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Foreword

Healthcare governance and management is and has been subject to
intense debate in recent years in Sweden. New governance models
for healthcare are launched at regular intervals. The Swedish Govern-
ment has recently appointed several commissions to submit proposals
for the future management of healthcare.

The question of how publicly-funded healthcare institutions such
as hospitals are governed and the consequences of this are of great
importance for patients, relatives and citizens, for professionals and
staff, and ultimately for society as a whole.

The Swedish National Council on Medical Ethics (Smer) is an
advisory board to the Swedish Government and Parliament on bio-
ethical issues. The Council shall encourage an exchange of knowledge
and opinions and serve as a link between science, citizens and political
decision-makers, and shall also encourage public debate on bioethics.
The Council decided to publish this draft of an ethical analysis model
as decision-making support when choosing governance models for
healthcare.

This report aims to highlight the relevance of organisational
ethics issues in terms of managing and organising healthcare. A con-
crete proposal is also presented as a tool for the ethical analysis of
governance models in care. We hope that the report can contribute
towards a broad discussion at different levels on where, when and
how ethical analysis should be used when making decisions on the
governance of healthcare.

This report has been written by a working party consisting of Géran
Hermerén, professor emeritus and expert member, Ingemar Engstrém,
adjunct professor and expert member and Lotta Eriksson, general
secretary. The decision of this report have been made by the following
members of the Council: Chatrine Pilsson Ahlgren, Finn Bengtsson,
Sven-Olov Edvinsson, Asa Gyberg-Karlsson, Anna-Lena Sérenson and



Barbro Westerholm. The Council’s expert members Emil Bergschiold,
Ingemar Engstrom, Géran Hermerén, Ann Johansson, Olle Olsson,
Bengt Ronngren, Nils-Eric Sahlin, Mikael Sandlund, Anna Singer,
Marie Steen and Elisabeth Wennlund have been involved in preparing
the report.

Stockholm, April 2019

On behalf of the Council,

Chatrine Pilsson Ahlgren
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Summary

The question of how the provision of healthcare services is organised
and managed as well as the consequences of this are of great impor-
tance for patients, relatives and citizens, for professionals and staff, and
ultimately for society as a whole.

Healthcare management has been subject to intense debate in
Sweden in recent years. On the one hand there are demands for changed
working methods and governance models in order to improve the
effectiveness of healthcare. One the other hand various models have
been criticised for not having the intended effects and potentially
coming into conflict with the objectives of healthcare in Sweden.

How can and should management best take place at different
levels in order to meet the objectives of healthcare — including to
provide good health and care on equal terms for the entire popula-
tion — while at the same time being cost-effective?

Healthcare should be managed on the basis
of established objectives and aims

Healthcare in Sweden is publicly financed in all essential respects,
which involves demands for its governance to be based on politically
established objectives and aims. The overall frameworks for leading
and organising publicly-funded healthcare are set by the Government
and the Riksdag (Swedish Parliament). In accordance with the Instru-
ment of Government (1974:152) public power shall be exercised with
respect for the equal value of all people and for the freedom and
dignity of the individual. There is a framework law for healthcare —
the Health and Medical Services Act — containing many objectives.
Management of the economy is not an objective in itself but a means
to achieve the objectives or the required results.
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Ethical analysis is needed before governance models
are introduced

The term ‘governance model’ is used in this report in a broad sense
to describe different models for how healthcare services should be
managed and organised at different levels.

Governance models for healthcare are not value-neutral, which 1s
why the Council emphasises in this report that a detailed ethical impact
analysis of changes to the management systems should be carried out
before current models are changed or new ones are introduced. This
means that an analysis should be conducted of the values that are
explicitly or implicitly included in the governance model, the conse-
quences the model is likely to lead to and how these values and the
model’s anticipated consequences relate to the objectives that health-
care should achieve according to the Health and Medical Services Act
and other objectives and requirements contained in the legislation.

An analysis that is carried out before a new governance model is
introduced at some level should involve a comparison between dif-
ferent alternatives, where one alternative is to continue as before.

This is a starting point for the Council’s report on ethical aspects
when choosing governance models within healthcare.

