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PRIMARY HEALTH CARE

Introduction

This section of the report is designed to give a brief - aﬁd unashamedly
impressionistic - view of primary health care in Sweden. This aspect
of the system is undoubtedly the least well developed of all the Swedish
health care tiers despite considerable publicity being given to it in

recent years.

" General medical practice in the British sense has never existed in Sweden and

this in itself‘has hed a very significant effect on the evolution of that
couptry's health system.

For example, the Swedes as a whole are unused to such frequent contact
with health professionals as are the British, they consult a doctor on
average only three times per year as compared with the British figure
of(six consultations. The consequence of this is that admission to
hospital is much more common through casualty departments or out-patient
clinics K}or example, 50% of those attending the medical out-patient
clinicé at the Sahlgrenska Hospital in Gothenburg which I visited were

admitted to the wards).

- Over the last ten years the Swedish National Boerd for Health and Welfare

have attempted a ''reconstruction” of primary health care with a long term
goal of making it the basic level for health care delivery in Sweden.
At the outset, the two most crucial of the professed intentions were \
the integration of the various health/social services within the
counties'and an expansion of the resources available. The observations
I made during the study tour suggested that, at best, progress

with both has been slow but that the sincerity and commitment of those

concerned remains largely un-diminished.
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A numbef of the problems being encoun{gred are similar to those already
known well in Britain,many of which remain un-conguered - amleven un-

.... challenged in sgme cases. The Swedish pérspective on some of these problems
serves to hearten, with the knowledge that others afe involved in a

similar struggle, and with others suggests refreshingly. new solutions to

be tried. The following is offered withthese'sentimentsin mind.

BACKGROUND PROBLEMS - LOCAL AUTONOMY - SFLF REFERRAL - DISTRICT
MEDICAL OFFICERS STATUS

A feature of the Swedish health system which is essential to any
understanding of that countfy's primary health care is#r large degree
of independence enjoyed by each county council. The bulk of health
service finance is raised by way of locdlylevied taxes and this is
the ingredient which serves to dilute the overall influence of the
National Board of Health and Welfare. Hence, national policies may,
and.do,point to a serious deficit in the level of primary care but

this fails. to be translated into a major change in service provision.
Tocal interesitsineviiably play & major nart in determining how the
svzilable resources are divided end the most vociferous of these

- interest sroups invariably originate from the larger acute unitir.

.L recond factor vhich vitally affects the nature of primary hezlth

care in Sveden is the reletionship between the district medical officerc
(the "peneral practitioners") and the hocpital boced consultantc. Unlite
in Britein vhere referral to the latter may only be achieved throuwh a
petient's GP, in Tweden patients themselves moy ont to atiend the )
hocpital specialty out-petient clinic without reference to anyone elce.
This serves both to burden many of the out-petient clinics with worl
mich more appropriate to the primary health care team end to leave the
district nedical officeré with no obvious pogition of pouér/influence

in the gystem. In the context of the first of these, it ir reliably
estimated that in Sweden 500 of £11 contacts between the vublic and
doctors take place in hospital taced out-patient clinica. I certainly
found this concent-difficult to grasp and only fully understood its

impliceotions whilst visiting the Danderydd (1argo ocute hospitel in Stockholn) .
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There I learnt that in the local "hezlth handbook" watients were
edvised on the various poscible di;ghostic destinations they might
chooselin their search for treatment for a particular condition.
Vhere a patient is unsure about which clinic or fpecialist to consult,

then they simply attend a casualty department for edvice.

These arrangements appeared to me to be a very inefficient uce of
nedical staff vhereby an orthonaedic surgeon might be consulted by a
patient entious about a sprained joint or vhere mild but npersistent
heartburn vere takinz up the time of a cardiologist. lowever,

in feirness to the “wvedes, it did not reem to many of them to be a

major problem requiring immnediate chonge.

District HMedical Officers in the rural areas tend to assume more of a
role along the lines of a British GP. The twin reazons for ihis
zre the mch lesser turnover of the medical wtaff as compored with the

foxms) cnd the dictonces involved in vinitin  the larger hospitalr.

The cpperent pre-disposition of City dwellexrs to circwmnavisete

their 1110, is also compounded in some areas W 2 serious chortege

of "GPs". TFor example, the south vest districts of “tockholm - vhich
is the relatively poorer part of the City - hons rucceeded in filling
only helf of its current DO vacancies. IHence, the primary health
service is stretched vhich means thet potients are likely to toke the
most convenient route to receive medical attention. This usunlly medns
a visit to an acute hospital. This general feature can be ceen in the
following teble as can the plan fto bring the firet poin‘t of patient

contact dowvn to the primary health care level.

Out-patient contacts between the public and doctors.
1970, 1977 and 1984 (in millions)

L

Year llospital Outside Lorpital Total
i,e. PIC
1970 t.8 5.6 14.4
1977 10,7 7.4 168.1
1984 plapned) 12.7 11.4 23.5
3.
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TREDS TN PRIMATY IIFALTH CARE ~ ITRAREH CHITRES — TIBRO IEHICAL CHITAD

The entiro nmystem of health care in Swoden has o ctrong inctitutional
emphasis. There has been a move away i‘mm the vast 1500-to -2)000 bedded
general hospitals towards units of more menageable proportionsibut at
the other end of the service spectrum there is a contimuins rovenent
towards centralisation. 8&mall, neighbourhood hosnitals are still being
closed on cost grounds and whilst the very large long stay institutions
'are being run down somewhat, there is & general accretion of long stoy

cxf primery care facilities.

3ingle-handed practices are becoming increasingly unlmoin even in the
rural areas as & result of a successful heath centre building progremze
acroes the county councils. There are two main typern of heslth centre;
the first comprites a ieam nractice urunlly between two mnd five doctorr.
“he second type tokes the form of a much larger centre vhere t'ne_ district

nedical officers recpresent one of a runte of rervicer.

I vicited one such unit, the Tibro lledical Centre vhich has only recently

been completed and iz still something of a"rhow-piece™.

Tibro is in the County of Ska aborg vhich in reckoned 1o be one of

the most advanced in Sweden varticularly in the field of primmry heal‘th_

care to wvhich it currently devotes 50‘/5 of its finonecial resovrces.

The Centre serves o nopulation of 11,200 tnd h~s a nermenent staff oI:

almost 300 of vhich 200 are employed in comnection with the 96 lonz temm
elderly care beds vhich are found there. %he Centre hne facilities for

Fix district medicnl officers but vroblems of recruitment have mecnt

that only two are currently in post. 4 number of out-patient clinics
cre held at the Centre by consultants from the County's general hosnitel
thirty miles away but their murber is linited by the wnpopulcrity of

such egmssions vith the hospital ~beiced medicol ~taff.
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Other pervices housed in the Cmtr_é;.include dentistry, a dispensing
pharmacy, heelth insurence office end a social services benefits/
claimg office. 2in additional and particularly intercsiing feature

wes a small health education and prevention department. Thir provided
the conventional information service %o locel schopls but also accented

individual referrals from the district medical of ficersc. These referrels

wvere esubsequently dealt with in a variety of woys ranging from intensive

personcl counselling to admicsion to one of the large number of self help grouy

Attached to the Centre, thouch forming a distinct part of it, is & "cheltered

housing" development providing cccommodation for approximtely 100 clderly
people. The residents each hove their owm facilities but are encourassed to
make use of the impressive social and recreational facilities of the long
tem care unit.

The unit itself comprises 96 individual bedrooms for the elderly patients

"who are encouraged to bring with them their own furniture end other

accovtrement in order to make their room as homely as possible.

