in recent years. This increase has been identified as an 
important issue (see Section on pharmaceuticals and health care technology assessment). 
 
Second, the share of investment has declined significantly since 1980. Possible explanations are a 
levelling off that occurred after the expansion phase of the 1970s, and that cost containment 
became an important issue in the 1980s. 
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Health care delivery system 

Primary health care and public health services 

Primary health care is mainly publicly provided. Primary care services deliver both first-level 
curative as well as preventive care through public primary care centres. As of today, Sweden has 
950 health centres, each of which provides services to 20 000–50 000 inhabitants. The health 
centres are administered by the county councils. 
 
The aim of the primary care level is to improve the general health of the people and to treat 
diseases and injuries which do not require hospitalisation. Patients attend physician consultations 
by appointment, but most health centres give the patient the opportunity to come during certain 
hours in the day without an appointment. District physicians provide treatment, advice and 
prevention. Primary care services also include clinics for children, vaccinations, maternity 
controls, health checks and consultations as well as certain types of treatment. Others directly 
employed at this level are nurses, midwives, physiotherapists and gynaecologists, who also are a 
part of the health centres. The personnel's work in health centres is organised such that co-
operation between different professional categories is facilitated. District nurses have a special 
role as many first contacts with the health care system are their responsibility. It is the health 
centre nurses that do the first intake of patients, and if necessary direct them to the health centre's 
GP or refer them to the hospital. They also make home visits, especially to the elderly. Medical 
treatment, advice and support are given by district nurses both at clinics and when visiting 
patients in their homes. However, they do not have independent responsibility; they act under the 
physicians' advice. District nurses also have the right to prescribe certain pharmaceuticals and 
midwives to prescribe contraceptives. 
 
In January 1994, a new law was introduced, changing the structure in the work of physicians in 
primary care. According to the law every resident in Sweden would have had the right to choose 
their own family physician. However, the law was withdrawn and the county councils can use the 
family physician system if they wish, but they will not be forced to introduce it. Still, all residents 
shall have the right to choose a continuous physician contact in primary health care. The Family 
Doctor Act resulted in increased privatisation of primary health care services, as some GPs that 
were employed by the county councils saw in this Act an opportunity to start a business of their 
own with public funding. 
 
The GP is not necessarily the first contact for patients with health problems, nor does she or he 
have a role as gatekeeper to other levels of care. Despite this, the GP often provides first contact 
services especially for the adult and elderly populations with mainly physical health problems. 
People with mental health problems, especially relationship or sexual problems, usually apply 
directly to psychiatric services. In many cases the GP is the first contact for children, although 
this function is shared with paediatricians or the district nurse. Intake of women with specific 
female health problems is mostly a function delivered by obstetricians, gynaecologists or the 
district nurse within the health centre. When the medical resources available at the primary care 
level are insufficient for a specific patient, the patient may be transferred to county or regional 
care. The referral process varies from place to place. Usually, the GP makes an appointment with 
a specialist, a diagnostic centre, laboratory or a hospital, or the patient makes the appointment 
with a referral letter. Some GPs refer patients for diagnosis and treatment, and others only for 
consultation. 
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As noted above, GPs do not have a monopoly of primary health care. People seeking out-patient 
medical care can also go to a private clinic, or apply directly to a hospital out-patient department, 
as a prior referral from a GP is not necessary. Patients may choose the specialist and the 
outpatient department that they wish, but not the level of care. On entering a hospital, the patient 
receives treatment from a specialist in an outpatient clinic or the emergency room, depending on 
the acuteness of the illness. 
 
Within the general system, the county councils have many different patterns of care. It is up to 
each county council to decide on how to serve the population with primary care. One of the major 
changes during the last few years has been that the responsibility for care of elderly has moved 
from the county councils to the municipalities, under the principle that wherever one lives, one's 
municipality should provide care. This is also the case for psychiatric treatment and care for the 
mentally disabled. In 1992, the central government made it possible for the municipalities, subject 
to an agreement with their county councils, to make a temporary transfer (for five years) of 
county council responsibilities for primary care on an experimental basis. Seven municipalities 
and their respective county council took part in this experiment. 
 
Swedish GPs working in the public sector are employed by the county councils and receive a 
monthly salary in relation to their qualifications and work schedule. They do not receive fees from 
patients. Other personnel working in public health centres are also directly employed by the 
county councils and receive a monthly salary. 
 
Most GPs, 89%, work in primary health care centres. In addition to local health centres and 
family physician surgeries, primary care is also provided by private physicians and 
physiotherapists; at district nurse clinics; and at clinics for child and maternity health care.  
 
Because of efforts made by the central government and the county councils to develop primary 
care in the last few decades, as well as the recent discussion on the implementation of the family 
physician system, research activities are common in primary health care. Research in general 
practice and/or family medicine is carried out by a number of organisations in Sweden, with 
funding often provided by national organisations, such as the National Board of Health and 
Welfare. County councils and health centres also allocate budgets for research in general 
practice. 

Quality 
The maintenance of a high level of quality in the health care system and continuous efforts toward 
quality improvements have been issues of major interest in Sweden over a long period of time. At 
the present time, resources are limited and it is believed that it is important to demonstrate quality 
in the services provided. Quality committees at management levels are working to produce 
systems to develop and improve quality. Sometimes special officers are responsible for quality. In 
1994, the National Board of Health and Welfare produced a new regulation, according to which 
regular, systematic and documented work to ensure quality shall take place in the health services. 
Health care workers are obliged to integrate continuous and methodical quality assurance 
activities into their daily routines. The patient's needs are often the decisive factor when the 
objectives for these programmes are established. The federation of County Councils has taken 
initiatives to support the county councils in their participation. Several county councils have 
established quality committees or assigned a special quality assurance manager to support the 
hospital and the health centres in developing systems for quality assurance and continuous quality 
improvement. Some county councils also have a special budget for quality improvement 
activities. In hospitals, quality committees at management levels are becoming common. Health 
care staff meet in order to continuously observe their performance and seek possibilities for 
improvement. In the case of estimates of patient satisfaction, hospitals and health centres 
sometimes perform investigations of various kinds, for example, telephone interviews and 
questionnaires. The professional part of quality control is related to supervision and evaluation of 
clinical work. The Swedish Medical Association, for example, has introduced a programme for 
quality assessment in different specialities. In 1991–92 the Swedish Society for General Medicine 
initiated a national working group for quality assurance. Most of the work is being done in 
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practices locally or regionally. Interest in quality assurance among politicians within the county 
councils has grown during the last few years, focusing mainly on access to health care services 
and continuity in care. Every year the Federation of County Councils performs a survey among 
Swedes concerning their opinion on health care issues. In Table 4 below, two relevant questions 
are shown from the 1994 survey. 

Table 4. Opinions on health care, 1994 

Answer 

Question Very well Well Poor Very poor 
How well do you believe medical treatment is 
conducted?  

22% 68% 10% 0% 

 To a very  
high extent 

To a high 
extent 

To a low 
extent 

To a very 
low extent 

Is nursing care conducted with kindness and 
concern about the patients? 

12% 58% 27% 3% 

Source: Federation of county councils. 
 
Swedish health care legislation provides for the protection of the patient's integrity. Health 
personnel are obliged to inform a patient about his state of health and the available types of 
diagnostic procedures and treatment. The patient's identity is protected in various registers. The 
county councils are required to organise in their areas one or more regional boards of trustees. 
These trustees facilitate the contacts between the patients and the health personnel, and supply 
patients with any help needed. 

Freedom of choice 
During the 1980s and particularly the 1990s, patients have been given considerable possibilities 
to choose between health care providers. Freedom of choice gives the patient the right to choose a 
primary health centre or hospital within the same level of care. However, patients cannot always 
make choices about care on higher levels of referral. In the majority of the county councils it is 
possible to choose which hospital the patient wishes to use. One method available to the county 
councils to influence the decisions of patients is to differentiate the fees patients have to pay for 
the services. If a patient wishes to receive medical care at a hospital outside the county council in 
which he or she resides, a referral may be required. In inpatient care, the patient has the right to 
choose a department for treatment or surgery outside or inside the county councils. Certain 
special rules apply when a patient chooses a hospital outside the county council boundaries. 

Public health services 

Health status in Sweden is relatively high by international standards although recently it has been 
noted that differences in health status between different social groups are growing. The 
overwhelming majority of Swedes enjoy good health but there is a trend showing that certain 
social groups are falling behind. In 1991, the Public Health Committee published a national 
strategy for health with guidelines for future work to improve the health of the population, 
particularly disadvantaged groups. This strategy includes co-operation, emphasis on activities at 
the local and regional levels, different activities on the national level, research and training. In 
1992, the National Institute of Public Health was established by the government. It is responsible 
for operating health promotion and disease prevention programmes, especially those of a multi-
sectoral character, at the national level. Initially the Institute is expected to run special 
programmes focusing on alcohol, drugs, tobacco, unintentional injuries, children and youth, and 
women exposed to particular health risks. 
 