A proposed model for ethical analysis of governance
models in healthcare

Ethical analysis can be a valuable tool in the process of designing and
improving the management of healthcare. This can constitute a tool
— which decision-makers, officials and the profession as a whole can
use when they cooperate —in order to adapt, assess or draw up gover-
nance models. The ethical analysis can then be a point of departure,
supporting both quality and cost-effectiveness in ways that are in
accordance with set values and objectives for healthcare. These gover-
nance models should build upon the leadership system for quality and
patient safety (SOSFS 2005:12), which allows for continuous improve-
ments and for risk and impact assessments.

Within the context of this work, the Council has not identified
any framework for ethical analysis with a focus on management and
organisation models in healthcare either among other national ethics
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councils or in the literature. The Council has therefore drawn up a
proposed model for a structured ethical analysis of governance models
in healthcare. A concrete tool in the form of questions that may sup-
port such an analysis is also presented. The hope is that the tool may
be useful when management and organisational changes are considered
at various levels, such as national, regional, hospital or care unit level.
The model can be used both when introducing new models and when
analysing systems or models that have already been introduced. The
ethical tool is a proposal and is intended to be used in the continued
discussion and development of the management, leadership and orga-
nisation of healthcare.

A tool for ethical analysis

The presented analysis model focuses on goals and obstacles for the
provision of healthcare. This approach is particularly suitable when the
operation or activity under discussion has reasonably clear objectives.
The model is based on four basic concepts — the current situation, goals
(objectives), obstacles (barriers) and strategies — and the questions
raised under these headings: Where are we now? Where do we want
to be? What barriers are there along the way and how can we overcome
them? This report presents instructions for using the model and ques-
tions that operationalise the model.

The aim of this ethical analysis is to demonstrate a way of thinking
when the intention is to make well-founded decisions on governance
models. It suggests a number of questions under the above headings
and certain quality demands are placed on the answers given to these
questions. It must be possible to provide evidence for these answers;
the answers must not be based on poor research.

A critical review of the reasons or evidence for assertions about a
governance model and its anticipated effects is therefore essential. The
important thing is that relevant questions are asked, serious attempts
are made to answer them and the need for ethical competence is
emphasised. It is particularly important to highlight and clarify those
values that come into play and any conflicts of values that arise.

The Council’s general conclusions and recommendations based
on the proposed model are as follows: 1) Take the questions raised by
the goals and obstacles analysis as a point of departure, (2) compare

Summary
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the answers to these questions with what is asserted in or about the
proposed changes to the governance instruments, tools or model, and
3) review the evidence or reasons given for these assertions.

Target group

The primary target group for this report is decision-makers at various
levels (national, regional and municipal), officials and healthcare pro-
fessionals. The text may also be of interest to patients, their relatives
and their organisations, as it is ultimately they who are affected by
the choice of governance models.

Recommendations

There is a need for continuous monitoring and evaluation of manage-
ment and governance models for the provision of healthcare services
of different kinds. Several central government agencies analyse the
governmental management of municipal operations, including health-
care. However, neither the National Financial Management Author-
ity (ESV), the Swedish Agency for Public Management, the National
Board of Health and Welfare nor any other agency has been tasked
with guiding municipalities and regions when it comes to how they
should manage their activities. This may have contributed towards
the significant interest in new governance models for healthcare that
are often marketed intensively by various companies. Central govern-
ment should play a greater role in supporting knowledge in relation
to management and governance models in healthcare.

There is a need for more research into the management of publicly-
funded healthcare and ethical analyses of this field.

The Council is of the opinion that:

— Ethical analysis is a tool that should be used at different levels
before introducing management and organisation models (and in
the analysis of existing models) in healthcare.

— Ethical competence among decision-makers at different manage-
ment levels is essential and must therefore be provided and deve-
loped.

10
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— New models should be developed and improved in collaboration
between professionals and decision-makers, taking value issues
and the ethical analysis as a starting point.

11






1 Introduction

Healthcare in Sweden should be designed on the basis of politically
established objectives and operational aims. Swedish healthcare is pub-
licly financed in all essential respects. Responsibility for healthcare is
shared between the Government, regions and municipalities. The over-
all goal of healthcare is to provide good health and care on equal terms
for the entire population. The provision of healthcare services is
complex. It relies on highly qualified personnel and is governed by a
framework law with many objectives.

There are different types of governance models in which economic,
legal, organisational and other incentives are used, either individually
or in various combinations. The question of how healthcare opera-
tions are managed and the consequences of this are of great importance
for patients, relatives and citizens, for professionals, for related opera-
tions and ultimately for society as a whole. Many questions are raised.