Yhe wnit dicplayed a magnificent array of couiprent and the stenderd of
design and decor wes ex trenely high. Iy first imprecsion was one of
emazenent at the sheer opulence of the faoi,litios) followed by o feeling:
of shame at the likely apvearance of a similer establishment in Britoin.
Fovever, I later recliced that unlik ceriniric units I have novn in the
LHS only some 10! of the petients vere ccturlly in bed. The rest wore
g2t around looking rather bored end not z little lost in their "habitat
ctyle" environment. One very sorizhily lady, vhom we spore to throush
our gvide, 10l us that *hile she found the fecilitics vexry confortable
she, along with & number of her fellow patients, wished they

vere s£till at home.

The Tibro Medical Centre wes built at a capitel cost of ten million noundso
ond has an annual revenuve coct of rouchly 4.5 million pomids.  There are

-
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currently 100 such centres throughout fweden ond it is hoped to hrve one

—3¢

in each of the 270 rmnicipalities by the year 1990C.

POLICY AID PRACTICE: STAFF LEVELS - RECﬁUITI-MTT - STATUS ~ STATDARDS
OF CARE '

4 very large cmount of work hesbeing underticlien in Sweden over the last
ten to ffteen years to boith highlight deficiencies in primary health care
and then *o set cbout formulating policies to achieve a re-distributicn
of resources in its favour. It is interesting however to look at the

4

reality of chenges effected rather than to accept the much vounted

.

pro-primary care policies _espoused at 2 netional level.

The totel number of full time nositions in »rimary health care rose
from 10,000 in 1973 to 16,000 in 1978. Duxriwug the neme neriod, the
fiqurers for hospital care rose fronm 140,000 4o 177%,000 vith the bulk
of the increace beiny devoted 1o increnced : tafling Jevelr in the

acute cector., *

At precent, only 125 of nedical staff ave cmnloyed in primcry heelth
X ’ / 2z J e J
care but such publicity has been given %o the declared policy ol

~oa

raising this to 53;: before the end of this centixry. Yet onc of tae

factors most inhibitineg the develovrment of the primary rector
currently is en inability to recruit DHOs in both the nore remote

rural areas and in certain other less attr‘a.ciive uwrban oress. Torever,
medicel staff unemnloyment is claimed to be jnst-around-the-corner rnd

the commentators on the Twedish health rcene cee this or cn incviteble
bonus fc;r primary services. Yet this, in my view, failc Vo tadre eccount

of the credibility gap vhich is currently an important end detrimentnl
feature of this aspect of the Swedich health servicen. Tb;e stotan of
district medicel practice remins low and this shows no recl sign of chenge;
least of all could this be achieved if only hospitel-rejccted medical

staff vere seen to find employment in the nrimory sector.

* Reference “HO Study on monacenent neecs in vrimry core.
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‘I‘he‘nature of the relationship betveen dociors employcd in primry
health care and those vorking inﬁlt:c‘ute hornpitals - or rather the apparent
lack of a formal relationship - contributes importontly to the
continuing lack of status for GP-type worl:, Tozpital doctors are
resistent to any moves towards grecter involvement of the Dils end

the wnified position of the fomer shows no cim of bresking down

under the disparate attempts of the latter.

However, it would be wrong to see the situation es simply = pover
struggle between two groups of medical functionarice., There scems
little doubt tat matient care does suffer as a remilt of it. Patients
nay be admitted to hosp.i‘bal without the Imowledre of their MO -

even vhere a British sityle GP relationship hnd formerly exicted —

and the two medical parties will i‘unction vithout detailed reference

1o the other. Ience the notion of continuins care throwhont the

.various health care tiers is at best reliant 'mon the goodwill and

co—operation of those involved and at worst, moy cimply not exict
at all,

HRALTH ATD SOCTAL SERVICES CO-OPERATION — TOLWMARY STRVICES — ATTITUDINAL
DIFFERENCES AS COMPARED WIWI BRITATH

Cince the 19G0's there has been a continuourly prowing public debate

in Sweden about the orgenisation of health care but more specii‘icdl);

about the most effective shape in vhich to fom primiry heelth care.

The number of similarities with Britain in terms of the obstacles iarevcn’cing
this development is striking. In addition to the inevitable resource shor{-
age problems, and the guestion of the status of GPs plus the ability of
high technology medic¢ine to attract funding, the iscue of co-over:tion
between and within agencies io pereistently highlighted. 4As discussed
earlier, the Owedish health cystem seems to be excessively concirzined

by organisational boundaries aond this again is demonstrateéd by the reluctance
of both health service and the social services to tackle those icrues
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wvhich inconveniently lie in the gré§”area between the two.

In this context the almost complete absence of voluntary cervices

must be noted and notice taken of the Swedes cpparent view that

guch activity is best left to the State. This attitude was under-
lined in a number of conversations I had with variéus health personnel
who, vwhilst being undoubtedly "caring people", had & much more limited
notion of helping the disadvantaged/handicapped, in their home locality than,
I feel, would be the case with British equivelents. In sayinz this

I certainly do not wish to be seen to be mckinge a cheap nationelistic
point but simply to be highlighting an importsnt attitudinal difference
between the two couniries. In essence, my point is that the Swedish

do not have the number of chariteble/voluntary bodies involved in the
heelth arena that the Britich do, and that this ceems to reflect a more
inrfular approach to that pert of society outside the individualle

imnediate family or friends.

SUITTIARY

In conclusion, I would suggest that the development of primery health

cere in Sweden will continue to take place ot the dual Jevels of Folicy

and Practjce)with the gap being accouﬁted for by the conventions of accepted
practice with its accompanying in-built resisionce to change. It is likely that
primary health care =t & national level will Tollow the pacsi example

of Stockholm County where much empharis was given to primnry cere throu:hout
the 1970s with the stated goal of achieving one Tistrict Mediczl Officer

for every 1000 inhabitants. Significant stens have been made in this
direction but by 1932 this figure was well in excess of 1 DMO per 3,000
population but with persisting black-spots such as the north east district

of the city where 13,000 people had to share one district doctor.
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The fufuréof primary health care at She planning/academic level is

extremely optimistic with moves afoot to meke it much broader based
with increased-involvement from the personal social services end
from education, Additionally, greater resources ére envisaged but -
with the full effects of the world recession approaching end much
of the "future™mortgaged by way of excess féreign payments end the
relatively elderly population - the mechanics of re-apportioning the
resources available for ﬁealth care in weden, promise to make it

a tempestuous period for those involved but a fascinating one for

outeide observers.
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CARE OF THE ELDERLY IN SWEDEN

Summary

As previous articles have shown there are many similarities
between the NHS and the Swedish health services. The underlying
concept of both systems is that of a national, 'welfare' system;
funded centrally in Briatin and in Sweden through local taxes
and central contributions. In Sweden the health services are
administered by local county councils. The current discussion
here about community care and the transfer of patients from
hospitals is also a topical issue in Sweden. The problems of

caring for the elderly are even more acute with a higher pro-

pgrtion of over 65's and a higher level of institutional
care. This article looks at the theoretical background to
this, and provides detailed statistics. The second section
draws on our observations following visits to health centres

and hospitals in 1982.



The Demogm phic Pattern

In Britain 14% of the population is aged 65 or over; while in Sweden
the figure is 17%. The projected population data are shown in Table I

below.

Table I: To Show Population Projections in Sweden to 2006 in Percentages

of Projected Total.

Age 1970 1982 1994 2006 ()
o % % % %
0-1k 21 19 18 18
15-kkb 40 42 4O 32
L5-74 3k 32 3k 36
75+ 5 7 8 14
- 100% 100% 100% 100%
(65+) 17% 18% 18%

The fluctuations in the proportion of elderly people are expected to work
out as follows; by about 1990 the percentage of over 65 year olds is
expected to peak at 18%. This percentage will then fall for a decade

but is not expected to fall below 16%. From 20C0 onwards the percentage

again will increase, reaching about 23% by 2020.

