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Abstract 
This study investigates the required implementation of the System of Choice in the 

Swedish County Council of Västerbotten. The System of Choice is a national law with 

the objective to improve efficiency within primary care in Sweden. This was done by 

opening the market for more competition and giving the citizens the right to choose 

where to seek care. The reform was a big change for the organisation of health 

provision, which had up until the reform been characterized by monopolistic behaviour 

by county councils as dominant firms. 

 

At the time of this study it had been three years since the beginning of Health Choice, 

which is the name for the reform in Västerbotten. The aim of this research was to find 

out if the way in which Västerbotten County Council has chosen to shape Health Choice 

has led to the fulfilment of the objective of increased competition and thus higher 

motivation to perform quality care. This has been done by examining the development 

of the Health Choice and its reimbursement system through the eyes of the primary care 

providers. The study has further looked at the reasons underlying the result and ways to 

improve it. 

 

This area is not new ground for research. The organisation of health care is a popular 

topic all over the world since the population is growing and becoming older, thus 

putting increased pressure on the provision of health care (WHO, 2010, p. VI). Research 

has however showed that the optimal organisation of a reimbursement system for the 

primary care largely depends upon local conditions (Anell, 2005, p. 61). Since there is 

little previous in-depth information about the outcome of the Health Choice, the 

approach of this study has been inductive. Due to this exploratory and explanatory 

nature of the study a qualitative approach was applied. 

 

The data-collection has been done through 14 semi-structured interviews of about an 

hour each. To be able to catch the effects of the reimbursement system 11 of the 

interviews were conducted with health centre directors, representing both private and 

public providers as well as the different regions within the county council. The three 

other interviews were held with representatives from the county council and the 

supporting department for the Primary Care Group. The interviews generated 

transcribed text of 250 pages. This material was sifted and processed using the template 

analysis approach.  

 

The result shows that the county council‟s attitude to the Health Choice has negatively 

affected how it has been implemented. Too little resources have been spent on the 

purchasing department that is responsible for the development of the Health Choice and 

its reimbursement system. These factors have led to an organisation of Health Choice 

that discourages private providers to enter the primary care market in Västerbotten and 

there has thus only been a small increase in competition. A complex system with low 

continuity, lack of information and focus on the wrong things have led to the value of 

the reimbursement system as a motivational tool for increasing cost effectiveness and 

quality of care to be low.  

 

 

Key words: competition, motivation, reimbursement system, primary care, purchaser-

provider split, quasi-market, Health Choice Västerbotten. 
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Sammanfattning 
Denna studie har undersökt införandet av Vårdval i Västerbottens Läns Landsting. 

Vårdval är en nationell lag med syftet att öka effektiviteten inom den Svenska 

primärvården. Det har gjorts genom att öppna upp marknaden för konkurrens och låta 

medborgana själva välja var de vill söka vård. Denna reform utgjorde en stor förändring 

för sättet att organiseravården, något som fram tills reformen hade karaktäriserats av 

monopolistiskt beteende på grund av landstingets roll som dominant aktör.    

 

Vid tiden för denna studie hade det gått tre år sedan införandet av Hälsoval, som är 

Västerbottens Läns Landstings motsvarighet till Vårdval. Syftet med denna 

undersökning var att ta reda på om det sätt som Västerbottens Läns Landsting valt att 

utforma Hälsoval på har lett till uppfyllandet av det tänkta målet med reformen, ökad 

konkurrens och på så vis även ökad motivation att utföra kvalitativ vård. Det har gjort 

genom att undersöka Hälsoval och det tillhörande ersättningssystemet genom 

vårdgivares ögon. Studien har även utforskat de underliggande orsakerna till detta 

resultat samt sätt att förbättra det. 

 

Detta är inget nytt forskningsområde. Organisering av sjukvård är ett populärt ämne 

världen över eftersom den ökande och allt äldre befolkningen sätter större press på 

tillgången på vård (WHO, 2010, p. VI). Forskning har visat på att den optimala 

utformningen av ett ersättningssystem för primärvård till stor del beror på de lokala 

förutsättningarna (Anell, 2005, p. 61). Det finns väldigt lite tidigare djupgående studier 

om effekterna av Hälsovalet. Angreppssättet för denna studie har därför varit induktivt 

för att kunna generera ny kunskap om ersättningssystemet som ett verktyg för att styra 

primärvården under de rådande förutsättningarna i Västerbotten. På grund av en 

utforskande och förklarande natur så har denna studie haft ett kvalitativt 

tillvägagångssätt.  

 

Insamlandet av data har skett genom 14 semistrukturerade intervjuer på ungefär en 

timme vardera. För att kunna fånga upp effekter av ersättningssystemet så har 11 av 

intervjuerna hållits med verksamhetschefer vid både privata och offentliga vårdenheter, 

liksom vårdenheter inom de olika regionerna inom landstinget. De tre övriga som 

intervjuades representerar landstinget samt den offentliga primärvårdens stab. 

Intervjuerna genererade 250 sidor i form av transkriberad text. Detta material sållades 

och bearbetades genom användning av schablonanalys.  

 

Resultatet visar att landstingets attityd till Hälsoval på ett negativt sätt påverkat hur 

införandet gått tillväga. För lite resurser har lagts på beställarenheten som är ansvariga 

för utvecklandet av Hälsoval och dess ersättningssystem. Dessa faktorer har lett till att 

Hälsovalets utformning hindrar privata vårdgivare att äntra marknaden för primärvård i 

Västerbotten och att det därför bara har skett en lite ökning av konkurrensen. Ett 

komplext system med låg kontinuitet, brist på information och felaktigt fokus har lett 

till att värdet av ersättningssystemet som ett motivationsverktyg för att öka 

kostnadseffektiviteten samt kvaliteten på vård, är låg.   
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1 Introduction 
 

In Sweden, health care is viewed as a public responsibility and has for a long time been 

supplied by the government. New political forces, together with a change in the 

demographic structure have shifted the organization of health care towards increased 

competition. This has been done by giving the population the right to choose provider 

and allocating the resources thereby. Entry is also being granted to private providers, 

with an aim to increase efficiency and quality of the care. In this chapter we try to show 

the developments that have led to this shift in health care focus and discuss the reasons 

why financing of primary care has become such an important issue. This will eventually 

result in the research question and the purpose of this study. 

 

1.1 Problem Background 
On the website of the Government Offices of Sweden it reads “The Government's 

objectives are based on the premise that health and medical care is to give patients 

added value in the form of improved health. Health and medical care must be run 

efficiently and with good results for patients so that it enjoys a high level of confidence 

among the general public.” (2013) Some of the priorities set for 2013 are; to ensure 

good accessibility and freedom of choice between care providers, patient safety, 

strengthening the position of the patients and to develop national quality registers for 

health and social care (Government Offices of Sweden, 2013). An indication of the 

importance placed on the provision of health care can be given by an examination of the 

resources spent on it. In proportion to GDP, Sweden spends comparatively more than 

most other countries within the Organisation for Economic Co-operation and 

Development [OECD] spend on health care. According to the OECD, in 2010 the total 

health expenditure amounted to 9.6% of GDP, just above the OECD average. Counted 

on a per capita basis, adjusted for purchasing power parity, Sweden spent 3268 USD 

compared to the OECD average of 3268 USD (2012, pp. 1-2). Calltorp (2012, pp. 677-

678) stated that in international comparisons, Sweden has been successful in its 

implementations of health care policies. His arguments are that the early 

implementation of a common „welfare-system‟ for all citizens and inter-sectorial 

cooperation and an active implementation of public health measures is the reason for 

this success. 

 

Demographic indicators show that the Swedish population is becoming older. With 18% 

of the population being over 65 years of age, it represents one of the oldest populations 

in the world. As fewer people are of working age, a higher financial pressure is put on 

those who are (Anell et al, 2012a, pp. 3-4). Calltorp (1992, p. 145) states that together 

with new technical development as well as social and cultural changes, this has put 

increasing pressures on the health care system. In a later paper, he adds that in terms of 

availability and diversity, the population also put higher demands on the delivery of 

health care today. Therefore, the demands on continuous development, efficiency and 

ingenuity have increased (Calltorp, 2008, pp. 9-10). 

 

Swedish health care is mainly tax-funded and thus it has limited resources (Anell et al., 

2011, p. 31; Calltorp, 1992, pp. 145-146). In 2010, as much as 81% of health 

expenditure originated from public sources. This number is also higher than in many 

other OECD countries, where the average amount of public spending is 72% of the total 

health expenditure (OECD, 2012, p. 2). With the guidance of national regulations, 
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health care is mainly governed by politicians on a regional level. Each county council is 

in charge of their own health care organisation (Anell et al., 2011, p. 31; Silverbo, 2004, 

p. 7). The county councils are to a large degree autonomous, which means that they can 

themselves decide how they wish to organize their services. There is a long tradition of 

local self-government in Sweden and one important objective is to encourage different 

solutions that are adjusted to the particular circumstances of each county council. 

However, often more unfavourable effects have come to light such as the uptake of new 

medicines and varying treatment practices (Anell et al, 2012a, p. 29). In the late 1980´s 

the Swedish public sector received criticism for lack of cost control, poor efficiency and 

too much operational control from the politicians. Sweden was not alone in receiving 

this criticism (Anell et al., 2012a, p. 23; Silverbo, 2004, p.7).  

1.1.1 A Shift in the Public Sector 

Within many of the OECD countries this criticism led to a shift in the public sector 

from the Progressive Public Administration [PPA] to the New Public Management 

[NPM]. The PPA stands for a separation of the public sector from the private, whereas 

the move towards NPM meant a reduction of the viewed differences between the private 

and public sectors. This new conception displayed suspiciousness towards the public 

sector and its servants. The trust was instead put in the market and business methods 

(Hood, 1995, pp. 93-94). Within health care this means that patients are viewed as 

customers, who can use the market to show their preferences instead of using the 

traditional political influences. The goal with NPM is to make the public sector more 

efficient. This can be achieved by incorporating ideas from the private sector, as well as 

part of the private sector itself (Ahgren, 2010, p. 92). Due to the ideological nature of 

the topic, information asymmetry between care providers and patients as well as the risk 

of overproduction due to its third party financing, health care is a difficult market to 

deregulate (Karlsson, 2005, p. 27).  

 

An NPM reform that has been particularly well used within Swedish health care is the 

Purchaser-Provider Split. It was used as a tool to shift political control and introduce 

competition to the public sector. Incorporating ideas from the private sector, this model 

separated the functions of purchasers and providers. Previously, the county councils 

took all three roles in the Purchaser-Provider Split model; the financer, the purchaser 

and the provider (Silverbo, 2004, pp. 4, 7-8). Through a separation of the roles, the 

objective is to reach a competitive internal market, where both privately and publicly 

run organisations can take the role as provider (Karlsson, 2005, p. 27). The practical use 

of the Purchaser-Provider Split has changed over the years, and its usage varies between 

counties and the different functions of health care (Ahgren, 2010, p. 92; Silverbo, 2004, 

21).   

1.1.2 The Importance of Primary Care 

Within Swedish health care, the function of primary care has grown in importance over 

the last 40 years. The political objective has been to establish primary care as the 

patient‟s natural first contact with health care upon need. This has been done through a 

transfer of resources and patients from the hospitals to primary care units, in an attempt 

to save costs and provide individualized and more qualitative care to the country‟s 

citizens (Anell, 2005, pp. 7, 84). Another reason for the increased prioritization on 

primary care was said to be to “reduce the imbalance between the primary care 

commitment and its resources” (Pettersson & Jaktlund, 2013, p. 13). With this in mind, 

a national initiative was taken in the late 1990s which aimed to pressure the county 

councils‟ development of primary care and to increase the amount of general 
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practitioners. This was done through directed resource additions connected to new 

regulations (Pettersson & Jaktlund, 2013, p. 13). 

 

In 2011, 35 489 m SEK was spent on primary care in Sweden, which is 17.4% of the 

county councils‟ total health care expenditure (Appendix 2.1). Five years earlier, in 

2006, the number was only 16.5% (National Board of Health and Welfare, 2012, p. 

189). Thus, it appears that some resources, at least in proportion to the county councils 

total health care budget, have followed the political objectives of increased focus on 

primary care. The governmental efforts put in place to ensure this transfer have also led 

to an increased respect and trust in the abilities, of general practitioners working within 

primary care (Swartling, 2006, pp. 1050-1052). Today, “primary care forms the 

foundation of the health care system [in Sweden]” (Anell et al., 2012a, p. 17).  

1.1.3 New Relationships and Motivational Tools 

Due to the reduced political influence on primary care delivery and the growing 

importance of primary care, new ways had to be found to steer providers to reach 

political objectives (Anell, 2005, pp. 49-50; Anell et al., 2012a, pp. 67, 111-112). Laws, 

norms, medical guidelines, knowledge base, health care programs, reimbursement 

systems and health care contracts are all part of the governing of the Swedish health 

care system. It has been suggested that the reimbursement system is one of the most 

important tools for politicians to direct the providers towards their health care 

objectives. It forms the foundation of every health care system (Calltorp, 2008, p. 9). In 

the spirit of self-government, each county council formulates a contract in which they 

specify the requirements for all primary care centres operating within that county 

council. The main focus of these requirements is on the minimum level of clinical 

competences required at each primary care centre. The county council also design a 

reimbursement system which allows them to steer providers in a desired direction 

(Anell et al., 2012a, p. 39; Pettersson & Jaktlund, 2013, pp. 13-14). This reimbursement 

system can be made more or less complex and involve various degrees of control 

(Jacobsson, 2007, p. 9).  

1.1.4 Focus: Västerbotten 

Due to the differences in governance between the various county councils, we have 

chosen to focus our efforts on one in particular; Västerbotten County Council [VLL]. 

Instead of making comparisons to other counties, we have attempted to perform a more 

in-depth study of the particular circumstances in Västerbotten. Västerbotten is located in 

northern Sweden and consists of a large geographical area, but has comparatively low 

population count. The population density is the third lowest in the country (Appendix 

2.4). They spent 915 m SEK on primary care in 2011. This amounts to 15.7% of their 

total health care expenditure (Appendix 2.1). By comparing this to the total proportion 

spent on primary care for all county councils, we see that Västerbotten spends 

comparatively little of its health care funding on primary care. The amount spent can 

also be compared across county councils on the basis on amount spent per inhabitant. In 

Västerbotten 3 524 SEK is spent on each citizen, compared to the national average of 

3 742 SEK (Appendix 2.2).  

1.2 Problem Discussion 
In 2010, the Purchaser-Provider Split reached VLL, when they implemented a new 

regulation that promotes free establishment of primary care centres and gives the 

population the right to choose their provider, the Act on System of Choice for the Public 

Sector (2008:962). The implementation follows a decision by the parliament that all 
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county councils in Sweden are required to follow (Uhlin, 2011, p. 6; VLL, 2010, p. 4). 

Pettersson & Jaktlund (2013, p. 14) explains that on a national level, the objective with 

this new law was to introduce competition to the primary care market in an attempt to 

increase the motivation to perform higher quality care and better availability. No clear 

conclusions as to these effects have been given, but research has indicated that the 

System of Choice has generally been positive. It has been found that patients are 

generally optimistic to their new freedom of choice, and there have also been reports of 

increased availability as well as increased primary care production.  

1.2.1 Political Influences 

Ahgren (2010, p. 93) shows that many county councils began their implementation of 

System of Choice before it became required to do so by law. However, Västerbotten did 

not. Anell et al. (2012, pp. 110-111) states that the belief that freedom of choice for 

patients and free establishment for primary care centres are linked is generally 

connected to centre-right wing political governments. On a national level, the Act on 

System of Choice was only implemented after a change in political control towards a 

more centre-right wing government. In contrast, VLL is run by the Social Democrats, 

without any significant presence of right-wing political beliefs (VLL, 2013c; Appendix 

2.5). This is likely a reason behind the late introduction of the System of Choice in 

Västerbotten. When Västerbotten finally implemented the System of Choice, they 

named it Health Choice Västerbotten [HCV] as they believed it better aligned with the 

county´s objectives (VLL, 2013a, p. 8).  

1.2.2 Varying Implementations of the System of Choice 

The foundation of Västerbotten´s reimbursement system is similar to several others 

throughout Sweden (Anell et al, 2012b, pp. 29-39). Previous studies (Anell, 2009, p. 23; 

Anell 2011, p. 554) suggest that many of the county councils are inspired by others in 

their choice of reimbursement system, something that may be a strong explanation for 

the similarities in design of the systems. Availability of general practitioners, 

demographics and population density varies across the county councils (Anell et al., 

2012, .3; Pettersson & Jaktlund, 2013, p. 5; Appendix 2.4). Therefore, they also have 

different conditions which need to be considered in the formulation of a reimbursement 

system. There are many mechanisms to choose from, which all have their positive and 

negative effects. These mechanisms can be combined to form the appropriate 

reimbursement system for particular county councils (Jacobsson, 2007, p. 32). It has 

previously been found that the way the counties used to organize their reimbursements, 

as well as the present competition between care providers and the existing resources all 

matter for what effect a new reimbursement system will have (Anell, 2005, p. 61). It is 

thus likely that now, three years after the mandatory implementation of the System of 

Choice, there are variations in the effects of what appear to be similar reimbursement 

systems. 

 

Many studies have been made both in Sweden and internationally as to which 

reimbursement systems are most effective. However, what has been found is that no 

system is the ultimate solution for everyone. Also, the reimbursement system needs to 

be complemented by well formulated demands as well as follow ups. The way in which 

these demands and reimbursements are formulated could potentially steer the direction 

of primary care. Therefore, it is important that the county council is an active participant 

in the assignment placed on the providers. Agency theory is often used as a base for the 

discussion concerning external motivation for health care providers. With a separation 

of purchaser from provider, a typical principal-agent situation is created, with the 
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county council representing the principal and the primary care centres working as the 

agents. Two strategies exist to steer the providers in the desired direction; by incentives 

and by rules (Anell, 2005, pp. 49-50). As mentioned above, the most easily available 

incentive is the reimbursement system (Calltorp 2008, p. 9). Thus, if the reimbursement 

system is well formulated it can motivate providers to perform the health care objectives 

of the county council.   

1.2.3 Why Focus on Health Choice Västerbotten? 

In the spirit of the local self-government, the county councils need to decide upon a 

contract for provision of primary care under the System of Choice. An important aspect 

of such a contract is the clinical competence requirements the primary care centres have 

to fulfil to be allowed to operate within the frames of the System of Choice. The county 

of Västerbotten is one out of five county councils that have chosen to require the highest 

possible clinical competences from the primary care centres that want to be accredited 

under their System of Choice (Anell et al, 2012b; p. 26; Lundvall et al, 2011, p. 26). It 

might be of interest to note that four of these five counties are located in northern 

Sweden, which might indicate that these counties experience other challenges in their 

organization of health care than counties do in the south. As an example, the low 

population count per square kilometre can be mentioned. Västerbotten is not the only 

northern county council with widely dispersed geographical areas and low population 

counts. Of the five counties with lowest population density, four of them are located in 

northern Sweden (Appendix 2.4). 

 

An important issue that needs to be considered for the design of the contract is the 

national shortage of general practitioners. A recent report displayed a shortage of 30% 

(Pettersson & Jaktlund, 2013, p. 5). This corresponds to the situation in Västerbotten, 

where it has caused great deficits in primary care production budgets. Ernst & Young 

concluded in their audit report of VLL for 2012 that the -17 m SEK budget deviation in 

primary care production is partly due to the shortage of general practitioners and lost 

reimbursement on unachieved quality parameters. They further state that these problems 

were well known but were not considered when the budget was constructed (Bjureberg 

& Blom, 2013, p. 8). No research has been conducted in this area in relation to the 

design of the contract and the reimbursement systems used (Pettersson & Jaktlund, 

2013, p. 14). One might think that the 30% shortage of general practitioners should have 

inspired such research. Due to the VLL‟s options regarding reimbursement systems and 

contract formulation, perhaps they could be designed in a way that better corresponds to 

the reality of the primary care market?  

 

Instead, an attempt is being made at transferring patients from inpatient care at hospitals 

to outpatient care at primary care centres. In 2012, a new project called Project Balance, 

implemented a reduction of 85 inpatient accommodations. To facilitate this transfer, an 

extra 10 m SEK was added to the primary care budget for 2012. Primary care 

production increased by 0.2% during the year, and all primary care centres have been 

affected (VLL, 2013e, pp. 20, 23). As Calltorp (2008, p. 20) suggests, the 

reimbursement system should be designed to simplify this transfer of inpatient care to 

outpatient care. 

Motivation 

VLL´s reimbursement system is mainly built on a fixed compensation, but contains 

several variable components as well (VLL, 2013a, pp. 22-31). The presence of a large 

fixed reimbursement usually increases cost control, cost-effectiveness and competition 
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for patients (Anell et al., 2011, p. 44; Barnum et al., 1995, pp. 6-7). To some extent the 

primary care providers also receive reimbursement for performed services and achieved 

goals (VLL, 2013a, pp. 25-29). This is often seen as motivating factors established to 

inspire higher quality and focus on particular political objectives (Jacobsson, 2007 p. 

32). A recent report of the goals chosen to motivate primary care centres in Västerbotten 

shows that they are rarely fulfilled to any larger extent (VLL, 2012b). To adjust the 

reimbursement to the individual needs of specific primary care centres and their 

patients, the reimbursement is also adjusted for geographical distance between the 

primary care centres and the closest hospital, as well as the needs of particularly 

resource demanding patients (VLL, 2012, pp. 22-25).  

Competition 

The law on System of Choice in the Public Sector (2008:962) implied free 

establishment for private providers within the primary care market. It has been proven 

that those who are listed at a private primary care centre are usually more satisfied with 

the service and care received (Morin, 2011). Still, many Swedish citizens question the 

introduction of private providers. The traditional system of publicly run welfare-

services (Anell, 2011, p. 549) has been uprooted with this new law. However, there are 

already discussions of whether the profit possibilities for private providers should be 

limited (Bill 2012/13:Fi299). These varying opinions of the effects of private providers 

stem from different political beliefs (ekuriren.se, 2012). If this recent bill is introduced, 

many of the important market elements of the System of Choice might be lost (Eliasson 

et al., 2012).  

 

Studies have shown that there has been a national net increase of 190 primary care 

centres, about 19% since the introduction of System of Choice (Jönsson et al., 2012, p. 

38). In Västerbotten there are 2 more primary care centres today compared to before the 

first of January 2010 (Uhlin, 2011, p. 11). Even though the number, as well as the 

proportion, of private primary care centres has increased there are still fewer private 

health care centres in Västerbotten compared to most of the other county councils and 

thus also the Swedish average (Jönsson et al., 2012, p. 39, 41, VLL, 2013b). In total, 

only 15.8% of Västerbotten‟s primary care centres are run by private providers (VLL, 

2013b). This can be compared to the national average of 41% (Pettersson & Jaktlund, 

2013, p. 32).  

The Perfect Contract? 

It is interesting to discuss why the amount of private providers varies so much between 

different counties. The new law should have resulted in equal possibilities of 

establishment in all county councils, so why are there still so few private primary care 

providers in some of them? As mentioned, politics is an important factor. Also, the way 

VLL has formulated their reimbursement system and demands for accreditation under 

the System of Choice are important factors. We discussed above that the county 

councils active participation in the System of Choice is significant, which implies that 

their attitude towards it is vital for a smooth implementation. All county councils tries to 

find the model that best suit their own needs and objectives. Each model needs to be 

adjusted to the specific conditions of the county council. The main structure is often the 

same but they all have variations that they perceive to build the perfect contract. The 

question is, have anyone found it? 

 

The point of the System of Choice is to save costs and increase the motivation to 

perform quality care through the introduction of more market inspired methods. Free 
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establishment for private providers and the ability for patients to choose their primary 

care provider were important aspects of doing so. However, implementation of the 

System of Choice is decided by the individual county councils, which has led to 

variations in its structure and effects. Due to the presence of an agency relationship 

between county councils and primary care providers, the possibility that moral hazards 

exists is great (Gauld, 2007, p. 19). Therefore, important features of a functioning 

System of Choice is properly formulated demands, well directed incentives through the 

use of reimbursement system, clear guidelines, continuity in objectives, information and 

communication (Jacobsson, 2007, p. 80, Gauld, 2007, pp. 19-20, 31). Thus, the way an 

individual county council implements the System of Choice will affect the market 

conditions for the providers. This implies a great responsibility for the county councils 

as their choices can both hinder and aid the primary care market. 

Complex Topic 

As can be seen from the array of information and facets discussed above, this is a 

complex subject reaching across many fields of study. In order to be able to analyse the 

situation of Västerbotten, and to answer the research question below, it is necessary to 

link it to other subject areas. This thesis is written as a part of a degree in business 

administration, with a focus on corporate finance. However, we will also discuss and 

touch upon; economics, politics, accounting and management. This will help us form a 

background for our study and to provide instruments for analysis of how Västerbotten 

has been affected by the recent political shifts as well as see how the primary care 

providers are affected by Västerbotten´s implementation of System of Choice. As this 

thesis is primarily written for a Swedish audience and there are many technical terms 

used, a small dictionary is provided in Appendix 1. At this point, it also deserves to be 

mentioned that a few terms will be exchanged for abbreviations. Particularly will 

Västerbotten County Council often be replaced by VLL and Health Choice Västerbotten 

will be replaced by HCV as to avoid unnecessary repetition of language.  

1.3 Research Question 
How have the intended effects of Health Choice Västerbotten, such as increased 

competition and motivation, been achieved? 

1.4 Purpose 
The purpose of this study is to explore how VLL has chosen to implement the System 

of Choice through an analysis of their reimbursement system and demands on providers. 

We will examine the effects that the current HCV contract and its reimbursement 

system have had on the competitive situation between primary care providers as well as 

its ability to motivate health care professionals to provide qualitative care in a cost 

efficient way. By combining empirical evidence with scientific theories we also intend 

to provide suggestions on how to develop and improve the situation in Västerbotten.   

1.5 Delimitations 
To form a background to this subject we discuss many national aspects of Swedish 

health care organisation and primary care provisions. However, due to the decentralised 

governing of Swedish health care, there are many variations across the country (Anell et 

al., 2012a, p. 18-19, 29; Government Offices of Sweden, 2011; Jönsson & Nilsson, 

2009, pp. 29-30). As explained in section 1.1.4, we have chosen to focus to VLL to be 

able to perform a more in-depth study. Thus, we did very few comparisons with other 

county councils‟ organisations.   
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This study is concerned with the implementation of HCV and the providers connected 

to it. Providers operating under other conditions, such as the National Tariff which will 

briefly be described later on, will not be pursued in any way.  

 

The objective of the System of Choice is to improve the efficiency of the primary care 

to get higher quality in care at lower cost. In this study we have however not directed 

any focus on the definition of quality or perceived quality. 

 

Finally, this thesis examines the effects of the reimbursement system mainly through the 

perception of the primary care providers. VLL has been represented by two public 

officials, as they work closely with HCV and the reimbursement system. The politicians 

in their role as financers are thus not included. Nonetheless, we believe that this 

arrangement offer opportunity to answer our research question.  

1.6 Disposition 
 

Chapter 1: Introduction 
This was a presentation of the purpose of the research and a background explaining its 

importance. 

 

Chapter 2: Methodology 
This chapter offers an explanation of the chosen methodological stand points of the 

thesis, but also the chosen research approach and design since they are interlinked. In 

addition, the chapter displays the researchers‟ preconceptions and explanations 

concerning secondary data collection. 

  

Chapter 3: Swedish Health Care 

This chapter aims to provide the reader with an overview of Swedish health care by 

covering information about its development, connected laws and its current organisation 

in Västerbotten.   

 

Chapter 4: Conceptual Framework 

In this chapter, related theories and concepts have been collected and explained. Also, 

related previous studies are discussed.    

 

Chapter 5: Practical Method 

Here the chosen methods connected to the primary data collection are accounted for. 

For example, it covers the sampling strategy as well as the chosen analysis strategy. 

 

Chapter 6: Empirical Evidence 

As can be expected, this chapter reveals the actual findings of the research.   

 

Chapter 7: Analysis 

In this chapter the findings from the previous chapter is discussed in the light of the 

related theories and previous studies. 

 

Chapter 8: Conclusion  

This chapter is where the thesis is concluded and the answer to the posed research 

question is stated. Further, the quality of the research will be discussed and suggestions 

for future studies are made.  
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2 Methodology 
 

In this chapter we describe our methodological considerations. Here the focus lies with 

explaining how we have approached the theoretical parts of the research. The way we 

conducted our data collection and its issues will be discussed in chapter 6. With 

personal interests as an inspiration and through extensive literature searches we found 

a gap in the current theories surrounding the topic of how reimbursement systems used 

by county councils affect competition and motivation within the primary care market. 

Our research philosophies are interpretivism and constructionism, which was used 

together with an inductive research approach. The studying of previous research and 

well-known theories formed a background for our search of new theory.  

 

2.1 Choice of Subject 
As Saunders et al. (2012, p. 28) state, capability of the researchers is an important 

aspect of choosing a suitable subject for a research project. Their reasoning is that the 

researchers need to know that they have the necessary knowledge to conduct the study.  

Through studies at the International Business Program at Umeå University we have had 

the opportunity to study many areas of business. We have chosen to specialize in the 

field of financial management and our main interest lies with corporate finance. We 

have studied how corporations are financed and what happens when privatisation of 

government owned business occur. This has formed a good basis for us to develop our 

research upon.  

 

The topic for this thesis was found through both rational and creative thinking, which is 

recommended by Saunders et al. (2012, p. 31), in the forms of evaluating our own 

interests, discussion, searching literature and media as well as brainstorming, keeping a 

notebook of ideas and exploring the subject‟s relevance to business using the literature 

found. The subject choice ended up being derived from a personal interest in the area. 

One of the researchers has previously worked in a few primary care centres and grew up 

with a parent who owns several private primary care centres. The experiences gained 

have shown that introducing private providers on the market can have good effects for 

the patients, but it has also shown that the patients themselves are often prone to quickly 

dismiss the idea. The issue has been a sensitive subject in Sweden for a long time but 

due to recent political changes its relevance has been amplified. This led us, the 

researchers, to a discussion of the current situation of primary care today. We had 

discovered that Västerbotten, which is where we are enrolled at University, has a 

comparatively low amount of private providers. This steered us to question why this is 

so and thus guided us into this subject. By performing a preliminary literature search 

(Saunders et al., 2012, p. 31) we discovered that very little research had been done with 

the focus of VLL‟s primary care provision. We also found evidence of an unwillingness 

of VLL to introduce HCV, low primary care spending compared to other northern 

counties as well as indications of difficulties within the HCV contract. These 

realizations guided us towards the concerns of how competitive the primary care market 

in Västerbotten really is and if the county council has managed to motivate their 

providers to perform according to objectives. Consequently, an idea for this research 

was formed.  
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2.2 Research Philosophies 
An important first step when embarking on a new research project is to consider how 

you, as a researcher, view the development and nature of knowledge. When performing 

a study, the idea is to develop knowledge in the field you have chosen and contribute to 

the knowledge currently existing. The researcher´s philosophical views will affect the 

research process and are therefore important to disclose for the readers (Saunders et al., 

2012, pp. 127-129). There are three underlying issues of research philosophies; 

epistemology which explains the nature of belief, ontology which recognises the basis 

of truth and axiology which deals with the problem of justification (Ryan et al., 2002, 

p.11; Bryman & Bell, pp. 15, 20; Saunders et al., 2012, pp. 130, 132, 137).  