Specific requirements are also placed on the management of pub-
licly-funded operations." The overall frameworks for leading and
organising publicly-funded institutions are set by the Government
and the Parliament (Riksdag). In accordance with the Instrument of
Government (1974:152) public power shall be exercised with respect
for the equal value of all people and for the freedom and dignity of the
individual. Effective use of economic — resources — is not an objective
in itself but a means to achieve the objectives or the required results.?

Decisions on governance models can be made at different levels
within healthcare: nationally, regionally, at hospital level and at clinic
level. The choices and the distribution of responsibility at these levels
are not the same. Nor are the objectives always the same at different
levels. They are more generally formulated at a higher level and more

! The National Financial Management Authority 2014.
2 Ibid, p. 37.
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specific at a lower level. The choices made at a higher level involve
certain restrictions in the options at lower levels.” Regardless of the
level, this can involve completely different types of management.
Different governance models may be needed depending on the level
and the objectives of the activities carried out.

In recent years the choice of governance models in healthcare has
been subject to extensive discussions. A number of central questions
with ethical relevance have been discussed in this context. Examples
of such questions include: On what grounds are models for managing
and organising healthcare at different levels selected? Which consid-
erations should form the basis for choosing such models? Which
ethical issues are relevant in this context? What consequences with
ethical implications can different governance models involve? Who
are the actors and the parties affected, and what competences should
those who make decisions on governance models have?

The background to the Council’s report is the intense debate on
value-based care in 2017. In August 2017 the Government commis-
sioned the Swedish Agency for Health Technology Assessment and
Assessment of Social Services (SBU) to review the knowledge base
regarding the value-based care governance model. Smer was then
asked by SBU to assist with an ethical analysis of value-based care
within the framework of SBU’s work. During the course of this work,
it was decided that Smer would report on its work separately. SBU
submitted its report in May 2018. Smer’s work has since developed
into a general discussion on governance and organisation models,
with a focus on the ethical aspects and consequences of choosing
governance models generally within healthcare.

Questions about the management and organisation of healthcare
relate to value issues and potential conflicts of values. Governance
models for healthcare are not value-neutral. It is therefore important
to clarify how the values that are explicitly or implicitly included in
the governance model relate to the objectives that healthcare should
achieve according to the Health and Medical Services Act and other
objectives and requirements contained in the legislation. This is a cen-
tral starting point for this text. As far as the Council is aware, no
ethical analyses of new or existing governance models are currently
carried out.

? On the other hand, regional and municipal autonomy can involve certain restrictions in manage-
ment from national level.

14
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The term organisational ethics is often used within bioethics to de-
scribe this field of knowledge. Smer has previously worked with issues
that touch upon organisational ethics, e.g. in projects on priorities
within healthcare and most recently in the ethical analysis of proposals
to introduce co-payment models to healthcare.*

The aim of this report is to propose a model for an ethical analysis
to be used before choosing governance and organisational models in
healthcare. It should also be suitable to use when assessing manage-
ment systems that are currently used or in situations where there is
no clear model for how the activities of an institution are managed
and organised. The present report includes suggested questions that
are relevant to take into account in this context as well as ways of
thinking when a new governance model is proposed internally or when
decision-makers are faced with external proposals to choose a new
governance model. The aim of this report is that it should lead to more
in-depth critical, probing questions being asked when deciding on new
governance models in healthcare. The report also emphasises the
relevance of ethical analysis within this field.

The primary target group for this text is political decision-makers
at various levels of healthcare (national, regional and local), as well as
non-political officials and healthcare professionals. The text may also
be of interest to patients, their relatives and their organisations, as it is
ultimately they who are affected by the choice of governance models.

The report begins with a description and definition of the gover-
nance model concept followed by a short section on organisational
ethics within the field of healthcare. Then follows a brief description
of the background to healthcare management. A model for ethical
analysis is then described. It provides a structure for thinking before
introducing a new governance model in healthcare. The ethical model
is operationalised through a set of questions which can be used as a
concrete tool in such an analysis. The report concludes with consid-
erations and recommendations.

*The Swedish National Council on Medical Ethics 2014.

15
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1.1 What is a governance model?