County councils and local authorities have joint responsibility for health care and well being. 
However, the ultimate duty to offer people the help and support they need rests with local 
authorities. The municipalities play a central role in preventive measures, such as alcohol abuse 
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and in caring for alcohol abusers. They also have responsibility for issuing liquor licences, 
imposing restrictions and monitoring the serving of alcohol in restaurants as well as of beer in 
shops. About 3% of total health care expenditure, excluding drugs and dentistry, goes to health 
promotion. Health promotion is primarily concentrated on disease prevention. Children are, for 
example, immunised against the most common childhood diseases. As is illustrated in Figure 6 
the percentage of immunised children against measles in Sweden in 1992 was well above the 
Western European average. 

Fig. 6. Levels of immunization against measles in WHO’s European region, 1994 
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Preventive and population oriented health care has been integrated with primary health care. 
General health education is given in schools by a teacher or by a school nurse and/or physician. 
Health education on tobacco, eating and/or alcohol are all functions often delivered by GPs. 75% 
of GPs are also involved in providing fundoscopy; over 90% of GPs are involved in immunisation 
of children and paediatric surveillance; they provide preventive services to women, i.e., making 
cervical smears; and all GPs examine for breast cancer. Midwives, district nurses and GPs all 
provide family planning services. Practical public health work takes place at the local level, in the 
child care sector, in schools, in institutional housing for the elderly and in the workplace. 
 
The National Board of Health and Welfare has a distinguished role of supervising and monitoring 
the public health activities of county councils and municipalities. An epidemiological centre 
(EpC) has been established to monitor and analyse health status and the social situation of the 
entire population, as well as morbidity hazards and social maladjustment. The centre is expected 
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to be of major importance in the future development of welfare policy in Sweden. On the regional 
level, some county councils have organised special units for community medicine that monitor 
and analyse health development in the county. 
 
Environmental protection is becoming increasingly important both locally and on a national level. 
The local authorities, municipalities, bear the responsibility for the major part of local 
environmental policy. This includes disease prevention, food quality, animal protection, nature 
management and conservation, water management, drinking water quality, sewerage policy, 
garbage disposal, supervision of environmentally hazardous activities, and chemical controls. 
Environmental safeguards in the form of natural resource management and structural planning 
are also becoming increasingly important, not least in the light of efforts to ensure local 
implementation of Agenda 21, signed at the Rio summit on the world environment in 1992. 
Municipalities also work on new forms of environmental auditing and accounting as well as on 
new environmental tariffs to improve protection, food quality and animal welfare. 
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Secondary and tertiary care 

For conditions which require hospital treatment, medical services are provided at county hospitals 
and regional hospitals. In Sweden, a relatively large proportion of the resources available for 
medical services have been allocated to the provision of care and treatment in hospitals. Sweden 
has about 90 hospitals which, depending on their size and degree of specialization, include 
regional hospitals, central county hospitals, and district county hospitals.  
 
At county hospitals, somatic care is provided in a number of specialist fields, partly in-patient 
care and partly out-patient care. County level health care covers patients with critical conditions 
or other illnesses requiring access to special resources. These resources are concentrated in one or 
a few hospitals within each county. Today, Sweden has 26 central county hospitals, each of 
which usually corresponds to each county council area. These also serve as district hospitals for 
their neighbourhood. In these hospitals there are about 15–20 specialities and the average number 
of short-term beds are 450 per hospital. In the district county hospitals, of which there are a total 
of 56, there are at least four specialities, including internal medicine, surgery, radiology and 
anaesthesiology. The average number of short-term beds are 137 per hospital. 
 
For highly specialized care, Sweden has six large medical care regions, each serving a population 
averaging at least one million. The regional medical care system is responsible for those patients 
whose problems require the collaboration of a large number of specialists. Their activities are 
regulated by agreements between the county councils within each region. Sweden has nine 
regional hospitals which are highly specialized, of which eight are affiliated to a medical school 
and also function as research and teaching hospitals. Each hospital is administered by its local 
county council and has an average number of about 900 short-term beds per hospital. These 
hospitals have a greater range of specialist and sub-specialist fields than at the county level, 
including for example, neuro surgery, thoracic surgery, plastic surgery and highly specialized 
laboratories. These hospitals provide the full range of medical specialities, and are available for 
referral patients with particularly complex conditions requiring collaboration among sub-
specialists and sophisticated diagnostic or treatment facilities. Although the central government 
contributes to regional hospital costs associated with teaching and research, the hospitals are 
administered by the county within which they are located. The regional hospitals also provide 
secondary level of care to the residents of their county councils. 
 
The organisation of hospitals varies somewhat across hospitals, depending on their size and the 
political committees in charge. However, despite certain small differences, hospitals are basically 
hierarchically organised. The most common structure involves a hospital director, an advisory 
physician to the director with no managerial responsibilities, and the departments, each with a 
head and two levels of physicians. There is no nursing director and the departments match the 
medical specialities, with sub-departments for sub-specialties.  
 
Figure 7 shows the number of hospital beds per 1000 population in Sweden and other European 
countries. It can be seen that Sweden had a very high ratio of beds to population, at 15.1 per 
1000 population in 1980 compared to 10.7 beds for the western European average. However, the 
number of beds has decreased significantly since then. This can be seen clearly in Figure 8, 
presenting the time trend for Sweden and selected European countries. Since 1992 when the 
ADEL-reform was implemented, 31 000 patients in long-term somatic care were taken over by 
the municipalities, thus further reducing the number of hospital beds. As a result, the number of 
beds per population in 1994 stood below the western European average. 
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Fig. 7. Hospital beds per 1000 population in WHO’s European Region, 1980 and 1994 
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countries and Israel, Norway, Switzerland). 
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Fig. 8. Hospital beds per 1000 population in Sweden and selected European countries, 
1970–1994 
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Source: WHO Regional Office for Europe, health for all database. 
 
During recent years, the number of days per person per year in short-term care has decreased for 
all age groups. The number of beds in short-term care has decreased from 4.6 per 1000 
inhabitants in 1985 to 3.2 per 1000 inhabitants in 1994. In long-term care also, the number of in-
patient days has decreased per person per year in most age groups. Reductions in average length 
of stay are illustrated in Table 5, where it is shown that average length of stay in 1993 was about 
one-third of that in 1970, and about one-half of that in 1990. The reduction can be explained in 
part by increases in productivity generated by new medical technology. Changes have also 
occurred in the area of psychiatric care during the last ten years. People with mental handicaps 
tend not to be institutionalized, but are rather being taken care of by the municipalities. At the 
same time as reductions have been made in in-patient care, more out-patient and so-called 
"alternative" forms of care have been established. 

Table 5. In-patient facilities utilization and performance, Sweden, 1970–1994 

In-Patient 1970 1975 1980 1985 1990 1991 1992 1993 1994 
Hospital beds per 1000 population 15.3 15.5 15.1 14.6 12.4 11.9 7.6 7.0 6.46.4 

Admissions per 100 population 16.6 18.1 18.3 20.0 19.5 19.9 19.5 19.5  

Average Length of Stay in Days 27.2 25.8 24.4 21.3 18 16.8 10.1 9.4  

Occupancy Rate (%)  83.6 83 85.8 84.2 84.7 81.7 83  

Source: OECD Health Data File, version #3.6 (1995). 
 
Table 6 shows in-patient utilization and performance data for Sweden and other European 
countries. In terms of average length of stay, it can be seen that of the western European 
countries for which figures appear, only three have an average length of stay lower than 
Sweden's. 
 