The table shows that there is to be a shift towards the very old. In

Sweden it is expected that there will be three times as many people

over the age of 95 in 2000 as compared with 1970, and twice as many people
(2) .

of over 85. The diagram below shows the already heavy burden placed on

the care services by the elderly.
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Diagram I: To Show the Use of Health Care by the Elderly.
Age Group i Percentage of Percentage of
Population all Care "Consumed!"
Over 80 3% 35% of all hospital care
Over 70 10% 60% of all hospital care
Over 65 17% 47.5% of the acute care
93.4% of the longterm care
| 51% of the psychiatric care

é 33% of drugs

Why Has This Trend Occurred? ;

There are two main reasons for this trend towards an increasing number
of elderly with a particular shift towards the very old. The first is

the rise in li%&aﬁ:mawéwz¥e€gr} hﬁ&ngtﬁa'zig};;srq;,ésfe expectancies )
worldwide for females (79.0 in 1981)A~ In 1974 I fe expectancy at 75
was 10 years; by 1982 this had risen to 11 years. It is not totally
clear why this has happened but it is not related to death rate, and
since the life expectancy at 95 remains unaltered it does not seem

(5)

to be related to increased medical activity.

The second factor in the increasing proportion of the very old lies
in the falling fertility. Projections of this are very tentative
at the moment since the working patterns of women and immigration both

(6)

have a part to play, and have not yet been assessed.

Clearly Sweden will face a severe problem in the future in providing services
not only for more elderly people, but older people, with a smaller

proportion of younger people to provide the care and funds.
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Changes in Swedish Social Structure

To exacerbate the problem further the whole social structure has altered:

radicallyin Sweden over the last forty years. This is due both to the

search for employment and to the expansion of higher education which led

to increased urbanisation and tend to separate families. This means that

elderly people are less likely to receive support from their families,

and are more likely to depend on institutional care than would be the
(7)

case in this country.

(see diagrams 2 and 3)

(8)
To Show the Trend Away from Family Support in Sweden.

T

Diagram 2:

Date Single Person Deaths at

Households Home

20% 50%

~90%

33%

Diagram 3: To Show the Levels of Institutional Care in Five Countries.

Y

Countries Percentage of Population over

65 in Institutional Care

Sweden 12.5%

Canada 9.6%

Switzerland

Great Britain

France

6.5%
6.0%

3.8%

Implications for the Health

Services

The implications for health services are wide-ranging.

The Swedish system

is based on three levels of care: primary care, county hospital care and

specialised Regional care.
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However, there is no GP system at all and the primary care services

in general are poorly developed. In some areas money has been poured

in but the commitment and the will to benefit from community based care

has been lacking. The theories being propounded nationdly look attractive

on paper but do not seem to meet the real meeds. This is partly simply

because services are so impersonal. A patient can see different doctors
(10)

for different complaints with no overall co-ordination of his care.

In addition to this the population of Sweden (8.3 million) is not spread

evenly. About 3 is concentrated in the three largest cities; overall

83% of the population is urban. For the remainder, health centres

might be many miles distant.

The same distinction between health and social services exists in Sweden
as in the U.K., with roughly similar functions being assigned to each.
The social services which are administered by the municipalities are

responsible for domiciliary services, old-age residential homes and flats.

One particularly interesting feature of care for the elderly is that
Swedish researchers have attempted to quantify aspects of care that
(11)
have not been examined in this country. For example, Svanborg
has studied the levels of illumination available to the elderly (especially
among those who claim to read alot). He has also investigated the relation-

ship between longevity and occupation and the relationship between

bereavement and life expectancy.

The views of old people on institutional versus home care have also

been sought.

Health Care Policy and Goals

Despite the greater sophistication of Swedish measurements many of the




o
problems faced are similar to ours but heightened by a higher proportion

of old people, a scattered population and a higher level of institutional
care and less family support. The social policy is also similarj; the
aim is 'to give individual security in different situations and to
provide both for material heeds and for needs of personal care and
(12)
welfare'. While recognising that of course elderly people must have
access to each of the three tiers of care, the development of primary
(13)
care is crucial in planning care for the elderly. Bergman lists the

three guiding principles for planning which reflect the fundamental

concensus throughout the health and social services fields. The

"mormalisation! principle means that the psychological/physical and

social needs of each individual are seen in a single context and each

should be given the opportunity to live in as normal an enviroment

as possible. The principle of !self-determination" allows people to make
their own décisions; the respect for personal integrity must be combined

with care needs. The third principle is called '"properly managed activation!"
which means that each individual must have stimulating surroundings.

These principles have been formulated to demonstrate that the health needs

of the elderly do not have to be met only through hospital services but

can also be satisfied by community and home-based care. Swedes have
extremely Hgh expectations of both hospital care and of high levels of

social responsibility.

Co-Operation with Municipal Adthorities

The same need exists as in England, to co-operate fully with the municipal
authorities. These provide local transport, leave activities and many
other services in addition to the social service provision alreadyA
mentioned. The Swedes are committed to the concept of pr imary care

teams and care planning groups in which health and social services
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personnel together co-ordinate a care plan for each individual.

Collaboration between county councils and municipal authorities should

be wide-ranging, and should lead to improvements in all local, neighbour-
hood facilities. Housing grants are available to allow the elderly to
live in modernised or new houses. Supplementary transport systems,

local shops and day centres may be required. Services for the disabled
of whatever age are completely free so all aids for the deaf, blind, and
for those with speech impediments are provided. Legislation now pro-
vides that all new housing plans must include facilities for people

of reduced mobility.

Health Care Personnel

On the health side the caring personnel are organised in a broadly simi-
lar way to the English system. Again, however, the problems are
exaggerated. In the case of personnel thisarises due to the lack of

a GP-system and over-specialisation on the medical staffing side.

Insert:-

The nursing role is rather different from England; district nurses are
involved in a wider range of duties in supervising and nurses cover
duties that would be considered a doctor's duties here. For example,

nurses undertake check-ups and advice on treatment.
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(Insert section on Staffiing Levels, especially of Paramedics):-

Health Care in Practice

This explanation of Swedish health is based on lectures and reading material
provided during the visit; we also made visits to health centres and
hospitals. From these we were able to gain an insight - albeit limited -

into how the reality of care of the elderly matches the high ideals of

the theory.

The Vasa Hospital is a 950 bed long-stay hospital in Stockholm.

Rosenlund

Uddeyalla Health Centre

The immediate impression in the new or recently modernised buildings
was one of lavish spending on a scale we found hard to comprehend. In
Rosenlund there were 4 wards of about 25 beds ina 100 year old block.
In order to maintain the charming, old exterior, modernisation had been
car;ied out internally. This was at a cost of over £5 million for 100

places.

In other areas, for example, corridor space was almost over-abundant.

The walkways were very wide and had nothing stored in them since storage

Space was also ample. In OT areas some of the patients looked a little
lost in the enormous halls although the lighting and airiness and

furnishings were most attractive.




-8 -

In one room a number of patients were weaving at looms. There were

about 30 or 40 desks each with a loom on, and about 4 or 5 patients sitting
at their work. I could not imagine that in England there would be enough
space for 30 looms, especially when only 5 are in use at any one time.

And this was only one of the OT departments rooms!

In Rosenlund each patient had a small bed-sitting room. Despite the
fiendly and home like atmosphere with no smells or other signs of institutional
life every patient that we spoke to wished that they were at- home. The
staff morale was high - as indeed it was wherever we visited - which
provided a contrast with some staff reactions on visits to English
hospitals. I felt that in many ways Sweden has enough money devgted to
health care to provide many of the facilities that would be seen as ideal
here - land, space, buildings, equipment, staffing levels. However,

most of the theories about geriatric care and ageing that form the basis
of this provision are imported from North America and Britain (with

some notable exceptions such as Professor Svanborg, Professor of Long~-

Term Care in Stockholm,()()).