 

Ryan et al. (2002, p. 30) argue that research philosophies are not inherent to the 

researcher, but are chosen for each individual project. Saunders et al. (2012, pp. 127-

129) strengthens this statement by explaining that different philosophies are suited for 

different types of research. While some are more equipped for research describing a 

situation, others are better at explaining why the situation is the way it is. When 

different researchers take different positions in the search for new knowledge within the 

same field, it can often have positive effects in the form of better understanding of the 

subject. Thus, no research philosophy is fundamentally superior, and the positions taken 

will vary with the type of research being performed (Ryan et al., 2002, p. 30).  

2.2.1 Epistemology  

One part of explaining social research philosophies is through epistemology, which 

describes what constitutes acceptable knowledge in the field (Bryman & Bell, 2011, p. 

15; Saunders et al., 2012, p. 132). There are three main positions that can be taken; 

positivism, realism and interpretivism. Positivism and interpretivism are on the opposite 

ends of the spectrum, while realism ends up somewhere in between the two (Saunders et 

al., 2012, pp. 134-137). 

 

The main feature of positivism is that it assumes an approach similar to that of the 

natural sciences. Data is considered objective and external to human thoughts and it is 

used to explain an observable reality. The focus lies with causality and law-like 

generalisations and usually a quantitative approach is used together with data collection 

methods that use highly structured questions and large samples (Bryman & Bell, 2011, 

p. 15; Saunders et al., 2012, pp. 143, 140).  

 

Looking deeper into realism, several similarities to positivism is found. It also has a 

focus on the practices of the natural sciences (Bryman & Bell, 2011, p. 16). The 

researcher needs to remain objective and the data exists independently of human 

thoughts. There are two types of realism where direct realism, also called empirical 

realism, claims that only what you see is true whereas critical realism recognises that 

observable knowledge is still interpreted through our senses (Bryman & Bell, 2011, p. 

17; Saunders et al., 2012, pp. 136, 140). 

 

However we believe that people and their institutions, which are the fundamentals of 

social science, are very different from what is studied in the natural sciences (Bryman & 

Bell, 2011, p. 16). Therefore we assume interpretivism as our point of departure. In 

interpretivism the focus lies with understanding subjective meanings and not only 

describing the details of a situation but also finding the reality behind these details and 

what motivate actions (Saunders et al., 2011, p. 140). As this study aims to explain the 
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effects, behaviours and thoughts on HCV and to find the reasoning behind the choices 

made by VLL, interpretivism is well suited for this particular subject. Interpretivism is 

also typically connected to small samples, in-depth investigations and qualitative 

research approaches (Saunders et al., 2012, p. 140). As we will explain later on, these 

are the main aspects of how our primary data has been collected.  

2.2.2. Ontology 

Social ontology explains the way that nature of social entities is viewed. The two most 

accepted positions are objectivism and subjectivism, or constructionism as it is also 

called. Objectivism suggests that social phenomena are external to social actors and 

cannot be influenced by human actions. Constructionism explains that reality is under 

continuous change and social interaction is how social phenomena are constructed 

(Bryman & Bell, 2011, pp. 20-22; Saunders et al., 2012, pp. 130-131). Objectivism and 

constructionism are on opposite sides of the scale, and most researchers agree that they 

are too extreme to be used in their purest form. Therefore a number of mid-way 

alternatives have been proposed with varying definitions and ideas (Ryan et al., 2002, 

p.14). However, we will use these two definitions to illustrate which direction we put 

the most faith in.  

 

The ontological positions are very much connected to the epistemological positions we 

discussed above. As an interpretative view assumes that knowledge is subjective and is 

developed through social interaction, the constructionist position of ontology is a 

natural stance for us to take. We aim to study the views of people involved with the 

introduction of HCV and those who were affected by its implementation. We believe 

that the reality of the primary care market in Sweden is affected by the people working 

with it every day. The institution cannot be viewed separately from its actors.  

2.2.3 Axiology  

The branch of philosophy dedicated to studying judgements about value is called 

axiology. It explains the importance of understanding and disclosing the researcher‟s 

personal values. The researcher‟s values are an important part of the entire research 

process. (Saunders et al., 2012, pp. 137, 139) Alvesson and Sköldberg (2009, pp. 266) 

claim that it is difficult for a researcher to find ones way and analyse his/her results 

without the presence of personal values and interests. They commented “self-

examination and self-reflection are to some extent ingredients in all research” 

(Alvesson & Sköldberg, 2009, p. 267). They also discuss the importance of reflecting 

upon these issues together with the context of what is being researched. Continuous 

reflection throughout the research process is a way to enhance the value of the findings 

(Alvesson & Sköldberg, 2009, p. 269, 315).  

 

For an interpretative position, where research is value bound and deeply connected to 

the researchers themselves, axiology is a particularly important concept to discuss 

(Saunders et al., 2012, p. 140). It is important to divulge our values and preconceptions 

in relation to this topic as an attempt to reduce the possible effect those values may have 

on the research (Saunders et al., 2012, p. 139). As Swedish citizens in our mid-twenties 

we have seen the recent changes first hand. Over the years we have read news articles, 

visited both private and public providers which undoubtedly have led us to form our 

own opinions to some extent. Mostly however, we view this topic with quite conflicting 

thoughts. There is evidence that points to the success of opening up the market to 

private providers, but there is also evidence that this is not always done in the right way. 

There are also ethical considerations which conflicts many patients where they question 
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the moral issues regarding primary care providers earning a profit on tax-financed 

health care. 

 

Bryman and Bell (2011, pp. 29-31) states that it can often be a positive thing when 

students chose a subject that they have previous knowledge of. They claim that 

choosing a subject that incorporates personal values and stems from the life experiences 

of the researchers leads to keeping the interest of the study alive throughout its entire 

process. However, they also discuss the importance of keeping personal values at bay. 

For a long time it was claimed that studies influenced by personal values cannot be 

valid and that a researcher need to view their research with an objective and value free 

mind. Today it is a rather accepted truth that the researchers‟ personal values are a 

natural part of their research. But, there are many aspects of the study where they can 

intrude on objectivity. To the best of our ability we have attempted to use our 

preconceptions and personal values as a source of inspiration and an aid for reflection, 

and tried to limit the extent they affect the results of the study.   

2.3 Research Approach 
The way a researcher approaches the use of theories explains the research approach 

used. There are two principal approaches available, even though they can often be 

interlinked and used together .The deductive approach is most common in the natural 

sciences but is also often used in the social sciences. The research is based on theory 

and through hypotheses and often quantitative studies these theories are tested. It aims 

to explain causal relationships and the structure of research is very rigid (Saunders et al., 

2012, p. 143-145). The goal is to find statistical generalisations that connect theory to 

the empirical evidence collected and to draw law-like generalisations for the entire 

social system. Within both finance and accounting, deductive approaches have 

traditionally been the most common (Ryan et al., 2002, p. 147). 

 

An alternative to deduction is to use an inductive approach. This allows for a more 

flexible study where theory is merely used as background and as a tool to explain the 

data that have been collected (Bryman & Bell, 2011, p. 11, 13; Saunders et al., 2012, p. 

146). Thus, the point of departure for the research lies within the empirical data 

(Alvesson & Sköldberg, 2009, p. 4). The case studied is not used to provide law-like 

generalisations across all borders, but instead we use induction as it aims to interpret 

and find patterns within the particular case. Induction is thus less abstract than the 

deductive approach (Ryan et al., 2002, p. 147). It involves understanding the way in 

which humans interpret their social world, which is used to aid social scientists in their 

pursuit to a better understanding of the subject studied. The methodology is less rigid 

and allows for alternative explanations other than those specified for the study. The 

context of the situation studied is highly important for the outcome and qualitative data 

is most likely to be used (Saunders et al., 2012, p. 146-147).  

 

As opposed to the deductive approach, an inductive study is usually best suited for 

when the situation is dynamic and the relationship between different variables is 

subjected to change over time (Ryan et al., 2002, p. 148). Since we, with this study wish 

to examine and explain the effects of the reimbursement system used in Västerbotten to 

the way humans perceive the market and its opportunities, this is an inductive study. 

This is also a rather new system being studied in a context which has not been subject to 

much previous research there are no sufficient theories to test. A negative aspect of 

using induction is that even if empirical evidence is found to explain the case being 
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studied, the primary care market in Västerbotten, it is often difficult to discern what 

future implications will appear. However, to explain the situation as it is today is often 

sufficient for valuable theory to be created (Ryan et al., 2002, p. 148). 

 

A third possible approach is to use abduction, which is a mix of previously mentioned 

approaches. First, a so called “surprising fact” is discovered, after which a theory is 

constructed to explain why this event occurred. Then, this theory is tested though 

additional data collection and generalisations can be drawn. This is a process that can 

take place several times and has the aim to either build new theory or modify an 

existing theory (Saunders et al., 2012, pp. 144, 147). Thus, abduction starts from the 

same point of view as induction; with the collection of empirical data, but it has even 

more in common with deduction as it also focuses on theoretical preconceptions 

(Alvesson & Sköldberg, 2009, p. 4). 

 

Alvesson and Sköldberg (2009, p. 5) stated that “neither induction nor abduction are 

logically necessary – i.e. they allow mistakes – yet we could not do without them, any 

more than we could do without deduction, which is logically necessary at the price of 

empirical emptiness (it does not say more than its premises).” Thus, deductive 

approaches are usually most suitable when the researcher want to draw abstract and law 

like generalisations over a large social context. Abduction has similar intentions, but 

also has similarities to induction. When it comes to inductions the focus lies more with 

explanatory, socially constructed realities which, as with this research, focus on a 

particular context of study.  

2.4 Research Design 
The research design is the overall plan for how to answer the chosen research question 

(Saunders et al. 2012, p. 159). The following sections will cover the most important 

choices to make.  

2.4.1 Research Type 

One of the first choices to be made is weather to follow a qualitative or quantitative 

research design. Quantitative research is often connected with research using data 

collection of numerical character, whereas qualitative research is often used as a 

category for non-numerical data collection (Saunders, 2012, p. 161). Even though this is 

true in many cases it is a rather narrow classification. Bryman and Bell (2007, p. 28) 

have developed this and explains the difference as due to varying ontological and 

epistemological standpoints. 

 

Quantitative research is often related to a deductive approach, with the focus on testing 

a theory (Bryman & Bell, 2007, p. 28). Quantitative researchers are also closely 

connected with the views of objectivism and positivism (Bryman & Bell, 2007, p. 28). 

This fits well with the previous description of the numerical measuring of variables 

within such research. Within qualitative research, the relationship between research and 

theory is often inductive. Further, the qualitative researchers view the social setting as 

something that is created by the individuals taking part in it, and want to understand the 

subjective meanings of the relationship studied (Bryman & Bell, 2007, p. 28). 

 

Since there is no previous in-depth study made in this way of the primary care in 

Västerbotten and the effects of its reimbursement system from the aspect of motivation 

and competition we aim to fill a gap with our study. The study has therefore been 

conducted with qualitative research to generate valuable theories. This has been done by 
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interviewing managers of primary care centres to be able to see the effects of VLL‟s 

financing system from their point of view. This is, according to Bryman and Bell (2007, 

p. 417), one of the preoccupations of qualitative researchers. Another qualitative 

indication of our study is the importance of the context and details of it. Prior to the 

main data collection extensive mapping of the development of the health care in 

Sweden was made. The reimbursement system, currently in use in Västerbotten, was in 

the same way scrutinized to provide the researchers with the said understanding to 

analyse the findings, but also to give the researchers the best basic conditions before 

performing the data collections. Bryman and Bell (2007, p. 418) emphasise the 

importance of thorough descriptions, to facilitate the ability to develop an understanding 

of the social behaviour. This is something that we have adopted both in our own work 

for our own understanding and in the presentation in this report for the understanding of 

the reader. Other qualitative indications recognized in our research are the emphasis on 

process and flexibility (Bryman & Bell, 2007, pp. 420-421). 

2.4.2 Research Characteristics 

There are many ways in which to perform a study. Saunders et al. (2012, p. 170) have 

identified three categories; exploratory, explanatory and descriptive studies. The nature 

of the research design is determined by the chosen research question. The exploratory 

study aims at gaining insight about a topic, often by asking open questions (Saunders et 

al., 2012, p. 171). This description fits well with the purpose of this study to examine 

the effects of the reimbursement system on motivation and competition within primary 

care in Västerbotten. Since not much has been done within our chosen topic, partly 

because it is a new concern, we also need to collect and organise information about the 

situation. In the process of our work it has become clear to us that there is a need for 

this kind of illustrative information about the topic. This means that this study also 

carries characteristics of a descriptive study according to Saunders et al. (2012, p. 171). 

The explanatory study on the other hand, is concerned with the explanation of the 

relationship between variables (Saunders et al., 2012, p.172), which is also something 

we examine in this study. We however emphasize that, even if the study has 

characteristics of more than one of these categories, it is first and foremost explorative.  

2.5 Research Strategy    
Saunders et al. (2012, p.173) explains research strategy as the link between the research 

philosophy and the subsequent choice of method to collect and analyse data. There are 

many aspects to take into account when choosing research strategy since it is of great 

importance that there is coherence between it and the research question, the objective of 

the study, as well as the philosophy and research approach. There are several different 

research strategies, such as experiment, archival research, case study, surveys and 

grounded theory, to mention a few (Yin, 1994, p. 1; Saunders et al., 2012, p. 173). Some 

of these research strategies are exclusively linked to either qualitative or quantitative 

research design, while some, like the case study strategy, might involve both (Saunders 

et al. 2012, p. 173). 

 

For this research the choice has fallen on the method of case study. A case study often 

concerns a thorough study of a particular organisation, location or event (Bryman & 

Bell, 2007, p. 62). The case study is relevant if you wish to gain a rich understanding of 

the context of the research and the processes being enacted. The case study strategy also 

has a considerable ability to generate answers to questions like “why”, “what” and 

“how”. For this reason the case study strategy is most often used in explanatory and 

exploratory research (Saunders et al., 2012, p. 179; Yin, 1994, p.1; Remenyi, 1998, pp. 
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166-167). Unlike other research strategies such as surveys, which deals with the 

phenomenon but have difficulties including context, a case study has the advantage of 

investigating the context to a greater extent (Yin, 1994, p. 13). 

 

As stated in the first chapter, the focus of this research is on the reimbursement system 

within the primary care in Västerbotten. This is our case and by studying it within its 

context we aim to outline the new reimbursement system, implemented in connection to 

the HCV reform in 2010, and explore the effects it has had on the motivation of the 

providers to supply quality care as well as the competition.     

 

We have chosen a single case study design since it is a good starting point when 

studying something that has not been covered by previous research (Saunders et al. 

2012, p. 179). Saunders et al. (2012, p.179) points out the importance of the fit between 

the choice of case study design and the nature of the research. Since this study has 

mostly an exploratory nature the single case study approach suits well.  

 

Another dimension of the case study strategy is the number of units that are 

incorporated into the study. With a holistic design the case is studied in its totality from 

an external point of view. Our study, on the contrary, is concerned with the different 

units, both private and public, providing care on behalf of the county council. As such it 

should be considered an embedded case study (Sunders et al. 2012, p. 180).  

2.6 Secondary Data Collection 
The use of data collected by someone other than you is termed secondary data 

(Saunders et al., 2011, p.304). There are three main types of secondary data; 

documentary, survey and multiple source data. Documentary data can be either text 

based or non-text based. In this study we have only used the text based version of 

documentary data in the form of newspapers. We have also used what is called 

longitudinal and snapshot multiple sources in the form of statistics gathered by the 

Swedish Association of Local Authorities and Regions [SALAR] and Statistics Sweden 

[SCB], government publications, books and journals (Saunders et al., 2012, p. 307).  

 

Most research is based on a combination of primary, new data collected by the 

researcher, as well as secondary data (Saunders et al., 2012, pp. 304, 306). Due to our 

inductive research approach our aim is to create theory and not to test it. We have 

however used literature and theories to form a background to our subject (Bryman & 

Bell, 2011, p.13). Therefore we use quite general theories together with previous 

empirical research connected to this subject to form a background for our study but with 

the aim to create our own theory regarding this situation. Bryman and Bell (2011, p. 

101) explains that interpretative researchers often use a narrative approach to literature 

review and are rather unspecific in their data searches. We have followed this approach 

as we have been rather flexible with the data we have allowed to enter our research and 

the information we have gathered have helped us form a fuller picture of the subject 

studied.  

2.6.1 Literature Search and Theory Selection 

At the beginning of this research, known databases for academic literature were 

searched, as recommended by Bryman and Bell (2011, p. 104). We attempted to 

discover the main themes in the literature and to find if there really is a gap in 

knowledge in this area. Sources used were for example EBSCO Source Premier and 

Google Scholar, together with Google searches for news articles and current events. It is 
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important to define keywords and short phrases as long sentences will make it difficult 

to find anything valuable (Bryman & Bell, 2011, p. 109). We used search words and 

phrases such as; „primary care‟, „reimbursement mechanisms‟, „reimbursement system‟, 

„payment of primary care providers‟, „Västerbotten County Council‟, „Health Choice‟,  

„competition in health care‟, „private providers in primary care‟, „deregulation of the 

primary care market‟, „agency theory‟, „barriers to entry‟ etc. As this subject has its base 

in a national issue dependent upon market specific knowledge we also performed many 

searches in Swedish. Search terms used in Swedish were for example; ‟primärvård‟, 

‟ersättningsmodell för primärvård‟, ‟Vårdval‟, ‟introducering av privata vårdgivare‟, 

‟primärvård Västerbotten‟, ‟privat vårdcentral‟, ‟Västerbottens Läns Landsting‟, 

‟konkurrens inom vård‟ and ‟konkurrens inom primärvård‟. The phrases and words 

were then combined in different variations to obtain a more specific search result. As far 

as possible we also tried to take account of different language spellings, such as 

organisation and organization, and word endings.  

 

In the beginning of our work, when the subject was first mapped out, we were able to 

get in contact with an employee at another Swedish county council. We received some 

valuable tips on what was currently going on in the industry and the name of a 

researcher who have made many studies into this subject. His name is Anders Anell, 

and we used this name as a keyword in some of our database searches. We found 

several studies; some were published as academic research, while others had been 

produced for the benefit of an authority such as the Swedish Competition Authority.  

 

The literature found was examined and the main authors were identified.  As is often the 

case (Saunders et al., 2012, p. 91), we used the first articles found as a basis to form 

new search terms. Also, by reviewing these articles more deeply, we could back-track 

the references used for the research. This allowed us to identify more valuable sources 

and receive a better picture of the topic. Ryan et al. (2002, p. 185) claim that this is 

often the superior way to find relevant literature, rather than an undirected search in 

electronic databases. 

 

Saunders et al. (2012, pp. 106-109) suggest that it is not possible to read all the 

literature produced in a certain field. Instead the focus should lie on finding and 

examining the literature that is relevant and can provide added value to the research. 

Those articles with a close connection to the subject being studied are the ones to focus 

on. To aid in the search, research abstracts can be a valuable foundation for selection. 

However, assessing the relevance and value of the literature gathered can be a 

challenging task and requires some direction. Important things to look for can be; when 

was the article written? Are the research question and objectives close enough to that of 

this research to provide value? Can references to this author be found in other articles? 

Does it support or contradict our research arguments? Does the item appear to be 

biased? We asked all of these questions, together with some additional ones, when the 

selection of relevant literature was executed. We read as much as possible on our 

subject, and in the end we mostly found references to what we have already read in 

every new article found.  

2.6.2 Criticism of Secondary Data 

We performed the main part of our literature search on well-known databases such as 

EBSCO, which is provided for its students by Umeå University. Therefore, we consider 

this database to be reliable. Another database which we used extensively was Google 

Scholar, on which you can see how many times each article has been cited by other 
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researchers. This is often a valuable indicator of its relevance (Bryman & Bell, 2011, 

pp. 104-105). As far as possible we used articles with many citations, but as this 

particular topic has not been extensively studied this was not always possible. Since 

there have been so many changes in the Swedish primary care market lately, many 

articles were written in the last couple of years which indicates that there have not been 

time for them to be cited to a higher degree. Especially when it comes to articles written 

in Swedish we had instances with less than 20 citations. However, due to the small 

market and availability of data we consider this sufficient.  

 

We have used both research articles and survey data published by governmental 

organisations. This further increases their reliability and validity, according to Saunders 

et al. (2012, p. 325).  Also, much information used is newly published, which increases 

their appropriateness for analysing this new primary care market. However, several 

older sources have been used as well to provide a fuller picture of how things used to be 

as well as to show the context of the subject being studied.   

2.7 Summary of Methodology 
As discussed above, the methodological standpoints are best chosen based on the 

specific research at hand. Since we aim to explore a rather complex issue based on 

subjective meanings and effects on people, we believe that interpretivism and 

constructionism are the methodological stances most appropriate for our study. Through 

an inductive approach, qualitative data collection and a case study strategy we believe 

that we can explore this topic and find the answer to our research question and fulfil our 

purposes.  

 

Due to our methodological choices it is especially important that we continuously 

consider our preconceptions and how it affects our study. However, as our experiences 

and knowledge into this field were merely basic when this study began, we believe that 

they will not have too great of an influence on the results. Nonetheless it is crucial that 

we continuously describe our decisions and actions to increase the trustworthiness of 

our conclusions. Therefore, we have attempted to do so throughout this thesis.  
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3 Swedish Health Care 
 

In this chapter we aim to explain the development and reforms of the Swedish primary 

care sector from the early 1900s to how it is today. Many reforms have taken place in 

recent years due to political shifts. A definition of the term primary care, as well as 

descriptions of recent laws and developments in Sweden will be explained. The chapter 

will be concluded with an explanation of how VLL has decided to shape their primary 

care system. 

 

3.1 The Structure of Swedish Health Care 
The Swedish health care system is based on a public commitment to ensure the health of 

all citizens. The principles guiding this commitment are; human dignity, need and 

solidary, and cost-effectiveness. On a national level, the objective of the public health 

care policy is to create such conditions that the entire population will be ensured good 

health on equal terms. The management of health care is mainly executed at a regional 

level. There are 17 county councils and 4 regional bodies in Sweden (Anell et al., 

2012a, pp. 8-10). From now on they will all be called county councils for simplicity. 

The main responsibility of the county councils, about 90% of their activities, is health 

care (Anell et al., 2012a, p. 9). 

3.1.1 Swedish County Councils  

The Swedish health care is organized on three levels; national, regional and local. The 

main responsibility for the provision of health care lies on a regional level with the 21 

county councils. There is a long tradition of local self-government in Sweden (Anell et 

al., 2012a, pp. 17-19). Even though the government has the ultimate responsibility for 

health care, the county councils have received a considerable degree of freedom to 

organize their health services (Government Offices of Sweden, 2011), something that 

has been laid down in the Health and Medical Service Act (1982:763).  

 

The county councils are led by politicians elected directly by the people in the county 

every fourth year (SALAR, 2009). The last election was held in September of 2010, 

thus right after the mandatory implementation of the System of Choice reform (VLL, 

2010a). In the county of Västerbotten the Social Democratic Party received 36% of the 

votes which was a clear majority since the second largest party, the Moderate Party, got 

11% (SCB, 2011). This result gave the Social Democrats 33 seats out of the total 71 

seats in the County Council Assembly (VLL, 2010b). Statistics of the result from the 

county council elections for the six most northern counties in Sweden shows a similar 

result (Appendix 2.5). The county councils are largely constructed in the same way, but 

due to small local variances the following description is a depiction of the organisation 

in the County of Västerbotten. This is however not a complete description, rather one 

focused on the areas concerned with the supply of health care, and particularly primary 

care.  

3.1.2 The Organisation of Västerbotten County Council 

In simple terms, VLL can be said to consist of two organizations working together; the 

organisation of the Elected Representatives (Figure 1) and the organisation of County 

Council Officers (Figure 2). The Elected Representatives leads the county council by 

setting up goals and directions for its operations, such as financial frames and other 

conditions. The County Council Assembly is the highest deciding organ and its 

members are elected by the inhabitants of the county. It is the owner and financer of all 
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VLL operations and makes the decisions concerning goals, budgets and taxes (VLL, 

2011). 

 

Under the Assembly we find the County Council Executive Committee, who leads and 

coordinates the administration of the VLL‟s businesses on an overall level. It is also 

responsible for the supervision of the operations run by various committees (VLL, 

2010b). VLL has four committees, of which two concern health care. These are the 

Health Care Committee and the Committee of Public Health and Primary Care. The 

purpose of the Health Care Committee is to coordinate the different kinds of health care, 

as well as the supply and demand of care. The Committee of Public Health and Primary 

Care, which is divided into three divisions based on the geographical spread, is 

concerned with the population‟s need for primary care and the representation of that 

need to the County Council Executive Committee (VLL, 2011).  

 
Figure 1: Organisation of Elected Representatives 

 
 

(Own interpretation of VLL, 2011) 

 

The organisation of the County Council Officers deals with the common management 

of the six divisions consisting of regional care, surgery, medicine, service, dental care 

and primary care for the whole county. This is done by reaching a rational balance of 

administration, service and core operations. In addition, there are also five teams 

working to support both the management of the County Council Officers and the 

management of the Elected Representatives in areas such as accounting, human 

resources and planning (VLL, 2011). 

 
(Own interpretation of VLL, 2011) 
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Figure 2: Organisation of County Council Officers 
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From the publicly provided information regarding the organisation of VLL, it is difficult 

to understand the functions connected to primary care. Through our interviews we 

received better descriptions which we wish to disclose as following: In figure 2 above, 

„Primary Care‟ represents the Primary Care Group and their support functions. The 

Group is thus a division under the County Council Chief Executive, together with 

surgery, regional care and medicine etc. However, the difference is that under the 

System of Choice, the Primary Care Group needs to be separated from the rest of the 

organisation. At the bottom of figure 2, you can find a unit called Planning and 

Controlling. This represents the purchasing department for all primary care, both 

publicly and privately provided. They design the contract and reimbursement system, 

and are responsible for follow ups and communication with the health centres.  

3.2 The Structure of Swedish Primary Care  
The driver behind many of the structural changes that took place within Swedish health 

care during the 1990s has been to shift the focus from hospital inpatient care towards 

outpatient care at primary care centres as well as hospitals. From 2005-2009 the number 

of visits to primary care doctors increased by over 10% (Anell et al., 2012a, p. 88). 

Today, the foundation of Swedish health care is primary care. There are over 1100 

primary care units in the country (Anell, 2012, p. 20). There are many definitions for the 

term primary care. However, the basic meaning is the same. Today it is often described 

as the first line of health care and includes several competences, but the main one is 

general medicine (Jönsson & Nilsson, 2009, p. 15). In the Health and medical Act 

(1982:763) it reads:  

 

“Primary care as part of out-patient care shall, with no restriction as to illness, age or 

patient categories, cater to the need of the population for such basic medical treatment, 

nursing, preventive work and rehabilitation as do not require the medical and technical 

resources of hospital or other special competence. The county council shall organise 

primary care in such a way that everybody living within the county council area will 

have access to and be able to choose a permanent medical contact.”  

 

Until the 1970s, Swedish primary care was run by individual doctors who received 

payment directly from their patients. It was an unattractive job and only those who were 

not considered good enough to achieve a specialisation at the hospital found themselves 

working with primary care. The patients had no faith in their abilities and would rather 

seek hospital care whenever possible (Swartling, 2006, pp. 1050-1052). 

 

Swartling (2006, pp. 1050-1052) continues to explain that it took many years of 

political discussion before a reform was initiated in 1970. It greatly changed the primary 

care system. Now the patients were no longer required to pay the doctor directly, instead 

they made their payments to the county council through their taxes. This made the 

position as a general practitioner more appealing as they would now receive a steady 

salary and also the hospitals started referring their patients to the primary care centres 

whenever they could. The demands on the competence of the primary care doctors 

increased as well and it became its own specialisation. One city at a time, the primary 

care centres were divided into geographical districts where they were assigned a number 

of patients. The doctors were no longer alone in their facilities. Now several general 

practitioners operated together, they had specialized nurses and often basic maternity- 

and children´s care were performed at the same facility. The 1970 reform formed the 
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foundation for today‟s primary care system which is now the main part of Swedish 

general medicine. 

3.2.1 National Laws Affecting Primary Care 

As mentioned above, the Swedish primary care system has for many years been 

governed by the county councils. Gradually however, Sweden has been returning to a 

system where private primary care centres are allowed and even encouraged (Jönsson & 

Nilsson, 2009, p. 27). The Swedish governmental election in 2006 changed the course 

for health care reforms as it introduced new political management. Now Sweden had a 

centre-right coalition government with the strong belief that private providers are an 

important aspect for the future of the health care system. The effects were clearest in the 

primary care sector (Anell et al, 2012a, pp. 110-111). The main reason for the 

introduction of private providers has been to increase competition. All private facilities 

are still required to follow the rules and guidelines of the county council they operate in 

and the ultimate responsibility for the quality of care remains with the county council 

(Jönsson & Nilsson, 2009, p. 27). Even though the county councils have certain 

autonomy, there are several national laws which affect how they can construct their 

primary care. Below we have listed some of the ones that have had the largest effect on 

today‟s primary care, together with a parliamentary bill currently under discussion.  

The Health and Medical Service Act - HSL (1982:763) 

This act was implemented in 1982 and has the purpose of regulating provisions 

concerning prevention, investigation and treatment of illness and injuries.  The aim of 

the act is to make sure the population of Sweden receives proper care on equal 

conditions and ultimately good health. Demands put on the health and medical service 

through the act include availability, respect for the patient‟s own choice, good quality, 

good hygiene and continuity. The act also defines the responsibility of the county 

councils to provide care for its inhabitants, as well as their freedom in structuring the 

organisation of care (Anell et al., 2012a, pp. 18-19).  

The Law on Reimbursement for Medical Care - LoL (1993:1651) 

This act allows for general practitioners to operate under what is called the national 

tariff. The county councils are required to pay for the care provided by such 

practitioners, and they have a limited insight to and influence on the operation. Since 

April 2009, no new LoL contracts are given as it was determined to be in conflict with 

European directives. However, those who have such a contract today are allowed to 

continue their operation and can also assign their contract to another party. The 

remaining facilities operating under the national tariff sometimes conflicts with today‟s 

principles of competition neutrality between all (Anell et al., 2012a, p. 39; Jönsson & 

Nilsson, 2009, pp. 24-26).  