 Health care systems in transition —  Sweden 34

Table 6: In-patient facilities utilization and performance in WHO’s European Region, 
1994 

Country Hospital beds per 
1000 population 

Admissions per 
100 population 

Average length 
of stay in days 

Occupancy rate 
(%) 

Austria 9.4 26.5 10.3 80 
Belgium 7.6 19.7 a 12 a 83.5 a 
Denmark 5.0 a 20.5 a 7.6 a 84.8 a 
Finland 10.1 25.1 13.1 90.3 
France 9.0 23.4 a 11.7 a 80.5 a 
Germany 10.1 b 21.3 b 15.8 b 86.6 b 
Greece 5.0 a 13.1 b 9.8 b 70 c 
Iceland 15.8 b 28.2 c 17.8 c 84 c 
Ireland 5.0 a 15.5 a 7.7 b —  
Italy 6.6 15.5 b 11.2 b 69.6 b 
Luxembourg 11.8 a 20.3 b 16.5 b 81.4 b 
Netherlands 11.3 11.2 32.8 88.6 
Portugal 4.3 11.5 9.5 68.7 
Spain 4.2 c 10 a 11.5 a 77 a 
Sweden 6.4 19.5 a 9.4 a 83 a 
Switzerland 8.7 14.6 b —  82.6 c 
Turkey 2.4 5.8 a 6.7 a 57.8 
United Kingdom 5.0 a 21.6 10.2 a —  

Albania 2.8 8.07 8.98 71.8 
Bulgaria 10.2 17.71 13.6 64.4 
Croatia 5.9 12.78 13.78 81.6 
Czech Republic 9.8 20.61 13.5 77.7 
Estonia 8.4 17.82 14.2 83 
Hungary 9.9 22.76 11.3 —  
Latvia 11.9 20.14 16.4 78.7 
Lithuania 11.1 20.6 15.9 79.1 
Poland 8.2 d —  —  —  
Romania 7.7 21.1 10.3 77.4 
Slovakia 7.9 a 17.8 12.74a 76.6 
Slovenia 5.8 15.8 10.6 79.4 
The Former Yugoslav Republic of Macedonia  5.3 c —  —  —  

Armenia 7.6 7.6 16.32 —  
Azerbaijan 10.1 8.52 17.9 41.5 
Belarus 12.4 24.65 15.3 83.2 
Georgia 8.1 5.5 15.2 28.3 
Kazakhstan 12.1 18.17 16.8 68.9 
Kyrgyzstan 9.6 17.7 15.4 77.9 
Republic of Moldova 12.2 22 17.3 —  
Russian Federation 11.9 21.6 16.8 —  
Tajikistan 9.1 16.44 b 14.5 b 58.3 b 
Turkmenistan 11.5 17.01 15.1 66.6 a 
Ukraine 12.7 —  16.91 —  
Uzbekistan 8.8 19.3 14.3 —  

a 1993, b 1992, c 1991, d 1990,  

Source: OECD health data, 1996; WHO Regional Office for Europe, health for all database. 
 
In order to reduce waiting-time for certain necessary treatments and operations, in 1992 the 
central government and the Federation of the County Councils agreed to guarantee certain types 
of medical care within three months from being placed on a waiting-list. The investigations and 
treatments covered include surgery for coronary artery disease, hip and knee replacement, 
cataract surgery, gallstone surgery, inguinal hernia surgery, surgery of prolapse and incontinence 
and hearing-aid tests. 
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As long queues existed during the 1980s in public care for certain treatments, e.g. hip joint 
replacement and cataract surgery, several persons chose to pay for the treatment themselves at 
private clinics rather that wait for publicly provided care. In the larger cities there are several 
private providers for patients needing surgery or internal medicine. However, in the last few years 
private in-patient care has mainly been confined to nursing homes for chronically ill within 
geriatric and psychiatric care, and to some smaller private hospitals. Around 200 nursing homes 
are privately owned and operated. Lately, private clinics offering elective surgery have been 
established. Table 7 below shows the distribution of public and private hospital beds for selected 
years to 1993. 

Table 7. Public and private share in inpatient care by total number of hospital beds,  
1970–1993 

 1970 1980 1990 1993 

Public 90.0% 93.3% 92.1% 86.2% 

Private 10.0% 6.6% 7.9% 13.8% 

 
There are significant regional differences between the county councils concerning private care 
providers. It is mainly the larger county councils that have the most private providers. Public 
hospitals are larger and have specialized sectors and highly specialized equipment. They also 
have a different patient distribution. Compared to public hospitals, private hospitals concentrate 
on care that anticipates smaller investments. This could be due to a general uncertainty regarding 
future guidelines of the county councils concerning private hospitals.  
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Social care 

Social care in Sweden includes social welfare services, care of the elderly, the disabled and 
psychiatric patients. The 288 municipalities are in charge of social care. They each have a 
population ranging from about 5 000 to 700 000 and like the county councils, they are governed 
by local councils elected every fourth year. The traditional organisation of the municipalities 
includes a Municipal Executive Board, a Municipal Council and several local government 
committees. The Municipal Executive Board leads and co-ordinates all the Municipal's business 
and acts as a supervisor for the committees. The board is responsible to the council for following 
up matters that could possibly influence the development and economy of the municipality. The 
Municipal Council makes decisions of all community-run businesses. It is their duty to make 
decisions about goals, budgets, taxes, the committees' organisation and tasks. 
 
It is only recently that municipalities acquired responsibility for the elderly and disabled. This 
followed a decision by the national parliament in 1992, when these services were transferred from 
the counties to the municipalities. The reform also gave financial responsibility for these services 
to the municipalities. The services are financed by direct taxes levied on the population of the 
municipality, by national grants and by the recipient of care. The decision involved approximately 
31 000 individuals. The responsibility of municipalities includes all types of institutional housing 
(including nursing homes) and care facilities for the elderly. The municipalities also have to 
provide health care to residents within institutional housing and in the future may additionally 
have the responsibility for home nursing care. Factors leading to this transfer of  responsibility 
were the unsatisfactory co-operation between the county councils and the municipalities, and the 
belief that combined responsibility for health care and social services provision for the elderly and 
disabled will lead to more cost-effective results. In addition, the growing numbers of elderly have 
led to a search for alternative solutions. 
 
The basic principle of Swedish care of the elderly is that everyone who so wishes has the chance 
to remain at home irrespective of illness or diminished capacity. Great efforts have been devoted 
to making it possible for the elderly and disabled to be cared for at home. The home help service 
is thus the most extensive area of operations within the sector and about 3% of the population 
receive help. Special nursing staff make home-visits and provide necessary services 24-hours a 
day. The social welfare services are responsible for the home help services which include 
shopping, cleaning, cooking, washing and personal hygiene to those elderly people living at home 
who cannot cope on their own. The home service has changed to become more care giving and 
less service aimed. The fees for this service vary between municipalities and according to the 
numbers of hours of help provided. The fees are subsidised and the recipient of care only pays a 
portion of the costs, with this usually depending on her or his income. Today, a total of 150 000 
people are employed in connection with care of elderly. 
 
It is the municipalities' duty to provide residential care as needed, including nursing homes, old 
peoples houses and group-living for people with senile dementia and the handicapped. Around 
130 000 elderly people live in special forms of housing. Municipalities have the financial 
responsibility for elderly patients receiving acute hospital care and at geriatric clinics, if these 
patients have been fully treated and can be discharged. Nursing homes do not have a permanent 
physician but they have a physician to contact when needed. It is the medically responsible 
nurse's or sometimes the physiotherapist's duty to contact a physician when a patient needs care. 
It is the patient herself or himself who pays for medical attention. Table 8 below shows the 
monthly average rent for staying at a nursing home or an old people's home. 
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Table 8. Average monthly rent at a nursing home or old people's home, 1994 

Nursing home Average cost in SEK 

 Single room  1730 

 Two beds 1300 

 More than two beds 1025 

Old people's home  

 Own room  1900 

Source: National Board of Health and Welfare. 
 
These costs do not include costs for meals and services. Meals usually vary between 1300–
3000 SEK per month and the average cost per day is 65 SEK. The fees for services (laundry, 
linen and other services) varies between 100–300 SEK per month. 
 
The care is generally considered to be adequate and of high quality. This goes for both the care 
given in nursing homes as well as care and help received at home by the elderly. Recent surveys 
indicate that an overwhelming majority of the elderly are very satisfied with the level of care that 
they receive. 
 
The day-care activities for which the municipalities are responsible include day centres, 
rehabilitation and activities running somatic day-care. Major changes in this took place in the 
period 1991–1995, with efforts to decrease expenses. Both the absolute and relative number of 
people receiving home service has decreased even though the number of old people has increased. 
This has been made possible by the increased number of special housing arrangements for the 
elderly, i.e., group living, residential care and nursing homes.  It should be noted that social 
services are publicly provided by the municipality and the personnel working in the sector are 
directly employed. However, the services can be carried out either by public providers, or the 
municipality could have a private entrepreneur handling part of the services. Only 4% of the 
municipalities' total costs involves costs for private entrepreneurs. Barely half of the 
municipalities use private entrepreneurs. They are most commonly contracted in home services. 
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Human resources and training 

In 1994, Sweden had about 305 000 people publicly employed in the health services in the county 
councils, i.e., about 8% of all employees in the country. 
 