The National Financial Management Authority defines a governance
model as an overall idea that determines how governance and its
components shall be designed.” The term ‘governance model” is used
in this report in a broad sense to describe different models relating
to how the work of a healthcare institution, department or unit will
be managed and organised at different levels. ‘Governance model’ is
thus used in this report as a collective term for different types of
initiatives for managing and organising healthcare.

The structural level relates to how operations shall be organised
and managed, while the individual level guides the actions of the indi-
vidual employee. One requirement for a successful governance model
is that management at organisation and individual levels cooperates
and creates a culture where employees feel motivated and involved.
A requirement for effective governance is a well-thought-out gover-
nance model that influences the organisation’s decisions and behaviour
in the desired direction.®

Relevant questions include keeping in mind the objectives of the
healthcare institution or unit. What must be governed, at which level,
how can the results be achieved and how do different means of gover-
nance relate to each other and to the whole?” In situations where a new
model will be introduced, the starting point also includes an analysis
of the shortcomings and limitations of the model(s) currently used.

A governance model consists of governance structure, governance
instruments and governance tools. Governance structure specifies the
structure and direction of the management. Performance manage-
ment, regulatory intervention, management by values and financial
governance are different governance structures that can be combined.®
The task and character of operations, internal strategic choices and
desired direction determine the most suitable governance structure(s).
The combination of governance structures interacts with manage-
ment at both organisational and individual level.

Governance instruments are the relatively fixed structures designed
based on what needs to be managed. The structure — the design of the
organisation — consists of both common organisational factors such

> The National Financial Management Authority, p. 44.
¢ Ibid.
7 Ibid.
8 Ibid.
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as task, strategy, organisation and allocation of resources, and the
organisation’s culture in the form of common attitudes and values.
These structural factors set the framework for the organisation’s
culture, distribution of responsibility and tools for governance.’

Examples of organisational governance instruments include organi-
sational structure, rules of procedure and distribution of decision-
making processes and responsibilities. Governance instruments can
relate to rules, such as guidelines, rules and procedures. Employer policy
instruments may be salary and career paths, competence strategies,
leadership and employeeship, organisational culture or communica-
tion. Planning and monitoring are instruments for obtaining the
desired direction of the healthcare institution and its activities. The
choice of governance instruments depends on what this governance
should focus on. It is important that the governance instruments
pull in the same direction and thus reinforce each other.'

Governance tools provide the organisation with the information
needed for management. This is the most practical level of gover-
nance that impacts on an employee’s day-to-day work. Governance
tools can be e.g. system support, process control, indicators and
internal reporting such as analysis results."" Governance tools should
be chosen based on the task and character of operations, its focus and
form, and its governance structure. They should also be linked to
governance instruments for the focus of operations."

? Ibid.

19 Ibid.

! Other examples include remuneration models, assignment descriptions, agreements for pro-
cured operations, books of requirements for care choices, etc.

"2 The National Financial Management Authority 2014, p. 44 ff.
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2 Organisational ethics within
healthcare

Issues of organisational ethics are becoming increasingly relevant in a
changing healthcare landscape. Healthcare has undergone far-reaching
changes in recent decades and there will be more changes in the future.
We are currently seeing rapid technological developments with medi-
cal advances alongside new ideas and research findings on managing
care. The direction of healthcare has also shifted towards an organisa-
tion that is increasingly adapted in line with the market. The inner
logic and interests of the various domains' are affected, and new and
old conflicts of goals have been sharpened and may be sharpened
further. Other goals may also come into conflict with healthcare goals.
Emerging research and literature analyse these issues.”
Organisational ethics is the field within bioethics that analyses
ethical aspects of issues raised by the structure and organisation of
care, such as different remuneration systems,’ care choices and prior-
itisation ethics, in contrast to clinical ethics which focuses on the
individual and the patient-doctor relationship.* It is pointed out in
the literature that organisational ethics within bioethics is and has

! The literature describes healthcare’s three domains with in-built conflicts of interest: politics,
administration and the profession. The domains are built on different logics and have different
tasks. See e.g. Berlin and Kastberg 2011.

? See e.g. Dahlgren 2018, Falkenstrom and Héglund 2018, Firth 2013, Firth 2018 and Feiler et
al. 2018. The researcher Firth for example proposes — against the background of ongoing
developments — that organisational ethics programmes should be introduced into the NHS to
analyse the ethical issues and problems relating to management and organisation in the UK.
In Canada there are examples of local ethics committees that have to take a position on orga-
nisational ethics issues alongside clinical ethics.