We were most impressed with the care provided and were interested
to see how the problems and solutions in Sweden and England were de-

veloping along such similar lines (despite differing Resource levels).
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THE SWEDISH HEALTH CARE SYSTEM: ACUTE CARE

The main purpose of studying the acute careisector was to discover how acute
hospitals served the communities in which they were prlaced, whether every hospital
was expected by medical or public pressure or for reasons of funding to cover all
specialties, and the position of medical staff in the determination of the hospital's
policy. The problems being experienced in the acute sector, whether of an economic
or managerial nature formed another area of interest, particularly as a means of

contrast with the development of the health service in Britain.

The Philosophy of Hospital-based Acute Care

A1l public health care in Sweden is organised and funded by the 26 county councils.
Hospitals are only a part of the services provided, but traditionally have had the
lion's share of attention and resources. Until recently Swedish health care was
almost entirely hospital-orientated. Hospitals were buili on a large scale and
intended to cater for most of the illmesses that occurred in the local population.
Research into medicine and health care was hospital-based and the acute services
tended to attract more doctors, prestige, and resources than any other branch of the
health care system.

With a growth rate of between 4% and 5% in the money allocated to health services
each year, a trend which has slowed considerably due to recent economic difficulties,
large amounts of resources were available for the maintenance and expansdion of the
health service. It is interesting to see how the Swedish authorities are now having
to come to terms with a reduction in the resources available for the development of
health care, and the recent ascendancy of primary care appears to be an attempt to
make the health service more cost-effective. Sweden still has an extremely high level
of health expenditure in an international context but there is increasing economic
competition between different interests within the country and within the care sector

itself between private and public consumption. The pattern of development is thus

TN
services but by the slower rate of economic grow\h/?g;; in thp R{ev1ous 25 year

period. % <0 CQ\LLuy g/g

Present Structure

Hospitals, however, are still a major part of the health care system. Each county

has a large county hospital and usually a number of smaller local hospitals. The
county councils are required by law under the Medical Care Act to provide facilities
for both in and out-patient care for all acute "illnesses" including injury due to
accidents.

The County Councils plan on the basis of frequency of procedures rather than categories
of specialties. Procedures which are frequently required are provided in district

hospitals, the less frequently required in county hospitals, and the most specialised

[euen.
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in regional hospitals. Local, or district-hospitals, would therefore provide

pbasic acute services such as internal medié;ne and surgery and patients requiring
more specialised treatment would go to county hospitals where specialties such as
cardiology, dermatology, nephrology, oncology, orthopaedics, paediatrics, neurology,
rheumatology, and the treatment of infectious diseases would be based. The seven
regional hospitals, in Stockholm (2), Hudding¥, Malmd and Lund, Urebro and Uppsala,
are highly specialised and cater for vast populations. They house units for the
treatment of burns and plastic surgery for example, and seem to be accorded a status

equivalent to that of London teaching hospitals.
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Figure 1

Politics and Acute Care

County Councils are elected bodies and therefore have a political outlook on life.
Their prime responsibility is to maintain and improve the health service of the county
and this task is undertaken with the considerable advantage of the power to levy health
taxes on the local populace. This sounds as though County Councils have a wide freedom
of choice as to how much money is spent on the health service, but political considera-
tions aside, it is interesting to note that the levies have not risen significantly,

and in some cases not at all, for several years. However, since political campaigns
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are fought on health matters when the County Councils are elected

y public awareness

of the health care system is heightened on those occasions. Hospitals become sources
of intense local interest. It is in the interest of the County Council to provide
the best and most comprehensive service possible.

A Federation of County Councils also exists which is not an elected body but a union
for the mutual interest of County Councils with strong bargaining power with the
State, or National Board of Health and Welfare which has state control of health
care. The emphasis is on control by authorities rather than individuals such as

a Secretary of State at Governmental level. Given the balance of control between

the State and individual County Councils, and the administrative structure generally,

there appears to be little flexibility for reorganisation of the health service in
Sweden on a national basis, in contrast with its English counterpart, if the

philosophy behind the delivery of public health care changes.

An Impression of Swedish Acute Hospitals

Swedish hospitals are lavish in comparison with many English hospitals. Even the
older buildings which continue to be used are refurbished to an extent that would
bring tears of joy to the eyes of a Regional Architect. It is obvious that a great
deal of imagination goes into making acute hospitals welcoming, cheerful, and
confortable places that live up to the image of prestigious institutions. Many are
built én a vast scale and although this allows for plenty of space, it also seems
extravagant to the foreign visitor. Figures 2-4 showing Uddevalla Hospital, which

is north of Gothenburg and provides a range of services in keeping with a county
hospital, including intensive care, ENT, Accident and Emergency, psychiatry,
paediatrics, obstetrics and gynaecology, dermatology, orthopaedics and the treatment
of infectious diseases, give a general impression of the scale and design of a modern
Swedish hospital.

It is interesting to note that the Swedes have continued to develop hospital buildings
on a scale advocated in Britain over a decade ago in the Bornham-Carter Report.

Limited progress emerged.from the theory that 'big is beautiful' in Britain, due to
the shortage of resources for wide scale capital building, a condition which has only
become more acute over the years in this country. The Swedish on the other hand were
relatively wealthy as far as health care was concerned and a number of large, spacious
hospitals were built which are now proving expensive to run and severely underused in
certain specialties. The unit for infectious diseases at Uddevalla for example

(Block E on Figure 4) contains 60 beds and it is apparently unusual to see more than
& handful of patients there at any one time. Tt was never expected that bed occupancy
¥ould be high, but when it was built it was believed that a unit of this kind must
exist in case of need, rather than.as a result of demand. Many of the wards at

Uddevalla also have separate rooms for washing down beds in between admissions and ‘o

[enens
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the practised eyes of British administrators, used largely to older, cramped
conditions and hospitals which are not purpose-built for modern medicine, this
seems an excessive waste of space. The Swedes are now facing an economic situation

akin to that which the English faced several years ago, and they admit that the

method of healthcare provision centred around hospitals and the size of hospital

puildings are not cost-effective in practice.

Varberg Hospital in Hallands County, south of Gothenberg, is a modern purpose-built
acute hospital with about 700 beds, including medical and surgical specialties,

and some psychiatric beds. It is situated on the outskirts of the city. Tt would
seem ample for the needs of the population, but it is one of two 'county' hospitals
in Hallands lan. Bed occupancy is high but this is due in some measure to the fact
that many more people are admitted to hospital in Sweden than in Britain. It has
been estimated that Sweden has 17 beds per 1000 population compared to Britain's

7 per 1000. Since beds are available, they are used. This level of occupancy
combined with high capital outlay and a large staff budget have made Varberg an

expensive part of local health provision. Figure 5 illustrates the comparative
costs of different kinds of health care as a percentage of the total amount and

demonstrates that primary health care is still falling behind not only the emergency
and acute care sector, but behind services for the chronically ill, psychiatric care,

and other activities which include pathology, the blood transfusion service, pharmacy,

and ré&iography.

care of the
chronically
ill
18%

psychiatric
care
emergency/acute % primary
care healtg care

L6%
) other
activities

19%
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As with most other acute hospitals, the facilities at Varberg are more than ample to
cope with the needs of the population. The diagnostic facilities in particular caught
our attention. The medical unit, consisting of in-patient beds and an out-patient clinic
had its own E.C.T. department, as did every other major "Unit" in the hospital. These
facilities, obviously planned to cope with maximum capacity, reflect the attitude of the
Syedish population to the hospital services. Approximately 50% of all visits to a
physician are made at hospitals, as oppbsed to primary care health centres and private
doctors. Accident and Emergency Departments are used by a significant number of the
jocal population as a kind of general practitioner's surgery. The main force in Swedish
health care planning is now geared to primary health care, to getting people to use the
health services based in centres in the community, but it will take a long time to
change the habit of referral direct to a hospital. Accident Departments and Out-patient
clinics were built to cope with the demand on the services of hospital-based doctors.
In consequence they are large, extensively equipped and heavily staffed. Searching for
a characteristic that would make Varberg be seen to reflect the needs of the locality,
I came across an interesting example in the Accident Department. In a covered courtyard
where the ambulances set down patients, was a roped-off area containing a rubber floor
covering, a metal bed and many large plastic containers. Everything was covered in
yellow and black tapes with messages of dire warning of danger. It transpired that
there is a large nuclear power station just outside the city and very near the hospital.
Living in the daily expectation of a major incident that will seriously affect the
hospital;, staff in the department live in a state of readiness to receive injured
workers from the power station so that they can learn how to cope with badly irradiated
and contaminated victims. This again seems to be indicative of the historical contrast
in the availability of resources for health care between Sweden and Britain, where major
incident planning tends to revolve around priority-setting for areas normally in use

rather than those kept for the occasion.