From the 1960s through the 1970s and part of the 1980s, the number of health sector personnel 
experienced steady growth. In the early part of this period, this growth was part of Sweden's 
policy objective to increase numbers of health care personnel. As a result, there was a roughly 
two-and-half fold planned increase in the number of new medical students from 1960 to 1980. 
This period coincided with the wide popularity of central planning techniques which attempted to 
achieve an appropriate mix of specialities as well as a geographical distribution of physicians 
according to criteria aiming at equity. In more recent years, some of the growth in health care 
personnel can be attributed to a shortening of working hours and a growing proportion of part-
time employees. In the late 1970s and early 1980s debate over whether excessive numbers of 
physicians were being produced resulted in planned declines in the numbers of new medical 
students, thus giving rise to a substantial slow-down in the rate of increase of physician numbers 
during the 1980s. Between 1992 and 1993 growth levelled off, and from 1993 onward the 
number of health care personnel has declined every year. This has been partly due to financial 
pressures and changes in the work done by the personnel. The above trends are reflected in Table 
9 showing the development in numbers of health care personnel in Sweden. It can be seen that 
there was general upward trend for most categories of personnel until about 1985–90. The 
number of active physicians per 1000 population has increased steadily since the 1970s, levelled 
off in the period 1985–90, and began to decline after 1991. The number of certified nurses 
peaked a few years earlier than that of physicians. 

Table 9. Health care personnel, Sweden, 1970–1995 

Per 1000 population 1970 1975 1980 1985 1990 1991 1992 

Active physicians 1.36 1.72 2.20 2.59 2.54 2.59 2.53 

Active dentists 0.84 0.86 1.0 1.01 0.61 0.95 —  

Certified nurses 5.08 7.31 8.81 7.72 —  7.13 9.55 

Midwives —  —  —  —  —  —  0.72 

Physicians graduating * 0.009 0.1 0.12 0.13 0.09 0.1 —  

Nurses graduating * —  —  —  42.2 —  39.7 —  

Source: OECD health data file, version no.3.6 (1995); WHO Regional Office for Europe, health for all database. 
 
Figures 9 and 10 show the trends in numbers of physicians and nurses, respectively, in Sweden as 
compared to other western European countries. In the case of physicians, the Swedish pattern 
tends to follow that of the Western European average of steady growth followed by decline since 
the early 1990s. The case of nurses is somewhat different in that as noted above the peak in 
numbers occurred earlier, in 1980, after which there has been steady decline. 
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Fig. 9. Physicians per 1000 population in Sweden and selected European countries,   
1970–1994 
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Source: WHO Regional Office for Europe, health for all database. 
 

Fig. 10. Nurses per 1000 population, Sweden and selected European countries,  
1970–1994 
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In the years to come, it is expected that recruitment of new health care personnel will grow, and 
the health sector may even experience some problems in the beginning of the next century. The 
average age of physicians is above 45 years and the number of retirements will increase 
substantially in the early part of the next century. However, the trend differs for different groups 
of personnel, reflecting a different balance between supply and demand. At the present time there 
is a shortage of nurses, especially nurses with specialist skills. In the case of physicians, a small 
surplus has started to appear in the last few years. 
 
The number of inhabitants per physician varies between the county councils from 216 to 458, and 
the average for the whole country is 330 inhabitants per physician (1994). The regional 
distribution of physicians is not wholly satisfactory, as there are difficulties in recruiting 
physicians to certain geographical areas and certain specialist fields. There is a shortage of GPs 
especially in some metropolitan and isolated rural areas. As Figure 11 indicates, the number of 
physicians in Sweden is below the Western European average, while the number of nurses is 
greater. The number of female physicians is significantly higher than the EU average of 23%: 
36% of physicians in 1994 were females. In medical schools women at present represent 50% of 
all medical students. 
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Fig. 11. Number of physicians and nurses per 1000 population in WHO’s European 
Region, 1994 
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A Supervision of Health Care Personnel Act requires the county councils to organise boards of 
trustees, whose duties are to facilitate the contacts between patients and health personnel and to 
supply patients with any help needed. Certain special regulations are designed to protect the 
patient's identity in various computerised registers, for instance those on HIV, cancer, hospital 
discharge and congenital malformations. 

Education and training 
Physicians are trained at the six medical schools of the Universities of Lund, Gothenburg, 
Linkoping, Stockholm (Karolinska Institutet), Uppsala and Umeå. Medical education is entirely 
financed by the state and is linked to the university hospitals and other parts of the health 
services, such as primary health care. The number of medical students is limited and every year 
some 900 students start medical training programmes. To become a registered physician a student 
must successfully complete a programme of study of five and a half years, followed by a 21-
month training period in general medical care, and a written examination. On registration a 
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physician is authorised to practice, but almost all physicians choose to continue their studies in 
order to qualify as a specialist. This requires five years of service in one of the 60 recognised 
specialist fields. To become a consultant or head of department, a physician needs five years of 
postgraduate specialist training. To work in a health centre, a physician needs to be specialized in 
general practice. 
 
Education for nurses is available at about 30 nursing colleges which are spread all over the 
country. They are normally run by the county councils. About 3500 students begin nursing 
education every year. Training of nurses consists of three years of basic education following 
which specialist training can be pursued. Nurses can choose to train in midwifery, intensive care, 
anaesthesia, community or children's nursing. Specialist training programmes last 40 to 60 
weeks. Training in occupational health nursing lasts 10 weeks after a general nursing education 
and two years' post-certification experience. 

Research 
Medical research in Sweden is characterised by strong links between basic research and clinical 
research and by the integration of research and development with health care services, 
particularly at the university hospitals. The state was previously regarded as having primary 
responsibility for research and development, nevertheless many physicians employed by the 
county councils have engage in research, on their own initiative within the framework of their 
duties. The county councils' attitude to responsibility of research and development has changed in 
the last few years. It is now accepted that the county councils and the municipalities have a 
partial responsibility for initiating and financing research and development. Of total national 
resources invested in research, 13% is allocated to medical research. 
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Pharmaceuticals and 
health care technology assessment 

The pharmaceutical expenditures for Sweden and selected European countries are illustrated in 
Table 10. 

Table 10. Pharmaceutical expenditures as percentage of GDP and health care per capita, 
selected countries, 1993 

 Percent of GDP Percent of health 
care 

expenditures 

Per capita 
expenditures 

(Index 
Sweden=100) 

Austria 1.0 10.7 119 

Belgium 1.2 15.4 150 

Denmark 0.8 11.3 91 

Finland 1.0* 10.7 102* 

France 1.6 16.8 192 

Germany 1.6 18.5 208 

Italy 1.3 18.0 171 

Netherlands 1.0 10.9 104 

Norway 0.9** 10.8** 114** 

Spain 1.2* 18.2* 118** 

Sweden 1.0 12.7 100 

Switzerland 0.7** 7.8** 121 

UK 1.0 14.9  112 

USA 1.1 8.5 174 

* 1992 
** 1991 

Source: The Swedish Association of the Pharmaceutical Industry: Facts 95, Pharmaceutical Market and Health Care. 
 
Measured either by the percentage of GDP spent on pharmaceuticals or per capita expenditures 
in 1993, Sweden had relatively low drug expenditures compared to other European countries and 
the United States. It should be noted, however, that Sweden has experienced substantial increases 
in pharmaceutical expenditures since 1993. 
 
The Drug Act of 1993 is the basis for all activities regarding pharmaceuticals and drug 
distribution in Sweden. It classifies pharmaceuticals into three categories: prescription drugs, i.e., 
drugs that require consultation with a physician; over the counter drugs (OTC), also called non 
prescription drugs; and drugs that may only be used at clinics possessing special resources. The 
Act on Retail Trade in Drugs gives the state the exclusive right to conduct retail trade in drugs. 
The National Corporation of Swedish Pharmacies has an agreement with the state according to 
which it has been assigned the exclusive right to retail trade in drugs. The agreement runs to 1 
January 1997. The National Corporation of Swedish Pharmacies was founded in 1971 when the 
government took over the operation from the former privately owned pharmacies. Two thirds of 
the stocks are owned by the state and one third by The National Corporation of Swedish 
Pharmacies' pension foundation. 
 
The flow of pharmaceuticals from the manufacturers to the end users is illustrated in Figure 12. 
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Fig. 12. The flow of pharmaceuticals (exclusive of medical appliances) from 
manufacturers to end users 
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According to the agreement between The National Corporation of Swedish Pharmacies and the 
state, The National Corporation is responsible for ensuring a good drug supply at uniform prices 
throughout the country and at the lowest possible pharmaceutical costs to the individual 
consumer and to society. By a one year contract with the county councils and local 
municipalities, The National Corporation of Swedish Pharmacies is responsible for the supply of 
drugs to the health care units. 
 