3 There is however other research (not from an ethical perspective) that analyses e.g. the pros
and cons of different remuneration systems, primarily within economics. See e.g. Anell 2010
and Lindgren 2014.

* Spencer et al. 2002.
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been a natural development of bioethics towards a version of bio-
ethics that studies “the moral sociology of organisations and the
broader context of individuals as biosocial organisms.”

Current questions from a general organisational ethics perspec-
tive include: What are the organisation’s objectives and values? What
are the organisation’s working models, guidelines and promotion
criteria? How does the organisation deal with conflicts of interest?
What responsibility does the organisation have to its clients? How
do the organisation’s actions affect society as a whole?*

Gibson et al. highlight three main types of organisational ethics
issues: 1) ethical issues that arise in clinical care/everyday care as a
result of decisions made elsewhere in the organisation, 2) ethical issues
in clinical care with extensive organisational implications and 3) ethical
aspects related to business aspects of the healthcare organisation.”

Organisational ethics has largely been developed in North America,
but there is also an emerging discussion in Europe.® Ethical issues
relating to resource allocation, i.e. prioritisation ethics have long been
analysed in e.g. Sweden and Norway. These issues have also been re-
peatedly analysed by the Swedish National Council on Medical Ethics.

When it comes to other areas of organisational ethics that analyse
ethical aspects of different forms of governance models (remuneration
models and other organisational models), there is currently little re-
search in Sweden even if the ethical implications of changes within the
management and organisation of healthcare are discussed and analysed
extensively in different contexts.” Current examples that touch upon
governance models from an ethical perspective include Falkenstrom
and Héglund’s study (2018)'° and Ljungblom (2014)"" who studied
whether ethical care is taken into account in the implementation of
LEAN. There are also more articles in the international literature."

> Potter 1996. Bishop et al. 1999. Gibson et al. 2008. Firth 2018. Wolpe et al. 2000.

¢ Firth 2018.

7 Gibson et al. 2008.

$ “Organizational Ethics in Healthcare.” Encyclopedia of Bioethics. Encyclopedia.com.
Retrieved: 2 January 2019 <https://www.encyclopedia.com>

? There is however other literature from e.g. an economic perspective that analyses e.g. the con-
sequences of different types of remuneration models, e.g. Anell 2010 and Lindgren 2014. This
report highlights the analyses from an ethical perspective.

19 Falkenstrém and Hoglund 2018.

" Ljungblom 2014.

12 See e.g. the following articles which problematise value-based care from ethical perspectives:
Bailes et al. 2014, Bircher and Hahn 2017, Bozic and Wright 2012, Dainty et al. 2016, Enthoven,
Crosson, Shortell et al. 2007, Enthoven and Tollen 2015. Faith 2013, Goldstein 2016, Oprea
et al. 2010, Putera 2017, Simpson 2012, Indrakanti et al. 2012.
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The starting point for the Council’s work in this report is to analyse
ethical problems in the provision of healthcare services of different
kinds with stated objectives. The aim is to direct attention to the fact
that a number of value questions are raised in connection with changed
leadership and management of healthcare. Against this background
the assignment was to draw up decision-making support in the form
of a set of questions that can be asked when comparing and analysing
governance structure, governance tools and governance instruments
that have been used to date, and before considering new models, in
order to investigate which of these suits the organisation.

Within the framework of this work the working party has searched
the organisational ethics literature to see if others have developed
decision-making support or questions for the ethical analysis of new
governance models to be used before making a decision in health-
care. We have identified one article of interest for our work which
formulates questions to support the assessment of new policies and
which also corresponds to a certain extent with the set of questions
we have drawn up. Based on their experiences as members of the
Canadian ethics council at IWK Health Centre, the authors describe
the experiences and challenges they encountered when making the
transition from theory to practice and including organisational ethics
questions in their work. The committee has formulated a number of
questions to support its ethical analysis of different policies.”” The
questions developed to support the assessment of different types of
guidelines include the following:"*

— What are the values (explicit or implicit) at issue in the policy?
— Are these values clearly articulated or should they be?
— Are the values congruent with the health centre’s values?

— What are the relevant ethical principles or theories operating in this
situation?

— What is the potential ‘good’ or the potential ‘harm’ inherent in this
policy (including the potential for moral distress)?

— Does the policy restrict or limit treatment options?