Sodersjukhuset in Stockholm is an even larger acute hospital with well over 1,000
beds. It is so massive that it has been divided into sections each with an administrator
and a set of appropriate clinic chiefs, i.e. consultants. A tour of the Accident
Department there illustrated the size of the alcoholism and drug abuse problem in
Sweden. The majority of patients coming for treatment were reckoned to have those
Problems as the root cause of their need for hospitalisation. Most accident depart-
ments have an area set aside for the "drying out" of such patients. Where an English
Accident and Emergency Department would have one wash out/recovery room, a similar
Swedish Accident Department would have several. Large modern, purpose built acute
hospitals are the norm in Sweden. Sodersjukhuset is unusual because it was built just
Prior to the second world war. With typical Swedish meticulous planning, it was
decided that with the threat of war looming, the hospital should be constructed so as
to be able to continue functioning eéen though the upper levels sustained damage.

Below ground level, there is a replica of the nine floors above. These are not in use

oW, although the administrative directorshave a gleam in their eye which says "expansion"“f




-6 -

yith funds becoming more difficult to obtain though, it is unlikely that this under-
ground hospital will be used. It seemed to us that the facilities above ground level
were already under utilized because of excessive capacity. Figure 6 shows the hospital
statistics in 1980 for Danderyd, another acute hospital in Stockholm with slightly fewer
peds than Sodersjukhuset, and while the’ bed occupancy rate does not suggest severe under
atilization, it is interesting to note the scale of provision compared with the number
of admissions and average length of stay.

The National Institute for the Planning and Rationalisation of Health and Social Welfare
Services (SPRI), which was created in 1968 to provide advisory services for the county
communes on a consultancy basis, organised a study on the optimum size of acute hospitals
It was found that the lowest costs were incurred in hospitals with 300-400 beds which
conflicted with the trend towards large units of about 1,000 beds, and it was further
discovered that the space planned per patient far exceeded that in other countries, with
a norm of 40m? per patient compared for example with 19m° in Britain. The Swedish
authorities are now saddled with a number of large, underused, and expensive buildings
and the intention in the future is to look to phased development and upgrading of exist-
ing facilities in an attempt to rationalise supply and demand. The idea of nucleus
hospitals has generated a great deal of interest and the British model, Newnham, has

been included in the study on economies of scale.

Public Expectations and Usage

Despite the current trend of the emergence of primary care as the favoured way of

caring for the health needs of the population, the Swedish public still tend to use
hospitals as the first point of contact when there is a health problem.

The older generations have grown up with the idea of the hospital as the proper place

to see a doctor. The British system of General Practitioners is not the norm in Sweden.
People can choose which doctor to go to in their local hospital if they consider them-
selves to be i1l. This system of self-referral is fascinating. It raises questions
about the health awareness of the public. To allow self-referral is to suppose that

the patient knows what is wrong with him and will choose the right kind of specialist

to treat his illness. Tt verges on self diagnosis and our suggestion that this might
lead to delays in obtaining the correct treatment which might in turn lead to serious
Consequences for the patient was accepted as a real problem by many health care staff.
One also wonders whether self-referral to a specialist would exacerbate the problem
¢Xperienced in Britain of patient pressure on medical staff to offer expensive drugs

or diagnostic tests_yhich would not ultimately be of benefit because of public expecta-
tion. The important counselling role of general practitioners would appear to be

bypassed by the tradition of self-referral in Sweden. Other difficulties arising are

that case notes are not always available to the doctor on a first visit so treatment

has to be given with no prior knowledge of that administered previcusly. Continuity

[eeenn
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of care is a problem that the Swedish Health Service is trying hard to solve. By
having a "family" doctor in primary care centres, continuity can be achieved to a
greater extent than in the present hospital system. This multiple choice of doctors
usually occurs only in city areas and the relative scarcity of doctors in most minor
areas mean that people tend to use the same doctor for successive episodes of illness.
Despite the system of self-referral, if a patient presents himself at a hospital ask-
ing for treatment it often happens that he will not see the same doctor as he did on

an earlier visit. Patients frequently complain about this difficulty with repeated
visits. Treatment in the same speciality does not mean care by the original doctor.

As in Britain. another frequent patient complaint is that waiting times are too long.
The Swedish health care system seems to have paradoxes and this was probably the most
difficult to fathom - why waiting times were felt to be excessive if Sweden has such a
high number of acute beds. One answer may be that waiting lists tend to build up in
heavily populated urban areas because of the size of the population. Another might be
that the proportion of elderly in the population is rising steadily - as in Britain
elderly patients use the majority of acute beds more frequently and for more prolonged
periods than younger people.

There was no opportunity to discuss with hospital patients what they thought of the
health service. This omission was for a number of reasons, mainly reluct-ace on our
part to ask such questions when we weren't sure it was the tactful thing to do in

front ;f our hosts. Professor Borgenhammer talked to us about the relationship between
the public and the acute health service. People continue to use hospitals as the route
to a doctor but are critical of the. shortcomings of the service. Growing public demand

for health care has helped bring about a re-think of Swedish health care strategy.

Doctors in Acute Care

There are some 42 major medical specialities covered by the health care sector, and
approximately 200 sub-specialities. This diversification is considered by some health
care experts to be a weakness in the system. The very small numbers of doctors in

some of the specialities make it very expensive. As in Britain, every senior doctor
who has a "clinic" expends a great deal of resources and in the very specialised
clinics vast sums are in consequence expended on' relatively few patients. Some
commentators feel strongly that a political decision must be made to incorporate some
of the minor specialities into the main body of acute medicine to make the total system

more cost effective.

This tendency to multiply specialities is held in check to a certain extent by steering

from a group of central authorities. The National Board of Health and Welfare regulates
the number of posts allocated to specialities. It was interesting, however, to hear
one hospital director say that in practice if a hospital decides to appoint another

Specialist and duly installs him, funding by the county council is not usually withheld,

Soeeeen
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due in part to political considerations and the desire to provide the best possible
health care, and this funding in turn usually prevents the National Board from taking
steps to declare that the appointment cannot be approved. This turning of a bling eye
is firmly squashed in the document that is a statement of Sweden's future plans for
healthcare "Facing the 1980's", by Petersson and Ichimura, University Hospital,
Uppsala. The authors recommend that there should be a reversion to large departments
in both medicine and surgery.

Swedish doctors tend to concentrate on acute specialities, with general practice
coming a poor second. This attitude will have to change if the plans to boost

primary care are fully implemented. Acute care dces not figure in the top priorities
of Swedish health service planning. Current policiés refleci the needs of anticipated
future demand, and the priority fields are seen as general practice, psychiatry and
long term care. Recently the allocation of posts has placed increasing numbers of
doctors in out-patient care, and in particular in General Practice.

The senior medical staff are however involved closely in the planning of future
services in the acute sector. The chief physician of each clinic is responsible for
assessing current provision and planning a 'vrotocol' for his clinic which will set out
plans for the development of the service over a period of 10 years. This will usually
include the views of senior nursing staff, and the protocols are discussed with a
multidisciplinary body of chief physicians, chief nurses and senior health officials.
A representative is nominated from the group to attend a county commune conference

on the future of the acute services in the area and a consensus decision is sought

on the final plan. It is interesting to speculate whether the emphasis will shift to
short-term operational planning as the availability of resources for large scale

development decreases.