The Swedish Medical Products Agency, a central government agency, is responsible for the 
control of pharmaceutical preparations. The National Corporation of Pharmacies is obliged to 
stock drugs approved and registered by the Swedish Medical Products Agency. These drugs must 
be prescribed by practising physicians. The National Corporation of Swedish Pharmacies is 
required to maintain a countrywide distribution system and decides which sales outlets it wishes 
to have and where they are to be located in order to fulfil the requirement of availability. In 1994 
The National Corporation of Swedish Pharmacies operated 789 community pharmacies and 91 
hospital pharmacies. The National Corporation of Swedish Pharmacies is additionally responsible 
for providing factual information about drugs to the public and to physicians. 
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Patient fees are charged according to the law on reimbursed drugs. The government sets patient 
fees for drugs reimbursed by the national social insurance system. Reimbursements for drugs are 
paid directly to the National Corporation of Swedish Pharmacies from the National Social 
Insurance Board and from the public and private health care providers. Deductions are made for 
the part that the patient has to pay. 
 
Private medical insurance coverage of health expenditures may cover expenditures on drugs, and 
it is possible that employees may be reimbursed by their employer for drug expenditures. To what 
extent insurance or companies cover these expenditures is not known. Such cost coverage is most 
likely of little significance. 
 
Given that a drug has been registered by the Medical Products Agency, the Drug Benefit Scheme 
consists of two categories of drugs: a list established by the Ministry of Health and Social Affairs 
including drugs that are completely free for the patients; and drugs that do involve out-of-pocket 
charges for the patients. Patient charges are set by the central government. The patient fees were 
in 1995 SEK 160 for the first item on a prescription and SEK 60 for the following items. A 
prescription by a physician can include OTC drugs. Only OTC drugs included in the Drug 
Benefit Scheme are reimbursed. The National Health Insurance scheme also includes a high cost 
protection plan, such that the national insurance system covers all individual health care and drug 
costs, should they exceed a certain amount per twelve year period. Out-of-pocket payments for 
drugs not included on the list of free drugs may be fully reimbursed by the National Social 
Insurance Board anyway, should the patient reach the limit of the high cost protection. 
 
The National Social Insurance Board's role as price setting body is regulated by law. This law 
also decides on the rules regarding the reference price system, which was introduced in 1993. 
According to the reference price system, generic products can be established on the market after 
the original patent has expired. The Medical Products Agency decides on which drugs should be 
considered generic. The National Social Insurance Board reimburses the National Corporation of 
Swedish Pharmacies for an amount that exceeds the lowest price on the market plus 10%. The 
patient can choose a more expensive drug than the one the physician has prescribed, but must pay 
the difference between the price and the part that the National Social Insurance Board 
reimburses. The initial effect of the reference price system was that costs of products for which 
there was a reference price decreased by SEK 388 million the first year. 
 
In 1994, approximately 15% of the total drug costs, including prescription as well as OTC drugs, 
were financed by hospitals, 25% by patients, and 60% by the National Social Insurance Board 
through the Drug Benefit Scheme. The costs for the Drug Benefit Scheme have increased by 
12.7% per year on average during the last 10-year period. The total cost was SEK 11 billion in 
1994. Between 1993 and 1994 the cost increase was 16%. The total cost for the Drug Benefit 
Scheme has also increased substantially as a share of total health care expenditure, rising from 
9% 1990 to 13% 1994. This cost increase for the Drug Benefit Scheme is considered to be an 
important issue in Swedish health care. Those measures that have been introduced – such as the 
reference price system in 1993, the gradual increase in patient fees, the exclusion of some drugs 
from the Benefit Scheme – have not reversed the trend of increasing costs in a satisfactory way. 
 
A parliamentary committee is presently considering a reform of the financing of the National 
Drug Benefit Scheme with the objective, among other things, to contain costs. One issue that is 
considered to be cost driving is the open third party payment system. Prescribing physicians, 
public as well as private, have no direct incentives to keep drug costs at a low level. Nor do the 
patients. The committee suggests that the cost responsibility for drug treatment should be 
transferred to the county councils, and that the principles for high cost protection should be 
examined. 
 
An interim report produced in 1995 suggests, inter alia, that patients should pay for full drug 
prices up to a limit of SEK 500 per year, 50% of the drug prices in the interval SEK 501–1000 
and 10% in the interval SEK 1001–3500. Costs of drugs that exceed SEK 3500 per year would 
be fully covered by the National Drug Benefit Scheme. This would mean that no individual will 
have to pay more than SEK 1000 per year for drugs. Furthermore, it is suggested that the list on 
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free drugs should be abolished. The National Sickness Insurance should complement this with a 
general high cost exemption scheme so that no individual would have to pay out-of-pocket fees 
exceeding SEK 2000 per twelve month period for prescribed drugs and out-patient care. To 
encourage more rational drug prescription, it has been the committee's objective to reform the 
National Drug Benefit Scheme so that actual drug costs should be made noticeable to patients 
and the prescribing physicians. The committee suggests that the cost responsibility for the 
National Drug Benefit Scheme should be decentralized and transferred from the National Social 
Insurance Board to the county councils. The committee also suggests that price regulation of 
drugs included in the Drug Benefit Scheme should be conducted by a central national body with 
the objective of making drugs available for all people throughout the country and at uniform 
prices, but with real influence on price regulation by the county councils. 
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Financial resource allocation 

Third-party budget setting and resource 
allocation 

The size of the overall health care budget in Sweden is determined by tax revenues, patient out-
of-pocket payments, reimbursements from the National Social Insurance Board, and state grants. 
The county councils' total health care budget is determined by income tax revenues, state grants, 
patient fees and reimbursements from other third party payers for treatment of patients who do 
not belong to the county council in question. Figure 13 describes the financial flows within the 
health care system (excluding care of the elderly and disabled). 
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Fig. 13. Financing flow chart showing financial flows between consumers,  
third-party payers and providers 
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Since the financial and political responsibility for health care is decentralized to the county 
councils, it is difficult to exactly connect the financing sources with different activities within the 
county councils. The reason for this is that most county council activities are financed through 
county tax revenues and the county councils have responsibility for other activities as well, 
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besides health care. The total costs for the county councils were in 1994, SEK 118 billion; 55% 
were costs for highly specialized (tertiary) regional care and county (secondary) care, 15% were 
costs for primary health care and 4% were costs for dental care. Three per cent were costs for 
central administration and 23% were costs for activities other than health care, e.g., education 
and cultural activities and care of mentally retarded. 
 
The county councils finance their activities mainly through county taxes and general state grants, 
72% and 9% of total income respectively. These resources are not earmarked for special 
activities. An additional 2% of county council income comes from specially designated state 
grants for such items as clinical training and research. Patient fees for in- and out-patient health 
services account for 2.2% of total county council income, 1.3% represents patient fees for public 
dental care, and 6.2% are reimbursements from other county councils and local municipalities. 
The National Social Insurance System reimbursements to the county councils are made within the 
so called DAGMAR reform, and involve reimbursements for ambulatory care provided by the 
county council or by private practitioners connected to a regional insurance office. The allocation 
between county councils is determined according to criteria of need. The allocation formula 
considers differences in mortality, sickness leave, premature retirements and elderly people living 
on their own. The National Social Insurance System also reimburses the county councils for 
dental care and travelling costs because of sickness, rehabilitation activities, etc. 
 
The total grants and reimbursements from the state to the county councils were in 1994, 11.2% of 
total county council income, with 5.9% consisting of a tax equalization grant, i.e., more is 
allocated per resident to those county councils that have relatively low tax revenues per resident. 
The model for allocating the state tax equalization grant is under consideration by a 
parliamentary committee. A suggestion for a revised model according to need, based on expected 
remaining life years among individuals and socio-economic factors, was suggested in an official 
report in 1994. No official decisions have been made, however. 
 
Most resource allocation decisions regarding health services are political decisions made by 
county councils. However, by tradition, central government and the county councils collaborate 
extensively on planning and resource allocation regarding highly specialized regional (tertiary) 
health services and certain investments in high technology. According to the Health Care Act the 
central government decides on the grouping of county councils into health care regions. The Act 
also states that county councils should collaborate within these regions with respect to highly 
specialized health care. The collaboration on specialized hospital care and the existence of grants 
means that it is difficult to make a clear distinction regarding resource allocation responsibilities 
between the central governments and the county councils. 
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Payment of hospitals 

Until recent years, hospitals were reimbursed through a payment system developed in the 1960s 
and 1970s during the period of health services expansion. This was based on the use of annual 
budgets which include the cost of all hospital staff, drugs, supplies and equipment. If a hospital 
accumulated a deficit, this was covered by the county councils. During the 1980s, efforts to 
develop cost control mechanisms led some county councils to introduce "clinical budgets", 
whereby clinical departments were obliged to carry deficits on to the subsequent year, while a 
portion of surpluses could be kept for specific purposes such as staff training. This was 
considered successful for the purposes of containing costs. 
 