— Does the policy treat all those who are affected by it equally?

> McDonald, Simpson and O’Brien 2008.
* A full list is presented in Appendix 1.
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— Were the ‘right people’ (those who might be impacted, those
who have to apply the protocol or guidelines, etc.) included in
the process of policy development?

22



3 Swedish healthcare governance

The provision of healthcare has to consider many objectives expressed
in a framework law and a number of other steering documents of
various types.' Several groups of actors may also be discerned who
have or may have competing objectives and interests.” Healthcare is
therefore particularly challenging to manage. There are no obvious
solutions to how it should best be organised and managed.

Researchers have identified three different phases in the develop-
ment of national healthcare systems from a historical perspective.
The first phase focuses on care on equal terms, the second imposes
cost control requirements and the third features increased demands
for results and value for money.’ These phases can also be identified
in the development of Swedish healthcare. There are clear links between
each phase and method of managing care and how the remuneration
principles have been designed.*

According to the literature in this field there have been “four
dominant organisational ideas within the county councils” healthcare
planning:® decentralisation, market emulation, cooperation and coor-
dination” since the 1970s.° These ideas have succeeded one another,
but have also existed simultaneously within the organisations.” Several
organisational ideas compete for influence over the continued develop-
ment of care. A number of governance models have been tried and
retried in recent decades, primarily to achieve greater cost control,

' See Appendix 2.

? Hallin and Siverbo 2003.

3 Cutler 2002.

* Anell 2010, p. 28.

® Hallin and Siverbo mean by ‘planning’ that the dominant idea within the county councils
during the 1970s and the early 1980s was long-term planning. Spri (the Institute of Healthcare
Planning and Rationalisation), the National Board of Health and Welfare and the Ministry of
Health and Social Affairs were central players in this process.

¢ Hallin and Siverbo 2003, pp. 51-52.

7 Berlin and Kastberg 2011, p. 30 ff. Hallin and Siverbo 2003.
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enhanced effectiveness and deeper democracy. Care on equal terms has
also been an objective.®

Since the 1990s the most widespread governance models in health-
care have been models inspired by NPM (New Public Management)’,
such as management by objectives: total quality management (TQM);
quality: quality, development and leadership (QUL); balanced oper-
ational management; lean production and value-based healthcare."
Different concepts tend not to survive for long in healthcare. Inter-
national experience suggests survival periods of three to five years.
A couple of the models live on for a few more years in different
variants but with limited practical significance."

The term ‘pseudoinnovation’ has been used in scholarly literature
to describe this phenomenon. This means that concepts replace each
other but are essentially based on similar ideas and methods despite
using different terminology.'” There is a high degree of contagious
effect when new governance models and solutions are disseminated.
Ideas and solutions for Sweden often come from the Anglo-Saxon
world — particularly the US and the UK."” However, many problems
can arise when governance models are transferred between countries
with different healthcare insurance systems and different ways of
providing healthcare services.

3.1 The difficulties of managing healthcare

Healthcare in Sweden is difficult to manage. There is sometimes a
discrepancy between different governance models based on the ad-
ministrative level, the objectives in practice (e.g. the professionals’
work ethics) and the official objectives for healthcare derived from
legislation, guidelines and international agreements that Sweden has
committed to following.

This does not rule out comparing the objectives that different
governance models claim they will achieve with the objectives for

8 Hallin and Silverbo 2010, p. 187 ff.

*NPM stands for New Public Management. It relates to the collection of market-inspired
solutions in public organisations that have gradually been introduced within the public sector since
the 1980s.

19 Ohrming 2017.

" Walche 2009. Fredriksson et al. 2015. SBU 2018.

2SBU 2018.

' Anell 2010, p. 27.
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the healthcare organisation on different levels that the model will be
applied to. In certain respects the difference can be entirely clear.

The literature highlights various explanations why healthcare is
hard to manage including the following:

— Healthcare includes many different decisions and activities, and a
change in one area can have consequences in other areas. This
places demands on cooperation and coordination.'"

— The political, administrative and professional players compete with
each other for control of decisions and activities and the values to
be created.”

— The administrative governance models find it difficult to break
through as most people in healthcare work according to a profes-
sional logic. Even if a governance model is used, it often does not
have the intended effect."