Hospital Management

The Swedish health care system is a national one, but *he 23 county councils who
implement and fund health care do not have to conform to a national pattern in the

way hospitals should be run. Our impression was that though there were local
variations, the acute hospitals were run as though they were business concerns. FEach
had a hospital director who was in sole charge of the management of the hospital.

They did not have authority over the way medical staff treated patients but did have

& say in the budget management of the clinics. In Hallans Lan as in the other
counties, the county council controlled and was responsible for all medical facilities.
Hospitals and other facilities were governed by a Health Board, a committee of the
county council. The county council controlled by means of its authority to allocate

resources and its legal responsibility to provide adequate health care. Resources

were allocated to the hospitals through a year long budgetary cycle.

/einn.
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Hospital Management I

ppplications from County County
departments Health Council
- ) //,////2 Board A

Local Health Codggva

Board . Executive
Board

(Figure 7. Courtesy of Varberg Hospital)
The hospital director of Sodersjukhuset in Stockholm explained the administrative
structure of a District, of which there are five under Stockholm County Council.
The Chief Executive, known as the Managing Director, and his Deputy, have five
District Administrators under them, plus a Secretariat and supporting Divisions.
This structure has similarities to the organisation of a Regional Health Authority.
A District covers several hospitals over a whole area. A iypical District structure
would be this:
—— District Managing Director

Deputy Managing Director
¢ g

Medical Superintendent -
Secretariat

Surgical Bloce —— Div. Operations
Medical Bloc. Div. Finance
Primary Care Bloc. Div. Starff

Long Term Care Bloc, —— Div. Technical
Psychiatric Bloc. ] Div. General Services
Diagnostic Services ——— |
Pharmaceutical and Blood

Figure 8

Fach "Bloc! would have a staff consisting of an Administrator, a Nursing Direc‘or,
supporting Administrative staff, a Medical Director and the apovropriate number of
clinic chiefs. The unit decides on policies for the hospital, regulates staffing
levels, monitors budgets and ensure the service meets requirements. My impression
was that the Swedish hospitals head a system of management similar to the tyve that
had come about in the National Health Service since the last reorganisation. Like
our new "Units", the Swedish acute hospital has Managers who are independent in the
day-to—day‘running of the unit, who are responsible for the efficiency and effective-
ness, both in economic and patient care terms, of their hospital. The Director
answers to the District Managing Director who answers to the county council. The
three tiers of responsibility match those of the reorganised N.H.S.

Unlike the British style Administrator, the Swedish hospital director is an execu:ive
¥ho has the final say in decisions. The Medical Superintendent is an equal, but th=2
Nursing Director is undoubtedly a subordinate. The Varberg Hospital Management Tean
could not be equated with a unit feam in a British hospital. Responsibility Ffor

decisions lay entirely with the Director.




.The concept of leadership is obviously an important one in Swedish hospital

management. Heads of Department are referred to as '"leaders" and seem to be

expected to take a positive and highly active role in the‘managing of their depart-

ments. The senior doctors, the equivalent of British Consultants, are known as
clinic chiefs, and not only had clinical responsibilities, but budgetary responsibil-~
ities as well. Each hospital we visited had a highly developed and high powered
finance department, the leader of which was known as the Economic Director. The
analysis of financial information was considered vital to the maintenance of the
correct level of expenditure for not just the hospital =5 a whole, but for each

clinic.

Conclusion

The Swedish acute hospitals we visited were large, complex and well maintained
buildings full of expensive medical techhology and run by managers who operate as
executives. Direct political control by the county councils must be an incentive
to keep standards high so as to keep the consumers and the medical professions
satisfied, and a spur to keep the expenditure of resources on a tight rein. The
acute services cannot expect the high level of funding they used to enjoy to continua
now that health policy has placed primary care as the most important area of future
expansion in the health service. It is unlikely that acute services will have to
contract, but they will have to adapt to the needs of a radically different way of
health care from the on2 in which they were first planned to serve. It would be

an interesting exercise to visit Uddevalla, Varberg, Sodersjukhusest and Danderyd in
ten years time to assess whether the current atiitude towards the acute sector and

the need to make this more cost-effective has been translated into practice.
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DANDERYD HOSPITAL 1980 STATISTICS
<

@g;a‘r"tment/ Beds Admissions Patient Occupancy Average Outpatient
piscipline days rate length visits
% x) of stay

Internal medicine 186 54.947 95,4 9,4 47.707
Surgery 106 34.057 89,5 8,3 39.761
Urology 40 9.881 77,0 7,7 9.302
Gynaecology 73 17.345 73,5 5,0
Obstetrics 71 25.677 99,7 6,4

Internal medicine,
children 63 14.097 89,0 5,8 13.646

Ear, Nose and
Throat 20 3.093 71,9 2,8 16.139

Orthopaedics 75 22.325 91,5 36.445
Long-term Care 105.698 98,6 981

Psychiatry,
adults 53.660 97,4 36.003

Psychiatry,
children 18 3.626 64,7 4.222

Rehabilitation 22 6.108 84,6 11.944
Radiotherapy 20 5.837 86,9 20.032
Infectious diseases 93 . 17.601 9.328

Emergency/
Admission ward (21)

Anaesthesia and .
Intensive care (36)

Internally

transferred

patients

deducted (1.518)

Clinic:
Eye diseases 24.677
Logopedics 1.976

Skin and Veneral
diseases 21.899

Audiology 5.056
Rheumatology 3.594
Neurology 2.180
Dialysis unit 1.090

Total 1.251 32.403 % 373.952 92,6 328.375

x) Percentage of the yearly average of available beds.

Figure 6
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INTRODUCTION

A group of thirteen National Trainees visited Sweden earlier this
year under the auspices of the King's Fund College; the study tour
within Sweden was organised by the Nordic School of Public Health.
The tour visited primary health care centres, hospitals, various
administrative departments and other areas of particular interest
to the group such as a trip to the Volvo works. These visits
covered topics as varied as planning, industrial relations, health
legislation and employment legislation, medical audit, cost ef-
fectiveness hospital design, and the effect of standards of living

on health.

Sweden is the fourth largest European country with 60% of its
land being forests and lakes, and with a population of only

8.3 million (roughly that of London). The study tour was based
in and around Stockholm (pop 1.4 m) and Goteborg (pop 0.7 m) the
two major cities. Most of the remaining 75% of the population

live in the southern part of Sweden with only about 10% scattered,.

P

N

An introductory day was spent at the Nordic School of Bublié;ﬁealth

in Goteburg, which is an institution for higher education and
research in public Health in the five Nordic countries - Sweden,
Norway, Finland, Denmark and Iceland. The aim is to achieve a

greater level of activity by cambining the resources of money and




expertise of the five nations. This policy of co-operation is re-
flected in the freedom of movement of health care staff between the
Nordic countries, for example a licensed doctor can practise in any

country.

After a welcome by the Dean, our host Professor Edgar Borgenhammer,
and Dr Marten Legergren explained the organisation of the health
services in Sweden, how the patient enters the system and some of

the current trends and problems in Sweden.

Like the UK Sweden's health system is financed largely from public
sources (see Table I) with a comparatively strong emphasis on in-
surance. The remaining 8% is raised by the fees and charges paid
by the patient, which are laid down by regulation eg: £4 on a visit

to a doctor or £4 for a prescription.