The Public Procurement Act - LoU (2007:1091) 

For a long time, the most common way to introduce private actors to the health care 

market was through procurement contracts. In 2007, a law regarding this process was 

introduced; the Public Procurement Act, which allows for private procurement of 

primary care centres through contract. Under this act, it is the county council who 

decides when they want one of their primary care facilities to be privatized and the 

company which can deliver the cheapest and most beneficial quote wins the 

procurement and will be allowed to enter into a medical care agreement with the county 

council. A disadvantage is that the contract is always set to a specific time period, and 

when the contract runs out a new procurement is necessary. Thus, it can result in the 
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actors being replaced too often. Also, it is difficult for the county council to specifically 

define the services under procurement. Smaller companies find it difficult to compete in 

the procurement process due to complex regulations and high administrative demands 

(Jönsson & Nilsson, 2009, pp. 27-28). 

The System of Choice in the Public Sector - LoV (2008:962) 

An alternative to the LoU is the Act on System of Choice in the Public Sector, which 

came into force 1 January 2009. Thus, only a couple of years after the introduction of 

the Public Procurement Act, the System of Choice became the superior law. From this 

point the power of choice lies with the customers, the patients (Swedish Competition 

Authority, 2012). The aim with this new law was to strengthen the role of primary care 

within the health care system and to improve access to and responsiveness by the 

primary care centres (Anell, 2011, p. 550). This provides an extra element of 

competition, as it requires companies to compete based on quality of care. As opposed 

to the LoU, this law allows any company who can fulfil certain predetermined 

regulations to receive accreditation and establish a primary care centre. Then it is up to 

the patients to choose them (Jönsson & Nilsson, 2009, p. 29). As the LoV is the 

principal law guiding Swedish primary care today, it is of most interest to our research. 

 

For many years, county councils and municipalities allowed for systems similar to the 

System of Choice, even though they were then based on local initiatives. As the first 

county council to implement a system of choice, Halland took the initiative for this new 

way of governing the Swedish primary care in 2007. The next year Stockholm and 

Västmanland followed. Also in 2007, the Swedish Competition Authority suggested a 

national law to ensure all county councils implemented such a system, as a way to 

ensure that competition was allowed to enter the market in all county councils. In 2009 

the LoV came into effect, and it was decided that all county councils would be required 

to implement the law 1 January 2010 (Jönsson & Nilsson, 2009, pp. 29-30). Thus, from 

this date all accredited private primary care providers would have a freedom of 

establishment (Anell, 2011, p. 550).  

 

Swedish policy makers have for many years been in agreement that in order to reach 

their objectives for health care delivery, it is vital that the primary care system has a 

strong and well defined role. To save costs and reduce patient suffering, the primary 

care facilities need to be well equipped to handle what comes their way (Anell, 2005, p. 

7). Unfortunately, when it comes to deciding which organisational models would best 

suit their needs, there are still many different opinions (Anell, 2011, p. 549). The LoV 

allows each county council some room to decide upon their own guidelines to govern 

the establishment of primary care centres. Some county councils received critique in 

2009 for their particularly strict guidelines which made it difficult for any private actors 

to enter the primary care market (Jönsson & Nilsson, 2009, pp. 35-36).  

Social-Welfare Companies with Limited Profit Allocation (Bill 2012/13:Fi299) 

There has been much discussion about the ability for private providers of health care, 

welfare and education to make a profit on these services as they are tax-funded 

(Vårdföretagarna, 2013; Svenska Dagbladet, 2013; ekuriren.se, 2012; Välfärdsforum, 

2013). At the end of 2012, the Swedish parliament put in a motion to the government 

which suggests that all companies wanting to provide social-welfare services to the 

population, if they are run as a limited corporation, must use the type of company called 

Limited Corporation with restriction for profit (Swedish Parliament, 2012). 
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3.2.2 Primary Care in Västerbotten 

In Västerbotten the primary care centres are called health centres, as the county council 

believe this better reflects their objectives. This is due to their objectives concerning 

health promotion and prevention of illness. Västerbotten implemented LoV 1 January 

2010, when it became required by law. They named this new system Health Choice 

Västerbotten, which we have shortened to HCV. From this point, its citizens would be 

allowed to freely choose their own health centre throughout the county council. The aim 

is to ensure that the health centres will be the first choice for patients seeking care and 

as few patients as possible requiring hospital care (VLL, 2013a, pp. 7-8). A health 

centre´s responsibility does not only cover health care and treatments but also things 

such as health promotion and illness prevention, rehabilitation, crisis management and 

education. Each patient shall be offered equal, individualized care and those in the direst 

need should always be prioritised (VLL, 2013a, p. 9). 

 

Västerbotten has created a document (VLL, 2013a) which clearly states the rules and 

guidelines any primary care provider need to fulfil under the provision of HCV. In that 

document, their reimbursement system is also explained. This is information is public 

and presented on the VLL´s webpage. Any primary care provider willing to accept these 

responsibilities and requirements can file an application to become accredited under 

HCV (VLL, 2013d). The clinical competence requirement in Västerbotten is very broad. 

Each health centre operating under HCV must offer their patients maternity care, 

children‟s care, rehabilitation and medical paediatrics. Up until this year, home nursing 

was also a required competence, but its responsibility is currently being transferred to 

the municipalities (Anell et al, 2012b; Lundvall et al., 2011, p. 26; VLL, 2013e, p. 6). 

Another important aspect of the contract for accreditation is that each patient has the 

right to choose their own provider. Health centres are not allowed to impose a 

restriction, other than temporary, on their amount of listed patients and must accept all 

new “applicants”. The principles for listing of patients involve a geographical division 

of key areas which defines the amount of patients who will be listed at a certain health 

centre. This division only concerns those patients who have moved to Västerbotten and 

not made an active choice (VLL, 2013a, pp. 19-21). 

 

A study made by the Swedish Competition Authority (Lundvall et al., 2011, p. 45) 

concluded that Västerbotten is close to the country average of competition neutrality for 

entrance to the primary care market. This measurement says nothing about the actual 

level of neutrality of competition and the researchers explicitly state that their results are 

very uncertain and up for interpretation. Two other studies (Anell et al., 2012b, p. 26-

27; Lundvall et al., 2011, p. 26) show that the competence requirements for health 

centres in Västerbotten are larger than in most other county councils. A study made by 

Ernst & Young on commission from VLL (2011, p. 4) found that there is an ambition of 

the county council to ensure competition neutrality, even though this might not always 

be satisfied. The principles for assigning patients and the broad clinical competence 

requirements benefit the public and the already established health centres (Uhlin, 2011, 

p. 4).  

 

This could be an explanation for the remaining low establishment of private providers in 

Västerbotten. In 2013, still only 15.8% of all primary health care centres are owned by 

private actors (VLL, 2012b). This number is much lower than the national average of 

41% private providers (Pettersson & Jaktlund, 2013, p. 32). In actual numbers, there are 

6 private and 32 public primary care centres in Västerbotten (VLL, 2013b). Only two of 
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the private providers have entered the market since the implementation of HCV in 2010 

(Uhlin, 2011, p. 11). 

3.3 Timeline of Developments 
As described in this chapter, many important events have occurred within health care 

and primary care. To summarize these changes, table 1 displays a quick summary of the 

most important ones to remember. 
 

Table 1: Important Developments for Primary Care 

  

1970 Health Care Reform increases the status of primary care 

1982 The Health and Medical Service Act - HSL (1982:763) 

1990s New Public Management and the Purchaser-Provider Split 

2007 Public Procurement Act - LoU (2007:1091) 

2008 Act on System of Choice in the Public Sector - LoV (2008:962) 

2010 LoV mandatory  Health Choice Västerbotten 

2012 Social-Welfare Companies with Limited Profit Allocation  (Bill 2012/13:Fi99) 

2013 Västerbotten has 15.8% private health centres 

 

 

(Own summary based on; Swartling, 2006, pp. 1050-1052; Hood, 1995, pp. 93-94;  

VLL, 2013a, pp. 7-8; VLL, 2013b) 
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4 Conceptual Framework 
 

As previously discussed, during the late 1900s, the Swedish government and its county 

councils wanted to intensify the focus on primary care and increase the quality of care 

provided. After political changes it was suggested, as a solution, to increase the 

competition among primary care providers. In order to increase competition, the entire 

system was restructured and private providers were allowed to enter the market. This 

paved the way for the Purchaser-Provider Split, under what is called New Public 

Management, and thereby a quasi-market, with both public and private providers, was 

formed.  

 

Due to these large changes, new ways to manage primary care providers were also 

necessary. Through agency theory, the value of providing financial incentives as a 

management tool can be explained. Within primary care, financial incentives are 

created through the use of reimbursement mechanisms. The way it is shaped in each 

individual county council is up to them, and as we will explain in this chapter the 

choices made will have a huge impact on the way primary care providers operate as 

well as on the ability for new providers to enter the market. Later on in this thesis, we 

will use this information to explain the particular case of VLL, identify current 

problems as well as strive to find their solutions.  

 

4.1 The Establishment of a Quasi-Market 
Le Grand (2009, p. 497) discuss how the occurrence of publicly funded and public 

delivery of health care services often face severe problems. He mentions that low 

quality of care, monopolistic behaviour, inefficient use of resources and 

unresponsiveness to patient needs often follows such governance. Even though private 

health care may be available, not all citizens have access as they are generally more 

expensive than the public alternative.   

 

A solution to these problems can be the establishment of a so called quasi-market for 

welfare services, where some providers are publicly owned and others are privately 

owned. However, all services are still tax-financed. The main intention with the 

introduction of such a market is that the state is no longer both the funder and provider 

of welfare services, but is instead primarily the funder and leaves the delivery of 

services to someone else (Le Grand, 1991, p. 1257). The idea is to increase the 

possibility for customers to choose their provider which will lead to higher competition 

(Le Grand, 2009, p. 483). With the introduction of a quasi-market the way that 

providers are financed will change. The choices for how reimbursement systems should 

be structured may vary, but a general conclusion is that direct allocation through 

bureaucratic machinery is no longer sustainable (Le Grand, 1991, p. 1257). In section 

4.4 we will discuss different reimbursement mechanisms and their advantages and 

disadvantages. 

 

A necessity of a successful quasi-market is competition. By giving customers many 

options to choose from, a pressure for increasing quality, efficiency and responsiveness 

is presented. Both actual and/or potential competitors need to be present in the market. 

Keeping entrance and exit barriers low are a necessary part of the market and anti-

competitive behaviour among existing providers needs to be discouraged. Another 

crucial part of a successful quasi-market is easy access to information for the users. If 
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users are supposed to be able to choose their provider based on quality and 

responsiveness they need to know what they are evaluating (Le Grand, 2009, pp. 485-

486). 

 

In the 1980s and 1990s the publicly provided health care in Sweden received much 

critique. Everything from cost control, efficiency and quality of care were questioned. It 

became apparent that a new system was necessary. The choice for many county councils 

landed on introducing market-inspired methods from the model of New Public 

Management [NPM], with a focus on the Purchaser-Provider split (Anell, 2012, p. 23; 

Silverbo, 2004, p. 3).  

4.1.1 New Public Management and the Purchaser-Provider Split 

NPM is a general concept used to explain a shift in public management styles (Hood, 

1995, p. 94). The shift involved increasing business-like relationships and private 

providers in the welfare market (Silverbo, 2004, p. 3). NPM has been described in many 

ways but the basic notions remain the same; “the idea of a shift in emphasis from policy 

making to management skills, from a stress on process to a stress on output, from 

orderly hierarchies to an intendedly more competitive basis for providing public 

services, from fixed to variable pay and from a uniform and inclusive public service to a 

variant structure with more emphasis on contract provision”. (Hood, 1995, p. 95) The 

way NPM has been implemented in the Swedish health care sector is through a model 

called the Purchaser-Provider Split (Silverbo, 2004, p. 4).  

 

When politicians were accused of being too involved in operational details of health 

care in the late 1980s, Sweden first introduced the Purchaser-Provider Split. Its Swedish 

introduction includes parts of NPM as well as ambitions to increase democracy. 

However, the NPM elements are limited. As the name suggests, an important distinction 

within the Purchaser-Provider Split lies between the provider and the purchaser. For 

such a model to function according to its objectives, it is considered important that those 

who provide the health care are separate from those who order the services (Silverbo, 

2004, pp. 7-8, 21). 

 

During the 1990s, the Purchaser-Provider Split was used for health care services by 13 

of the 21 county councils. However, it was only used to some extent for primary care. 

New political committees were formed to take on the role as purchasers. At the same 

time, political control was removed from the daily operations. There was unfortunately 

little evidence confirming the effectiveness of the Purchaser-Provider Split in this form. 

Even though the basic formation of the Purchaser-Provider Split remains, some of its 

principles and practical function have changed (Ahlgren, 2010, p. 92; Silverbo, 2004, p. 

21).  

4.1.2 “The Split” in terms of Västerbotten County Council 

The Purchaser-Provider Split has led to a shift where the citizens have more power and 

can according to Ahgren (2010, p. 92) be considered the purchasers. However, within 

HCV, the county council is still considered the purchaser (VLL, 2010a, p. 4). Therefore 

we use the model by Silverbo (2004, p. 8) as we describe its implementation in 

Västerbotten with an added comment that the citizens have a greater influence today. In 

Västerbotten, the Purchaser-Provider Split was not fully implemented until the 

introduction of HCV (VLL, 2010a, p. 4). The model is structured to include three 

organisational units consisting of politicians and civil servants with different roles.  
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FINANCER/OWNER 

Västerbotten County Council 
Assembly and  

County Council Health & 
Medical Committee 

PROVIDER 

Public Health 
Centres 

Private Health 
Centres 

PURCHASER 

Patient Advisory 
Committee 

and the Purchasing 
Department 

CITIZENS 

The citizens of Västerbotten will not be in contact with the provider, the health centre, 

until they become patients. Thus, their influence on the providers is sporadic. Therefore, 

the purchaser is a representative of the public and has the commitment to ensure that the 

county´s citizens receive qualitative health care. In Figure 3 below, this is relationship 

A. In Västerbotten, the purchaser is made up of a Patient Committee which consists of 

indirectly elected politicians and the Purchasing Department where public officials 

work. In relationship B, Figure 3, the purchasers are contracted to make sure that the 

provider performs the services demanded by the public. This is true no matter if the 

provider is publicly or privately owned (Silverbo, 2004, p. 8; VLL, 2011). Relationship 

C explains how purchasers and financers cooperate. Financers/owners consist of the 

County Council Assembly and the County Council Health and Medical Committee. In 

theory, the intention is that financers should distribute resources to the purchaser, the 

Patient Advisory Committee and the Purchasing Department, who in turn negotiate and 

sign health care agreements with providers. In practice, this relationship has many 

difficulties due to the fact that both parties are employed by the same general 

organisations but have different roles in the structure (Silverbo, 2004, pp. 16-17; VLL, 

2011). Finally, relationship D concerns the owners‟ influence over providers. In most 

cases, this role is limited to general policies and decisions of investment, and they do 

not impose demands on the providers in terms of return on investment (Silverbo, 2004, 

p. 9). 

 

 

(Own interpretation and combination of Silverbo, 2004, p. 8; VLL, 2011) 

4.2 Competition  
The OECD defines competition as; “a situation in a market in which firms or sellers 

independently strive for the patronage of buyers in order to achieve a particular 

business objective, e.g. profits, sales and/or market share.” They go on to explain that it 

is; “viewed as an important process by which firms are forced to become efficient and 

offer greater choice of products and services at lower prices. It gives rise to increased 

consumer welfare and allocative efficiency.”(Khemani & Shapiro, 1993, pp. 22-23) The 

Swedish Competition Authority (2013) explains that “competition is about providing 

options for consumers”. They further state that a competitive market place is positive 

for the entire country as competition inspires efficiency, new jobs, economic growth 

and enduring social welfare. Through political governance of competition, the Swedish 

Parliament hope to inspire a more open market place where small and mid-sized 

companies are allowed to grow to reduce the possibility for large corporations to dictate 

the terms on the market and abuse their power. 

Figure 3: The Purchaser- Provider Split in Västerbotten 
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Jönsson and Nilsson (2009, p. 17) explain that many other governments have had 

similar goals over the last couple of decades which has led to a wide array of research in 

the area. A report written for the OECD summarized and concluded the main results 

from the competition policy attempts made in OECD countries. It was found that 

increased competition really do benefit productivity, consumer welfare and economic 

growth (Ahn, 2002, pp. 5-6). In a report commissioned by the Swedish Competition 

Authority it was also stated that competition results in the supply being adjusted to 

consumer demands and to be shaped according to their preferences. The companies 

which cannot keep up and grow with the market are knocked out, leaving room for 

companies that provide the services/products desired by consumers to the lowest 

possible cost (Jönsson & Nilsson, 2009, p. 18).  

4.2.1 Perfectly Competitive Markets vs. Firms with Market Power 

When a market consists of many consumers and providers and no single provider can 

solely affect the market conditions, the market is considered perfectly competitive. 

However, this is a theoretical concept, and markets are rarely perfect (Khemani & 

Shapiro, 1993, pp. 66-67). The concept of a perfect market can be compared to the 

situation where only one single seller caters to all customers in a particular market. 

Then, that seller is considered to have monopoly in that market as they are not exposed 

to any competition from other firms. In a monopoly situation, firms often “set a higher 

price, produce a lower output and earn above normal profits” (Khemani & Shapiro, 

1993, p. 59) which will lead to a loss in welfare. Monopolies are further described as 

not only leading to problems with keeping prices at a reasonable level, it can also lead 

to X-inefficiency, which is a term used to describe the neglect to minimize costs. The 

market power contained by firms with monopoly is held by what is termed dominant 

firms as well (Khemani & Shapiro, 1993, pp. 59-60, 86). The dominant firm 

experiences some pressure from competitors but still keeps above 40% of the market 

shares. It is defined as a company which sustains a much larger market share than any 

other firm within the market (Khemani & Shapiro, 1993, p. 38). 

4.2.2 Barriers to Entry 

When a market is not completely competitive, the reason could be due to barriers to 

entry. In broad terms, the OECD divides barriers to entry into structural barriers; which 

“arise from basic industry characteristics such as technology, costs and demand”, and 

strategic barriers; which “often involve some kind of pre-emptive behaviour by 

incumbents” (Khemani & Shapiro, 1993, pp. 13-14). The Swedish Competition 

Authority adds a third barrier; legal barriers which “can have their foundation in legally 

established monopolies, exclusive licences or patents” (Karresjö, 2009, p. 25). Thus, 

barriers to entry can be established either by the government, by already existing firms 

or be inherently existent in the market.  

 

By reading McAfee et al. (2003) it becomes apparent that there are many definitions to 

the term barriers to entry. Their analysis begins with the broad definition formed by Joe 

S. Bain in 1954, where he claimed it to be “anything that allows incumbent firms to 

earn above-normal profits without the threat of entry” (cited by McAfee et al., 2003, p. 

1). Since then many definitions have been published, but the examination by McAfee et 

al. concluded in four new ways to classify barriers to entry. First they were divided into 

economic barriers; which contain costs that only concerns new entrants, and antitrust 

barriers; which delays entry and reduces social welfare. Another division of barriers to 

entry was also found to be between primary barriers; which constitute a barrier to entry 
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on their own, and ancillary barriers; which reinforces other barriers but does not 

constitute a barrier on their own (McAfee et al., 2003, pp. 11-12). 

4.2.3 Competition Neutrality 

Another important aspect of competition is the occurrence of equal conditions for all 

firms. A competition neutral environment is vital for a market to function efficiently 

and for the positive effects of competition to surface. Without neutral market conditions 

even efficient firms may not survive. Governmental support, subsidies and taxes need to 

be shaped as to avoid the advancement of particular firms. As these governmental 

inputs are sometimes essential but contains the possibility to disturb the markets 

neutrality, it is heavily regulated on international levels. Evidence has shown that 

competition neutrality is difficult to achieve in quasi-markets with both private and 

public providers. Expectations, business strategies and possibilities for market entry 

and/or expansion are created, together with unbalanced game rules created by the 

publicly run organisations (Karresjö, 2009, p. 15). 

4.2.4 Increasing Competition in Public Markets through Deregulation 

A common way to introduce more competition to a public sector is to deregulate the 

market to allow entrance for private providers (Jordahl, 2008, p. 51). The term 

deregulation “refers to the relaxation or removal of regulatory constraints on firms or 

individuals. Deregulation has become increasingly equated with promoting competition 

and market-oriented approaches toward pricing, output, entry and other related 

economic decisions.” (Khemani & Shapiro, 1993, p. 74) Administrative authorities and 

privately owned companies have different goals with their organisations and distribute 

potential winnings differently. Companies strive for profit maximization and receive 

any surplus as profit. It can prove to be a valuable source of incentives for operational 

improvement and increased performance. In publicly owned businesses the incentives 

for improvement are often lower as the focus on financial goals is lower and employees 

will not receive any financial rewards for their efforts. By allowing private actors to 

enter a public sector, a pressure is put on the public provider to increase their focus on 

cost efficiency and quality (Jordahl, 2008, pp. 50-51). 

 

In a report published by the Swedish National Financial Management Authority it was 

stated that both Swedish and international experiences has shown that deregulation 

often leads to greater efficiency, in the form of increased quality and reductions of costs. 

These effects usually stem from improved management, more efficient organisations, 

better appropriation of resources and staff as well as increased employee motivation 

(Sjöström et al., 2006, p. 6). As was explained in chapter 4.1, this occurrence comes 

from the separation of ownership and provider. 

Privatization vs. Private Providers 

It is important to separate the term privatisation from allowing private providers to enter 

the market. Brealey et al. (2011, p. 860) define the term privatisation as “a sale of a 

government owned company to private investors”. The OECD takes the definition a 

step further by including transfer of control as well (Khemani & Shapiro, 1993, p. 69). 

Usually, the reasoning behind privatisation is to increase efficiency by introducing 

competition and limiting the political influence, to encourage share ownership and of 

course to provide revenue for the government. They also state that mostly the net effect 

of privatisation is positive. Even though private employers often streamline the business 

which may lead to employee layoffs, they usually grow faster which promotes rehiring 

(Brealey et al., 2011, p. 860).  
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Private production of publicly financed services is not always the result of privatisation. 

In many markets, such as the health care market, the services are instead subject to one 

of two models; outsourcing or customer choice. Outsourcing is a model that allows for 

publicly financed businesses to be purchased by private companies (Jordahl, 2008 p. 

54). Within the Swedish model for primary care, we can look back at the Public 

Procurement Act (2007:1091) as a representative of outsourcing. The county councils 

decided when they wanted a private provider to take over one of their primary care 

centres which allowed for procurement through contract (Jönsson & Nilsson, 2009, pp. 

27-28). Looking at the customer choice model, the county council decides upon certain 

criteria which any company who wishes to establish themselves on the market must 

fulfil. Through fulfilment of these criteria private companies can become accredited and 

granted access. Then it is up to the customers to choose the provider they want (Jordahl, 

2008, p. 54). In Swedish health care regulation this model is represented by the System 

of Choice in the Public Sector (2008:962) and it is the system currently used and the 

focus of this thesis. This model usually offers a higher degree of competition among 

providers than the outsourcing model (Jordahl, 2008, p. 54). Thus, even though part of 

the primary care market in Sweden is represented by private providers, the market has 

not been completely privatised. It is simply a private production of a publicly financed 

service through the use of a customer choice model.  

4.2.5 Competition in the Quasi-Market of Swedish Primary Care  

The main reason for quasi-markets is their promotion of x-efficiency (Le Grand, 1991, 

p. 1263). We described x-inefficiency above as a situation where cost minimization is 

neglected (Khemani & Shapiro, 1993, p. 86). Thus, x-efficiency is the opposite; cost 

minimization is prioritized. Le Grand (1991, p. 1263) questions this reasoning for 

forming quasi-markets due to imperfect information to the users of welfare services, the 

existence of monopolies and economies of scale. By allowing private providers to enter 

the Swedish primary care market, the expectation is that an entrepreneurial ambition 

and power of initiative will push for increased quality of care and better availability 

(Knutsson & Wahlquist, 2009, p. 15). One of the main intentions with the law on 

System of Choice in the Public Sector (2008:962) was to increase the possibility for 

patients to choose the primary care provider with the best quality, and it is built on the 

restriction of price competition between suppliers (Knutsson & Wahlquist, 2009, p. 8). 

It has led to a necessary attitude change among providers. For a primary care provider to 

succeed under the current market conditions, a market driven, developing and customer 

focused mind-set is necessary. The increased competition has led to an increased focus 

on quality as this is perceived as the best tool to attract patients (Knutsson & Wahlquist, 

2009, p. 25; Morin, 2011).  

 

However, there is still a long way to go before the market has enough competition to 

incite sufficient quality of care. The director general of the Swedish Competition 

Authority, Dan Sjöblom, stated in an interview that: “It is very important that the 

county councils create competition neutral systems of choice. Private providers must 

feel confidence for the county councils; otherwise establishment is too risky” (Swedish 

Competition Authority, 2010) As mentioned above, in chapter 4.2.3, competition is a 

complicated issue within quasi-markets. This is often due to the large market share still 

run by public providers (Karresjö, 2009, p. 15). Looking at Västerbotten, one can see 

(Appendix 2.7) that VLL‟s Primary Care Group is the dominant firm in this market. 

Their patient base is 84.6% of the county´s citizens. Since a dominant firm keeps at 

least 40% of the market share, according to OECD (Khemani & Shapiro, p. 86), the 
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Group are well within the limits. Thus, this could potentially cause problems of 

competition neutrality in Västerbotten.  

4.3 Agency Theory 
An agency relationship occurs when one party, the principal, delegates work to another 

party, an agent, who performs that work. The relationship is based on a contract 

between the parties (Jensen & Meckling, 1976, p. 5). The so-called agency problem 

occurs when the contracting parties have different goals, information and/or different 

attitudes to risk (Eisenhardt, 1989, p. 58). Saam (2007, p. 836) studied previous research 

on the topic and found that whenever an agency problem exists between the principal 

and the agent, there is power asymmetry benefiting the principal. “If both parties to the 

relationship are utility maximizers, there is good reason to believe that the agent will 

not always act in the best interest of the principal” (Jensen & Meckling, 1976, p. 5).  

 

By using agency theory to describe institutions with economic exchanges the aim is to 

analyse the effects of the agency relationship on performance, efficiency and change 

(Saam, 2007, p. 825). Agency problems exist in all organisations and where different 

parties cooperate, such as firms, universities and governmental authorities (Jensen & 

Meckling, 1976, pp. 6-7). In a perfect world without any conflicting goals the agent 

would be assumed to behave in line with the principal‟s wishes, no matter if the agent‟s 

behaviour would be under supervision (Eisenhardt, 1989, p. 62).  

4.3.1 Adverse Selection and Moral Hazard 

One factor that complicates the agency relationship is the presence of information 

asymmetry between the principal and the agent. This problem is termed adverse 

selection. There is an informational asymmetry when the principal cannot get complete 

information and knowledge about the agent‟s background and what works as a 

motivation for the agent (Gauld, 2007, p. 19). This results in decisions that are not 

optimal. To be able to avoid this kind of problem the principal needs to know what 

processes that affect the work of the agent and what knowledge the agent has (Saam, 

2007, p. 827). Another complicating factor for principal-agent relationships is the 

presence of moral hazards. When principals have difficulties in observing and 

measuring the actions of the agent there is a possibility of agents not performing 

according to what has been agreed. Due to such moral hazards, performance measuring 

is a prerequisite for the contract to function well (Gauld, 2007, p. 19). 

4.3.2 Agency Costs 

To control the agent and make sure that the agreed upon contract is performed the 

principal has two choices. The principal can either supervise the agent or create 

incentives. However, these insurances come with costs (Jensen & Meckling, 1976, pp. 

5-6). These costs stem from the problem of adverse selection and moral hazard (Gauld, 

2007, p. 19). Agency costs are considered to be; the monitoring expenditures by the 

principal, residual loss in the form of the agent‟s diversion from the principal‟s 

objectives and bonding costs in case the contract is not satisfactory fulfilled (Jensen & 

Meckling, 1976, pp. 5-6). 

 

Incentive compensation systems, also called reward systems, are used in order to align 

the objectives of the principal and the agent. Such financial motivation, dependent upon 

result and performance, can be an effective tool. Other ways to ensure the fulfilment of 

principal objectives are through monitoring systems, or information systems. Through 

such systems, the principal can systematically gather information to verify the agent‟s 
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behaviour (Eisenhardt, 1989, p. 60; Jensen & Meckling, 1976, p. 5; Saam, 2007, p. 

828). 

4.3.3 The Principal-Agent Contract  

A lot of focus within the research about agency theory is on the contract governing the 

relationship between the principal and the agent as well as determining the most 

efficient contract to regulate that relationship. These objectives are based on “given 

assumptions about people (e.g., self-interest, bounded rationality, risk aversion), 

organizations (e.g., goal conflict among members) and information (e.g., information is 

a commodity that can be purchased)” (Eisenhardt, 1989, p. 58). The contract is not 

always formulized in writing. But in doing so it can be used for setting expectations and 

objectives of the parties as well as include measurements for performance assessment 

and accountability. This is believed to result in motivation to achieve the principal´s 

objectives and reduce agents focus on personal interests (Gauld, 2007, p. 18).  

 

There are two types of contracts that can be used; the behavioural contract which 

focuses on salaries and hierarchal governance, and the outcome oriented contract based 

on commissions and market governance (Eisenhardt, 1989, p. 58). “The heart of the 

principal-agent theory is the trade-off between the cost of measuring behaviour and 

transferring the risk to the agent” (Eisenhardt, 1989, p. 61). Thus, the value of 

behavioural and outcome oriented contracts depends upon the situation of the agency 

relationship. Where agent tasks are easily programmed and monitored, such as in retail 

sales, behavioural based contracts are an attractive choice. However, when tasks are 

more difficult to specify and the measurement of their fulfilment are difficult, such as 

for entrepreneurs, outcome based contracts are a better option (Eisenhardt, 1989, p. 62). 

4.3.4 The Principal-Agent Relationship in Public Markets 

The theory of an agent and a principal working towards different goals has for many 

years been used in numerous fields, such as; accounting, economics, finance, marketing, 

political science, organisational behaviour and sociology (Eisenhardt, 1989, pp. 57-58; 

Saam, 2007, pp. 825-826). Within many countries, agency theory has been applied to 

public sector organisation since the early 1980s when market inspired methods were 

introduced. However, very little of the research into the application of agency theory on 

public sector organisation has attempted to view long-term outcomes of new policies 

(Anell et al., 2012a ; Gauld, 2007, p. 17; Hood, 1995, p. 93).  