— The profession’s decision-making mandate and role. Politicians
have a mandate to make decisions on resources and the direction
in which decisions and organisations should be developed, but they
are also heavily dependent on the profession’s decision-making
when assessing individual cases. Doctors have great opportunities
to make decisions with considerable significance for the content
and resource consumption.

— Healthcare is managed by elected politicians who must decide dur-
ing their mandate period on the objectives, direction and financing
of operations. (The length of the political mandate periods may for
instance have an impact on whether decisions are made quickly
and without being preceded by in-depth analysis.)

— It can be hard for the decision-makers to get an overview of the
extensive regulation of healthcare activities.

'* Hallin and Siverbo 2003. Lindberg and Blomgren 2009.
!> Hallin and Siverbo 2003.
!¢ Brostrém et al. 2000.
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3.2 A lack of impact analyses and ethical analysis?

The question is then if, and if so how, analyses of the consequences
of the likely effects of various proposed models of governance are
made by decision-makers at different levels within healthcare before
various reforms and changes to the management and organisation of
healthcare in Sweden. Within the framework of this work, the Council
has not carried out any in-depth analysis of these questions. Against
the background of the debate, newly published studies and the dia-
logue organised by the working party and the Council with various
experts, however, there is reason to maintain that impact analyses'
of governance models, which also include ethical analysis, are not
currently carried out or are only carried out to a minor extent.

A recently published ESO' report states that there are in general
significant deficiencies in terms of impact analyses ahead of major
reform decisions in Sweden. Either no in-depth analyses are carried
out or they are too late, too narrow in scope or substandard. In many
cases it has subsequently seemed incomprehensible that certain con-
sequences could not have been foreseen and counteracted in advance.
The report recommends that unbiased socioeconomic impact analyses
should be carried out at an early stage with a broad focus on conse-
quences for central government, citizens and industry. The report
also points out that the work involved with socioeconomic impact
analyses should be strengthened in all parts of the civil service."” This
analysis focuses on the lack of socioeconomic impact analyses before
reforms are carried out and the fact that there is also no follow-up
of the effects of various reforms.”

A study by Ohrming®' notes with surprise that Stockholm County
Council engages external management consultants to a large extent
following decades of marketisation and privatising healthcare in

7 In an impact analysis the likelihood of the consequences should be stated or estimated and
then assessed on the basis of values and principles.

'8 ESO, the Expert Group on Public Economics.

¥ Forsstedt 2018.

2 The EU carries out ongoing work in connection with improved regulatory impact assess-
ments (RIAs). This is part of the EU’s ‘better regulation’ work and is an agreement between
the Commission, the Council and the Parliament in 2003 and 2016. The objective of an RIA
is to produce proposals that lead to political objectives being achieved at the lowest cost and the
greatest possible benefit for citizens, businesses and employees. It is a tool for structuring and
making decision-making more transparent and for making considerations possible (cost-benefit,
effectiveness). No RIAs are carried out in Sweden according to Forsstedt’s 2018 study.

2t Ohrming 2017, p. 122.
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Stockholm.” His study highlights several examples of serious defi-
ciencies in the knowledge base and impact analyses ahead of key
decisions made by the studied county council.”’

3.2.1 Lack of ethical competence in the leadership
and management of healthcare

As far as the Council is aware, no systematic work is carried out
regarding ethical analyses of issues affecting the implementation of
new governance models in healthcare in Sweden or of existing models
at either regional or local level. Where this does happen, it is only on
a small scale and is not systematic.”*

Discussion and analysis of ethical issues raised in healthcare are
carried out in different ways in the different regions and at hospital
level. There is currently an ethics council with a mandate from the
region in nine of the 20 regions. There are also local ethics councils
or groups at hospitals and university hospitals in most regions.”

There are several examples of ethical issues touching upon leader-
ship and management issues being noted and discussed* but we have
not found any systematic ethical analyses in the respective regions
regarding questions relating to new governance models among either
the ethics councils or the management of the regions. A current
survey reveals that several of the ethics councils linked to the regions
indicate that there is a lack of dialogue and that the ethics groups
want more insight into decisions in order to boost the possibility of
integrating ethical aspects into the regions’ documentation and work.”’
Nor has it transpired in the Council’s meetings with various county
councils on ethics work and current ethical issues that ethical analyses
are carried out before choosing governance models. Ethical issues
relating to resource allocation and prioritisations are, however, ad-
dressed to a greater extent, and in some cases even systematically.”®

22 Ohrming 2017, p. 122.

2 Ibid.

2* The Council has not carried out any mapping of the issue within the framework of this work.
This is an assessment based on literature, contact with various experts and the Council’s previous
dialogue with different county councils.