Recently, there has been more variation between county councils’ payment systems. Many county 
councils have introduced purchasing arrangements. In 1994, 14 county councils had introduced 
some form of purchaser-provider organisation. The purchasing organisations negotiate with 
hospital health care providers and establish financial and activity contracts. These contracts are 
often based on fixed prospective per case payments, complemented by price or volume ceilings 
and quality considerations. DRGs are the most common case system with respect to short term 
somatic care. The extent of use of DRGs and other classification systems varies between regions 
and county councils, however. Per case reimbursements for complicated cases that greatly exceed 
the average cost per case may be complemented by per diem payments. 
 
Not all activities are usually reimbursed prospectively per case; several activities, for example, 
psychiatry, geriatrics and emergency services are usually financed through global budgets and 
specialized regional hospital health services are often reimbursed through retrospective patient 
related fee-for-service systems2. In those county councils that have not introduced purchasing 
arrangements, per case payments are still used for payments between hospitals and districts and 
between departments within hospitals. 
 
An important issue in recent years with respect to the allocation of resources is the increased 
options for patients to choose among health care providers, hospitals as well as primary health 
care providers. At the same time that the freedom of patients to choose health care provider has 
increased substantially in the 1990s, the allocation of resources has been affected, since the 
payment usually follows the patients' choices. Districts or county councils have to reimburse the 
provider chosen by the patient. 

                                                   
2 At least for patients that do not belong to the county council in which the regional hospital is situated. 
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Payment of physicians 

Physicians (as well as all other health care staff) working in public facilities within the integrated 
system are paid salaries. 
 
Primary health care centres are usually reimbursed through global budgets or by capitation. 
Family doctors who emerged after the introduction of the Family Doctor System are paid partly 
on the basis of capitation and partly fee-for-service. These payment methods were introduced as 
financial incentives for family doctors to attract patients. 
 
Private practitioners connected to regional insurance offices and private specialists are paid on 
the basis of fee-for-service. The rates are determined by the National Social Insurance Board 
which is also responsible for making the payments. The private providers also have the right to 
charge the patient fees according to the fee level determined by the county council. Following the 
Dagmar reform in 1985, the county councils control expenditures by approving private 
establishments and restricting the volume of patients the practitioners can see. In the case of 
contracting out primary health centre services, special contracts between the county councils and 
the contractor are signed. 
 
The patient fees are generally not full cost recovery charges; the treatment costs as a rule have 
nothing to do with the patient fees that are charged. This is the case with respect to publicly 
provided health care and publicly provided dental care. Full cost recovery fees only exist in 
private health care when the provider does not have an agreement with the county councils or is 
not connected to a regional social insurance office, and to a limited extent, for public dental care 
for people above 18 years of age and for private dental care. The National Social Insurance 
Board reimburses private dentists through a fee-for-service system. 
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Health care reforms 

Determinants and objectives 

The Swedish health care sector has been undergoing gradual change over the past few decades, 
with the pace of reform accelerating in the late 1980s and early 1990s. Reforms have been 
initiated both at the national level (sometimes resulting in legislation) and at the county council 
level. The locally initiated reforms are mainly associated with the introduction of new 
management systems and new organisational structures. While equity issues were the main 
concern of the reforms of the1970s and early 1980s, cost containment became the main focus in 
the late 1980s and efficiency in the early 1990s. Today there is a renewed focus on cost 
containment. The objectives of the reforms will be described in detail later, together with 
descriptions of the contents of the reforms. 
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Content of reforms and legislation 

Health care reform policy 

National reforms 
After the Second World War the health care sector underwent considerable expansion. This 
continued throughout the 1960s and 1970s. Much of the structural development was focused on 
transferring the responsibility for health care from the state to the county councils. With The 
Seven Crowns Reform of 1970, privately provided out-patient services at county council 
managed hospitals were taken over by the county councils. The physicians at out-patient hospital 
departments were employed and salaried by the county councils. In addition, it was stipulated that 
all patients should pay a uniform fee of SEK 7 at the point of service. The new fee structure had 
important implications with respect to equity in access to the health care delivery system. The 
new flat fee system replaced the earlier arrangement whereby the patient paid full cost recovery 
fees directly to the out-patient department physicians, and received 75% reimbursement by the 
regional insurance office. The most important objective of the reform was to assist low-income 
persons who under the previous system avoided physician consultations because they did not 
know the final individual costs. Another objective of the reform was to promote the establishment 
of primary health units outside the hospital by making it less profitable for physicians to work in 
out-patient departments. 
 
According to the Health Care Act of 1982, the county councils received responsibility for health 
services. Financial responsibility as well as resource allocation decisions were decentralized to the 
county council level. Furthermore, the county councils were to allocate resources according to the 
need of the residents. The Act includes a health for all policy; "The fundamental objectives of 
health care in Sweden are good health and health care on equal terms for the entire population" 
(paragraph 2). The Act formalized the policies that had been developed in the 1960s and 1970s: 
that health care should be considered in relation to other social services and should include 
preventive responsibilities as well as diagnosis and treatment. The focus on equity in the delivery 
of services was strongly emphasised. Special attention was to be given to vulnerable groups, e.g., 
elderly, immigrants and early retirees. 
 
The DAGMAR Reform of 1985 transferred the financial responsibility for ambulatory health 
care provided by public providers and private practitioners connected to regional social insurance 
offices from the National Social Insurance Board to the county councils. Instead of the regional 
social insurance offices reimbursing ambulatory services according to a fee-for-service system, 
the National Social Insurance Board began to disburse general health care grants to the county 
councils on a per capita basis adjusted for social factors. The main objective of the reform was to 
establish county council control over private establishments by having the authority to approve 
these and through control over reimbursement of private providers. 
 
An Act in 1991 on experimental work in municipality delivered primary health care, granted 
seven local municipalities responsibility for providing and organising primary health care.  
 
In 1991 some directives were included in the Health Care Act regarding the total medical and 
administrative management responsibility in diagnostic or treatment departments. These new 
directives are referred to as the "Senior chief physician" reform. The senior chief physicians 
should be medical specialists, and are appointed at the discretion of county councils if they 
consider it necessary for patient safety. The appointment is thus a county council decision. 
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The ÄDEL reform of 1992 transferred responsibility for providing long term care and social 
welfare services to the elderly and disabled from county councils to local municipalities. The 
objective of the ÄDEL reform was to gather all planning and financial responsibilities for 
services to the elderly and disabled under one entity, the municipalities. Clear incentives were 
introduced to reduce the number of elderly patients waiting to be discharged from acute care 
hospitals. As a consequence of the reform, the local municipalities have to pay county councils 
for care delivered to patients at hospitals when the patient is considered to be fully treated by a 
hospital doctor. The reform has significantly affected the structure of the health care system in 
Sweden. 
 
In 1992, a national guarantee for patients was introduced. The guarantee was the result of an 
agreement at the national level between the Ministry of Health and Social Affairs and the 
Federation of County Councils. The objective was to reduce waiting times for ten elective 
hospital treatments that had long waiting times. According to the national guarantee, no patient 
should have to wait for more than three months for treatment. Otherwise the hospital must 
arrange for the patient to be offered treatment at another hospital within the three month period. 
Waiting times were reduced substantially during the first two years. However, most patients 
chose to wait for treatment at "their" hospital, even if the waiting time exceeded three months. 
 
In 1993, the Swedish Parliament passed a handicap reform resulting in the inclusion of two new 
paragraphs in the Health Care Act. The county councils' responsibility to provide rehabilitation, 
technical aids etc. was emphasised. Specially designated state grants were disbursed to the county 
councils during a 4-year period. 
 
In 1993, a reference price system for drugs was introduced. Generic products can be established 
on the market after the original patent has expired. The Medical Products Agency decides which 
drugs should be considered generic. According to the reference price system the National Social 
Insurance Board reimburses the National Corporation of Swedish Pharmacies for an amount that 
exceeds the lowest price on the market plus 10%. The patient can choose a more expensive drug 
than the one the physician has prescribed. However, the patient has to pay the difference between 
the price and the part that the National Social Insurance Board reimburses. The initial effect of 
the reference price system was that costs for products for which there was a reference price 
decreased by SEK 388 million the first year. 
 
Two acts substantially changed certain of the conditions for primary health care providers. The 
Family Doctor Act came into effect 1 January 1994 as did the Act on Freedom to Establish 
Private, Publicly-Funded Practices. The Family Doctor Act enabled the county councils to 
organise out-patient primary health care so that all residents within the county council should 
have access to and be able to choose a family doctor. Payment of the family doctors by the 
county councils are to be partly based on a monthly fixed fee (capitation) per listed individual, 
and partly on fee-for-service. The family doctors were given financial incentives to attract 
patients. The objective of the reform was mainly to improve accessibility and continuity in 
primary out-patient care. The Act on freedom to establish private practices deprived the county 
councils of their regulatory power with respect to signing agreements with private practitioners to 
control their number and reimbursements.  
 