 

Within the public sector, there is a unique problem concerning the occurrence of several 

principals and agents, the ability of one party taking both these roles, as well as the 

possibility for parallel conflicts of goals and assignments (Gauld, 2007, p. 19). Also, 

external motivation in the form of financial incentives is not always the only option for 

motivation, especially within public sectors such as health care. While external 

motivators focus on salaries and payment for performed work, internal motivators 

concern satisfaction with performing the work. Unfortunately, these two motivational 

factors are not always aligned (Jacobsson, 2007 pp. 39-40). The usage of external 

motivation through incentive systems requires control (Eisenhardt, 1989, p. 60; Jensen 

& Meckling, 1976, p. 5; Saam, 2007, p. 828). However, too strict monitoring systems 

can reduce the internal motivation of the agent. Also, if the principles in the incentive 

system go against the norms of the agent, it might even lead to reduced performance 

(Jacobsson, 2007, pp. 39-40).  
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The Principal-Agent Relationship for Primary Care in Västerbotten 

Applying this structure to Västerbotten and our research, we see that the agents are the 

health centres and the principal is VLL. As mentioned above, within this type of market 

there can be several agents and principals as well as one party taking both roles (Gauld, 

2007, p. 19). However, this will not be discussed further in this thesis as the report 

focuses on the way that the county council, as the principal, choses to direct the health 

centres, the agents, in the desired direction.  

 

The politicians, on a national level, had high reaching goals of increased quality of care 

and better availability when implementing the System of Choice (Pettersson & Jaktlund, 

2013, p. 14). VLL has the vision of ensuring that Västerbotten has the world´s best 

health in 2020, in which the primary care is a vital part. Primary care providers are 

expected to integrate pre-emptive efforts and health beneficial aspects in their daily 

operations. There are thus many aspects apart from actual medical issues that need to be 

systematically addressed.  (VLL, 2013a, p. 9) The agents working with health care 

every day usually contain more information than the politicians who acts as the 

principal (Gauld, 2007, p. 19). They work in the daily operations and have to push 

through budget constraints and political guidelines to provide the best possible care for 

those in need. As Jacobsson (2007, pp. 40-41) indicated, one can assume that health 

care professionals have internal incentives to perform their job well. The differing view 

on primary care between politicians and health care professionals could potentially lead 

to conflicting goals and information asymmetry. Therefore, a well formulated contract 

together with incentive- and information systems are necessary. VLL (2013e, p. 23) 

pointed out in their annual report for 2012 a need to develop the criteria used to direct 

the health centres to better fit their daily operations. Also, they stated that better 

communication and a development of their long term strategy for primary care is 

necessary. Thus, it appears as if the county council feels that the current principal-agent 

relationship is unsatisfactory and that goals of the two parties need to be better aligned.  

 

The document where VLL has formulated the requirements for HCV accreditation 

(VLL, 2013a) is their formal contract (Gauld, 2007, p. 18). The contract contains both 

outcome and behavioural based features (Eisenhardt, 1989, p. 58, 61-62). The 

behavioural elements can be found in the parts of the contract which describes the 

general commitment of the health centres, the clinical competence requirements and the 

basic goals of the county council. Through the use of the reimbursement system, 

features from outcome based contracts are found (Anell et al., 2012a, p. 39; Pettersson 

& Jaktlund, pp. 13-14; VLL, 2013a). 

4.4 Reimbursement Mechanisms 
As discussed above, it is impossible for the principal to achieve full supervision of its 

agents. Therefore financial incentives are created to motivate higher performance. 

Within health care, these incentives are often based on goals such as efficiency, equity 

and equal distribution of care. By using reimbursement mechanisms as incentives, the 

government can steer the health care system in the direction they want. Due to the 

practical difficulties of creating reimbursement mechanisms that lead to high rates of 

production, cost efficiency as well as high quality, there is no perfect reimbursement 

system that works for all organisations. The specific circumstances of each situation 

need to be considered when creating the best possible reimbursement mechanism for an 

organisation (Jacobsson, 2007, pp. 6-7, 9). This is why we have spent a great deal of 

time investigating the particular circumstances of VLL for this thesis. Jacobsson (2007, 
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p. 9) warns that one needs to be aware of the risk of making the system too complex and 

difficult to use. 

4.4.1 A Model of Dimensions 

There are three dimensions of reimbursement mechanisms. This classification simplifies 

an analysis of their advantages and disadvantages (Jacobsson, 2007, pp. 9-10). 

 
Table 2: Reimbursement Mechansims Available 

 

DEGREE OF 

ACTIVITY 
Does increased 

production pay off? 

 

 

Floating Charge 

 

 

Fixed Charge 

 

TIME 

PERSPECTIVE 
Is cost effectiveness 

worthwhile? 
 

 

Retrospective 

 

Prospective 

 

Retrospective 

 

Prospective 

 

OBJECT 
What is being 

reimbursed? 
  

 

Input 

 

Input 

 

Result 

 

Period 

 

Period 

 

Indivi-

dual 

(Own interpretation of Jacobsson, 2007, p. 17) 

Degree of Activity 

As the first dimension, the degree of activity treats the incentive for increased 

production. The choice for the principal involves deciding upon the proportions of 

reimbursement being fixed and floating. The use of (1) floating reimbursements tends to 

result in increased production as it leads to a financial reward for the provider. On the 

opposite side of the spectrum, high proportions of (2) fixed reimbursements incite a 

reduction of marginal costs, which leads to fewer activities and/or reduced efficiency 

(Jacobsson, 2007, pp. 10-11).  

Time Perspective 

When a (1) retrospective system is used, the provider is reimbursed after the costs are 

incurred, and high competition is the only regulator for cost efficiency. The 

reimbursement can be based on either expected costs or actual costs incurred. With (2) 

prospective payments there is instead a high incentive to reduce costs since what is left 

after the actual costs have been subtracted is profit for the provider (Jacobsson, 2007, p. 

11). 

Object 

Another way to classify reimbursement mechanisms is through the object the provider 

is being reimbursed for. There are four main objects; input, result, individual and 

period. As it is easy to define and control, (1) input provides good financial incentives. 

This can have either a retrospective or a prospective dimension. Measurability and 

supervision are vital factors when using input as a base for reimbursement as there is 

always a chance that the provider over-produce. By basing reimbursement on (2) results 

the focus shift towards achieved goals which increase incentives for fulfilment of the 

goals of the financer. However, it is important that the goals set are reasonable and 

possible to achieve in order for the motivation to fulfil them to be maximized. 

Reimbursement can also be based on the amount of customers, or (3) individuals, under 

direct responsibility of the provider. This is often called capitation and is usually 

calculated on a yearly basis. The financial risk is transferred from the financer to the 

provider and should be, but is not always, based on things that the provider can control. 



35 

 

Finally, the provider can also be reimbursed per (4) period which provides no financial 

incentives to perform at all. This method is mostly used when it is difficult to measure 

results or input and work tasks are complicated. A positive result from this method is 

that it offers an opportunity for cost control (Jacobsson, 2007, pp. 12-13, 16, 53).  

 

By combining the above methods and the different dimensions, a financer can create 

incentives that match the goals of the organisation. It is important to make sure that the 

negative effects of the different methods are limited and that as many positive effects as 

possible are created (Jacobsson, 2007, p. 34). 

4.4.2 Financing Swedish Primary Care 

As mentioned above, in Sweden the health care system is primarily financed through 

taxes. Concerning primary care, it is the income tax collected by the county councils 

that stand for the main part of the financing together with some funds being provided by 

the central government. A small part is also paid for by the patients themselves, only 

about SEK 100 – 200 per visit (Anell et al., 2012a, pp. 56, 62). Each accredited primary 

care provider is allocated a part of the taxes received by the county council which they 

are located within. The rules for reimbursement are the same for both private and public 

primary care centres (Anell et al., 2012a, pp. 61-62).  

 

The county councils have been allowed to choose the form of their own reimbursement 

system (Anell et al., 2012a, p. 66). This is where the main differences between the 

county councils implementation of LoV stem from. However, the systems only vary to a 

small extent and there is a main structure that is followed across all county councils. 

Jacobsson (2007, pp. 46, 56) explains that the introduction of the purchaser-provider 

split lead to a change in the focus of reimbursement mechanisms towards cost 

effectiveness, increased quality and high productivity. Traditionally, retrospective 

methods have been used but with a changing political climate and primary care market a 

move towards prospective payments such as capitation, performance based payments 

and payment per input. 

Fixed Reimbursement Mechanisms often Used 

In most county councils, except for Stockholm, the largest part of the reimbursement is 

based on capitation, which is connected to the general commitment of the primary care 

provider (Anell et al., 2011, p. 39; Anell et al, 2012a, pp. 66-67). The amount is based 

on the quantity of patients listed at the specific provider and allows for the money to 

follow the patients‟ choices. This leads to cost control, cost-effectiveness and 

competition for patients (Anell et al., 2011, p. 44; Barnum et al., 1995, pp. 6-7). Even 

though capitation is governed by the amount of patients listed at a primary care centre, it 

is primarily fixed and prospective. Usually, a weight is applied to the amount that 

adjusts for the age structure and socioeconomic factors of the assigned patient 

(Jacobsson, 2007, pp. 27, 33).  Thus, this is very much in line with the national goal of 

increasing competition in primary care (Pettersson & Jaktlund, 2013, p. 14).  

Floating Reimbursement Mechanisms often Used 

The rest of the reimbursement received by the primary care providers is floating and 

connected to the care provided (Anell et al., 2011, p. 39). It can be based on the amount 

and type of visits as well as be based on performance. Pay-per-Visit is based on visits 

from both registered and non-registered patients. It tends to provide incentives for a 

maximization of the number of visits instead of distributing resources based on patient 

need (Anell et al., 2011, p. 46; Anell et al., 2012a, p. 67). Pay-per-Visit reimbursement 
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is decided upon in advance of the visit which classifies this as a prospective charge. 

Payment per product group is another floating and prospective charge. It increases 

control and provides incentives to reduce variations in profitability levels (Jacobsson, 

2007, p. 31).  

 

When discussing reimbursement based on results within health care, you usually talk 

about performance based payment. It is the only mechanism available that provides 

incentives for increased quality of care. To simplify the use of the method and increase 

measurability of achieved goals the financer, the county council, often defines more 

reachable sub targets (Jacobsson, 2007, p. 32). Only some county councils use this 

method, and those who do only use it to a small extent, about 2-3% of their total 

reimbursement. This mechanism is called Pay for performance, P4P, and is usually 

linked to less than 20 targets such as the accessibility to providers, preventive services, 

patient satisfaction and registration in national registers (e.g. for diabetic patients) 

(Anell et al., 2011, p. 46; Anell et al., 2012a, p. 67).  

4.4.3 The Reimbursement System in Västerbotten County Council 

Prospective reimbursement provides incentives for cost efficiency and also allows for a 

higher degree of cost control. Thus, it was a natural consequence of the introduction of 

the Purchaser-Provider Split that reimbursement systems would move towards 

increasing prospective reimbursements (Jacobsson 2007, p. 19). In Västerbotten, the 

entire system is based on prospective reimbursement but it involves both fixed and 

floating parts. It has been structured with 85% as a fixed and 15% as a floating 

reimbursement. The system is revised on a yearly basis (VLL, 2013a, pp. 22, 29-30). 

 
Table 3: Reimbursement System in Västerbotten 2013 

 

DEGREE OF 

ACTIVITY 
Does increased production 

pay off? 

 

Floating Charge 15% 

 

Fixed Charge 85 % 

 

TIME PERSPECTIVE 
Is cost effectiveness 

worthwhile? 

 

Prospective 

 

Prospective 

 

OBJECT 
What is being reimbursed? 
  

 

Input 

 

Result 

 

Individual 

 

METHOD 
How have these dimensions 

been implemented? 

 

Pay-per-Visit 

 

P4P 

Capitation  
*Age adjusted 

* Sparsely populated area cover 

*Care Need Index - CNI 

* Cover for patients with extensive medical need 

* Primary care prescriptions 
 

(Own interpretation and combination of Jacobsson, 2007, p. 17; VLL, 2013a, pp. 22-28) 

Fixed Reimbursement 

The fixed charge consists of capitation and thus, the main determinant of a provider‟s 

reimbursement stem from the amount of patients it is responsible for. The capitation is 

adjusted for the age of the patients, which is based on previous patterns of primary care 

visits within Västerbotten.  
 

 Sparsely Populated Area Cover: A health centre located in a sparsely 

populated area, where the distance to the nearest hospital is considerably long, 

receives an extra amount of money as they are expected to cover more of their 
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patients‟ health care needs. This sum is based on a standardized model with five 

classes of distance to the nearest hospital.  
 

 CNI: Also a Care Need Index, CNI, is used to take account of socioeconomic 

conditions. The index considers the amount of single parents, citizens over 64 

years of age living on their own, unemployment, low skilled workers etc.   
 

 People with Extensive Medical Need Cover: There is also a special cover for 

patients with considerable health care needs, such as those who were born with 

functional limitations, or got them early in life.  
 

 Cover for Primary Care Prescriptions: Some medical prescriptions are 

classified as belonging to primary care. Because each health centre has the 

financial responsibility for these medications, no matter if they or a hospital 

prescribes them, they receive compensation for this as well (VLL, 2013a, pp. 

22-25). 

Floating Reimbursement 

The floating reimbursement is divided into a per-visit charge paid by patients or by the 

primary care provider they are listed to when they make visits to other health centres, 

together with quality based compensation. This has been implemented to increase 

incentives for quality and efficiency improvement.  
 

 Pay-Per-Visit: Several of the factors under Pay-per-Visit are a reflection of the 

county council´s objectives. For example, not all visits correspond to the same 

amount. A special cover is applied to health examinations, aversion treatment 

for tobacco and home visits to healthy elderly patients.  
 

 P4P: Pay for Performance measure up to about 4.6% of each health care centres‟ 

age adjusted capitation. In 2013 there are 4 quality indicators; (1) Continuity in 

Care, which only accounts for doctors‟ visits where the same patient is required 

to visit the same doctor 3 times, (2) Reduced Prescription of Antibiotics, (3) 

Preventable Hospitalization, which is calculated through reduced amount of 

days in hospital care for listed patients with a diagnosis of anaemia, asthma, 

diabetes, high blood pressure, chronic obstructive lung conditions or vascular 

spasms, and (4) Degree of Coverage for listed patients visits at the health care 

centre. Degree of Coverage can be explained as a ratio of how many patients 

choose to visit primary care centres over hospitals.  
 

 Other: A health centre can also receive extra compensation by continually 

educating their doctors and treating patients on asylum (VLL, 2013a, pp. 25-27). 

Deductions  

Instead of placing all quality parameters under P4P, some are used as a deduction from 

the health centres budgeted reimbursement if the parameters are not fulfilled. 
 

 Deviations in Availability: There are two parameters used to measure 

availability; (1) Phone Availability when patients seek contact with their health 

centre, and (2) Doctor´s Visit within 7 Days where patients are promised a visit 

with the doctor within a week. To receive the full reimbursement, availability of 

100% is required. After that a percental amount is deducted.   
 

 Deviations in amount of Health Examinations: VLL has set the objective that 

70% of all possible health examinations should be performed. If a health centre 
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cannot achieve this goal they lose a percental amount, which grows with lower 

amount of health examinations performed (VLL, 2013a, pp. 28-29).   

The Charging of Costs 

Some of the costs that a primary care centre incurs which involve other health care 

facilities, such as x-rays, laboratory costs and the cost of their patients visiting other 

county councils primary care centres are not paid for immediately but are instead 

deducted from the payments awarded to them each month. Also, each month the health 

centres are charged for the deductions discussed above related to quality parameters, 

and the punishment deductions for not providing adequate registration of work 

performed or for business plans and reports (VLL, 2013a, pp. 28, 30). An audit report 

by Earnst & Young discovered that private and public health centres are not always 

charged on equal terms. This specific find concerns the charging of medical services 

such as laboratory costs and x-rays. Privately run health centres are charged an entirely 

floating charge, while publicly run health centres are charged both on a fixed and 

floating basis. In 2011, they were required to pay 50% of their medical services costs as 

a fixed charge. This number was reduced to 30% in 2012 (Uhlin, 2011, p. 25). 

Follow Ups, Evaluations and Changes of the Reimbursement System  

With a basis in the overall goals of VLL, follow ups are performed. This is a part of the 

actions taken towards reaching the vision to improve the population‟s health. These 

follow ups are performed on both a strategic and an operational level. On a strategic 

level it aims towards future development and planning of the contract. On the 

operational level VLL attempts to measure the fulfilment of specified goals and quality 

parameters (VLL, 2013a, pp. 31-33). According to VLL, they will perform a specific 

evaluation of their reimbursement system this year. The focus of this evaluation is to 

examine the possibilities and advantages with introducing a new charge called Adjusted 

Clinical Group [ACG] beginning in 2014 (VLL, 2013a, p. 30). Also, whenever VLL 

discover shortfalls in the contract for HCV or the reimbursement system used, they have 

the authority to alter the conditions for the health centres right away (VLL, 2013a, p. 9).  

4.5 Previous Studies  
As stated by the general director of the World Health Organisation [WHO] the rising 

costs of health care can be explained by an increase of population age and chronic 

diseases as well as the availability of expensive treatments. Thus, something needs to be 

done about the use of resources within health care for it to be sustainable and enough for 

everyone (WHO, 2010, p. VI, 4). This increased pressure could be an explanation for 

the vast amount of previous research within the subject.  

 

While researching the subject of health care financing a large amount of studies from all 

over the world were found. Since the structure of the different health systems many 

times differ from the Swedish model we did not find any interest in having such a wide 

focus. An interesting discovery was that the studies of the Swedish system for primary 

care and the recent reform are performed by a concentrated amount of researchers. 

Several studies made of the System of Choice and its effects have been performed by 

the Swedish Competition Authority on a commission from the government, often with 

the same researchers. These qualitative studies have covered all Swedish county 

councils and have been focused on the effects of the reform. The found results are 

univocal; the reimbursement system is an important management control measure and 

can be used to affect the prospect of attracting new providers (Jönsson et al., 2009; 

Jönsson et al., 2010, Nilsson et al., 2010). 
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One factor that is pointed out by Jönsson et al. (2009, pp. 41-42) as affecting the 

establishment of new providers is the proportion of fixed and floating reimbursement. 

They argue that fixed reimbursement offers the county councils good cost control, but 

that it at the same time might endanger the patients‟ access to care since it gives the 

providers incentive to limit it. Another study by Jönsson et al. (2010, pp. 7, 38-44) 

pointed out that the listing of passive patients has a great influence on new 

establishment. This is because of the importance of having listed patients, due to the 

extensive use of capitation in many county councils. The same study further suggests 

that the width of the competence requirement also matters in this aspect. It is suggested 

that a wide competence requirement hinders small providers to establish a business 

(Jönsson et al., 2010, p. 33). Nilsson et al. (2010, p. 63) point out the importance of 

information about the reform to stimulate patients to make an active choice of care 

primary provider. It is further stated by Nilsson et al. (2010, pp. 64-66) that the 

character of the information is important, in the sense that it does not favor any 

particular provider(-s), thus that it is competition neutral.  

 

Lundvall (2010, pp. 5, 32), also on behalf of the Swedish Competition Authority, found 

in his study indications that the easier it is for new providers to get listed patients the 

more health centres are established. This supports the previously mentioned findings by 

Jönsson et al. (2010). Another important finding of Lundvall‟s (2010, pp. 5, 26) study is 

the importance of competition neutrality. The study indicates that in county councils 

were there competition is perceived as neutral, between private and public providers, 

there are more new health centres established. Lundvall et al. (2011) aimed at 

evaluating the reform from the same perspective but in a later stage. The result of the 

study does however not go against the previous findings, but rather support them. The 

most recent study by Jönsson et al. (2012, pp. 90-91) suggests that the reimbursement 

levels in many Swedish county councils are too low, causing public health centres to 

run deficits.  

 

Another frequent producer of studies about the Swedish primary care is the professor at 

Lund University, Anders Anell. He is, as mentioned in section 2.6.1, the author of 

several studies concerned with the comparison of the different implementations and 

developments of the System of Choice and its reimbursement system in the Swedish 

county councils, some on commission for organisations such as SALAR. Anell‟s 

studies, which carry both qualitative and quantitative features, show that many of the 

county councils have similar basic structure of their System of Choice model and 

reimbursement system (Anell, 2009; Anell, 2011; Anell et al., 2012). In Anell‟s study 

from 2009 (p. 42), on commission from SALAR among others, it is suggested that a 

preference for a large fixed reimbursement increases the importance of competition for 

the system to work, which in turn is dependent on patients making active choices. The 

study also suggests that it is the possibility of new providers entering the market that is 

of importance not the actual new establishments. Another finding from the same study 

is that large competence requirements favours large providers, a classification Anell 

chose to include the county councils groups for public primary care centres in. The 

mentioned effect of large fixed reimbursement is further supported by another, more 

extensive, study covering all counties in Sweden, performed by Anell (2011) 

independently a couple of years later. 
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There are also a few student theses made concerning the System of Choice. The most 

relevant for our study is the degree project of Grujcic and Tham (2009). They examined 

the System of Choice in the County Council of Stockholm with the agency theory in 

focus. It was found that the different parties carries different views on the purpose of the 

reimbursement system and also that there exists an information asymmetry that leads to 

a poor structuring of the same system. 

4.6 Summary of Conceptual Framework 
Within the Swedish primary care market a quasi-market has formed where both public 

and private providers operate. Political shifts have caused market inspired methods to be 

preferred. This previously public market was subsequently deregulated as a means to 

increase x-efficiency and promote higher quality of care. However, the provision of 

primary care is still tax-financed and governed by the county councils. To reach the 

mentioned objectives, competition between providers is a valuable motivating factor. 

Within quasi-markets, the public sector often still controls a large portion of the market 

which makes them the dominant firm. Such dominance can cause problems with 

competition. It often results in low competition between providers, poor competition 

neutrality and barriers to entry for new private providers. As we have shown, VLL‟s 

Primary Care Group is without a doubt the dominant firm in their market which puts 

extra pressures on them to provide a competitive and neutral environment.   

 

The Purchaser-Provider Split explains the importance of creating a clear separation of 

organisational units. All providers must operate under the same guidelines for a 

successful quasi-market to be sustained. VLL, who is the purchaser in the studied 

market, needs to create adequate incentives for their primary care providers. This issue 

can be discussed through the light of agency theory which highlights the importance of 

keeping information asymmetry and moral hazards low, and suggests that a formal 

contract is made between provider/agent and purchaser/principal. The aim with such a 

contract is to reduce agency costs to a minimum and to increase incentives to perform 

according to objectives. VLL has formed HCV as their contract. It contains both 

behavioural based elements such as requirements and guidelines, and outcome based 

elements such as the reimbursement system. A reimbursement system can consist of 

many mechanisms, and what combination of them that is most appropriate is 

determined by market circumstances. By exploring the conditions for VLL in relation to 

the more general concepts discussed in this chapter we believe that a strong basis for 

analysis is formed.  
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5 Practical Method 
 

The research philosophy and approach declared in the chapter of methodology form a 

basis for many of the choices in this chapter. As explained, this study has an inductive 

approach and a qualitative research design. Since these characteristics are concerned 

with the subjective meaning of the studied relationship, special demands are put on the 

practical methods chosen. Our case study aims to explore VLL‟s organisation of HCV. 

How this can best be performed will be discussed in this chapter. Choices for practical 

methods, such as sampling and data collection, will be explained. The aim with this 

chapter is to illuminate this process and explain and motivate the choices made, so as to 

provide the research report with credibility.  

 

5.1 Sampling 
No matter what type of research is going to be performed the question of sampling 

needs to be considered (Saunders, 2012, p. 258). There are in total 38 health centres in 

the county of Västerbotten today. Of these, 6 centres are run outside VLL‟s 

organisation, by private companies or non-profit associations. They are all, however, 

part of HCV, which entitles them to reimbursements from the county council and thus 

makes them interesting for the purpose of this study.  

5.1.1 Access 

Feasibility and sufficiency are important concepts when forming a study, since they 

concern the ability to gain access and the extent of this access (Saunders et al., 2012, p. 

212). Early in the development of this study the objects of interest, namely the 

managements of health care centres in Västerbotten, were approached with the question 

of participation. Some managers are responsible for more than one health centre, but out 

of the 26 health centre managers 11 were positive to contributing to the study, which 

fulfilled our condition of feasibility. Since the managers are responsible for the 

operations of each health centres and thus of the final provision of the care, they are 

expected to have a good understanding of the reimbursement system and the effects it 

has on the provision of care. They are therefore assumed to be able to provide 

information which makes this research project achievable.    

 

In this study we are acting as external researchers, which give us a disadvantage in 

gaining access and make us dependent on the goodwill of the organisations studied 

(Saunders et al., 2012, p. 213).  There have been some difficulties in connection to the 

physical access to some managers of health centres. This has in most cases concerned 

lack of time, sometimes due to external events such as restructuring of the organisation 

or lack of personnel. When a direct line of contact has not been available the gatekeeper 

has sometimes put up a barrier, which has not always been possible to overcome. The 

physical access also concerns the access to secondary data (Saunders, 2012, p. 210). 

The university library and its databases, as well as the internet have facilitated the 

physical access to secondary data.  

 

To increase the chances of access there are some important things to bear in mind; 

familiarity with the organisation, allowance of sufficient time and clear purpose and 

access required (Saunders, 2012, p. 217). For this study we have utilised a combination 

of traditional and internet-mediate access. The traditional access involves face-to-face 

interaction in terms of interviews while the internet-mediate access concerns the 
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involvement of different computer technologies (Saunders et al. 2012, p. 210). The 

health centre managers were first contacted by phone or email to determine the general 

interest of participation. Since the total population was relatively small a decision was 

taken to try to follow up on unanswered requests as far as possible, but by carefully 

respecting the other party by e.g. allowing sufficient time to make consideration and 

answer. By being persistent in this aspect we limited the risk of the request not reaching 

the attention of the manager, or simply being forgotten. This is one form of polite 

persistence referred to and emphasised by Bryman and Bell (2007, p. 481). 

 

To conclude, we received an expressed answer from 24 out of the 26 health centre 

managers, of which 11 were positive in taking part in our study by allowing us to 

interview them. 

5.1.2 Sampling Method 

There are basically two types of sampling techniques; probability sampling and non-

probability sampling. The difference is whether there exists a known and equal 

probability of each case in the population. If so, it will be a probability sampling and it 

is possible to generalise the findings from a random sample on the chosen population on 

statistical grounds (Saunders et al., 2012, p. 261). For non-probability sampling the 

choice must be made in another way (Saunders et al., 2012, p. 281).  

 

The nature of this study is as previously explained explorative, and it is not of 

importance for the research question to generate an answer that is applicable on a larger 

population. For this study it is more important to create a deeper understanding of the 

concept of reimbursement system in the chosen county council, what it means for the 

managers and their perceived effects of it. There is thus a preference of the non-

probability sampling method (Remenyi, 1998, p. 194). The choice is supported by 

Crabtree and Miller (1999, p. 34), who state that probability sampling is inappropriate 

in most cases of qualitative research due to its basic assumptions and purpose.  

 

As previously mentioned, all the health centres included in HCV should face the same 

conditions in terms of reimbursements. There are, however, some differences in the 

reimbursements, e.g. the adjustment for location that aims to equalize the conditions 

between the different centres (VLL, 2013a). Due to this it is possible that there exist 

geographical variations. In addition, there are some differences in fees for the usage of 

medical services, such as laboratory testing and x-rays between the public and private 

providers (Uhlin, 2011, p. 25), which also opens for variations among the different 

types of providers. To include these possible differences, Kurzel (1992, p. 37 cited in 

Yin, 2011, p. 88) suggests maximal variation sampling, also called heterogeneous 

sampling, to achieve the broadest range of information and perspective within the topic 

studied. This is a form of purposive sampling and is common in qualitative research, 

since it allows the researchers to select the units in a sample according to which are 

expected to provide the most information within the topic of interest (Yin, 2011, p. 88). 

The method is also popular when working with smaller samples e.g. case study research 

(Saunders et al. 2012, p. 287).  

5.1.3 Sample Size 

Many researchers recommend continuing to collect qualitative data until saturation is 

reached, i.e. until no new or very little new information is gained from the added data, 

since saturation offers higher credibility to the research (Saunders et al, 2012, p. 283; 

Crabtree & Miller, 1999, p. 41). This approach offers very little guidance to how many 
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units to include in a sample. Fortunately there are some recommendations based on 

previous research experiences. According to Crabtree and Miller (1999, p. 42) the 

suggested sample size for a heterogeneous sample is 12-20 sample units, while 

Saunders et al. (2012, p. 283) advocated a wider span of  12-30 sample units and adds 

that for in-depth interviews the sample size can be made somewhat narrower with 5-25 

units.  

 

Following these recommendations with the aim of generating as useful data as possible, 

we decided to conduct interviews with all of the eleven health care managers that had 

expressed an interest in taking part in the study. These interviews are considered our 

main data. We also conducted three interviews with people working in the County 

Council Officials‟ organisation and at the supporting department of the Primary Care 

Group, with the aim of collecting complementary information about their view of the 

system, the previous reimbursement system and what led to the choice of the current 

one, all to create a good context for the study.  

5.2 Data Collection Method 
With an inductive approach for this study, the collection of data is a central issue. Using 

a case study research there are many way in which data can be collected, such as using 

documents, interviews, direct observations, physical artefacts and archival records. One 

of the most frequently used methods within business and management research is the 

method of interviewing (Remenyi, 1998, pp. 175-176). We have chosen to use 

interviews since this research has a foundation based on interpretivism and thus want to 

understand and discover features of an environment that the interviewees are a part of 

(Yin, 2011, p. 135). 

5.2.1 Interviews 

There are different kinds of interviews and one popular way of classification is 

according to formality and structure, which divides interviews in the following 

categories (Saunders et al., 2012, p. 374);  
 

 Structured interviews: Within this category interviews are conducted in a 

formal and standardised manner with predetermined questions. This allows the 

researchers the access to quantifiable data and is therefore often connected with 

quantitative research (Saunders et al., 2012, p. 374). 
 

 Semi-structured interviews: This method uses key questions or themes to 

guide the interview, but there is a greater flexibility in the structure of the 

interview and the direction often depends on the interviewee (Bryman & Bell, 

2007, p. 474). 
 

 Unstructured (in-depth) interviews: This is the most informal method of 

interviewing. Here the interviewees are encouraged to talk freely about the 

general topic of interest and it is thus the interviewees‟ perception that decides 

the direction (Saunders et al. 2012, p. 375). 
 

As previously stated there is no interest in producing findings that can be generalised 

and therefore not of using structured interviews. Further, the ability to explore the given 

answers is for researches with an interpretive stance an importance feature (Saunders et 

al., 2012, p. 378). Even though we are interested in the interviewee‟s perception of what 

is important we feel a need to direct the interviews to a certain degree towards the topic 

of this research. The purpose of our research is therefore best met by using semi-

structured interviews. Both the interviews with the health centre directors and the 



44 

 

employees from VLL and the supporting department of Primary Care Group are of 

semi-structured nature with only minor alternation of the themes used. Appendices 3.1 

and 3.2 display the differences. 

5.2.2 Interview Process 

The collection of valuable data from semi-structured interviews is likely to be more 

feasible once trust has been established (Saunders et al. 2012, p. 404). There is an 

importance of forming personal contact in qualitative interviewing since the interviewee 

might be reluctant to share sensitive information with someone they have never met 

(Saunders et al., 2012, pp. 378, 404). We therefore chose to perform the interviews in 

person rather than by telephone contact. In this way it is also possible to consider cues 

provided by the interviewee‟s behaviour and body language, something that may give 

interpretive researchers valuable information (Saunders et al., 2012, p. 405).  