TABLE I: TFINANCING HEALTH CARE

TAXES (County/Regional/
National) 79%

COMPULSORY
INSURANCE 13% 5%

CHARGES TO PATIENT 8% 6%

In 1975 8.5% of the Swedish GNP was spent on health! (see Tables
IT and III). However, despite this and the enormous growth 'in-
expenditure on health that the figure represents, the effects of

international economic difficulties are now beginning to reach

Sweden. In some years the rate of growth has been as high as 5%,




now the "harsh reality" of 1% growth has to be faced - and with the
added problems of running pension and welfare schemes which are
highly dependent on rapid growth. In the 1970's large amounts of
money were allocated to health, but it is by no means self-evident

that resources will be so readily available in the 1980's.

TABLE II: GNP SPENT ON HEALTH (in %)2+3

SWEDEN

1950 3.h
1955 koq
1960 L,7
1965 5.6
1970 7.4
1975 8.5
1976 8.8
1977 9.8 5.2

TABLE ITT: TNTERNATIONAL RANKINGS IN % OF GNP SPENT ON HEALTH

(1975 figures)™

Country Rank

W.Germany 1st
USA 2nd
Sweden 3rd

UK 10th

Another similarity with the NHS lies in Sweden's current interest
in organisational and structural changes. The health service is

very much more de-centralised than in Britain (see Diagram 1).




This is partly due to the strong tradition of local self-government
which reaches back far longer into the past than the century of
legislation. The basic unit today is the County Council, an elected
body of up to 150 members which administers the health services for
about 250,000 people. There are 23 of these councils and 3 munici-
pal councils. Thus "electioneering" and politics inevitably in-
fluence health issues in a way rarely seen in the NHS; conversely
there is, at least in theory, far greater public accountability
with no need for 'watch-dog' bodies to represent consumers since

the county councillors are directly elected every three years.

In a way which is unique in international terms these County Councils
levy taxes to finance their public health services. The services
provided are completely comprehensive and cover both in-patient and
out-patient health care, the public dental service, care of the
mentally handicapped, and the training of certain health care per-
sonnel. Their ambit will widen in the future as county planning
and public transport functions are transferred to the Councils.

The work of the Councils is carried out by a series of committees
and by local officers, in a similar fashion to our Local Authorities.
Each County Council sends representatives to the Federation of
County Councils which co-ordinates the response of all the county
councils to central bodies, co-ordinates terms of employment and
salaries, and stimulates discussion and the production of infor-
mation on matters of public interest. The only medical care not
directly provided by the county councils are the so-called

Regional specialities which are state run. The catchment areas
cover a population of about one million and Regional hospitals

are places of highly specialised services, research and education.

Brain surgery, radiotherapy and certain diagnostic laboratories




are among the Regional clinical services while collection of data,
the development of computing and reviews of hospital utilisation

are other areas of interest.

On our visit we also discussed the role of central authorities.
The Ministry of Health is the body which carries out the decisions
of Parliament. However, advice is received from a variety of

central sources including the National Board of Health and Welfare

(NBHW) and SPRI (the Swedish Health Planning and Rationalisation

Institute). Each has its own particular sphere: the NBHW super-
vises and inspects the provision of all health and pharmaceutical
services and issues general policy statements while SPRI produces
research programmes and guide-lines on planning and on buildings.
The training of doctors comes under the universities; the Ministry
of Education and the NBHW (which regulates staff appointments).
The training lasts 7 years, 5% of which are spent in preclinical
and hospital training and 21 months of which are based in General
Practice. A further 51 years of specialist training follows for
hospital doctors with a further 3} years for GP's. Nursing and
paramedical training is undertaken by county councils. It is im-
portant to note that the NBHW is not an organisation equivalent

to our DHSS, it is independent of government - for example a re-
port on Swedish health services in the 1980's5 has a standing in
Sweden similar to that of our Royal Commission Report of 1979.
Recently though its impact has been undermined to some extent by
the growing influence of the "semi-official' Federation of County
Councils -~ this non-elected league has strong bargaining power
directly with the State. One interesting feature of this arrange-~

ment is that there is no coherent and decisively laid-down national




health policy, and one of the consequences of this has been the

succession of 'wogue' changes (for example on.mental handicap

policy).

There are few national "campaigns" and most policies

are de-centralised and dependent on local resources.

SPRI has close links with both the Federation of County Councils

and the government (being funded by these bodies in the ratio

% : 4 respectively).

of each is shown in Table IV.

TABLE IV: THE WORK OF SPRI

There are three main sections and the work

DEPT OF PLANNING
AND ORGANISATION

TECHNICAL
DEPT

GENERAL
ADMIN

i Organisation of
Primary health
care, health
centres + hosps

i Admin methods +
Information
systems

i General planning

Nursing admin +
training

v Health economics

Construction +
evaluation of
primary care
facilities +
hospitals

i Building stan-

dards +
materials

iii Biomedical
engineering

Supply services

i General and

legal matters

i Extensive co~

ordination +
publication of
projects

Information
services +
reports

Banking
services

In the discussion of structure in the Swedish system this paper has

so far concentrated on ‘'institutional' and administrative structure.

We will now turn to the.human side of the system - both staff and

patients.




There exists a far greater tendency than in Britain for patients
to go direct to specialists and the system seems to rely heavily
on this "self-diagnosis", which in over 90% of cases is direct to
a hospital. This coupled with a high degree of medical speciali-
sation raises many problems - for instance patients can end up
with many sets of medical records or can be under many different
doctors for various forms of treatment, each working independently
of the others. It was discovered recently when an elderly couple
died that their house contained 200 bottles of medicine prescribed
over three years by 17 different doctors. Of those who 'refer
themselves' to hospitals, one-third go to an A + E Department
while two-thirds go direct to a specialist clinic. While ob-
viously the county councils have slightly differing policies over-
all this 'self-referral' system - only 12% of doctors work in
general practice. It is hard to discover why this should be so;
especially since General Practitioners are paid on the same scales
as hospital doctors and Swedish Health Centres are extremely well
provided centres of technology. It seems that the answer may lie
both in the prestige of hospital practice and in public expecta-
tions of primary care. In the meantime, the system at present
only serves to increase the number of "primary care" cases being
presented at hospital departments. This in turn leads to very

ad

long waiting times for out-patient appointments and is Iﬁgied to

Nx
the noticeably 'bed-orlentated' approach to health care. (See \\\

Table V)

Apart from these issues which arise from con51deratlon of\the way
in which Swedish care is structured, lecturers from the Nerdlc”

School also discussed wider trends and patterns in Sweden. Her




particular problems lie in her ageing population and the provision
for their needs; the changes in the composition of the work-force;
the pattern of small households with weak social links or no tradi-
tion of voluntary care; and the universal problems of technologically
induced demand and public expectations. In our visits we encountered
examples of all of these trends and this account will discuss each

in turn.

TABLE V: COMPARTSONS OF PROVISION (per 10,000 pop)®:7

DOCTORS/10,000

% CHANGE 1960-
1975

TOTAL NUMBER OF
HOSPITALS 1977

GENERAL HOSPITALS
TOTAL BZDS/10,000
ACUTE BEDS/10,000

% CHANGE IN TOTAL
BEDS, 1960-1974

PATIENT ADMISSIONS/
10,000 1977/8

1950

DRUGS AS % OF TOTAL
HEALTH EXPENDITURE

DENTISTS/ 10,000

NURSES/ 10,000




The general question of demography and the problems posed in Sweden
by her population structure are highlighted in Table VI (below).

TABLE VI: TO SHOW POPULATION DISTRIBUTION IN SWEDEN
& (PERCENTAGE OF TOTAL)

AGE IN YEARS

0~ 14
15 - 44
45 - 74
OVER 75

There are two important factors which are not drawm out in these
figures; the first is the very rapid growth in the number of the
very old (ie those aged over 80). The future picture in Sweden
is of a society with a very high proportion of old folk and very
few children. Sweden has an even higher geriatric population
than Britain; and the care for these veople is far more dependent
on institutions. More than 12.5% of the Swedish population aged
over 65 is under an institution, while in Britain the figure is
640% and in France 3.8%. The second factor of interest is the
high proportion of immigrants in Sweden (1.1m out of the popula-
tion of 8.3 m in 1981. The influx of immigrants accounts. for
more than half of the population growth; in the past many have
come from Finland but the proportion of those coming from the

Mediterranean and third World countries is increasing.