The county councils were to have implemented the family doctor reform by the end of 1995, but 
in June 1995, the new social democrat government which came into power in 1994 abolished both 
the Family Doctor Act and the Act on Freedom to Establish Private Practices. However, the 
implementation of the Family Doctor Act up to that time did result in the efforts to develop 
primary health care systems. These varied between county councils, as implementation of the 
reform was influenced by traditions in each separate county council. Urban areas for example, 
generally have a stronger tradition of private general practices. Although the Family Doctor Act 
was abolished, residents of Sweden maintain the right to choose a continuous physician contact in 
primary health care. The responsibilities of primary health care are now regulated through the 
Health Care Act which was somewhat altered with the abolishment of the Family Doctor Act. 
Furthermore, the county councils again have the right to sign agreements on reimbursements for 
new private establishments. 



 Health care reforms 57

Since 1995 the responsibility of the local municipalities has been extended further through the 
Psychiatric Reform. This legislation means that local municipalities have the financial 
responsibility for fully treated patients, i.e., patients with three months consecutive in-patient 
psychiatric treatment. After three months, the local municipalities shall provide housing, 
occupation and some rehabilitation services. The objective of the reform was to improve 
psychiatric patients' quality of life. The reform is followed up and evaluated by the National 
Board on Health and Welfare. 
 
A drug reform is presently under consideration because of rapidly increasing drug costs. One 
issue that is considered to be driving costs is the open third party payment system. Both public 
and private physicians, as well as patients, have no direct incentive to keep drug costs at a low 
level. A proposal suggests that cost responsibility for drug treatment be transferred to the county 
councils, and that the principles for high cost protection be examined. 

County council reforms 
The reforms initiated at county council level are almost exclusively associated with the 
introduction of new management and organisational systems. 
 
The decentralization of financial responsibility to the county council level according to the Health 
Care Act of 1982 was carried further by decentralization efforts within each county council. 
Changes in county council management systems reflect goals and problems that county council 
politicians and responsible officials have encountered. County council health care before the 
beginning of the 1980s was characterised by rapid development and expansion; real resources 
increased together with county council areas of responsibility. Development was financed through 
general economic growth in Sweden and increased tax revenues. Important goals for county 
councils as well as the state were to create a health care system capable of meeting the objectives 
stated in the Health Care Act regarding good health on equal terms. However, in the beginning of 
the 1980s it was evident that county council revenues could no longer increase at the same pace 
as in previous years; the rapid expansion along with increasing wages since the 1970s, gave rise 
to increasing costs for the health care sector which could no longer be sustained. Cost 
containment therefore became an important health care policy issue for the county councils. As a 
result the principle of global budgeting was introduced. Health care districts received global 
budgets from the county council. Many districts subsequently adopted the same principles in their 
management of departments and primary health care. 
 
Global budgeting was, however, questioned in many county councils as it was not clear that the 
budgets represented a fair allocation between districts. A national official report also established 
that there was great variation in resource allocation practice within and between county councils. 
Global budgeting based on the need of the residents was suggested as a solution to variations 
between county councils and districts. By the end of the 1980s, 14 out of 26 county councils had 
developed a model for global budgeting according to the need of residents. Since such a solution 
created financial winners and losers among districts, implementation were usually introduced 
incrementally over several consecutive years. The systems varied but were usually mainly based 
on demographic variables. Some county councils also included indicators on health status, e.g., 
statistics of remaining life years and sick leave, or on health status as indicated through 
population surveys. 
 
Global budgeting however, did not provide enough incentives to increase productivity. The 
productivity development of the health care sector was considered low compared to other sectors. 
New payment schemes were introduced in order to increase productivity. By the end of the 1980s, 
20 out of 26 county councils intended to establish full cost responsibility at direct patient care 
departments. General and medical ancillary departments were to be reimbursed according to per 
case payment schemes. The dimension of ancillary departments was to be based on the demand 
for services. The dominant reimbursement system was, however, still global budgets, at district as 
well as departmental levels. 
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In the early 1990s some county councils initiated more substantial changes in management 
systems. Dalarna, Stockholm and Bohus were the first county councils to do so. These reforms, 
referred to as "The Dala model", "The Stockholm model" and "The Bohus model", included most 
issues that had been discussed in the 1980s, i.e., resource allocation according to the need of the 
residents, per case payment schemes, total cost responsibility in direct patient care departments, 
and transfer pricing systems. Several county councils have introduced solutions in which separate 
purchasing organisations have been established. In 1994, 14 out of 26 county councils had 
introduced such models. The purchasing organisations vary among, and in some cases within the 
county councils. Some county councils have introduced one large central county council 
purchasing organisation, while others have introduced purchasing organisations at the district 
level. Two county councils, Dalarna and Bohus, have introduced local purchasing organisations; 
each local municipality boundary constitutes one purchasing organisation. It appears that the 
choice of purchasing organisation is strongly influenced by traditions of organising health care 
activities within the county council, rather than by rational choices. 
 
The county councils were influenced by the local municipalities as well as other countries, such 
as for example, England, when they decided on the introduction of purchasing organisations. 
Within the integrated (public) system, purchasing is similar in that all the purchasers are 
established within the county council organisation, the purchasers and providers belong to the 
same public organisation, and the actual negotiating with providers is performed by 
administrative staff. Besides the level at which the purchasing organisations are established, 
practice varies as regards contractual arrangements between purchasers and providers, and the 
discretion for the purchasers versus the providers, for example, whether prices are established by 
the central county council or in negotiations between purchasers and providers. Furthermore, the 
way purchasing organisations work varies, between as well as within county councils. Initially 
the restrained financial situation played a significant role for all purchasers. Price and volume 
negotiations and cost containment have been important issues. Other important issues have varied 
in focus between purchasers, e.g., the promotion of public health and collaboration with social 
services and regional social insurance offices. 
 
The purchaser-provider relationship has not developed exclusively in the integrated system, but 
has also involved purchasing from private providers, though to a much smaller extent. Private 
providers involve both hospital and primary care providers. 
 
The institutional relationship between purchasing organisations and health care providers has 
called for new contractual arrangements, or reformed payment schemes. The contracts are 
usually based on prospective per case payments complemented with price or volume restrictions 
and quality guarantees. DRGs are the most common per case payment base in short term somatic 
care. Weighted visits are a common per case payment base with respect to out-patient care. 
However, the extent to which different per case payment systems have been adopted varies 
substantially between county councils and hospitals. Per diem payments may in some cases 
complement per case payments. Psychiatric care, geriatric care and emergency services are 
usually reimbursed through contracts based on subscription charges. Highly specialized and 
resource intensive regional (tertiary) health care services are often reimbursed through a fee-for-
service system. Primary health care providers may be reimbursed through capitation or global 
budgets. 
 
It should be noted that new contractual arrangements have been introduced also among those 
county councils that have not established a purchasing organisation, and at several organisational 
levels. The development of payment schemes within departments has been a somewhat separate 
issue from the third party payment schemes between purchasing organisations and providers. By 
the end of the 1980s, it was common to introduce total cost responsibility at direct patient care 
departments; this usually meant that prospective per case payment schemes between direct patient 
care departments and ancillary departments were introduced. These solutions have so far been 
more widespread than purchasing organisations purchasing care from direct patient care 
departments. Furthermore, several of the reforms initiated at the national level have resulted in 
new contractual arrangements. The ÄDEL reform and the Psychiatric Reform have introduced 
contractual relationships between the county councils and the local municipalities. The national 
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health care guarantee created contractual relations between county councils. The highly 
specialized regional health care services have long since been reimbursed through fee-for-service 
based contracts. Finally, the increased opportunities for patients to choose among health care 
providers have generated new contractual relations between districts and county councils, since 
the reimbursements usually follow the choices of the patients. 
 
The increased possibilities for patients to choose health care provider reflect the growing 
consumer orientation of the health care system. At the end of the 1980s and beginning of the 
1990s, the patients' freedom of choice was an important policy issue among politicians. Its 
implementation has been more similar throughout the country and more extensively instituted 
compared to the purchaser-provider split and reformed payment schemes. In all county councils, 
patients can choose which family doctor or health centre to visit. In many county councils the 
patients can also choose in which hospital they wish to receive treatment, with a referral and in 
several cases, even without a referral. 
 
Public debate has to a great extent focused on the issue of the development of a competitive 
environment in health care. This has several dimensions. The new contractual relationships 
mentioned above have enhanced competition. The increased possibility to choose health care 
provider combined with the resources following the choices of the patients have also resulted in a 
competitive environment, as health care providers may loose revenues because patients choose 
alternative providers. However, since patients are insensitive to prices in a third party payment 
situation, effective competition is over quality and access and may not be conducive to cost 
effective services. In the long run it may be contrary to the objective of cost containment. The 
development of a competitive environment does not involve privatisation – whereas the Family 
Doctor Act resulted in a substantial increase in private general practitioners, the trend toward 
privatisation is otherwise almost negligible. 
 