 

Most of the interviews were conducted at the workplace of the interviewees. This was 

done for the convenience of the interviewees and for them to feel comfortable during 

the interview (Saunders et al. 2012, p. 386; Yin, 2011, p. 32). Many of the interviewees 

were working far from our placement in Umeå. Due to the locations of the interviews 

more resources, in terms of time and cost of transportation, were consumed compared to 

a study based on phone interviews. An alternative to the personal interviews, which 

would offer more time to be spent on preparation and analysis, is the use of a video 

conference program, such as Skype. This is however not a 100% reliable tool from 

previous experience and has therefore not been pursued.   

 

In an informational email before the interview, it was kindly suggested a quiet location 

for the interview. This was seen as an important issue since a quiet location will provide 

the respondent with a focus and increase the likely hood of good quality of the 

recordings (Saunders et al, 2012, p. 386; Bryman & Bell, 2007, pp. 481, 484). The 

email also contained brief information about us, the research, time and location for the 

interview, our wish to record the interview, their anonymity in the research and the 

themes for the interview. The purpose with this send out was to remind them of what 

had been decided and to prepare them for the interview. This contact was not only 

important from a practical point of view. It may also provide credibility for us as 

researchers and increase the interviewees‟ confidence in us. Letting the interviewees 

familiarise with the themes may also increase the reliability and validity of the research, 

since it gives the interviewees the chance to prepare and thus increase the quality of the 

answers (Saunders et al., 2012, pp. 384-385). 

 

It is commonly known that the first few seconds are extremely important when it comes 

to a person‟s impression of you. It is therefore not illogical to give the choice of outfit 

before an interview some consideration. Saunders et al. (2012, p. 388) suggest clothing 

that is generally acceptable in the current setting. With our previous experience of 

health care centres and Swedish managers in general, we made the appreciation that 

clean cloths without holes in our normal style would be appropriate. 

 

Upon arrival to the interviews, we presented us and our research and how the interview 

was going to proceed, whereupon we asked for permission to record the interview. As 

with the first impression, these first minutes are crucial and can set a significant impact 

to the interview (Saunders et al., 2012, p. 389). We also asked the interviewees to sign 

an informed consent form, which included their approval to be interviewed, our right to 

use the material from the interview and our obligation to guard their anonymity. This is 
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a formality that has been found to reduce anxiety on the interviewees‟ behalf (Saunders 

et al., 2012, p. 389). It may also help to prevent troubles with using the data once 

collected.  

 

For the interviews we had acquired a dictaphone. By using a recording devise we, as 

interviewers, were able to focus on the direction of the interview and take a more active 

role by asking follow up questions or questioning inconsistencies. It also allowed us to 

absorb the situation and to read between the lines, without having to focus on making 

extensive notes. The presence of a recorder can however make the interviewee 

uncomfortable and thus have a negative influence on the interviewee and the answers 

given (Bryman & Bell, 2007, pp. 489-490). When performing the interviews we got the 

impression that the recording devise did not affect the conversation namely.  

 

We chose to always be two interviewers present. A drawback with this method is that 

more resources were being used. However, it offered the advantage of one of the 

interviewers being able to take a more observant role and asking complementary 

questions if needed (Bryman & Bell, 2007, p. 482). This allowed the interviews to 

become more focused and for the participants to clearly see our commitment to 

registering their answers correctly.  

 

Together with the informational email we enclosed a sheet of questions. These were 

simple questions concerning their age, number of years on their current position, 

previous position in the same organisation etc. In total there were about ten questions 

and some differences in the questions sent to the people working at the county council 

and the health centre managers. The answered questions could be sent back to us before 

the interview or given during it. Most of our interviewees hold managerial positions, 

which put them under pressure of many different tasks and responsibilities. This 

impression was strengthened in the initial contact with them. By sending out these 

questions beforehand we allowed for the interviewees to answer them when they saw fit 

and thus decreased the time needed for the actual interview. Also, in this way we had an 

opportunity to receive information prior to the interview. This allowed a better start to 

the interview as we were prepared for who we would meet and it permitted us to better 

relate to the interviewees. This also made it possible to focus on more complex topics 

during the interview and showed us if there was anything that could impact the study. 

However, as no information stood out the information received from the background 

questions was merely used for our own understanding. Hence, we chose not to include 

this data.   

5.2.3 Interview Guide 

As stated in section 5.2.1 we have chosen to use semi-structured interviews. By using 

this method of interviewing we direct the interviewees to the subject of interest for the 

research but then let them speak freely (Bryman & Bell, 2007, p. 474; Yin, 2011, p. 

137). The direction was thought through in advance and put down in an interview guide 

(Saunders et al., 2012, p. 386). The interview guide should be modest and not be 

considered a questionnaire, but rather a guide of the conversation (Yin, 2011, p. 139). 

When formulating the interview guide we first identified the themes; competition and 

deregulation, agency theory and reimbursement. These themes are based on the work 

leading up to the interview. They are thus influenced by the literature review, such as 

previous empirical studies, theories connected with the subject and of course our own 

thoughts.  
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Following the themes, we further sketched out some key questions sometimes within a 

sub-theme. These were formulated as open questions to encourage the interviewee to 

provide an extensive answer (Saunders et al., 2012, p. 391). Rubin and Rubin (1995, p. 

164 cited by Yin 2011, p. 139) suggests that the use of an interview guide may have 

positive effects on the interviewee‟s willingness to open up, especially about 

controversial issues. Although the themes and questions in the interview guide follow a 

logical path it is the current interview that sets the order and it is thus important to stay 

flexible even while using an interview guide (Saunders et al., 2012, p. 386).  

 

Formulating the interview guide was a great help for us in preparing for the interview. 

Even though the interviewer‟s influence should be limited in a semi-structured 

interview it is good to be well prepared as an interviewer (Ryen, 2004, p. 46). By being 

well informed before the start of the interviews we did not only give a serious 

impression but we believe it was possible to explore the interviewee‟s answers in a 

different way than without the same preparation. In addition to the general themes we 

had also prepared questions in case the interviewee did not know what to talk about, did 

not understand the initial key question, answered very briefly about a subject of interest 

or misunderstands the question (Saunders et al., 2012, p. 392; Yin, 2011, p. 136). 

Preparing questions also provided us with a good opportunity to think the interview 

through and the areas of interest. We also felt that developing of the interview guide 

helped us to avoid mistakes, such as asking leading questions, putting values into the 

questions or using too much theoretical concepts (Saunders et al., 2012, pp. 389-390). 

To see the detailed layout of the interview guides see Appendix 3.1 and 3.2. 

5.2.4 Pilot Interview 

Piloting or the pre-testing of questions is often performed in connection with self-

completion questionnaires and structured interviews. Then the researcher is not able or 

should interfere with the completion by the respondent once it has started. It is therefore 

important that the questions are formulated in the right way (Bryman & Bell, 2007, p. 

273).  

 

When performing a semi-structured interview much of the control over the interview is 

given up for the benefit of the interviewee‟s perceptions, interest and knowledge (Yin, 

2011, p. 137). This makes pre-testing difficult and maybe somewhat unnecessary. We 

decided to perform a minor pre-testing of our interview guide by discussing it and 

asking for the opinion of a primary care centre manager from another county council. 

This allowed us to receive some insight from a person working with this every day, and 

proved to be extra valuable due to the differences between the manager´s county council 

and Västerbotten. Some variations in the systems used were found which led to some 

questions being further developed or added.  

5.2.5 Transcribing and Translation  

The interviews conducted for this research has been both transcribed and translated. 

Transcribing is the process of writing down the interviews and is important for the 

reliability of the analysis since it allows it to be scrutinised by others (Bryman & Bell, 

2007, p. 489). This research is of inductive nature and the interviews are therefore a 

main focus. This has led to the transcribing being an important part of the work with the 

research. The finished transcribed material ended up being 250 pages of condensed text. 

This large amount of material provided us with a good basis for analysis. 
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The interviews have all been conducted in Swedish since this is the native language of 

the people living in Sweden, and no indications from the contact before the interviews 

indicated that any of the interviewees having another native language. Most people in 

Sweden have generally a very high proficiency in the English language. However, we 

did not wish to reduce the interviewees‟ ability to communicate and express themselves 

even the slightest. We therefore chose to translate the interviews afterwards. The 

transcribing was done in Swedish to mirror the interviews in the best way and the 

translation was made later in the final compilation of the result. By not being native in 

the English language we cannot guarantee perfect translations. However, having studied 

in English for almost four years we have had much practise in the usage of the language 

both in everyday interaction with foreign students but also in work settings. This has 

made us familiar to the terminology used within the field of business and also qualified 

for this type of translations.  

5.2.6 Criticism of the Data Collection Method 

According to Remenyi et al. (1998, p. 276), there is a risk of bias and misunderstanding 

due to poor listening and articulation when performing interviews. As a solution they 

suggest the usage of triangulation, with additional verbal sources from other members 

of the organisation, clients or suppliers, documents or observations. This is something 

that we have had in mind whenever an interviewee has mentioned figures of interest 

especially if they have been the only one that has mentioned it.  

 

By performing the interviews with two interviewers the risk of bias is reduced, since the 

understood information can be checked in between the two interviewers. This can be 

argued to be a form of triangulation since two researchers are looking at the same case 

and might understand things differently (Patel & Davidson, 2003, p. 104). The usage of 

a recording devise also reduces the risk of missing any important information being said 

and without the pressure of taking extensive notes it is easier for the interviewers to 

follow up on anything that appears unclear (Bryman & Bell, 2007, p. 489). 

5.3 Data Analysis 
Qualitative studies often generate extensive amounts of material in the form of text, 

something that requires a lot of time and effort to process (Patel & Davidson, 2003, p. 

119). For qualitative researchers it is important to avoid getting overwhelmed by the 

richness of data, something that may inhibit the performance of a true analysis (Bryman 

& Bell, 2007, p. 579). In this section we are explaining the procedure used for 

conducting the analysis of this study.  

5.3.1 Analysis Approach   

After the completion of the transcription of the recorded interviews it was time to start 

processing the collected material. During the interviews and the transcribing 8 topics 

linked to the research focus had emerged from the material. These topics were made 

into categories in which pieces of the data was attached through coding. The use of 

coding is a distinct feature of the grounded theory approach to analyse data (Bryman & 

Bell, 2007, p. 585). According to Bryman and Bell (2007, p. 584) the grounded theory 

approach is the most common way to analyse qualitative research and in many ways it 

fits our research. This strictly inductive approach, not allowing any predetermined 

codes, fits our study very well. However, the prescriptive nature of the grounded theory 

approach, as described by Saunders et al. (2012, p. 572), interested us for the more 

flexible approach of the template analysis. With this approach a template is created of 

the categories found in the data. During the work with the data this analysis permits the 
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adjustments of the template to better fit the individual research by inserting new 

categories, take away old and arrange them in subgroups and levels of relevance.  

5.3.2 Comments on Presentation 

To facilitate the understanding of the empirical evidence we have chosen to briefly 

explain some of the choices made in the way of displaying the findings. 

Referral to interviewee 

The interviewees have been divided into three group; county council employees, 

directors at public Health Centres and directors at private Health Centres. These groups 

have sometimes been used to refer to the interviewees‟ opinions and statements. In 

some matters the group belonging has not been considered of great importance and we 

have simply chosen to refer to them as interviewees. In other cases, where we have 

considered it a valuable piece of information, we have extended the specification to 

which of the three settings a director is active; the city, the suburb or the sparsely 

populated area. This way of referring to the interviewees clouds the result somewhat for 

the reader. It is however a conscious choice from our side to keep the interviewees 

anonymous.  

 

Another aspect to mention concerning the grouping of the interviewees concerns the 

sample group of county council employees. It consists of employees from different 

departments at the VLL. It needs to be mentioned that one of them works at a support 

functioning department for the Primary Care Group. This department does not, as 

explained in chapter 3.1.2, belong to the county council in terms of the purchaser and 

financer, due to the separation of the purchaser and the providers. However, since the 

tasks of this person more resembles the ones of the county council employees than the 

health centre directors and since we do not always wish to single out answers of this 

person due to the question of anonymity, we have chosen to include this person in the 

group of county council employees. 

Quantitative features 

As will be noticed we have sometimes presented the number of interviewees with a 

certain opinion. This might give the impression of using quantitative elements. The 

reason this has been done is to give an indication of the importance of a topic and thus 

give support to the analysis, something that is supported by Hannah and Lautsch (2011 

cited in Saunders, 2012, p.564). 

5.4 Ethical Considerations 
Ethical concerns are greatest where research involves human participants, irrespective 

of how it is conducted (Saunders et al. 2012, p. 208). It can be traced back some 2500 

years in time to the Hippocratic Oath, which guided medical doctors in the fields of 

ethics (Saunders et al. 2012, p. 209). It is important to take ethics into consideration and 

understand the restrictions that the society places on research from this aspect. In 

addition to the risk of causing harm if this is not done there is also a risk of the research 

being declared invalid and a lot of work being wasted (Remenyi et al., 1998, pp. 237-

238). In this section we will discuss some ethical considerations connected to this study. 

 

“The problem is that although everyone will immediately agree that it is unethical to 

cheat, there will inevitably be disagreement as to what actually constitutes cheating.” 

However, “irrespective of any particular individual‟s view of what is right or wrong 



49 

 

many would agree that some notion of ethical behaviour is important in research.” 

(Remenyi et al., 1998, p. 237) 

5.4.1 Funding 

In the case of a study being privately funded it is important that this is made clear for all 

involved parties such as the informants, the university, supervisor and the external 

examiner. It is also essential that any risk of the funder influencing the result is 

eliminated (Remenyi et al., 1998, p. 232). With this as background we want to clarify 

that this study has been conducted independently.   

5.4.2 Collection of Evidence 

When performing research by collecting evidence through interviews there are many 

ethical considerations to be made. When engaging people in research it is important to 

be honest about of whom you are, the purpose of the research and how the findings will 

be used (Bryman & Bell, 2007, p. 141, Remenyi et al., 1998, pp. 229-230). This is 

necessary for the participants, the interviewees in this case, to be able to make an 

informed decision if they want to participate in the study (Bryman & Bell, 2007, p. 

137). During the actual interviews it is important that the interviewees are not pressured, 

harmed or taken advantage of, for example if in noticeable unstable condition (Bryman 

& Bell, 2007, p. 133, Remenyi et al., 1998, pp. 229-230). Harm to the participants can 

also be done by displaying their identity in connection to the result. It is therefore 

common to apply anonymity (Bryman & Bell, 2007, p. 133).   

 

In performing this research great care has been taken to avoid harming or deceiving 

participants.  In all contact with the participants we have been open about ourselves and 

the research undertaken by informing and answering questions. We have further asked 

for permission to perform the interviews and also to record them. This was made clear 

by asking them to sign an informed consent from, which can be viewed in Appendix 

3.3. This form also gave them our promise to keep their identity concealed, something 

that we have kept both when asked and in the report. To ensure anonymity we also took 

extensive measures to protect the interviewees by coded data storage. Sound files, 

transcriptions, background information, interview notes and summaries were all stored 

on different locations. Sensitive data was removed whenever possible and a spread sheet 

connecting the interviewees to the data was stored separately in paper form. Many of 

the interviewees were busy workers and we did not want to cause them stress due to 

their participation. We therefore paid attention to any signals indicating that the 

interviewee needed to finish the interview early.    

5.4.3 Performance of the Work 

It is not only in the interaction with the participants that ethics plays an important role. 

When doing research the research of others plays an important part. However, it is 

crucial that the use of others research is acknowledged and correctly referenced. If not, 

whether it is intentional or unintentional, there is a case of plagiarism (Remenyi et al., 

1998, p. 232; Saunders et al., 2012, pp. 114-115). In our research report we have been 

careful to cite and refer to all the sources that has been used, not matter in what form 

they are.  

5.5 Summary of Practical Method 
Our sample consists of 14 interviewees made up of a mix of private and public primary 

care providers in Västerbotten as well as employees at VLL. To account for the various 

types of possible interviewees, the sample was selected through non-probability and 
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heterogeneous sampling. The data collection was made through semi-structured 

interviews, which connects well to the interpretative and explorative nature of this 

research. By allowing the interviewees to focus on what they consider important, but 

still steering them in the general direction of certain topics, we believe the research 

question could best be answered and the purposes fulfilled. We tried to ensure that the 

best possible environment for the interviews was created. Therefore we made sure that 

all interviews were conducted in person, both researchers were always present and a 

quiet setting was established. We also prepared the interviewees with some general 

topics and asked them to sign a consent form. Our interview guide was pre-tested 

through a pilot interview which provided us with the possibility to make slight 

alterations as to achieve better results.  

 

During all interviews, notes were taken as well as dictaphones were used. This data was 

later transcribed into 250 pages of text. This material was extensively scrutinized using 

the method of template analysis. Essential categories were established and revised as 

needed during the process. In the empirical evidence presentation in chapter 6 we chose 

to use a rather obscure way to refer to our participants. This was done deliberately to 

avoid recognition of individual participants as our agreement involved a promise of 

anonymity as we believe this would allow the interviewees to speak more freely. In the 

same way we have considered other ethical guidelines throughout this study. Examples 

of considerations taken to avoid are; harm to or deception of participants, plagiarism 

and safe storage of data. 
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6 Empirical Evidence 
 

Several directors admit during the interviews that the structure of the reimbursement 

system affect how they work. As one of the directors at a suburban Health Centre put it; 

“Of course it controls how we work otherwise I wouldn‟t know that the private 

[centres] have fewer phone contacts.” There is thus no doubt that the organisation of 

HCV matters.  

 

In this chapter we display many other findings from our interviews that have focused on 

HCV in the county of Västerbotten its organisation. Topics covered are for example; 

opinions about HCV, communication, issues concerning personnel and suggestions on 

improvement for the future.    

 

6.1 Health Choice Västerbotten 

6.1.1 The Attitude 

From the direction of the county council we were told that the directors at the health 

centres were from the beginning very enthusiastic about HCV and the new way of 

managing primary care. Three directors at public health centres stated that they see this 

new system as a way to encourage better quality. It is now, due to the newly established 

competition, a necessity to deliver good availability, have a good approach in the 

meeting with patients and quality of care in a cost effective way. This is something a 

director of a public health centre describes as positive for the publicly run health centres 

since; “it is a little bit like you can pour trucks full of money over us and we will 

consume it all. It is sort of in the nature of the matter somehow.” There was also 

positive response from the direction of private providers. One private provider admitted 

that the reform had forced them to review their way of working and that they had 

discovered many ways in which to improve their daily work. A public provider 

concluded the general impression well by stating that the new system; “is both a 

challenge, but also an opportunity”   

 

Since the introduction of HCV there has been a cost-awareness among both employees 

and directors. The personnel was said to have been extra stimulated by; “those little 

reward systems build into the organisation when you actually do more”. A public 

provider believes that; “it is completely obvious that this Health Choice has made sure 

that we produce more health care per currency.”  

 

Half of the interviewees specifically stated that they believe that the new system 

provides financial incentives which leads to better usage of the taxpayers‟ money while 

the rest of them mentioned positive components and/or effects of the reimbursement 

system. Thus, from their answers we deduced that all have an inherent belief that the 

introduction of HCV was positive, even though they may have many opinions on the 

structure and development of the system. Also, despite perceived concerns many 

directors expressed an understanding for the imperfection of the system due to the short 

time of usage. As one public provider explained; “all financial models have children‟s 

diseases”.  

 

The interviews suggest that the VLL was not positively inclined towards the new 

reform, but as a director of a public centre explained; “The political majority is not for 
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this, we know that. It‟s not like a secret, but then I believe that many of them more and 

more thinks that maybe it wasn‟t so bad, that there are advantages.” One of the private 

interviewees however still firmly believes that; “The goal with this Health Choice was 

to allow no private centres to be established. They want no action except their own.” 

6.1.2 Preparation 

Also an interviewee at the county council told us that the deciding powers within the 

VLL “was not especially keen on this law that came… this health care law… they 

weren‟t so keen on doing the job. As I have understood it, they didn‟t do much 

preparation. It went pretty fast when the law did come and they were forced to do it.” 

Both of the county council employees explained that there had been meetings with the 

three other northern county councils before the introduction, where the design of the 

system had been discussed from many aspects. It was further explained that other 

county councils experiences with early implementation of the System of Choice were 

also studied. From the providers point of view we understood that no input had been 

requested from their side. One of the interviewees explained that it is the public officials 

that design the system, which the politicians then approve, and that in the beginning of 

HCV the opinion of the providers was not of interest; “In the beginning they didn‟t want 

[our opinion]. Then it was like „No, no, we have figured out how this should be.‟ ”      

 

A clear majority, with nine out of eleven directors interviewed, had something to say 

about the ability to give feedback or ask questions concerning the organisation of HCV 

and the reimbursement system. Eight of them expressed that they are able to 

communicate their thoughts, if not directly to the purchasing department then to the 

closest in line, such as the head of the public primary care. One director of a public 

health centre is however not convinced that the supporting department of the Primary 

Care Group really forwards their topics to the purchasing department. Five of the 

directors believe that they are able to affect the purchasing department from time to time 

with their feedback. Three directors are more negatively inclined and suggest that they 

are unable to influence the purchasing department at all.  

  

One of the county council employees believed the VLL‟s unwelcoming attitude to be 

the reason for spending so little resources on the purchasing department. Still today, 

only two people work with the development of HCV and they both work part time, 

which we are told is very little compared to other county councils. This is however said 

to be an improvement from the beginning, when there was only one employee working 

in the purchasing department. The same person concluded by saying that “we have to 

try to work with the conditions we have… and steal [ideas] from [other county council‟s 

models]”. Several director of both private and a public centres show an understanding 

for the way HCV is framed, with the observation that these two people at the purchasing 

department need to do so much with so little resources. Further, it was expressed by 

some directors that the situation is understandable as this system is new for the VLL as 

well. This statement was also enhanced by the comment that the system has improved 

since its implementation.   

6.1.3 Information 

During the interviews with the health centre directors, the VLL received a lot of 

criticism for its communication and distribution of information in connection to the 

introduction of HCV. More than half of the directors, working at both private and public 

centres as well as in different regions, believed that the VLL in some way had dealt with 

the information about the change to HCV in an inadequate way.  
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As one director at a public health centre put it; “they have been bad at communicating 

and explaining this health care model to the personnel but also to the citizens”. This has 

led several directors to believe that there is a low level of knowledge about HCV and 

the creation of a separate unit within VLL; the subsidiary with the public health centres, 

as described by one of the public providers. This low level of information is pointed out 

by the directors to be not only among the patients but also within the primary care and 

the health care organisation in general. The previous director further said that it would 

have been necessary with a very good information campaign to overcome this problem 

of knowledge.  

 

Another director at a public centre believed that the patient‟s awareness of the 

implications of HCV could generate a feeling of power to influence and thus a will to 

take action. A third director at a public centre, working in the suburb, gave an example 

of this. We were told that due to the health centre´s financial distress, there are patients 

who live in the city but are listed with them because they do not want the health centre 

to disappear. 

6.1.4 Competition 

One employee at the county council explained that some effects that were hoped to be 

generated from the introduction of competition were; new ways of working, choice for 

the patients and new health centres. However, the interviewee admits at the same time 

that these have not been realised.  

 

Many interviewees from all of the three groups are positive to the introduction of 

competition. One director at a private centre stated that; “It is of course always good 

with competition. I believe that.” A director at a public health centres said; “I think 

competition is pretty good because the county council is not exactly known for being 

cost efficient”. Five of the interviewees, working at public health centres and at the 

county council, also clearly expressed a positive attitude towards the possibility of 

private providers starting health centres. One of the directors said with some 

disappointment; “We have unfortunately no private [providers], unfortunately.” 

 

Several interviewees mentioned that they are experiencing competition. The only one 

that said that they did not experience any was a director at a public health centre in a 

rural area.  Most interviewees talked about patients when discussing competition. It was 

clear to them that if they lose listed patients they might need to reduce their personnel. 

There was however other kinds of competitions mentioned as well; such as the 

competition between rural and urban areas as well as among public providers. Further it 

seems like the competition is not only about patients, but also about the personnel. A 

director of a public centre explained; “I cannot help but say that competition of 

personnel, yes, it‟s there. The Health Choice has created a competition that didn‟t exist 

before within the county council.” 

Competition Neutrality 

The general opinion among the interviewees appear to be that it is important to have 

competitions neutrality, that the different providers should be treated on equal terms by 

VLL. Seven interviewees from different sample groups explicitly talked about the 

importance of competition neutrality. One of the public providers made it clear; “the 

county council cannot give the public primary care any extra resources or help, 
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because then the private providers would say that it is unfair competition. It has to be 

the same; otherwise it is not competition on equal terms.” 

 

Nonetheless, the interviews gave the impression that the situation in Västerbotten is not 

competition neutral. Nine interviewees, both from private and public health centres as 

well as from the county council, contributed to this picture by straightforward 

comments. One interviewee from the county council explained that; “it won‟t start a 

private [health centre] in Dorotea or Sorsele, impossible actually. They will never do 

that.” The interviewee explained that it is because the private and the public providers 

do not operate under the same conditions and concludes that it is just how it is. Many of 

the interviewees mentioned the situation were the public centres, as the Primary Care 

Grou, are able to share the financial result to the connection as a situation when the 

conditions are not equal. All of the directors at private centres are of the opinion that 

there exist unequal conditions for them and the public centres. One of them believed 

that VLL misuses its public authority to create uneven conditions for competition. Two 

of the directors talked about VLL‟s choice of the listing of passive patients, the patients 

that have not made an active choice of which health centre to belong to. They both 

agreed that the chosen method of letting the passive patients stay listed with their old 

health centre has created unfair competition.  

 

An interviewee from the county council is the only one that expressed the opinion that 

competition neutrality do exists in the County of Västerbotten. Interestingly the same 

interview unfolded that the public and private providers do not have the same conditions 

for the costs of x-rays and similar medical services. The public centres have a fixed 

charge of 30% and this was the condition the VLL wanted also for the private providers. 

The condition was however not accepted by the directors at the private centres, 

something that led to them having fully floating costs. The interviewee believes that the 

public providers also want the same contract but said that it has been prevented by 

VLL‟s management and adds “I‟m not sure that we should be able to do it like this, but 

this is how it‟s done.” The interviewee later explained that “the auditors could 

absolutely have had an opinion about this percentage, but no one has had a strong 

enough opinion for us to change.”  

6.1.5 The Purchaser-Provider Split 

An employee at the county council declared that the split between them and the public 

health centres is necessary to gain trustworthiness. A director at a public centre believes 

that; “it is necessary to get any quality.”  However, the same person at the county 

council later admits that an ultimate split has not been achieved. A total of nine 

interviewees talk about shortcomings in the split made between the VLL as the 

purchaser/financer and the providers. An example of this is the information from several 

of the interviewees that the purchasing department uses resources that belongs to the 

public providers and that the head of the public primary care also holds a position with 

the county council management. One director points out that “there is a risk of 

confusion about the county council‟s role as purchaser and provider. You could say that 

there is a lot of work to do.”  However, there seems to be an understanding for the poor 

split among the interviewees. One of the critical directors, employed at a private centre, 

is one offering some understanding for the failure; “they have it very difficult with the 

limits. I believe, not because out of maliciousness, but because of ignorance, that they 

don‟t understand.” 
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One director at a public centre also pointed that the people employed “are not employed 

with the health centre, but with the county council”. The directors further explains that 

this means that they have to follow the VLL‟s standards concerning job terminations, 

order of employment and replacements, which is something that contributes to the 

director‟s feeling that they are not really separated from VLL.   

6.2 The Reimbursement System of the Primary Care in Västerbotten 

6.2.1 Matching Resources with Demand 

During our interviews, half of the people interviewed brought up the topic of the low 

total amount spent on primary care in Västerbotten. An interviewee stated a belief that 

probably all directors would agree when saying that “the reimbursement to primary 

care is simply too low”. A director at a private health centre believes that the total 

reimbursement is low because it is a way to control the organisation and stated 

somewhat frustrated that “the purpose [of this low reimbursement] is that there should 

only be one type of health care, and that is the communal, county council run health 

care.” Other interviewees, both public and private providers, discussed the possibility 

that the low reimbursement level could be a result of the resource demanding teaching 

hospital that is also run by VLL. 

 

We were further informed by several interviewees that two reforms concerning primary 

care are currently under implementation. One is the re-allocation of home nursing from 

the responsibility of VLL to the municipalities. The other reform is the re-direction of 

patients from hospital care to primary care. Several interviewees do not believe that the 

corresponding financial resources have followed the increased responsibility placed on 

primary care. There are further worries that there will be the same type of problem with 

the home nursing reform, which is supposed to be finalized during this year.  

 

One director at a public health centre commented on the issue by declaring that; “I have 

personally …studied and compared [our total reimbursement] with adjacent county 

councils and they [the reimbursement in the other counties] are definitely higher. But 

they have about the same competence requirements… So the question is how they 

[VLL] have made the calculations. I don´t know how, it is difficult to see the full 

picture.” Four other interviewees also made the connection of the low reimbursement 

level with the fact that Västerbotten also have the broadest competence requirement of 

all Swedish county councils.  

 

We were further informed by private providers that were operating on agreements with 

the VLL before the HCV reform, that the new contract meant a much tougher financial 

situation. One of them revealed that; “It became a tremendously smaller economy, a 

tighter economy, when we entered the Health Choice. It was several millions I can say.” 

Another private provider believes that this change had to do with a will from VLL to 

make it more difficult for them to survive by „correcting‟ the beneficial terms in the old 

contract. 

 

The competence requirement was said to have increased with the introduction of HCV. 

One county council employee stated that this have been difficult for some health centres 

as; “it means that they might have needed to hire some additional staff to handle this 

assignment. Before [HCV] most did not have occupational therapists, physiotherapists 

and midwifes.” One of the directors working at a health centre in a sparsely populated 

area provided an example of this. The director told us that their health centre had to 
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employ a dietician, among other competences, but further explained that they only have 

five patients for the dietician to work with. Both county council employees explained 

that the large competence requirement was the result of a desire; “to supply equal health 

care in the whole of Västerbotten”. Some of the directors are responsible for more than 

one centre and we were informed that it happens that personnel are moved between 

them to manage pressured situations.    

6.2.2 Positive Thoughts about the Reimbursement System 

The proportion of fixed versus floating reimbursement is generally perceived as 

positive. However, two directors of private providers believe that it would be an 

improvement to increase the portion of floating reimbursement to some extent. Some 

advantages mentioned of keeping a high fixed reimbursement are considered to be the 

stability and awareness of expected income as well as the low possibility for cheating 

the system with overproduction of doctor visits. Two directors also mentioned the 

weighting for age within the capitation as a positive factor, as an older population 

generally require additional care. Thus, most interviewees are satisfied with the floating 

charge being rather low but see the need for quality parameters as well. The usage of 

pay-for-performance, which is a floating charge, is considered positive. It “incites and 

develops” the care provided, as one county council employee expressed. The purpose of 

using pay-for-performance as a way to ensure the fulfilment of quality parameters are 

understood and accepted by the interviewees. Several of the parameters are 

acknowledged as valid. Continuity of care is specifically mentioned by four directors, at 

two private and two public providers, as a positive component. At a couple of 

occasions, reduction of antibiotics prescriptions was mentioned as well. A few directors 

also declared the different per-visit charges as positive parameters providing focus of 

care.  