Other changes in soclety are becoming evident, such as the in-

creasing number of women in the Swedish workforce and the chang-

ing pattern of households. For example there ig g high level of




single-person households (% of all households) while few old

people live with their children and most rely not on familial

but on public care. Since the role of voluntary care is very

much lower than in Britain and since the number of women who

work in the care sector is high the challense to both expand the
labour market and to provide more care publicly is strong., To
tackle the latter either male involvement in the care sector should
increase or working hours should be alterdd to take more account
of working women. The changes in Sweden are backed up by legis~
lation such as the separate taxation of husband and wife and the

provision of child care facilities.

While awareness of health issues snd health education in general

is higher in Sweden than in Britain this is exceptionally marked
in the question of women's health. However anomalies arise such
as the fact that while mammography is provided on demand the
Swedish breast cancer rate remains the highest in the world.

All preventive, counselling and child health services are available
free on demand. There are high child allowances, and benefits

and leave available for both fathers and mothers. Breast feeding
is encouraged but home deliveries are rare and seldom encouraged.

Family planning advice is also free and birth control provided

under the health services (however, interestingly, Depo Provero

the injectable contraceptive is used in Sweden but not sent to the

Third World).

Another area of concemn in Sweden is that of "induced demand"

for health care. Traditionally a lot of money has been spent on
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health in the past, and the high-cost care provided is now more
difficult to fund despite public expectations of high technology
medicine. Sweden with g high proportion of GNP ang the world's
highest per capita expenditure on health finds hezself rarticularly
hard-hit by the changing relationship of prices of services and
#goods; by shorter working weeks and other Personnel and welfare
policies; and by technological and professionally initiated
demands. The first assumes ever increasing productivity and does
not always come to terms with the fact that providing a constant
level of service will cost more in the future. Meanwhile changes
in personnel policies lead to increased expenditure on such items
as training or providing additional holiday cover or even building
into the system provision for a higher proportion Bf part-time
working. Lastly Swedes not only expect but demand very high
standards not solely of "care" but of environment and technology.
Resentment can be widespread when a high level of service is
lacking -~ partly no doubt because the Swedes see such a direct
link between the high taxes they pay and the services they benefit
from. The provision of certain technological machines eg CAT
Scanner is twice as high as in Britain, reflecting these expectations.
We noted that the buildings ang equipment throughout our vigit were
of a uniformly lavish standard, and in many cases over-lavish.
There was a pleasant feeling of light and space but often in build-
ings that were obviously under used. It seems that projects were
undertaken even where the surrounding population did not actually

need the serwvice provided.

These questions faced by Sweden will not simply fade away of their

om accord; inevitably some of the issues raised will increase in
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importance. As resources gradually become less readily available
than in the past 'taking stock' will occur and is indeed beginning
to occur within Sweden. The goals of equal access (both in geo—~
graphical and income terms) and equal opportunity are being re-
emphasised and another major aim is to solve problems nearer to
their source. Thig implies not only engaging in further preventive
measures and placing greater responsibilities in the hands of the
population themselves but in tackling the whole general condition
of life including the social framework. A study of mortality pat-

terns indicates that lifestyle has a far greater impact on mortality

(and hence by implication health) than the "health system" (see

Table VII).

TIABLE VII: GEORGIA STUDY OF MORTALITY PATTERNS
=Rl Toos,  oiaaa o Vol Ul MORIALLILTY PATTERNS

FACTOR % EFFEC

LIFESTYLE 43
BORN FACTORS 27
ENVIRONMENT 19

"HEALTH SYSTEM" 11

This very "broad-brush! approach is embodied in the changing legis~
lation to be introduced in 1983; currently the County Councils are
responsible only for medical treatwment while the 'municipalities!
cover social service and environmental matters, while prevention

is only undertaken as a voluntary commitment. In 1983 a legal
responsibility for all aspects of preventive medicine including
health education will rest with County Councils as part of an
attempt to reform the whole gamut of social welfare legislation

to meet the needs of society "the sociasl welfare situation of an

individual or group should be considered in relation to their
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whole environment" (9). The divide between primary and secondary

care should be bridged, and closer liaison in the planning of
both health and social services should, in theory, lead to the
provision of ever-more effective health services. This brings
us back full circle to the introductory discussion. Adjusting
to a slower rate of growth in the economy as a whole will lead
to increasing economic competition between different interests,
not only 'health' vs 'other fields of government expenditure'

but between health sectors for example 'hospital' vs 'primary
care' and probably most significantly between 'new' vs 'existing'
activities. The challenges presented by the economic climate
have so far caused a re-statement of a belief in, and commitment
to, the goals of the 'welfare state' and this coupled with a high
awareness of health issues led us to suppose that the Swedish

health system will be able to rise to meet these challenges.




DIAGRAM 1: TO SHOW THE SWEDISH STRUCTURE AND THE RESPONSIBILITIES OF
MUNICIPAL DISTRICTS AND COUNTY COUNCILS

THE KING

PARLIAMENT

13 OTEER MINISTRY OF
MINISTRIES HEALTH AND

SOCIAL AFFAIRS
N
\

\
NATIONAL ADMIN \
BOARDS

\I/ NATIONAL BOARD
OF HEALTH &
WELFARE

COUNTY ADMIN
BOARDS

>
A 4 FuDERATION

OF COUNTY
MUNICIPAL CéUNCIlLS :
DISTRICTS

26 COUNTY
COUNCILS

v
RESPONSIBLE FOR: RESPONSIBLE FOR:

HOUSING IN~-PATIENT & OUT-PATIENT

EDUCATION HEALTH CARE

SOCIAL SERVICES PUBLIC DENTAL SiRVICE

ENVIRONMENTAL HEALTH MENTAL HANDICAP
TRAINING PERSONNEL




1.

BIBLIOGRAPHY

"Forward to the 1890's: Sweden ~ A Survey!
The Economist, 15 Nov. 1980.

Fact sheets on Sweden - a series of articles published by The Swedish
Institute.

Swedish Ministry of Health & Soc. Affairs.
Series of articles on "The Swedigh Health Services in the 1990s"

The Swedish Ministry of Health & Social Affairs,
"H390: Starting Points & Guidelines!

National Swedish Board of Health & Welfare,
"The Swedish Health Services in the 1980s"

SPRI!'s Working Programme', SPRI.

Kdgar Borgenhammer, ''Swedish Medical care in an Internatiomal Perspective''.
Nordic School of Public Health.

Per - Clof Brogren, "Primary Health Care in Sweden'l,
WHO Study, March 1982.

Arnold J Heidenheimer & N. Elvander 1976 (ed) '"The Shaping of the Swedish
Health System', Croom Helm

Mirten Lagergren, "The Costly Care™ The Secretariat for Future Studies,1982.

Robert J. Maxwell, "Health & Wealth' Lexington Books.

?Z-g\
N
Robert Maxwell, "International Comparisons of Health Needs & Serwices',

N\

\‘

Jan Nasenius, 'New Swedish Social Services Legislation':':

“Current Sweden', May 1981




REFERENCES

Robert J. Maxwell, "Health & Wealth' Lexington Books

Robert J. Maxwell ,Ibid.

The Swedish Ministry of Health & Social Affairs, !'HS90:

Starting Points & Guidelines"

Maxwell, Ibid.

The National Swedish Board of Health & Welfare

"Phe Swedish Health Services in the 1980s" , 1976.

Maxwell, Ibid

The Eurohealth Handbook, 1980

M8rten Lagergren, '"The Costly Care" The Secretariat

for Future Studies, 1982.

Jan Nasenius, !'"New Swedish Social Services

Legislation" in ! Current Sweden", May 1981




Iy