The new roles established by the introduction of purchasing organisations have resulted in initial 
difficulties for purchaser representatives in establishing clear and strong roles, because of 
asymmetric information favouring the provider side. Crucial time lags still exist with respect to 
cost accounting in several county councils. The results of cost control efforts are variable among 
different parts of the health care system, with cost control difficulties persisting, for example, in 
the case of out-patient drugs. Despite these difficulties, the reforms appear to have had some 
positive impacts. Cost awareness among health care personnel has increased, and cost 
containment methods have improved as a result of new management systems and organisational 
structures. Total health care costs (in constant prices) have shown an annual decline of 1–2% in 
recent years. Clearly, health care expenditures have been successfully controlled in Sweden, 
which is the only OECD country that has reduced health care expenditure in the 1990s. In 
addition, productivity gains have emerged within regional and county care. There is no evidence 
that quality has been negatively affected by the newly introduced management systems and 
organisational structures. 

Health for all policy 

As previously mentioned, the Health Care Act of 1982 contains a Health for All Policy. The Act 
states that "The fundamental objectives of health care in Sweden are good health and health care 
on equal terms for the entire population" (paragraph 2). The Act formalises policies that were 
being developed in Sweden since the 1960s and 1970s: that health care should be considered in 
relation to other social services, and that it should include preventive care as well as diagnosis 
and treatment. The Act places a strong focus on equity, with special attention to care of 
vulnerable groups. 
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Reform Implementation 

Extensive reference has been made throughout the previous sections of this study to reform 
implementation issues. This section will focus only on some constraints encountered on the levels 
of reform planning and implementation. 
 
Swedish experiences with health care reforms illustrate some of the difficulties involved in 
adopting a co-ordinated approach to the process of change. The reform work has been focused on 
solving one problem at a time. for example, cost containment was an important issue during the 
1980s resulting in the introduction of global budgets. At the end of the 1980s and beginning of 
the 1990s productivity development was considered too low, therefore prospective payment 
schemes, purchasing organisations, and increased possibilities to choose provider were 
introduced. It would appear that every reform of management systems creates a situation 
demanding a new reform. A co-ordinated reform approach which considers all relevant health 
policy goals might have been more effective. 
 
A number of factors make a co-ordinated reform strategy difficult to achieve. Apart from 
conceptual difficulties involved in taking a global view to the reform process, whereby all health 
policy goals (such as cost containment, cost-effectiveness, high quality, equal access, etc.) are 
considered simultaneously, additional difficulties include changes of government, the political 
decision making process even within the same government, and possible inconsistencies between 
decisions taken at the national and local levels. For example, the political ideology at the central 
government level changed twice in the 1990s: between 1991 and 1994 the government was non-
socialist, whereas before 1991 and since 1994 the social democrats formed and now form the 
government. Important issues for the non-socialist government included extended options for 
patients to choose health care provider, easier access to the health care market for private 
practitioners and establishment of competition between health care providers. The Family Doctor 
Act and the Act on freedom to establish private practices was introduced during the non-socialist 
regime. The social democrat government focuses on other issues, such as public health and 
collaboration between different providers. 
 
Another issue involves the inertia of organisations, which can be observed however favourable 
the organisational environment in which to implement reforms. For example, in some county 
councils there are substantial discrepancies between word and deed with respect to reform 
implementation. The observed unwillingness to fully accept some of the reforms may be 
explained by the fact that county councils are very large organisations with important values and 
interests at stake. In addition new solutions may challenge the established balance of power, for 
example between different professional groups or between administrators and politicians. 
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Conclusions 

The Swedish health care system has undergone many changes throughout the 20th century, and 
has been particularly influenced by the prevailing ideology in Sweden after the Second World 
War. Throughout this period it has formed an important part of Sweden's welfare state. A major 
objective has been to create an equitable system in which all people have the right to health 
services, irrespective of income, sex, age, etc. Furthermore, it has been understood that the people 
should not only have equal access to health services identified as an essential health care package, 
but should have equal access to health services of high quality. Thus, equity and quality have 
been key issues in the development of the Swedish model. 
 
Important features of the Swedish health care system are that it is publicly financed, mainly 
through county council tax revenues, and publicly provided, by hospitals and health centres 
owned and managed by the county councils. The county councils are independent regions with 
political boards, and through the 1982 Health Care Act they have the legally binding obligation to 
plan for all health services. This legal obligation, combined with the successive transferral of 
health care responsibilities from the state to the county councils, means that the Swedish system 
is a rather mature decentralized system. The decentralization of responsibilities has furthermore 
continued within the 26 county councils, such that local districts have rather strong discretionary 
powers as regards management of health services. 
  
In the 1970s, 1980s and particularly the 1990s, the health care system has been subjected to 
several reform processes. Specific problems and issues considered politically important in each 
period have determined the objectives of the reforms. An overall view of the three decades 
indicates that equity and quality were the predominant issues in the reforms of the 1970s and 
early 1980s, cost containment was the most important issue at the end of the 1980s, and 
efficiency was the overriding consideration in the early 1990s. The reforms have been initiated 
both at national and county council levels, and often several different reforms have run parallel to 
each other. 
 
The developments throughout the county councils have been fairly similar, at least when studied 
over several decades. Introducing global budgeting, budgeting based on the needs of the residents, 
transfer pricing, profit centre management, increased possibilities to choose among providers, per 
case payment schemes etc. have been discussed in most county councils. Variations have 
occurred with respect to timing in the introduction and implementation of reforms. Thus, at a 
given point in time, the management systems have varied between county councils, sometimes 
substantially. In the long run, however, the development is similar in all county councils. This 
suggests that county councils should have been able to learn from each other by evaluating and 
following up implemented changes, though this is an issue that has usually been neglected. There 
is good reason for county councils to spend effort and time on evaluations of reforms in the 
future. 
 
Some lessons emerge from the implementation of management reforms initiated at county council 
level. Coordination problems have resulted from the operations of purchasing organisations and 
the increased possibilities for patients to choose among health care providers. The increased 
possibilities to choose among providers has been an important policy issue among politicians, at 
national as well as county council level. The problem some purchasers have encountered is that 
their purchasing activities may or may not coincide with the preferences of the patients; the 
patients may choose another health care provider than the one the purchaser has negotiated and 
signed a contract with. Two different control paradigms have been introduced simultaneously. 
The magnitude of this coordination problem varies among county councils. Local level 
purchasers in densely populated areas in county council border areas seem to have been 
particularly affected. 
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There is a need at national and county council levels to take into account of and balance all 
relevant objectives of publicly provided health services simultaneously (for example, cost 
containment, efficiency, quality and equity) in the future management of reform processes, as 
opposed to letting specific problems prevailing at each separate point in time determine the 
contents of reforms. There are several examples illustrating how reforms focused on isolated 
problems have generated the demand for new reforms. The actual possibilities of designing 
reforms that take into account all relevant objectives simultaneously are, however, limited. The 
objectives, or the relative importance of different objectives often change over time. Furthermore, 
different objectives may be inconsistent with each other. Nonetheless it could be argued that 
reform planners should take into account possible contradictory effects of reforms in designing 
and implementing them. 
 
Despite a piecemeal approach to reform implementation, the management and organisation of 
Swedish health care have improved as a result of the reforms. The decentralization of financial 
responsibility is a key explanatory factor. Cost awareness has increased, as has the interest for 
more and better financial information which has improved cost accounting systems. The reforms 
have contributed to solving important problems at critical times, such as reducing cost increases 
and increasing productivity.  
 
Today cost containment has again been raised as an important policy issue. As a result, there is 
less focus on per case payment schemes and productivity incentives. Among politicians there 
appears to be some uncertainty as to which direction should be taken on certain policy issues. The 
incentives created in the early 1990s were appropriate with respect to the situation prevailing at 
the end of the 1980s and the beginning of the 1990s. The problems of today are not the same as 
then and seem to be more difficult to tackle. Cost containment issues and restructuring on the 
provider side, especially hospital services, are being emphasized. The introduction of market-like 
incentives are less prominent today, Many county councils have introduced differentiated patient 
fees in order to control the patient flows towards a lower level of care. Freedom of choice seems 
less important an issue today compared to the early 1990s.  
 
In addition to the task of balancing the objectives of the health care system, a number of further 
challenges remain. The general decline in the economy, the need to further reduce health care 
expenditures, etc., trigger several difficult questions. Can quality be maintained? Can efficiency 
be improved further? What is the trend regarding equity in the health care system? How will 
patients' rights develop? How should structural changes on the provider side be managed? Is there 
a future for the purchaser-provider split? These are questions which will occupy the minds of 
policy makers and health care planners and officials, as well as the wider public, in the years to 
come. 
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