6.2.3 Perceived Problematic Components of the Reimbursement System 

As there were many issues brought up by our interviewees concerning problematic 

components of the reimbursement system we divided this category into several 

subcategories. This was done to provide a better description of the situation as well as to 

form a better foundation for analysis. The subcategories are similar to those of the 

reimbursement system used in VLL: 
 

 Fixed reimbursement 

 Floating reimbursement 

 Deductions 

 The charging of costs 

 Continuity 

 Instructions 

 Follow up 

Fixed Reimbursement 

As discussed previously, many believe that a large fixed reimbursement is positive. 

However, the current design of it does not take into account the actual need of care. 

From that point of view a county council employee said that the present reimbursement 

system may not be an optimal one. This observation is supported by comments from 

several others, from all interview groups. The concerns related to this simplicity of the 

system design have been grouped into two topics which we discuss below.  
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An Incentive to Care 

There are three main components of the reimbursement system which are designed to 

reflect difficulty of care; the age adjustment on capitation, the Care Need Index and 

People with Extensive Medical Need Cover. Six interviewees spread across all three 

interview groups discussed the issues with these. The main problems perceived with 

these components are their standardisation and that they do not reflect the actual 

difficulty of care of the health centres‟ patients. As a county council employee stated; 

“you can have healthy elderly patients, which provides a lot of money for the Health 

Centres, but you do not have to do anything. And you can have sick.... middle age 

patients who provide little money but demands a lot of resources.” This we were told 

has created an incentive to only list healthy patient since they are the most profitable 

ones. A private provider discussing this subject said; “It cannot be the community´s 

meaning that they do not want us to take care of the most severely ill. The most 

important for the community is that we take care of those in most need and are given a 

decent reimbursement for it, so that we will fight to keep these patients.” 

 

For the few patients that require extensive medical care and are born with disabilities or 

people who are afflicted with severe illnesses, the Extensive Medical Need cover is 

used. A county council employee explained that it is based on a manual list which is 

difficult to update and maintain. Three interviewees mentioned the problem with its 

standardisation and that it is very difficult to actually receive any money from this 

cover.  

 

Another problem brought up by a director at a private health centre is that; “the 

reimbursement for medical products is fixed…. But we have no control of [the costs]”. 

The health centres have the total financial responsibility for their patients‟ so called 

primary care medical prescription, no matter if the hospital or a general practitioner 

prescribes it. 

With a Scattered Population in Mind 

A majority of the interviewees from all of the three sample groups brought up the 

Sparsely Populated Area Cover as a problem. All interviewees agree that some form of 

sparsely populated area cover is important. Further, all except two interviewees 

expressed further development of the cover as essential. Most of the directors discussing 

the problems with the Sparsely Populated Area Cover are however working on a centre 

outside a city. One county council employee called the cover; “blunt”, while another 

said that; “it is not so good, it is a very rough measurement”. Most of the complaints 

concerned the simplicity of the cover. That it does not really consider all the extra 

responsibility that a location far from a hospital carries with it. The patients in rural 

areas are only when absolutely necessary referred to the hospital due to the often long 

distance. Another aspect that was highlighted was that the measure only takes account 

of the distance between the centre and the hospital, when the distance between the 

centre and the patient can be at least as important. One director at a centre in the suburb 

discusses the aspect of having qualified competence tied up in transportation for a large 

amount of time due to this.  

 

Four directors also questioned the division of distances to the hospital. Two of them 

claim that it has been constructed so that only a few health centres should be able to 

receive the higher levels of Sparsely Populated Area Cover as several are located at 

distances just below the limits for the next level.  
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A director of a suburban health centre explained that there is no reimbursement for 

medical guidance over the phone. In sparsely populated areas, both doctors and nurses 

often try to reduce the number of times their patients need to drive the long distance to 

the health centre for smaller things. Therefore, they have a larger amount of phone 

consultations than many health centres in urban areas. However, since they receive no 

reimbursement for this the fewer visits make it more difficult to accomplish certain 

quality parameters and they therefore lose from a financial point of view. Thus, the 

system encourages the health centres to bring patients in for actual visits when it might 

actually be better for the patient to receive a phone consultation instead. The director 

concluded that; “some roads are closed because we get paid per person who enters our 

door, but not for what we do over the phone.” A county council employee explains the 

lack of reimbursement for phone consultations as; “we cannot capture it well enough in 

our system” and refers to a problem with sorting the various phone calls into categories. 

They are however willing to give compensation for phone contact that replaces visits 

and are said to be working on the problem of finding a helpful system for the purpose. 

One of the directors revealed that this compensation had been on the edge of 

introduction this year but that it had been stopped by the County Council Assembly 

right before.  

 

Several interviewees from the different groups point out the difficulties in providing 

care in the rural areas today from a financial perspective. We are told that; “in general, 

the health centres in urban areas show positive financial results, while those in rural 

areas show negative financial results”. This is argued to be the effect of a poorly 

structured system, not that the care providers in rural areas a bad by definition. A public 

provider in the suburb believed that; “the reimbursement system benefits those in the 

city centre a bit more than those in sparsely populated areas[…] that is why we do not 

have any private alternatives in sparsely populated areas, barely”.  

Floating Reimbursement  

A director at a private health centre called the floating reimbursement; “a fiasco, 

because the floating reimbursement... it is not built on us producing health care. It is 

built on us checking the right boxes or registering the right data.” The problematic part 

of floating reimbursement was expressed as being the four parameters in the Pay-for-

Performance Cover. This was discussed by 9 of the 14 interviewees. Many of the 

directors agree with the private director, that it is a lot of administrative work connected 

to the parameters and that it takes some of the focus of the patients. Further critic is that 

the parameters are not always provided with the right focus, as one public provider said; 

“do we measure the right thing? I am not sure we do all the time.” Some, however, 

indicated that the parameters are improving. 

 

It is also indicated that the parameters are connected to very ambitious goals. A director 

at a private health centre told us that; “the Pay-for-Performance covers were impossible 

for almost everyone to achieve”. This difficulty to reach the set level was said to make 

the goals empty and to build in dissatisfaction into the system and then “how much fun 

is that?”  

Continuity in Care 

Six of the interviewed discussed Continuity in Care as a big issue. This parameter is 

only concerned with continuity in doctors‟ visits, and the main frustration mentioned is 

due to the shortage of general practitioners operating within primary care. One director 

thought that; “it is too bad that the reimbursement system is based on something that is 
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not really sustainable in the future”. The problem is said to be that many of the centres 

are forced to use temporary doctors. They are thus not only negatively affected by the 

higher costs of the substitutes but also by the inability to get the cover of the quality 

parameter. Centres with doctors in training expressed the same issue with continuity 

parameter. A county council employee gave us an indication of the problem‟s 

magnitude; “of the deficit that the public primary care had… [last year], most of it 

was…. the additional costs for temporary general practitioners and missing Pay-for-

Performance cover.”  

 

Another problematic aspect that was highlighted was the actual importance of the 

parameter. Two directors commented on how continuity in doctor contact is not always 

important. As one of them said; “for some people the most important thing is actually to 

be able to see a doctor”. The other director brought up that if a patient has been to a 

certain doctor twice, but then comes in for a new illness that another doctor specialises 

in; it hurts the health centre financially for the patient to see the more qualified doctor 

even though it is better for the patient. One director points to feelings of being blamed 

for not providing good enough care, just because the politicians have decided on certain 

quality parameters. 

Preventable Hospitalization 

Three directors at public health centres discussed the issue of Preventable 

Hospitalization. One director commented “what is Preventable Hospitalization really?” 

Another said that “it is very difficult to simply measure if it is preventable or not. 

Because sometimes people go in [to the hospital] justifiably, but some things are not 

justified and those are the ones you want to get at. But how do you measure it without 

spending a lot of time looking at every patient and making a medical assessment for 

each?” When talking about how to reduce preventable hospitalization the third director 

articulated that “it could depend on how elderly the population is… So is that quality?” 

Further, it was asked “Could you look at something else instead?” 

Degree of Coverage 

Two of the directors, who discussed Preventable Hospitalization, along with a director 

at a private health centre, also brought up the quality parameter Degree of Coverage. 

One of these directors explained the system as “you are punished if you have patients 

with certain diagnoses that end up in the hospital due to those diagnoses”. The director 

further commented that it is a “rather strange model... you are punished if you have sick 

patients.” An example was provided by “those who have severe heart failure risk, no 

matter what we do, to be hospitalized once in a while.” Another director said “I wonder 

what kind of measurement that is. It feels as if it is a made up measurement. No, you 

have to be able to do better! .... What does it say? In quality?”  The third director, who 

works in the suburbs, conveyed a frustration regarding the Degree of Covering 

parameter as the degree of coverage will vary depending upon the location of the health 

centre. An example of a health centre in a rural area was made with the statement “of 

course they have a high degree of coverage because [their patients] avoid going into 

the city.” He also gave an example of a health centre located in the city centre and said 

“of course their degree of covering is not as easy to achieve even if they supply the same 

care. It is very easy for their patients to go to the emergency room or to other health 

centres, because there are several located nearby.”  
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Thus, only three of the four quality parameters under the Pay-for-Performance Coverage 

were brought up during the interviews. The only one exempt from negative comments 

was Reduced Prescription of Antibiotics.  

 

Five directors brought up other quality parameters not included in the Pay-for-

Performance cover. They discussed several health promotion aspects, such as asking 

patients if they smoke, drink alcohol and exercise. They described these as problematic 

as it takes time from the more severely sick. As one director said “What should we do 

then, if we cannot take care of [someone´s important medical issues] because we have 

to ask if they smoke, bike or such?” Another director complained that “I have to remind 

my staff over and over; tobacco, smoking,… ask about lifestyle. Give the patients 

advice. Document it correctly. Use the right search words. So we will get this money.”  

Deductions  

In addition to the quality parameters discussed above, portions of the health centres 

reimbursement are deducted if they do not achieve certain goals. Many of the 

interviewed directors expressed problems with this. One of them said “you have to make 

your budget based on achieving these goals. I think that is where the problem lies 

really. Because none of us achieves these goals. And then you have that deviance [from 

your budget target]… Then they take money from us. Now it is like a demand or 

something.” Another said “I believe that this thing with punishments, I do not think it 

works… I do not think it makes anything better.” Phone Availability and Doctor´s Visit 

within 7 Days were discussed a great deal during the interviews as shifting the focus of 

care. One director said “what is it we should fix, is it the lung cancer or is it the cold? 

How do we balance that? And it is connected to Health Choice, because that is what we 

get reimbursed for.” 

Phone Availability 

One county council employee explained how upon entering this year, Phone 

Availability became a deduction, whereas it had previously been a Pay-for-Performance 

Cover. The difference in practice is that as Pay-for-Performance you receive the 

payment upon achieving a certain quality parameter, while as a deduction the money 

you expect to get are withdrawn if you fail to reach the goal. The reasoning for the 

change was said to be that a withdrawal of reimbursement was considered more 

difficult.  

 

One director at a public health centre thought that phone availability is a good objective 

but did not think that it is right to base reimbursement on such a measure “what if we 

only had one nurse because the rest were all sick one day? Then they withdraw money 

from us. We do the best we can.” The parameter was also said to be hard to fulfil. A 

director said; “you are supposed to have almost 100% [availability] and if we were to 

achieve 100% availability on the phone we would never see any patients. So it is a 

difficult measurement.” Four directors explicitly expressed that they had difficulties 

achieving full phone availability. However, as many as nine directors conveyed 

frustrations regarding this deduction.  

 

Another way in which the parameter was discussed was the way in which it is actually 

measured. The parameter was criticized for measuring the availability in terms of the 

number of phone calls, when a measure of availability per patient would have been 

much more appropriate, according to a director. The director had brought this 

suggestion to VLL, but received negative feedback saying that it would not be possible 
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to capture the data. The director said to be able to extract the numbers from the system 

and therefore did not believe the VLL‟s excuse.  

Doctor´s Visit within 7 Days 

Five directors mentioned problems with deduction if patients are not given a doctor‟s 

visit within seven days. When discussing this issue it became clear that the problem lies 

with patients whose problem does not require a doctor‟s assessment, at least not an 

immediate one. As one director said “if [a patient] calls here and says that „I will re-list 

somewhere else if I cannot get an emergency appointment with the doctor today for my 

Acne‟ …. And a lot of patients say that „…. I have the right to see a doctor within seven 

days‟.” The director continues with “We are supposed to prioritise and take the most 

severely ill first. But everyone has the right to see a doctor within seven days if they 

request it. And if I cannot offer them that I get punished by the county council. The 

doctors see a lot of self-healing infections and such things that could be handled by 

other personnel… There are immense competences that are not used to their fullest.” 

Another aspect pointed out is that the directive increases the workload for the doctors, 

which are already few, and other competences employed at the health centre do not get 

fully utilised. 

The Charging of Costs  

A director at a private health centre referred to the charging of costs as “a big problem! 

We cannot control the charges we have. We get a reimbursement. And then we are 

charged for what we buy from the county council centrally…. You cannot control it. It is 

a lump sum.” The director continues by explaining that they were eventually allowed to 

buy access to a complex system, where this data is registered. However, the system is 

very difficult to sort through. Thus, the control of costs is not much better today. To 

conclude, it was said “no other type of business would accept this. We get charged for 

things we cannot check.”  

 

Two interviewees expressed discontent with how the health centres are charged with the 

costs for medical services such as x-rays and laboratory costs. It became apparent 

during the interviews that these costs are charged somewhat differently for public and 

private health centres. For the private health centres these costs are 100% floating, while 

the public health centre pays 30% as a fixed fee and the rest as floating. A public health 

centre expressed dissatisfaction with having a greater portion of the cost as floating, by 

saying; “then if we x-ray more we get higher costs. And we have acquired [higher costs 

now that the floating portion is higher]. So we do not follow our budget when it comes 

to x-rays.” A county council employee had a somewhat different view and said that they 

want the public health centres to also have 100% floating as; “then it truly reflects what 

you do and then you can influence it in a different way”. 

Continuity 

During 12 of our 14 interviews we received comments regarding how the 

reimbursement system changes from year to year and how the information regarding 

registration is poor.  Many interviewees complained about the lack of continuity in the 

quality parameters. One employee at the county council said; “the goals have changed 

each year … there is no continuity and they [the health centres] barely have time to 

learn how to register before they change the goals.”  

 

A director at a public health centre showed another aspect of this discontinuity. The 

director explained that this frequent shift of focus causes worse performance on tasks 
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after a reimbursement has been taken away, something that the director has found 

support for in both the work at the health centre and in research by others 

 

Despite all the criticism from the health centre directors VLL seems to be aware of the 

importance of continuity in the quality parameters. A county council employee 

explained in the interview that; “you cannot revise every year and make changes. You 

have to be persistent. Now that we have decided upon a reimbursement model, we have 

to go with that and you can make some improvements…. But when we remove 

something we know why, and when we set in [new parameters] we have to know what 

we hope to accomplish. We should know why we do things.” One director told us that; 

“this year it is better because they have kept the same reimbursements… that they had 

last year”. 

Instructions 

Another problem that is mentioned by six of the directors, both private and public, is 

that the direction of how to register the rewarded actions lingers. A director at a public 

health centre stated; “that is probably the biggest flaw… that the order [from the 

purchasing department] is not finished far in advance so you can know on January 1
st
 

„what goals should we fulfil this year?‟” The director continued by explaining how the 

final reimbursement system for next year is usually not determined until sometime in 

December, which does not allow much time for preparation for the health centres. 

Another director said; “then we have to reorganise our operation to be able to reach 

these goals, in a very short amount of time. It is almost impossible [to do].” These 

interviews were taking part in the end of the first quarter of the year and the directors 

had not received instructions from the purchasing department on how to register when 

having asked patients if they smoke, which is one financially rewarding task set by 

VLL. When asking for the guidelines one director was informed that the information 

would come 1 May. “So we got the fall and until December to do all this. It‟s lousy!” 

the same director expressed somewhat frustrated. Another director pointed out that not 

knowing how to register has caused the health centres to miss out on compensation for 

certain parameters.   

 

We were also told by one director working on a public centre that the purchasing 

department had had problems with paying out the said reimbursement, because the 

money had not been enough for all health centres who had fulfilled the required task. 

This had resulted in that the director‟s health centre missed out on any reimbursement 

for the task in question. The director described this as very frustrating and as providing 

an uncertain existence. 

Follow up 

During the interviews some of the directors also pointed out that the purchasing 

department lacks a reliable system to follow up on the outcome of the chosen quality 

parameters. One of the directors at a public centre had for example not received the 

corresponding reimbursement for carrying out rewarded tasks because the purchasing 

department had not been able to find and account for all actions taken by the health 

centre.  

 

Another director at a public centre brought up the aspect of not being able to follow the 

progress of fulfilling the quality goals during the year for the own health centre. This 

director had expected a result of one million SEK last year, but ended up with the 

double because of the compensation of the quality goals. “This is something you would 
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have liked to know in August”, the director said and later explained “you have a whole 

different system of follow-up when it comes to the economy in private businesses than 

within the county council…In some way you should have control, even on the future, 

even if it‟s estimation. That‟s how it is. Then you are in some way a little prepared.” A 

director at a private centre also touched upon this subject and explained that “we don‟t 

get our numbers. They have difficulties in reporting. I can‟t for example go and look 

how many diabetes patients we have on this health centre. I have to order that from the 

county council and it is hard to get the information. We don‟t always get the 

information that we request. It‟s also a lot about how you can work in a smart way, so 

we need to know many of these factors.” 

 

Even though there is a majority of criticisms against VLL, they also got positive 

feedback from one director at a private health centre. This director told us that VLL is 

one out of few counties using only one medical filing system. This director thinks this is 

a really good thing, especially under HCV, since it makes it possible, with the 

allowance from the patient, to see in the system what has previously been done and “so 

you don‟t have to take the same tests again.”  

6.2.4 Issues Concerning Personnel 

One problem with the incorporation of HCV and the new way of reimbursing the health 

centres has been to make the personnel understand the novelties that came with the new 

system. Five of the eleven health centre directors expressed that it had been difficult and 

in some situations still was difficult to make the personnel understand the changes 

connected with the health care reform. Even though there was a larger share of the 

public health centres that spoke of this there was also one private health centre that 

expressed the same opinion. 

 

The negative results sustained by several health centres have been difficult for many 

employees. This was shown by the comment that “it is a shame, because we have the 

same budget model and the same budget report, so the personnel here are always told 

that they could not keep the budget. And that is not exactly strengthening for their 

moral.”  

 

One of the employees from the county council declared that the costs for temporary 

doctors are one of the main reasons for VLL‟s large budget deficit in 2012. Three health 

centres spoke of their problems with filling their doctor positions and that they are 

forced to use the expensive temporary doctors. These are all health centres outside the 

city centre. One of them explains that there are many doctors that decline the positions, 

especially temporary doctors, since the doctors at these health centres have to take a 

large responsibility due to the smallness of the centre and that they often have to work 

by themselves. The same health centre director continued and said that it is easier to 

employ a doctor where you already have one. Another interviewee that also is a general 

practitioner talked about the limited resources for doctors in the sparsely populated 

areas and calls it stupidity, since those centres have a wider responsibility than those in 

the city area. The same interviewee also said; “I would never agree to work up there” 

when talking about the current working conditions and lack of support in the inland. 

 

A majority of the interviewees, no matter if they work at the county council or at a 

private or public health centre, brings up the subject of doctor shortage. This shortage 

puts extra pressure on the existing doctors.  
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 One health centre director in the suburb explains that they have many doctors in 

training and therefore is not in such a great need of general practitioners. 

However, the use of doctors in training increases the responsibility of the 

teaching doctor. The same director also says that the usage of temporary doctors 

creates extra work for all the other staff members.  
 

 Another reason for increased pressure on the health centre doctor, described by a 

director in a sparsely populated area, is the vacancies due to difficulties in 

employing stationary doctors. The director says that this lack of stationary 

doctors makes the existing doctors tired and simply wears them down.  
 

 A third director working in the suburbs pointed out what we previously 

mentioned, that the goal of seeing a doctor within 7 days puts extra pressure on 

the doctors, since the doctors have to see every patient even thought a visit to the 

psychologist or physiotherapist would have been more appropriate. This 

problem is also brought up by two other directors on health centres in the city, 

one private and one public. One of them also shed light on the misuse of 

different competences within the health care that this goal creates. 
 

Many interviewees mention the high costs of employing temporary doctors. Four 

directors connected the problem with recruiting doctors with a location outside a city. 

Two of these directors work at a health centre in the city and both are positive to extra 

funding for the centres in sparsely populated areas. One of them believes high wage is 

the only way to attract doctors to the inland. One director in the city centre believes that 

the centres in the city have a great advantage when it comes to recruiting doctors. To 

handle the problem of recruiting doctors in the inland the same director suggests a 

change in the formation of the entire HCV.   

6.2.5 The Current Development of the Reimbursement System 

Current Projects 

During the interviews we got the information that there are some areas of the 

reimbursement system that is under development. Both from the direction of the county 

council and the providers we are told that the reimbursement system probably very soon 

will have a feature of ACG, probably as a quality parameter. ACG is something that is 

already being employed by many other county councils and would contribute to a better 

focus on the need of care by the help of diagnoses. We further got indications from 

several interviewees that a compensation for telephone consultations might be 

incorporated within shortly. A county council employee said that the only problem is to 

find a system to measure it right. Another county council employee explained that the 

Sparsely Populated Area Cover is being developed though cooperation with Umeå 

University. 

Communication between the Purchasing Department and the Health Centres 

During the interviews we are told by several interviewees from all the different groups 

that the purchasing department invites all providers to meet under what is called 

„Dialogue Meetings‟. We are told that they are held a couple of times each year. The 

meetings are described as occasions when the purchasing department informs about the 

new reimbursement system. “It‟s not so much of a dialogue during these meetings”, one 

director said and suggested that “we should have more of a channel in the other 

direction so that we can express what we think.” An interviewee from the county 

council said that that more meetings would be preferred, as well as individual meetings 
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with health centres to communicate and better follow up. There is however not enough 

time available to do this now, according to the interviewee. 

 

Five of the directors, all of them working at public health centres, said that they had 

none or very sporadic communication with the purchasing department. Three of these 

directors also mention the dialogue meetings. The same directors explain that the 

communication with the purchasing department is dealt mainly by the head of the 

Primary Care Group, including the public health centres and the supporting 

department‟s staff. We are also told that there is a small group put together on the 

direction of the head of the department of the public primary care. It is formed to look at 

the reimbursement system and make suggestions for the purchasing department on how 

to improve it. One director explained that this is a measure to simplify the process of 

generating and communicating proposals.  

6.3 Improvement 
Many interviewees comment on the level of total reimbursement and have said that it is 

very low, one of the lowest in Sweden. One director makes it especially clear by 

bringing up this question when talking about improvements for the future. “I believe 

that it has to be better, but I mean, we can‟t afford to keep on going as we have done. It 

doesn‟t work. I mean, there is not enough money.” These are the words of a director at a 

public health centre. In section 7.2.3 we covered perceived problems with the 

reimbursement system. In this section we have gathered suggestions from the 

interviewees on how to improve it and the organisation surrounding it. There are many 

different suggestions and to get a better overview they have been structured under the 

following headlines: 
 

 Organisation of the primary care 

 New compensations 

 Change of existing compensations 

 Deregulation 

6.3.1 Organisation of the Primary Care 

As have been shown in previous sections many interviewees experience problems with 

the documentation. It has been said to be extensive and therefore difficult to have the 

time to manage. The information about how to register certain actions has been 

distributed late and consequently hindered the directors to get compensation for them. 

More than one director requested that the rewarded tasks should be clearly defined, as 

well as the way to register them before the beginning of the new year. Another director 

took the issue of the registration a little bit further and expresses a wish for simplicity, 

“it should be enough to ask the patient and make one tick, to put it in simple terms.” 

The same director continued; “You shouldn‟t have to fill in a lot of stuff that takes 

time…every tick takes time.” 

 

Another proposal is to change the regulation concerning who decides and pays for 

expensive examinations such as MRI. Today specialists within the inpatient care can 

demand a MRI and the patient‟s health centre is forced to pay for it. Instead, the director 

wants a system where you pay only for what you do, and thus get an ability to “control 

your own costs”  

 

An interviewee at the county council believes that an increase in the amount of meetings 

with the health centres and individual meetings could be beneficial for the development 
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of the contract. One of the directors is thinking in the same terms and suggested that the 

purchasing department and VLL‟s politicians visit the centres more often. Another 

county council interviewee supported this view by having said “the more 

communication we have, the better the cooperation gets” when talking about the 

interaction with the purchasing department.  

 

Turning focus to the purchasing department we have got indications through many of 

the interviews that they have very limited resources to perform their work. One 

interviewee said “I believe they are undermanned”, something we have interpreted as a 

suggestion for an allocation of more resources to the purchasing department. We were 

told that the purchasing department gets help in certain areas from external expertise. 

One director of a health centre did not believe the purchasing department had enough 

experience in writing contracts and therefore thought that specialist knowledge within 

this field would be needed. 

 

The interviews have revealed that the purchasing department uses resources also from 

other departments, one example is staff from the supporting department of the Primary 

Care Group, which belongs to the public health centres and thus is a competitor to the 

private health centres. Two interviewees from the county council thought it would be 

better if the purchasing department had their own resources and as one of them 

continued ”if you could clarify the limits, that they are a separate function”.  

 

As explained in the chapter 3.2.1 a health centre has to be able to offer certain services 

to its patients to be allowed to connect to HCV and thus get compensation from VLL. 

Many of the interviewees have said that the competences required are many, making it 

one of the broadest contracts compared to all the other Swedish county councils. One of 

the directors from a private health centre suggests the ability to choose what services to 

supply to stimulate the opening of new private health centres outside the city.  

6.3.2 New Compensations 

Today the main part of the reimbursement for the health centres comes from a 

capitation, a fixed sum for every patient listed with the health centre. One of the 

directors of a health centre in a sparsely populated area would rather like to see a 

compensation that is based on the expected costs for running a centre and then 

complemented with a capitation. This would, according to the same director, open up 

the market for small health centres both in small communities as well as in the city.  

 

A director of a health centre in the suburb would like to have a compensation for being 

located in the suburb. The reason described is that the people living nearby often work 

in the city and then also choose a health centre in the city. However, when they do get 

sick, too sick to would like to go to the city or when they stop working, they come back 

to the health centre close to home. The director points out that the patient then tends to 

cost more and that the health enter in the suburb has missed out on the income from the 

patient‟s healthy years. To that the director added; “then there is a worse economic 

result and even more people go to the city, a bad spiral.” The director had looked at the 

change in listed patients and told us that all of the suburban centres had lost 

approximately 10%. This competition with the city makes the director feel helpless. 

 

The same director thinks that a compensation for telephone contact would be an 

improvement. Today the health centres only get compensated for dealing with patients 

that they see in person. They are thus punished, according to the director, if they 
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prioritise the convenience of the patient and contact the patient by phone instead of 

booking an appointment. Two other directors, working in a sparsely populated area and 

in the city, also think that compensation for phone contact would be a good idea. In an 

interview with an employee at the county council we get the information that this kind 

of compensation is on the agenda. There is however difficulties with developing a 

system that can identify the phone calls that replace visits.    

 

One director in the suburbs would like to see a compensation for smallness, so that they 

are able to employ enough personnel even though they only have relatively few patients, 

“if the politicians have decided that they want such a small centre”. 

 

A new feature of the reimbursement that is under process according to interviewees, but 

which is not yet introduced is the ACG. Six of the interviewees from the different 

sample groups all thought that an introduction of ACG would be positive. One director 

at a suburban health centre said that “then the healthy patients wouldn‟t be worth as 

much as all the other”.  Another director for a private unit in the city believed that the 

ACG would make the system “more fair” and also “a little more production 

stimulating”. Two of the directors also point out potential weaknesses. One said that 

ACG might encourage an inappropriately large focus on finding diagnosis. A second 

disadvantage highlighted by another director is that the ACG does not compensate the 

health centre for visits by people that are relatively healthy but inclined to seek care any 

way.   

6.3.3 Change of Existing Compensations 

One aspect of the reimbursement that has received many remarks concerning 

development from the interviewees is the Sparsely Populated Area Cover. Six 

interviewees, both private, public and from the county council as well as from the 

different regions had something to say about the matter. One interviewee from the 

county council suggests to include “how much that is done out there” and refers to the 

larger responsibility of the health centres in the inland. A director on a private health 

centre in the city claims that “it has to be allowed to cost more otherwise it‟s not 

possible to run a health centre in a sparsely populated area”. Another private director 

had a suggestion that does not directly concern the compensation, but that is believed to 

improve the ability to run a health centre in sparsely populated areas. This can be done 

by improving the cooperation between the municipality, VLL and the different 

communities. 

 

Two directors are of the opinion that the current goal of seeing a doctor within 7 day 

should be changed so that it is not limited to only doctors, because “in reality it might 

be better to first see a physiotherapist” one director explains. The same director makes 

the connection with overworked doctors, since all patients need to pass through them to 

generate compensation for the health centre. 

 

Another director, responsible for a public health centre in the suburb, questions the 

Phone Availability deduction. The director does not believe that the current system of 

compensating for a certain percentage of phone calls covered is the right measure of 

quality in this case. Instead the director proposes a measurement of availability per 

patient. 

 

Two aspects that were pointed out by two directors at private health centres were the 

way VLL had organised the listing of patients and the proportion of variable 
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compensation. Both directors thought that the way VLL had chosen to organise the 

passively listed patients were unfair. One of they said that it should change “so that you 

get a more even distribution of healthy and sick”. The other director believed that VLL 

have chosen to have it in this way “only to limit the possibility to start a health centre. 

That is how it feels and I‟m convinced.” When it comes to the variable compensation 

both are of the opinion that it would be positive to increase that share of the 

compensation.  

 

Even though an interviewee admits that the county council is aware that it should be 

careful with too many changes of the HCV contract there are still health centre directors 

that would like VLL to have a more stable contract. “It should preferably not change so 

much”, one of them said.       

6.3.4 Deregulation 

Two directors, one from a private centre in a city and one from a public health centre in 

a sparsely populated area, would be happy to get greater freedom when charging 

customers. One mentions the fee for vaccination which is regulated by the VLL. “That 

could be deregulated so that you could get an opportunity to earn revenue, but also 

customers since you can offer a good service or high competence”, the director reasons. 

 

One director at a private centre claims that VLL has to loosen the demand on control 

and documentation. “We have to dare not to make notes.” In this way the director 

believes that the need of personnel would be reduced and thus creates lower costs. 
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7 Analysis 
 

By extracting information gained from the 14 interviews, and structuring that 

information into different categories, a foundation to the analysis has been put in place. 

Thus, to a certain extent the analysis began in the seventh chapter with the presentation 

of empirical evidence. The empirical chapter has however been kept clear from our own 

thoughts and theoretical connections. In this chapter we aim to add these elements 

while once again processing the findings from the interviews. 

 

7.1 Health Choice Västerbotten 

7.1.1 The Attitude 

As stated in section 1.2 many Swedish county councils had been working proactively 

with development of systems similar to HCV years before the national law came into 

force in 2010. Västerbotten, who introduced HCV in connection to the law enforcement 

(VLL, 2010, p. 4), have been said to have had a negative attitude to the introduction of 

the reform. We received this comment from several interviewees from all interview 

groups. 

 

The political majority in the VLL belongs, as stated in section 3.1.1 and shown in 

Appendix 2.5, to the Social Democratic Party and this seems to be common knowledge 

among the interviewees. This report is not aiming to focus on exploring the political 

implications on HCV but we believe that they do have an effect and thus cannot be 

completely overlooked. Without going into any great depth on this subject, the Social 

Democratic Party in Sweden has not been famous for supporting initiatives to introduce 

market conditions through the years. This has rather been a venture and focus for the 

right-wing parties (Anell et al., 2012a, p. 110). This view seems to be shared with 

several of the interviewees, both county council employees and health centre directors.  

 

Despite the perceived negative attitude of the leading body of VLL, the interviews 

supplied us with the impression that the general attitude among them was optimistic 

towards the introduction of HCV. The interviewees mentioned positive effects such as 

opportunities, better use of taxpayers‟ money, financial incentives and increased 

efficiency in the daily operations as well as increased competition. These comments 

suggest an appreciation of the reduction of VLL‟s monopolistic characteristics, a 

monopoly that seems to have been troubled with X-inefficiency (Anell, 2012, p. 23; 

Khemani & Shapiro, 1993, p. 86; Silverbo, 2004, p. 3). The comments, and the way in 

which they were delivered, further indicates that HCV injected new energy in the minds 

of the health centre directors.  

 

It has now been three years since the introduction of the reform. This might seem like a 

long time but when looking at the history of primary care, briefly explained in section 

3.2, it becomes clear that the reform was a big change. The presence of competition was 

a new challenge. Even if there had been a few private providers on the primary care 

market in Västerbotten, they had operated under very different conditions, such as the 

so called National Tariff (1993:1651) and the Public Procurement Act (2007:1091). As 

mentioned, VLL had for a long time total control of the primary care in the role of 

financer, purchaser and provider. Therefore, the introduction of HCV and thus a 

freedom of establishment meant a big organisational change and a new way of thinking. 
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Turning a big ship like the organisation of primary care is not something that you do 

swiftly. An understanding for this slowness to impose a functioning new system is 

expressed by several interviewed directors. This does not however hinder them from 

also expressing frustration in connection to the layout of HCV and its reimbursement 

system. The positive first impression of HCV introduction seems to have decreased 

somewhat when the reality of what it would actually mean became apparent. A good 

way to explain our impression is that the problem does not seem to be the presence of 

financial incentives but rather the arrangement of them. To summarize, there is a feeling 

that the current system does not correspond to the conditions and daily operations of the 

primary care in Västerbotten. Such conflicting goals can cause many problems for a 

system such as HCV (Gauld, 2007, p. 19; Le Grand, 2009, pp. 485-486). This will be 

further discussed in an upcoming section, 

7.1.2 Preparation 

From what we have heard there was not much preparation before the implementation of 

HCV. The meetings with neighbouring county councils and reports on previous 

implementation of similar systems in other parts of Sweden seem to have been the main 

source of information and inspiration for the system‟s development. No one involved in 

the formulation of HCV seem to have considered consulting the providers. As Anell 

(2005, pp. 49-50) suggests it is important for the purchaser, which in this case is VLL, 

to be active. This required activeness should be interpreted as a need to find a 

combination of reimbursements, requirements and follow-up systems that fits the local 

conditions, because previous studies have found that there is no universal solution 

(Anell, 2005, pp. 49-50). Instead of chasing a universal system the focus should lie on 

developing a customized one. Without first-hand information from the providers, who 

are the ones best informed about the local conditions, it is extremely difficult to succeed 

with the development of an appropriate HCV contract and reimbursement system for 

the primary care in Västerbotten. As the health centres have a direct view of the daily 

operations while the politicians and county council officers have a more overreaching 

view, the problem of information asymmetry exists. Also, without the cooperation of 

the health centres, it is difficult for VLL to know which incentives to use in the system´s 

development. This results in adverse selection (Gauld, 2007, p. 19) and suboptimal 

decisions (Saam, 2007, p. 827). 

  

During the interviews it became clear to us that the purchasing department in charge of 

the development of HCV and its coordination has very limited resources and has had so 

since the beginning of HCV It is our belief that this affects the time it takes to find a 

suitable solution for the design of the new system. The interviews clearly show that the 

system is still under development and that much is to be done. Further, it is not 

unimaginable to think that the lack of resources at the purchasing department 

contributes to the frustration among the health centre directors over the shortcomings of 

HCV.    

 

Evidence has shown that competition neutrality is difficult to achieve in quasi-markets 

with both private and public providers (Karresjö, 2009, p. 15). Therefore, when 

introducing a market inspired system like HCV, it is vital for its success that it is well 

constructed. Therefore, time and financial resources need to be placed on its 

development, together with communication between the principal/purchaser and the 

agent/provider.  
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7.1.3 Information  

The interviews emphasized the topic of information concerning HCV. As explained, the 

HCV reform was a big change for the primary care in Västerbotten. It is thus natural to 

assume that there would have been much information about it. However, the depiction 

we received during the interviews gave the impression that the knowledge about HCV is 

low. It was said to be low among the employees within primary care and within health 

care in general, but maybe most importantly among the patients, who now is to be 

considered customers. Even though VLL is still the purchaser, as a representative of the 

patients (Ahgren, 2010, p. 92; Silverbo, 2004, p. 8), it is the patients‟ choices that will 

decide which providers will stay on the market and which will fail (Knutsson & 

Wahlquist, 2009, p. 25). As Gauld (2007, p. 19) describes, within public sectors there 

can be many principals and agents. Therefore, it is possible that information asymmetry 

situations occur also for the patients. Le Grand (2009, pp. 485-486) discuss how 

important it is that not only providers and purchasers have access to information, but 

highlights the necessity of providing easily accessible information to users. Thus, as the 

reimbursement and the success of providers follow the patients, they need to be given 

the opportunity to perform well-informed choices. Then patients can reward those 

providers which are considered to provide qualitative care and other desired qualities. 

This is supported by the study by Nilsson et al. (2009, p. 63) who showed that 

information is important to stimulate active choice among patients.  

7.1.4 The Purchaser-Provider Split   

When talking to interviewees about the separation of purchaser and provider they point 

out its importance in making this reform work. Thus, the public and private health 

centres need to be treated on equal conditions. This is supported by the findings in the 

study by Lundvall et al. (2011, p. 4) which shows that the providers view on the degree 

of competition neutrality is important for the success of a system as the System of 

Choice. Following the Lundvall et al. (2011) study, this could be an explanation for the 

low level of private providers in Västerbotten. Many interviewees do not believe that 

this split has been successfully preformed and that there is not an equal treatment of the 

public and private providers today. Different examples are pointed out of situations 

where VLL has used its influence as purchaser/financer to favour public health centres. 

In accordance with Karresjö‟s (2009, p. 15) conclusions, the market dominance of the 

Primary Care Group makes competition neutrality and the success of this quasi-market 

difficult to achieve. 

 

There exist different views of the reasons for this improper treatment from VLL‟s side. 

Some believe that it is a matter of ignorance while others are of the opinion that the 

VLL do not appreciate competition and is protective of the public providers. We believe 

that none of these views excludes the other and that it is very possible that there is a mix 

of reasons causing the blurry lines.  

7.1.5 Competition 

As mentioned in chapter 4.1 the reform created a quasi-market as an attempt to combine 

features of a free market with features of a directed one. The market, which is the tax-

financed primary care market, is free in the sense that any provider has the right to start 

a health centre, but to enter the market the providers need to obey to the competence 

requirement decided by VLL (Jönsson & Nilsson, 2009, p. 29). The founding thought of 

health care in Sweden; to supply equal care to all citizens and together pay for it through 

taxes (Anell, 2012, pp. 9-10), complicates the use of market conditions such as 

competition. There are varying views among the Swedish population and political 



72 

 

parties as to the effects of such systems (Anell, 2011, p. 549; ekuriren.se, 2012). For 

many it is an emotional topic with many ideological undertones. In our interviews we 

could also see that there are some varying opinions in this regard as well. Many were 

however positive to the idea of free establishment, but a few expressed dissatisfaction 

with the possibility of private providers to realize profits from a tax-financed welfare 

service. 

 

The thought behind the reform was to increase competition in order to put pressure on 

the market to improve the care given per money spent (Pettersson & Jaktlund, 2013, p. 

14). When discussing the issue of competition, many interviewees expressed that they 

are experiencing some level of competition, especially that of patients. Some 

interviewees expressed that this is difficult as if they cannot keep enough patients, they 

need to lay off employees. Changes in amount of listed patients can happen quickly and 

this can be hard on the staff as they are not used to such conditions. Health centres have 

also begun to compete for employees in a new way.  

 

However, problems with competition neutrality were expressed by some interviewees, 

which are further supported by the 2011 audit by Earnst & Young (Uhlin, 2011). As 

VLL continues to run the majority of health centres (VLL, 2013b) they can be identified 

as a dominant firm (Khemani & Shapiro, 1993, p. 38). This could hinder competition as 

it provides barriers to entry and could cause potential new private providers to expect 

unbalanced game rules (Karresjö, 2009, p. 15) and thus chose not to establish health 

centres after all. Some interviewees expressed a feeling that the Primary Care Group 

implies hinders for competition. Several interviewees felt that the market was not 

competition neutral in Västerbotten because the conditions are unequal for public and 

private providers. Some examples of divergent conditions are the different ways 

medical services (Uhlin, 2011, p. 25), that the public health centres can help each other 

out upon financial difficulties, and the ability of VLL to justify running large deficits in 

rural areas due to the political decision to sustain at least one health centre in every 

municipality. The importance of competition neutrality emerged in our study, as well as 

in Lundvall (2010). The attitude of unequal conditions among providers is problematic 

as it demonstrates the presence of barriers to entry in the primary care market in 

Västerbotten.  

Primary Care - Equal for All? 

We were told in some of the interviews that there is a VLL decision that states that there 

has to be at least one health centre in every municipality within the county. This is an 

important factor for a county like Västerbotten with a large area and a somewhat 

scattered population (Appendix 2.4). We believe that this decision highlights the 

importance of the equal care to all citizens, no matter where they live (VLL, 2013a, p. 

9). However, it seems like the decision has placed a subordinate importance on the 

financial result of a health centre. The interviewees informed us that many of the rural 

public providers are experiencing deficits. If the reason was not to ensure all citizens‟ 

easy access to primary care, why would VLL let this occur year after year? This 

responsibility for the people in the county was brought forward by a county council 

employee during an interview. According to Jönsson et al. (2012) such deficits for the 

publicly run primary care centres are not uncommon.   

 

An alternative explanation, which would explain the lack of effort to improve the 

reimbursement system in a way so that the health centres in the rural area did not have 

to experience reoccurring losses, would be that VLL do not wish for more private 
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providers to enter the market. During the interviews we got the impression that VLL 

hides behind the decision of a health centre in every municipality and uses it as an 

excuse to continue to operate the health centres with deficit. The lack of improvements 

of the system since the beginning of HCV adds to this view. As it is today, it does not 

seem to be any financial sense in opening a health centre outside the cities. Due to the 

decision of presence, VLL is thus able to keep running the rural health centres despite 

deficits and they do not have to worry about getting competition. Signs of this 

unwillingness in the construction of the HCV contract has been detected and 

commented on by interviewees. If this would be the case there exists a problem of 

competition neutrality, something that will be discussed in regards to the purchaser-

provider split in an upcoming section of this chapter. 

The Decision of Listing 

One of the decisions that VLL had to make in the process of introducing HCV was the 

decision about how to list the passive patients with the different health centres. Having 

capitation as the main feature of the reimbursement system (VLL, 2013a, p. 22) make 

the listing of patients an important focus for the health centres. The only comments 

received on this matter were the discontentment from the private provider‟s point of 

view. The choice to let the patients who did not make an active choice stay with their 

health centre was in their eyes a clear problem, since a new health centre would have to 

start their operations without any patients. This is perceived by private providers as a 

hinder of and a means to discourage new establishments in the county. This perception 

is strengthened by the findings in the studies by Jönsson et al. (2010) and Lundvall 

(2010), which shows that listing procedures do effect the attraction of new providers. 

The listing procedure in Västerbotten was further criticized in a revision by Ernst & 

Young (Uhlin, 2011, p. 4). VLL had then stated that they aim for competition neutrality, 

but since then there has been no change of their criticised listing policy (VLL, 2013a, p. 

20).  

 

The perceived inadequacy of information about HCV and the inactivity in changing the 

conditions concerning the listing of passive patients, together make up strong 

indications of problems with competition neutrality for VLL. Something that they may 

not be truly interested in changing, judging from the past. As discussed in section 4.1.1, 

without competition neutrality it is difficult for any firm to survive (Karresjö, 2009, p. 

15). Thus, for private health centres to persist, competition neutral conditions need to be 

upheld. This is further supported by a statement from the director general of the 

Swedish Competition Authority, which we discussed in section 4.1.3, who stated that 

without competition neutral systems of choice there is no confidence in VLL and thus it 

is too risky for private providers to establish themselves (Swedish Competition 

Authority, 2010).  

7.2 The Reimbursement System of the Primary Care in Västerbotten 
The extensive requirements put on the health centres (VLL, 2013a) also puts pressure 

on VLL to develop a reimbursement system that follows and supports this ambition. As 

mentioned in section 4.3 a well-constructed reimbursement system is an important part 

of the principal-agent contract where it is used to provide outcome oriented incentives. 

In this section we are focusing more specifically on issues related to the design and 

implementation of the reimbursement system.  
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7.2.1 Matching Resources with Demand 

The Cost of the Primary Care in Västerbotten  

All interviewees that had an opinion about the amount of money spent on the primary 

care thought that it was low, too low. This perception is supported by findings of 

Jönsson et al. (2012), which suggest that many Swedish county councils have very low 

levels of total reimbursement. When comparing the figures on the level of money spent 

per county inhabitant of the Swedish county councils (Appendix 2.2), the county of 

Västerbotten is found not far away from the average. To compare the county councils in 

this way is however not correct since the different counties have developed their 

individual requirement contracts and there exist great differences in what they expect 

from their primary care centres. As mentioned in section 1.2.3 and 3.2.1, VLL has larger 

competence requirements than most other county councils in Sweden (Anell et al., 

2012b, pp. 26-27; Lundvall et al., 2011, p. 26). Other county councils with similar 

requirements are the other four in northern Sweden (Appendix 2.2). Comparing the 

amount of money spent by VLL with these counties we see that the Västerbotten is in 

fact spending the least. All the northern county councils have similar competence 

requirements and population density (Appendix 2.4) which should indicate similar 

financial requirements. Thus, we assert that primary care in Västerbotten has taken a 

back seat in VLL‟s priorities. A reservation should however be made since there is a 

structural change currently taking place within many county councils due to the reform 

of the home nursing (VLL, 2013e, p. 6) and the data can be somewhat misleading. 

Some interviewees expressed a belief that Västerbotten has instead of prioritising 

primary care, they have focused their efforts and financial strength on the University 

Hospital.  

Transferring Resources 

The reorganisation of the home nursing has meant a reallocation of resources from the 

county council to the municipalities (VLL, 2013e, p. 6). This is a national 

reorganisation that has already taken place in many county councils and is currently on 

going in Västerbotten. This will have effects on the construction of the reimbursement 

system which are difficult to assert at this time. As was believed by a few interviewees, 

the problem with the Sparsely Populated Area Cover might not be as great once home 

nursing has transferred fully.  

 

Another reallocation of resources that has been happening during the last 40 years is the 

one between hospital and primary care. The goal is to expand the primary care and to 

make it the front line of health care. This is a way of making better use of the total 

amount of resources directed to health care. The hospital care is much more expensive 

than the primary care and not always necessary for the person seeking care (Anell et al., 

2012a, p. 88). The problem, from the directors‟ point of view, is that the compensation 

following this change does not correspond to the increased workload. Still, some 

resources have been transferred along with the increased pressures put on primary care. 

An example is this year‟s reallocation of 10 m SEK to primary care as a compensation 

for an increased workload (VLL, 2013e, pp. 20, 23).     

The Competence Requirement 

In the interview with one of county council employee it was said that the idea of the 

large competence requirement (Anell et al., 2012b, p. 26-27; Lundvall et al., 2011, p. 

26) was to be able to offer the same services to all citizens in the county. As previously 

mentioned, the county of Västerbotten is large in terms of geographical size and a large 
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part of it is only sparsely populated (Appendix 2.4). Many of the people living in these 

sparsely populated areas have to travel far to get to the next health care provider beyond 

their own health centre. It can thus be argued that a large competence requirement 

would mean a more equal access to health care. As mentioned in chapter 3.2.1, this is in 

line with the objective of equal care for the whole Swedish population laid down by the 

Health and Medical Service Act (1982:763).  

 

From the same county council employee we also received information that the large 

competence requirement has caused difficulties for some health centres, since they 

before HCV were lacking what are now required competences. Another aspect of the 

large competence requirement is the question; is there really is a demand for the missing 

competence or at least a demand big enough to justify the employment of that 

competence? One of the directors at a health centre in a sparsely populated area told us 

that there is an average of five cases per year for their dietician, but to be able to 

continue under HCV they are forced to offer this competence. This is an aspect that 

could cause imbalance in the economy for the health centres with little need for a 

certain competence, if those personnel did not also have other competences or would 

not be willing to perform other perhaps administrative tasks. It is therefore important 

that the purchasing department is aware of the local conditions so that the 

reimbursement system can be developed to support the health centres in order for 

objectives such as equal care for all, regardless of the residency‟s location, to be 

achieved. 

Surviving - A matter of size? 

As some of the interviewed directors are in charge of more than one health centre and 

some of these directors mentioned that they have the benefit of using the same 

personnel at both places. In our eyes this is a great advantage under a large competence 

requirement, especially if the listed patients are few. A further advantageous aspect of 

size, namely that of dealing with financial risk, is pointed out in a study by Anell (2011, 

p. 565). The use of a large portion of fixed reimbursement transfers the financial risk to 

the provider, something that favours large and/or horizontally integrated units. In the 

case of VLL, the Primary Care Group is the only larger organisation with such benefits.  

 

If looking at the current primary care market in Västerbotten from the point of size 

(Appendix 2.8) it is evident that the main player and so called dominant firm (Khemani 

& Shapiro, 1993, p. 86) is the Primary Care Group (as defined in section 3.1.1 based on 

VLL, 2011). Even though the public health centres are to a large extent operating 

individually, VLL is in this way able to manage financial risk better. To clarify, due to 

the existence of the Group, the VLL is able to compensate for the deficit of one health 

centre with the surplus of another and thus decreasing the risk of having to close down 

any of the centres. 

 

One important indication of the inadequacy of the arrangement of HCV and its 

reimbursement system is the information that many of the public health centres outside 

the city are running yearly deficits. The reason that we found during the interviews why 

they are still able to continue their business is because they belong to the Primary Care 

Group and can survive due to the mentioned system of sharing financial surpluses and 

deficits. Without this ability it is likely that it would not be possible to run the public 

health centres outside the city under the current system, little less for anyone to open a 

new health centre. This has caused some of the interviewees to question the competition 

neutrality in Västerbotten.   
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When looking at the map over the health centres in Västerbotten, displayed in Appendix 

2.7, you see that there are only two private health centres in outside urban areas. These, 

we were informed during the interviews, were operating on special agreements with 

VLL before the introduction HCV. It has thus not opened any new health centre outside 

the city centre since the reform‟s introduction. If it is so, that VLL is taking advantage 

of their role as the developer of HCV to favour the large Primary Care Group, and then 

they are not only abusing their power position. Then they are also creating skewed 

competition in a way that hinders new providers from entering the market (Khemani & 

Shapiro, 1993, pp. 13-14; Swedish Competition Authority, 2010), something that goes 

against the Parliaments goal of increased competition in the primary care market 

(Pettersson & Jaktlund, 2013, p. 14). 

7.2.2 Unsatisfactory Parameters 

Standardization  

Several interviewees expressed dissatisfaction with standardised mechanisms within the 

reimbursement system. Examples of such parameters were the Sparsely Populated Area 

Cover as well as the parameters which aim to take account of the difficulty of care of a 

health centres‟ listed patients. We were told that these do not always reflect the actual 

need for care of their patients. Instead the construction of these mechanisms has ensured 

that they make money on healthy patients with no immediate need for them. Instead, 

those who need extensive medical care are sometimes given less priority than they need 

as they cost a lot of money and VLL has decided that all citizens should have ready 

access to primary care upon request (VLL, 2013a, pp. 9, 15, 28). Still, it is the most ill 

patients who should always come first, which is also stated by VLL (2013a, p. 9) 

themselves. However, the directors at the health centres feel that they cannot always 

keep up and fulfil these intentions. This can be linked to the principal-agent relationship 

discussed in chapter 4.3, where there is a goal conflict and information asymmetry as 

VLL has high reaching political objectives while the health centres have better insight 

into the daily operations and feel the need to help those in most dire need (Gauld, 2007, 

p. 19).  

Wrong focus 

In an attempt to reach the political objectives of VLL, several reimbursement 

mechanisms are based on achieved results (Jacobsson, 2007, pp. 12-13; VLL, 2013a) 

which implies that HCV is partly an outcome based contract (Eisenhardt, 1989, p. 58). 

As was discussed in section 8.1.1, the basic thoughts behind many of the objectives of 

HCV and the reimbursement system are appreciated by the directors. They approve of 

the use of financial compensation to direct the primary care. It is however pointed out 

that financial compensations can be used in different ways and that the current 

reimbursement system contains many features that do not lead to an improvement of the 

care.  

 

Several interviewees commented on the pay-per visit reimbursements as positive 

parameters providing the intended effects of focused effort on VLL‟s objectives. 

However, several also commented that the mechanisms used sometimes lead them to 

focus on the wrong things. One director commented that today they earn money on their 

healthy patients to support the needs of their ill patients. As discussed by Le Grand 

(2009, p. 483) the reimbursement need to be well-designed in order to result in the right 
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incentives and a functioning quasi-market. If the reimbursement mechanisms go against 

the norms of the provider, they might have the opposite effect (Jacobsson, pp. 39-49).  

 

We have seen that many reimbursements used by Västerbotten, such as Continuity of 

Care and Doctor‟s Visit within 7 Days (VLL, 2013a, pp. 26-28), focuses only on the 

competence of general practitioners. Both compensations represent values that most 

directors seem to agree with. If possible, especially for chronically ill patients, it is 

important that patients can visit the same doctor when they come to the health centre. 

There are however situations where the most important thing is just to be able to see a 

doctor. Also, availability of qualified care is considered important. The question is; do 

patients always need to see a doctor for all illnesses? Several interviewees stated that 

there is not enough consideration made of other qualified personnel. As there is a large 

shortage of general practitioners in Västerbotten, as well as in the rest of Sweden 

(Pettersson & Jaktlund, 2013), this focus might not be justified.  

 

As their wish is to provide quality care, the health centre directors expressed some 

frustration over these parameters. Three problematic aspects were highlighted. Firstly, 

there is a financial disincentive to direct the patient to the doctor with the best 

knowledge within the field. Secondly, it discourages the health centre to direct the 

patient to the first doctor available. Thirdly, and maybe the most important aspect for 

this compensation, is that it punishes health centres with a doctor shortage problem. 

Many interviewees described this situation as placing unnecessary pressure on the 

doctors and too little confidence in other health care professionals.  

 

Several interviewees also brought up the reimbursement mechanism of phone 

availability as providing the wrong focus. The reimbursement is measured in terms 

percentage of incoming calls returned. The goals are also set very high (VLL, 2013a, 

pp. 28-29). Some directors mentioned that patients often call several times as they do 

not always understand the system. Also, there are instances where the health centre are 

unable to call the patient back on the assigned time due to unforeseen events such as 

emergencies. Thus, this goal is not experienced as valuable in the sense that it does not 

measure if the health centres return calls to each individual patient. Instead it measures 

the amount of calls returned, no matter of how many patients have called. 

7.2.3 Ambiguity 

The lack of continuity in reimbursement mechanisms, poor information regarding new 

as well as existing parameters and an abundant amount of administration requirements 

have caused many problems for the health centres. The directors interviewed feel that 

they barely have time to learn what the new objectives are, reorganise their operational 

practices and learn how to register the new parameters until they are changed again. Not 

knowing how to register to receive reimbursement, constant changes in objectives and 

sometimes poor budgeting causes the health centres to miss financial reimbursement for 

actions taken. The directors explain that this makes the practical application of the 

reimbursement complex and time consuming, which is also something that Jacobsson 

(2007, p. 9) warns purchasers about. The directors also feel that this complexity and 

uncertainty reduces their motivation to fulfil these objectives.  

  

VLL stated in a follow up report of the achievement of quality parameters that the 

reason for the health centres poor fulfilment of objectives is due to the purchasing 

department‟s ambiguous description of the assignments (VLL, 2012b, p. 1). Perhaps the 

VLL has not fully considered the effects their choices and have on the health centres? It 
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is vital for the success of a reimbursement system that they do (Jacobsson, 2007, p. 42). 

Perhaps the difficulties and financial losses sustained by the health centres could have 

been avoided with better clarity, communication and continuity?   

7.2.4 Effects on Personnel 

Increased Motivation 

The reimbursement system has made the personnel more conscious of costs, which has 

stimulated the feeling of being able to affect their own situation. Within HCV and its 

reimbursement system, increased performance can actually generate more resources 

(VLL, 2013a, pp. 22-31) compared to the old system with a set budget for every year 

(Le Grand, 2009, p. 483). The possible financial rewards built into the system also 

encourage this. Doing good for the patients thus means doing good for the personnel 

themselves as well. This increase in motivation to perform quality care was exactly the 

effect that the Parliament aimed to achieve with the reform (Pettersson & Jaktlund, 

2013, p. 14). Through the interviews we have encountered some indications for an 

increase of this kind.  There are however things that we believe are preventing the 

increase from becoming even greater. 

Feelings of Failure due to Unfulfilled Goals 

When the goals set by the county councils are too difficult to achieve, the personnel 

experience frustration and reduced motivation. This is supported by Jacobsson (2007, p. 

52). To provide an example, we bring up the issue of goals based on the competence of 

general practitioners again. Due to the national shortage of general practitioners 

(Pettersson & Jaktlund, 2013) it is very hard for the health centres to affect their 

situation with regards to doctor based reimbursements. The first priority for many of the 

health centres in Västerbotten is to actually get doctors that can work for them and take 

care of their patients. Due to the unstable access of doctors the health centres miss out 

on compensation for Continuity of Care and Doctors Visit within 7 Days. This does not 

only carry financial implications for the health centres concerned. We are also informed 

that the unfulfilled goals create a feeling of failure and resignation among the 

employees at the health centres. 

 

The information of similar difficulties for numerous health centres to fulfil set goals 

indicates a need for adjustment of the reimbursement system. This conclusion is 

supported by a comment from a county council employee that their demands might have 

been set too high/ambitious concerning the reimbursements. Another reason for an 

adjustment of the reimbursement system is that today it sometimes puts the personnel in 

difficult situations, where they have to choose between the best interest of the patient 

and the best interest of the health centre and employer. Is it really supposed to be this 

way?  

7.2.5 The Current Development of the Reimbursement System 

The areas of the reimbursement system that we were informed during the interviews to 

be under some kind of process of development are; the sparsely populated area cover, 

the compensation for telephone consultation that replaces a visit, and ACG. In the HCV 

contract (VLL, 2013a, p. 30) it also states that the possibility for an introduction of 

ACG is under thorough analysis. Many interviewees stated that they believe this can 

provide an increased focus on actual patient need and reduce the standardised elements 

of difficulty of care mechanisms.  
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The contact between the purchasing department and the health centres is currently 

sporadic and insufficient in our opinion. Fortunately, it seems to have been improved 

since the beginning of HCV. What is still unfortunate is that the communication appears 

to be mostly one-directed from the purchasing department to the health centres in the 

form of information. As discussed above, such information asymmetries can cause 

adverse selection and lead to wrong decisions being made (Gauld, 2007, p. 19; Saam, 

2007, p. 827). We were informed by the health centre directors that they try to give 

feedback on the system and also suggestion on improvement. However, they do not feel 

like there is anyone who listens to the degree that their efforts result in any 

improvements. From the county councils direction there is a willingness to improve the 

communication with the health centres by more and possibly even individual 

interactions as well as an improvement of the follow up. This was further supported in 

VLL‟s yearly report where their write about their desire to improve this situation 

(2013e, p.  23). However, the lack of resources has been and still is a crippling factor.  

7.3 Improvement 
The low amount of funds spent on primary care in Västerbotten (Appendix 2.1, 2.2) 

implies that it is extra important for VLL to apply those funds correctly. To further 

develop the reimbursement system is one way of doing so. This section aims to 

highlight the suggestions gathered from our interviews which are the ones working with 

the system on a daily basis. As Gauld (2007, p. 19) suggests, their input is key for a 

successful system. 

 

The issue of documentation appear to be one of the main frustrations for the health 

centres operations. A significant part of our sample brought up this issue on several 

occasions and stated that the administrational difficulties often takes away focus from 

what really matters, the patients. Therefore, the issue of unclear and delayed instructions 

needs to be resolved. One director also suggested to reduce the amount of 

documentations demanded and requested that VLL have faith in that the providers will 

perform their job well anyway.  

 

Several ideas were provided by the interviewees for solving the problems regarding the 

health centres that are located outside of urban areas. The suggestions were; 

compensations based on the actual costs of particular health centre, compensation for 

being located in the suburbs, for the smallness of a centre and for phone contacts. We 

have been told that the last suggestion is already undergoing evaluation for possible 

implementation in 2014. As one interviewee proposed, if all health centres were offered 

some kind of compensation related to their catchment areas some of the suburban 

problems might disappear. However, several directors discussed that many of the issues 

surrounding the suburban health centres are those of patients working in the city and 

choosing to list there instead. This is however more difficult to solve. We believe that 

basing the compensation on the smallness of a health centre or the actual costs of a 

health centre would take away competition neutrality and not work in a quasi-market 

where competition is the founding component. Thus, that would not be an option.  

 

We believe that the director who told us that it is necessary to allow health centres in 

rural areas to cost more is correct. They do sustain higher costs. However, we believe 

that there are ways to incorporate this into the reimbursement system. An example 

could be to include phone contacts that replace visits or perhaps to use the catchment 

area idea. However, due to the current changes regarding home nursing the situation for 
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health centres regarding this issue will change. Therefore, this is a difficult topic to 

discuss at the moment.  

 

To allow for better appropriation of existing resources, we received the suggestion that 

to change the Doctor within 7 Days parameter and instead focus the efforts on the 

competences actually available within primary care. Also, we were told that phone 

availability should not be calculated based on amount of phone calls, but instead 

availability per patient. Increased continuity in parameters would also reduce the 

wasting of resources as the reorganisation of practices and the learning of new 

directives are both time consuming and expensive.  

 

The reimbursement system is a tool for the purchasing department to direct and 

motivate the providers to perform as according to their wishes (Eisenhardt, 1989, p. 58; 

Jacobsson, 2007, p. 6). The system is not well adapted and is thus not functioning in 

line with the objective of the System of Choice. Motivation does not appear to have 

increased to any larger extent due to the practical problems with HCV described above. 

Do VLL simply have problems with the practical development of the system or do the 

problem lies in that the VLL‟s objectives are not in aligned with those of the 

Parliament? 
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8 Conclusion 
 

In this concluding chapter, we start with a brief summary our study and findings. In this 

thesis, we have presented a vast amount of information and with this summary we wish 

to illuminate the important parts and tie the material together into a cohesive whole. 

After this, our research question will be answered and we will state our 

recommendations to VLL. Finally, we will discuss the implications of this study as well 

as provide suggestions for future research. 

 

8.1 Connecting Health Choice Västerbotten to a Larger Perspective 
Due to the increased demands on health care and the growing significance of primary 

care within health care organisation, the structuring and financing of primary care is 

becoming more important (Anell et al, 2012a, pp. 3-4; Calltorp, 1992, p. 145; Calltorp, 

2008, pp. 9-10). The national political objective with the System of Choice (2008:962) 

was to increase the cost-effectiveness and quality of care through the establishment of 

competition and motivational factors (Anell, 2011, p. 550; Pettersson & Jaktlund, 2013, 

p. 14; Jönsson & Nilsson, 2009, pp. 27-29; Swedish Competition Authority, 2012). For 

these goals to be reached, each county council need to create the best possible 

conditions for the primary care providers to operate under (Anell, 2005, pp. 49-50; 

Gauld, 2007, p. 19; Jacobsson, 2007, pp. 6-7; Saam, 2007, p. 827). Given the 

exploratory nature of this research (section 2.4.1), the complexity of the topic (section 

1.2.1) and the newly developed system of HCV (VLL, 2013a, pp. 7-8) a wide context as 

well as an in-depth study was necessary. We used concepts and theories surrounding 

agency theory, competition and quasi-markets to explore VLL‟s implementation of the 

System of Choice. The structure of the HCV contract and its reimbursement system was 

the main focus throughout this study. Thus, theories of how reimbursement systems 

should be structured have also aided our analysis. 

 

Despite some quantitative inputs, such as the theories and concepts mentioned above, 

the main approach to this study was inductive. Qualitative data collection through 14 

semi-structured interviews provided us with 250 pages of condensed transcriptions, and 

thus an abundant amount of information. Through the interviews we saw a great deal of 

frustration, optimism and desire to improve the situation in which primary care 

operates. The introduction of market conditions to a tax-financed and traditionally 

publicly provided welfare market highlights many ideological and political views (Anell 

et al, 2011, p. 31; Anell et al., 2011, p. 54, Calltorp, 1992, pp. 145-146; Karlsson 2005, 

p. 27). Due to the sensitivity of the subject we have seen many opposing views and 

beliefs, but the conviction concerning the importance of primary care and a functioning 

system is universal. Thus, while we have received many complaints, we have also heard 

many suggestions for improvements. However, these suggestions rarely have practical 

implications due to the presence of information asymmetry and communication 

difficulties.  

 

Our interviews revealed a lack of enthusiasm from VLL‟s side for the introduction of 

HCV. Supporting these statements is the fact that they only implemented it when it 

became required by law (Jönsson & Nilsson, 2009, pp. 29-30; VLL, 2013a, pp. 7-8). 

The interviews clearly display that VLL‟s attitude has affected the way in which the 

system was implemented. This has been visible mainly in terms of not having 
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committed enough resources to the purchasing department responsible for the 

development of the HCV contract.  

 

The large amount of fixed reimbursement is considered good by many of those working 

with HCV. We are inclined to agree. It has allowed for the changes into a market 

inspired system not to become overwhelming. However, as Anell concluded in his 

studies (2009, pp. 41-42; 2011, p. 565); with large fixed reimbursements it is extra 

important that competition is present in the market to ensure performance according to 

objectives. As this is currently problematic in Västerbotten, it might not have the 

intended effects. As we have been told during our interviews, improvements to the 

system are on their way and VLL has declared their willingness to increase their focus 

on this (VLL, 2013e, p. 23). 

 

Another very important finding is the inadequate separation of VLL‟s role as a 

purchaser and provider, something that has led to them not being perceived as 

competition neutral in their purchaser role. This image, true or not, is detrimental for the 

attraction of new providers and can cause barriers to entry (McAfee et al., 2003, pp. 11-

12; Swedish Competition Authority, 2010). A further indication of VLL‟s stance in the 

matter that seems to have affected the reform‟s success is the insufficient information 

about HCV and its implications. Previous studies have shown that this does not only 

make it difficult for the people working with it but also hinders the patients from 

making the best use of it (Jönsson & Nilsson, 2009; Lundvall, 2010; Nilsson & Jönsson, 

2010; Lundvall et al., 2011; Jönsson et al., 2012). As our interviews and a comparison 

of VLL‟s health care spending (Appendix 2.2) have shown, it is also likely that too little 

resources spent on primary care in Västerbotten over all, but in order to settle that 

question further investigation needs to be undertaken.  

 

There have also been positive effects from the introduction of HCV. Several 

interviewees described personnel as more focused on cost-effectiveness. To a small 

extent, also increased motivation to perform has been a result. Competition for patients 

and personnel has also occurred. However, in the interviews these positive effects were 

overshadowed by the problems caused by the poorly designed system. 

8.2 Answer to Research Question  
To answer our research question we conclude that Health Choice Västerbotten and its 

reimbursement system have not fully created the intended effects of increased 

competition and higher motivation. Despite minor increases in personnel focus on cost 

effectiveness and efficiency, these were not enough to deter the operational problems 

caused.  

8.3 Recommendations  
The limited resources of the purchasing department mean that there is still much to be 

done to achieve a more appropriate reimbursement system. As can be learned from 

agency theory, the forming of a contract between a principal and an agent is a vital 

instrument used to incite the agent to perform according to wanted objectives 

(Eisenhardt, 1989, p. 58; Gauld, 2007, p. 18). Thus, it is important for the future of 

primary care in Västerbotten that the reimbursement system and the HCV contract are 

designed using the right mechanisms and guidelines. Without reasonable mechanisms 

and the possibility for achievement, the motivation to pursue the objectives of the 

county council is low (Jacobsson, 2007, p. 53). Many of the interviewees provided us 
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with examples for what they believe to be the most important aspects for the future 

development of HCV. In the following points we discuss the main problems found 

together with suggestions for their improvement. 
 

 The standardized reimbursement mechanisms used is one problem. An 

example of this is that the sparsely populated area cover is not tuned according 

to the circumstances of the rural health centres which experience extra costs and 

lesser prospects to achieve quality parameters. This reimbursement mechanism 

could perhaps be developed to include catchment area and adjust for phone 

contacts that substitutes visits. 
 

 From another aspect the reimbursement system is too complex. There is too 

much administration for the personnel to deal with, creating difficulties in 

actually receiving the rightful reimbursement. It further threatens to withdraw 

focus from the patient and makes it hard for the health centres to follow up on 

results and thus also to plan and control the operations. Due to poor 

communication and information between purchaser and provider, this issue 

becomes even greater. To simplify this problem, the computer systems used 

need to be developed in combination with a review of administration practices 

and increased communication.  
 

 Another issue also concerning improper focus is the design of parameters. 

The large focus on the competence of general practitioners within the system; 

Doctor‟s Visit within 7 Days and Continuity of Care are good examples of this. 

These parameters do not only increase the work pressure on the scarce number 

of doctors within the primary care, but it creates a sometimes unnecessary step 

in the treatment of the patient. Also, these parameters do not always lead to 

better care of the patient. The patient might just need to see a doctor quickly or 

perhaps another competence might suit his/her needs better. Such 

reimbursement mechanisms could be altered to allow for other competences and 

the actual need of the patient. 
 

 Adding to this list of concerns is the poor continuity of features in the 

reimbursement system, which has adverse effects on the quality of care in 

terms of a reduction of focus when a parameter is quickly abandoned. 

Significant and often occurring alterations to the system need to be avoided as 

far as possible. 
 

 Lastly, the delay and lack of information in connection to the introduction 

of parameters makes it difficult for the health centres to implement the right 

routines and to collect reimbursement for their work.  

8.4 Fulfilment of Purpose 
With a strong theoretical and factual base, we have used induction to explore VLL‟s 

implementation of the HCV contract and its reimbursement system. We were able to see 

that its structure has received insufficient focus which has led to a complex system with 

a lack of focus and continuity. We also purposed to examine the effects of the HCV 

contract and its reimbursement. In particular we focused on how in influenced the 

competitive situation between providers and its ability to motivate provision of 

qualitative care. Earlier in this chapter we discussed why these objectives have been 

insufficiently reached. Our evidence suggests that the reason for this is likely to be 

related to the negative attitude of VLL towards HCV and the lack of resources spent on 

its development. We were also able to provide five recommendations to VLL in how 
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they can improve the situation and ensure a more smoothly functioning primary care 

market. Thus, we believe that the purposes of this thesis have been fulfilled.   

8.5 Theoretical and Practical Implications 
This study will provide the VLL with information of the effects of their chosen rules 

and models, and also present them with suggestions for improvements. These 

suggestions can be used as a base in their future development of the reimbursement 

system and HCV. This study may also be a source of information and inspiration for 

other county councils in Sweden as well as other countries facing similar situations.  

 

The conclusions drawn in this study can contribute to academic knowledge with an in-

depth view of the development and implementation of a reimbursement system as a 

means to direct primary care providers towards desired objectives. Previous studies 

(Anell, 2009; Jönsson & Nilsson, 2009; Lundvall et al., (2011); Nilsson et al., 2010) 

have been of a more comparative nature. Due to the decentralized organisation of 

Swedish primary care and the necessity to apply reimbursement systems to local 

conditions (Anell, 2005, pp. 49-50; Anell et al, 2012a, p. 29) no perfect contract has 

been found from such research. This study provided us with an opportunity to dig deep 

and explore the situation of Västerbotten, which provided us with several meaningful 

conclusions.  

8.6 Suggestions for Future Research 
We performed an explorative case study which resulted in an in-depth view into the 

conditions for competition and motivation for primary care in VLL. The information 

gained could be used to form a foundation for continuous studies into specific areas of 

HCV and/or the reimbursement system. For example, a qualitative study into how to 

develop reimbursement mechanisms to better fit the financial need of the health centres; 

such as mechanisms relating to difficulty of care, the sparsely populated area cover and 

those related to the competence of general practitioners.  

 

The possibility for co-alignment of objectives through better communication and 

information systems could also be examined. This could have practical implications 

such as better focus of care and motivation to perform according to VLL objectives. 

 

We also believe that it would be beneficial to perform a quantitative study where our 

results can be used as base for the questions asked. Respondents could be asked to 

classify how they feel concerning certain areas as well as to what extent they believe 

particular changes could result in an improved system.  

 

Competition in Västerbotten‟s primary care system could also be studied from the 

perspective of economics and perhaps quantitative calculations of the level of 

competition could be performed. Even though we have included basic concepts from the 

field of economics in this study, there is so much more that could be done in this area. 

 

It is also interesting to examine the effects HCV has had on the patients. We have 

excluded many interesting discussions regarding patients‟ point of view in order to 

provide focus to our research. For example, free choice and free establishment have had 

implications for patients as well, which is why we believe their perspective could 

provide valuable insights. For example; are they aware of their new found power? Do 
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they know what financial implications these could have on the health centres? What are 

their views of free establishment and financial incentives within primary care provision?  

 

Another possibility could be to study HCV and the reimbursement system from the 

perspective of the politicians within VLL. Their views on problematic issues and how 

they want to develop HCV, together with an examination of how best to practically 

implement those suggestions, could prove to be valuable for the system‟s future 

development. 

8.7 Trustworthiness  
The terms „Validity‟ and „Reliability‟ are commonly used within the world of research. 

They refer to the quality of the research and are thus a way to support the value of the 

findings. These terms are often used in connection to quantitative research and some 

researchers suggest that they are therefore not applicable in the field of qualitative 

research (Bryman & Bell, 2007, pp. 58, 410-411). Due to the controversy we will in this 

chapter clarify our stance in the matter of validity and reliability, as well as the 

measures undertaken to secure the quality of our study.  

 

The terms of validity and reliability have largely been developed within the quantitative 

research (Bryman & Bell, 2007, p. 410). There the meaning of validity concerns 

whether the researchers have really studied what they claim that they have studied and 

reliability if the study has been conducted in a reliable way (Bryman & Bell, 2007, 

p.163-164, Patel & Davidson, 2003, p. 98). As researchers of a qualitative study with a 

research philosophy of constructivism and interpretivism, we agree with Guba and 

Lincoln and do not believe that there exists a single absolute account of the social 

setting (cited in Bryman & Bell, 2007, p. 411). Instead of adapting the concepts of 

validity and reliability to the special characteristics of qualitative research, which has 

been proved complicated as in the case with external validity, Guba and Lincoln 

developed new criteria (Guba, 1985, Guba & Lincoln, 1994 cited in Bryman & Bell, 

2007, p. 410-411). Due to our coinciding views we have chosen to follow their criteria 

of trustworthiness in evaluating the quality of our study. These criteria are displayed 

below. 

8.7.1 Credibility 

This sub-criterion, which corresponds to the internal validity of quantitative research, is 

concerned with the demonstration of good practise and the approval of the participants, 

also known as member validation (Bryman & Bell, 2007, p. 411). Since qualitative 

research is about seeing the subject through others eyes this kind of validation is vital 

for the determination of quality (Farelly, 2013, p. 150). Our study has followed the 

guidelines of qualitative research as closely as possible. We have for example only used 

trustworthy secondary data and strived for it to be as up to date as possible. Another 

example the credibility of the study is all the steps taken to give the best conditions 

when collecting the primary data, such as sending out the informational email, 

considering out outfit and the use of dictaphone. During the interviews we also asked 

the interviewees about their interest of reading the finished report. All were interested 

and will receive a copy and the opportunity to comment on it before the final version is 

printed. 

8.7.2 Transferability 

Since generalizability is not of any greater importance within qualitative research the 

question of external validity, as it is called within quantitative research, has been solved 
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by giving the decision of transferability to others. This is done by incorporating 

thorough information about the setting in the report (Bryman & Bell, 2007, p. 412; Patel 

& Davidson, 2003, pp. 105-106). In our report we have included extensive description 

of the case that has been studied, the reimbursement system of the County Council of 

Västerbotten, and the current situation. We therefore believe that we have supplied good 

conditions for decisions concerning transferability. 

8.7.3 Dependability 

This criterion, which resembles the one of reliability in quantitative research, concerns 

the ability for external parties to examine the research procedure and judge for 

themselves if it has been performed correctly (Bryman & Bell, 2007, p. 414). All 

material, such as the interview recordings, the written copies of the interviews, notes 

and raw copies of the reports have been saved for this purpose. 

8.7.4 Confirmability 

This is a criterion covering the question of objectivity (Bryman & Bell, 2007, p. 414). 

Despite the philosophical stance of constructivism and interpretivism of this study we 

have aimed to minimise the influence of our personal values. This has been done by for 

example declaring our preconceptions in section 2.2.3, but also in the processing of all 

empirical material. 

 

In addition to trustworthiness Guba and Lincoln also suggested the use of the criteria of 

authenticity. This criterion has been perceived as controversial and not created any 

greater impact within research (1994, cited in Bryman & Bell, 2007, p. 141). We have 

therefore chosen not to focus on them. 
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APPENDIX 1 – Dictionary Swedish/English 
 

This small dictionary is mainly intended to simplify the connection to the Swedish system for 

health care as the connection of technical terms between English and Swedish are not always 

so simply understood. Some words have multiple possible translations, sound very similar and 

we have even been forced to find our own translation to some words.  

 

Health care = Sjukvård 

Primary care = Primärvård 

Primary care centre = Vårdcentral 

Health centre = Hälsocentral (special term used in Västerbotten)  

Primary care provider = Leverantör av primärvård  

General practitioner = Allmänläkare 

Outpatient care = Öppenvård 

Inpatient care = Slutenvård 

Inpatient accomodation = Vårdplats 

Project Balance = Projekt Balans  

 

County = Län 

County Council = Landsting 

Västerbotten County Council [VLL] = Västerbottens Läns Landsting [VLL] 

County Council Assembly = Landstingsfullmäktige 

County Council Excecutive Committee = Landstingsstyrelse 

County Council Chief Excecutive = Landstingsdirektör 

County Council Officers = Landstings tjänstemän 

 

Swedish Competition Authority = Konkurrensverket 

National Financial Management Authority = Ekonomistyrningsverket 

Government Offices of Sweden = Regeringskansliet 

Swedish Parliament = Sveriges Riksdag 

National Board of Health and Welfare = Socialstyrelsen 

Swedish Association of Local Authorities and Regions [SALAR] = Sveriges Kommuner 

och Landsting [SKL] 

 

Health and Medical Services Act [HSL] = Hälso och sjukvårdslag 

Act on System of Choice in the Public Sector [LoV] = Lagen om valfrihetssystem 

System of Choice = Vårdval 

Health Choice Västerbotten [HCV] = Hälsoval (special term used in Västerbotten) 

Public Procurement Act [LoU] = Lagen om upphandling 

Law on Reimbursement for Medical Care [LoL] = Lagen om läkarvårdsersättning 

National tariff = Nationella taxan 

 

Reimbursement mechanism = Ersättningsmekanism/ del av ersättningssystemet 

Reimbursement system = Ersättningssystem 

Upptagningsområde = Catchment area = Upptagningsområde 

Sparsely populated area = Glesbygd 

Degree of coverage = Täckningsgrad 

Preventable hospitalization = Undvikbar slutenvård  

Listed patient = Listad patient 

Passively listed patient = Passivt listad patient 



 

 

APPENDIX 2 – Supporting Data 

APPENDIX 2.1 – Cost of Health Care 2011: Divided by County Council  

 

The following table is an adapted version of the SALAR‟s (Table E2, 2011) comparison of 

amounts spent within different county councils. The columns with numbers unrelated to this 

thesis have been excluded, so that only the cost of primary care, total sum spent on health- 

and medical care and the total net cost of the county councils remain. A reservation 

concerning the figures for primary care is that the sum spent on medical products within the 

limits of patient benefit has been excluded. The costs are presented in SEK million.  

 

 
 

 

COUNTY 

COUNCIL 

 

 

PRIMARY 

CARE 

 

SUM 

HEALTH- AND 

MEDICAL 

CARE  

(excl. dental care) 

 

TOTAL NET 

COST COUNTY 

COUNCIL 

Stockholm 8 125 46 593 55 854 

Uppsala  1 047 6 957 7 457 

Sörmland 876 5 618 6 177 

Östergötland 1 467 8 596 9 563 

Jönköping 1 424 7 381 8 023 

Kronoberg 544 3 796 4 144 

Kalmar 849 4 957 5 453 

Blekinge 635 3 409 3 687 

Skåne 4 517 25 964 28 914 

Halland 1 176 6 308 6 738 

Västra Götaland 5 717 32 702 37 575 

Värmland 1 028 5 943 6 535 

Örebro 909 6 155 6 753 

Västmanland 874 5 542 5 960 

Dalarna 1 182 6 146 6 679 

Gävleborg 1 387 6 347 6 883 

Västernorrland 937 5 361 5 825 

Jämtland 519 2 777 3 137 

Västerbotten 915 5 810 6 316 

Norrbotten 1 173 5 930 6 486 

Summa 35 301 202 294 228 159 

Gotland 188 1 347 1 414 

Summa 35 489 203 641 229 573 

 

 

  



 

 

APPENDIX 2.2 - Cost of Health Care 2011: Divided by County Council and Inhabitant 

 

The following table is an adapted version of the SALAR‟s (Table E21, 2011) comparison of 

amounts spent within different county councils, divided by county inhabitant. The columns 

with numbers unrelated to this thesis have been excluded, so that only the cost of primary 

care, total sum spent on health- and medical care and the total net cost of the county councils 

remain. A reservation concerning the figures for primary care is that the sum spent on medical 

products within the limits of patient benefit has been excluded. The costs are presented in 

SEK/inhabitant. 

 
 

 

COUNTY 

COUNCIL 

 

 

PRIMARY 

CARE 

 

NET COST 

HEALTH- AND 

MEDICAL 

CARE 

(excl. dental care) 

 

TOTAL NET 

COST COUNTY 

COUNCIL 

Stockholm 3 885 22 278 26 706 

Uppsala  3 092 20 545 22 021 

Sörmland 3 214 20 612 22 663 

Östergötland 3 403 19 940 22 185 

Jönköping 4 214 21 843 23 744 

Kronoberg 2 948 20 560 22 444 

Kalmar 3 642 21 266 23 394 

Blekinge 4 149 22 285 24 098 

Skåne 3 605 20 723 23 077 

Halland 3 898 20 907 22 332 

Västra Götaland 3 594 20 560 23 623 

Värmland 3 770 21 790 23 960 

Örebro 3 227 21 860 23 984 

Västmanland 3 437 21 797 23 441 

Dalarna 4 274 22 222 24 150 

Gävleborg 5 023 22 986 24 925 

Västernorrland 3 869 22 139 24 054 

Jämtland 4 113 21 991 24 839 

Västerbotten 3 524 22 375 24 325 

Norrbotten 4 719 23 859 26 096 

Summa 3 745 21 462 24 206 

Gotland 3 281 23 505 

 
Summa 3 742 21 475   

 

  



 

 

APPENDIX 2.3 –Purchase of private health care production 2011: Divided by County 

Council  

 

The following table is an adapted version of the SALAR‟s (Table E31, 2011) comparison of 

amounts spent within different county councils on private production of health care. The 

below numbers are a percental proportion of the total net cost of each county council.  

 

 
 

 

COUNTY 

COUNCIL 

 

 

PRIMARY 

CARE 

 

SUM 

HEALTH- AND 

MEDICAL 

CARE 

(excl. dental care) 

Stockholm 49,7 24,3 

Uppsala  32,5 10,9 

Sörmland 27,7 6,1 

Östergötland 16,5 8,0 

Jönköping 20,6 6,3 

Kronoberg 25,8 5,1 

Kalmar 13,2 3,3 

Blekinge 16,4 4,3 

Skåne 36,5 13,0 

Halland 39,4 11,8 

Västra Götaland 30,4 9,0 

Värmland 14,6 4,9 

Örebro 16,8 4,7 

Västmanland 52,6 12,1 

Dalarna 10,4 5,1 

Gävleborg 26,3 8,4 

Västernorrland 24,8 6,2 

Jämtland  13,2 3,8 

Västerbotten 21,8 4,3 

Norrbotten 15,7 4,8 

Summa 32,0 12,0 

 

  



 

 

APPENDIX 2.4 – Population Density in Sweden 2012: Divided by County Council  

 

The following data has been collected from SCB (2013) and contains the total amount of 

inhabitants/square kilometre within each county. The four northern county councils are 

highlighted.  

 

COUNTY 

TOTAL 

AMOUNT 

Stockholm 325,9 

Uppsala 41,7 

Södermanland 45,2 

Östergötland 41,1 

Jönköping 32,4 

Kronoberg 22 

Kalmar  20,9 

Gotland 18,2 

Blekinge 51,9 

Skåne 115,1 

Halland 56 

Västra Götaland 67,2 

Värmland 15,5 

Örebro 33,2 

Västmanland 50 

Dalarna 9,8 

Gävleborg 15,2 

Västernorrland 11,2 

Jämtland 2,5 

Västerbotten 4,7 

Norrbotten 2,5 

 

  



 

 

APPENDIX 2.5 - Results of the Swedish County Council Election 2010 

 

The following tables are adapted versions of SCB‟s (2011) statistics concerning the northern 

county councils elections. Only the proportions of votes per political party are displayed, 

except for Västerbotten County Council, where the resulting mandates are also shown. 

 

 

Västernorrland County Council  
 

Jämtland County Council 

The Moderate Party 17% 
 

The Moderate Party 15% 

 The Centre Party 6% 
 

The Centre Party 12% 

 The Liberal Party 4% 
 

The Liberal Party 3% 

 The Christian Democrats 3% 
 

The Christian Democrats 2% 

 The Green Party 4% 
 

The Green Party 5% 

 The Social Democrats 32% 
 

The Social Democrats 32% 

 The Left Party 5% 
 

The Left Party 5% 

 The Sweden Democrats 2% 
 

The Sweden Democrats 2% 

 Other parties 7% 
 

Other parties 1% 

 Invalid votes 2% 
 

Invalid votes 2% 

 Not voted 18% 
 

Not voted 20% 

   100% 
 

  100% 

 
     

 Norrbotten County Council  
 

Västerbotten County Council  Mandates 

The Moderate Party 10% 
 

The Moderate Party 11% 10 

The Centre Party 4% 
 

The Centre Party 6% 6 

The Liberal Party 3% 
 

The Liberal Party 7% 7 

The Christian Democrats 2% 
 

The Christian Democrats 5% 4 

The Green Party 3% 
 

The Green Party 4% 4 

The Social Democrats 35% 
 

The Social Democrats 36% 33 

The Left Party 7% 
 

The Left Party 8% 7 

The Sweden Democrats 1% 
 

The Sweden Democrats 1%   

Other parties 15% 
 

Other parties 1%   

Invalid votes 2% 
 

Invalid votes 2%   

Not voted 18% 
 

Not voted 18%   

  100% 
 

  100% 71 

  



 

 

APPENDIX 2.6 – Swedish County Council Taxes 2012 

 

Statistics from Kolada (2011). The table below shows each county council‟s taxes for 2012. 

An average percentage is also presented. 

 

 

 

   
COUNTY COUNCIL   

Jämtland 10,60 

Blekinge 11,51 

Dalarna 10,89 

Gävleborg 11,43 

Jönköpings län 11,00 

Kalmar län 10,87 

Uppsala län 10,86 

Värmland 11,20 

Östergötland 10,27 

Kronoberg 10,65 

Sörmland 10,17 

Västernorrland 10,99 

Västmanland 10,38 

Norrbotten 10,40 

Gotland   

Halland 10,42 

Skåne 10,39 

Stockholms 12,10 

Västerbotten 10,50 

Västra Götaland 10,88 

Örebro  11,02 

Average 10,83 



 

 

APPENDIX 2.7 - Map of Health Centres in Västerbotten County Council 2013 

 

The following map (VLL, 2013b) displays the private and public health centres in 

Västerbotten County Council.  

 

 = Public health centre 

 

 = County council subsidiary 

 

 = Private health centre 

  



 

 

APPENDIX 3 – Interview Guide  
 

The following interview guides were not copiously followed, but instead used as a source of 

inspiration upon need.  

APPENDIX 3.1 Interview Guide Health Centre Directors 

 

Background Information 

 

About the health centre 

1) When did the health centre first open? 

2) How many listed patients do you have? 

3) How many employees do you have? 

4) Explain the ownership structure and any changes made. 

 

About the respondent 

1) How old are you? 

2) How long have worked here? 

3) How many Health Centres are you responsible for? 

4) Have you previously had any similar positions? 

5) If the health centre is privately owned, are you also an owner? 

6) Do you have a background as a health care professional?  

 

 

The Reimbursement System 
1) What are your thoughts on the design of the reimbursement system? 

2) Do you experience inequalities in the reimbursement system? 

3) What are your thoughts on the proportions between fixed and floating reimbursement, 

the Sparsely Populated Area Cover and the quality parameters? 

4) How can the reimbursement system be further improved? 

 

 

Competition and Deregulation 

1) What are your thoughts around competition within the primary care market? 

2) What are your thoughts around the newly introduced free establishment of private 

providers? 

3) What are your thoughts concerning how Health Choice was developed and 

introduced? 

4) How do you experience the purchase-provider split? 

5) How do you believe the County Council views free establishment of private 

providers? 

6) What do you think the future holds for the primary care market in Västerbotten? 

 

 

Information and Communication  

1) Describe your contact and communication with the County Council. 

2) How do you view your relationship with the County Council? 

3) Do you believe that the County Council considers the opinions and views of the 

Health Centres upon development of new systems and regulations? 

 



 

 

APPENDIX 3.2 Interview Guide County Council Employees  

 

Background Information 

About the respondent 

1) How old are you? 

2) How long have worked for the County Council? 

3) What is your current position and for how long have you had it? 

4) Have you previously had any similar positions? 

5) Tell us a little about your background? 

 

 

 The Reimbursement System 
1) What are your thoughts on the design of the reimbursement system?  

2) Do you experience inequalities in the reimbursement system? 

3) What are your thoughts on the proportions between fixed and floating reimbursement, 

the Sparsely Populated Area Cover and the quality parameters? 

4) How can the reimbursement system be further improved? 

 

 

Competition and Deregulation 

1) What are your thoughts around competition within the primary care market? 

2) What are your thoughts around the newly introduced free establishment of private 

providers? 

3) What are your thoughts concerning how Health Choice was developed and 

introduced? 

4) How do you experience the purchase-provider split? 

5) How do you believe the elected representatives within the County Council views free 

establishment of private providers? 

6) What do you think the future holds for the primary care market in Västerbotten? 

 

 

Information and Communication  

1) Describe your contact and communication with the Health Centres. 

2) How do you view your relationship with the Health Centres 

3) Are the opinions of the Health Centres considered upon development of new systems 

and regulations? 

  



 

 

APPENDIX 3.3 Informed Consent 

 

By signing this document, I confirm that I consciously participate in an interview with a focus 

on Västerbotten County Council‟s reimbursement system and its effects. This is part of a 

Degree Project conducted at Umeå School of Business by Malin Tjernström and Nathalie 

Stråle Johansson, both students at the International Business Program. 

 

The signing of this document gives the researchers, Malin and Nathalie, the right to use the 

material in their study.  

 

The researchers commit to treating the interview material with greatest caution and have by 

signing this contract an obligation to protect the interviewees‟ identity. 

 

 

 

 

 

 

........................................... 

Interviewee 

 

 

..................................... 

Malin Tjernström 

 

 

................................... 

Nathalie Stråle Johansson 

 

 

.................................... 

City, Date 



 

 



 

 

  



 

Umeå School of Business and Economics 

Umeå University 

SE-901 87 Umeå, Sweden 

www.usbe.umu.se 

 

 

 