2 Chenik 2019, Chenik 2015.

26 Chenik 2019.

%7 Chenik 2019, p. 8.

% See e.g. Brinkmo 2007, Chenik 2019.
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An empirical study by Falkenstrém and Héglund” shows that
various decisions concerning the organisation and provision of health-
care services are made without ethical assessment and with inadequate
impact analyses within a county council (region). The study reviews
ethical competence based on different forms of decision-making
within a county council — Stockholm County Council — when it comes
to budget work, care agreements and reform work. The authors identify
examples of haste, self-interest, power games and (with a few excep-
tions) an absence of ethical competence. Their results are summarised
as follows:

“Our results indicate that there is a lack of ethical dialogue, com-
municative rationality and systematic ethical analyses where alternative
courses of action are considered that could offer factually wellfounded
arguments for the ethical legitimacy of political decisions on the
leadership and governance of care.”

The study shows that both individual and collective ethical com-
petence is called for within all key groups in the healthcare leadership
organisation in the studied region. Also, joint inter-organisational
collective ethical competence is required in order for management
practice to be able to live up to the ethical requirements set out in the
Health and Medical Services Act and other central steering documents.
The authors also believe that this is required in order for politicians,
officials and responsible managers to be able to take ethical respon-
sibility for the conditions created for caregiver organisations so that
good care on equal terms for the entire population can be achieved.”

3.3 The debate on the management
and organisation of healthcare

The management of healthcare has long been debated in Sweden.”
On the one hand there are demands for changed working methods
and governance models in order to improve the effectiveness of care.
One the other hand various models have been criticised for not
having the intended effects and potentially coming into conflict with
the objectives of publicly-funded healthcare.

» Falkengren and Héglund 2018.
* Ibid, p. 189.

3 Ibid, p. 283.

2SOU 2017:56.
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In recent years the debate has related mainly to governance models
based on New Public Management (NPM) and the effects of com-
mercialising care with private providers whose central motivation is
profit. The debate on NPM gathered pace following a 2013 series of
articles in the Swedish newspaper Dagens Nyheter, which attracted
considerable attention and in which the introduction of governance
models was highlighted as one of the main reasons for the problems
experienced in healthcare.” It has also been pointed out that the debate
and the criticism levelled against NPM has been one-sided and lacking
in nuance.” In line with growing Swedish interest in value-based care
and the introduction of the model at three large university hospitals
—either throughout the hospital or within selected clinics — the debate
surrounding this particular model has intensified in recent years.” The
value-based care concept was first presented in 2006 by the American
economists Michael Porter and Elizabeth Olmsted Teisberg.”

Research is currently being carried out in both Sweden and the
UK with the aim of determining the effect of the ‘marketisation’ of
public healthcare in the two countries. The ethical aspects of these
issues are attracting ever greater attention.”’

Several commissions have been appointed in Sweden in response
to the extensive criticism directed against the effects of New Public
Management (NPM) within the welfare sector. They have been tasked
with drawing up alternative principles for managing publicly-funded
operations. The Trust Delegation (a government inquiry) has recently
submitted its proposals for trust-based management.”® The Swedish
Society of Medicine highlights important principles for healthcare
management in its programme of ideas for Swedish healthcare.”

Attention has been called to the need for ethical analysis in con-
nection with forms of governance and organisation within the frame-
work of the debate. The Network Against Unsuitable Governance in

33 Zaremba 2013.

3* See e.g. Almqvist et al. 2014 and Andersson 2014.

3 Articles in the daily press and trade magazines, news reporting and programmes on e.g. Radio
Sweden Radio and various TV channels have criticised and argued in favour of value-based care.
% Porter Olmsted Teisberg 2006.

%7 Feiler et al. 2018.

¥ SOU 2017:56, SOU 2018:38, SOU 2018:47 and SOU 2018:39.

3% The Swedish Society of Medicine’s programme of ideas for improved healthcare, adopted 2018.
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Care* has raised the question of the importance of ethical analysis
and competence in several opinion articles.* Engstrom and Agird
also point out that structural changes in healthcare must be formed
to a greater extent with regard to the ethical implications of organi-
sational changes.*

“The Network Against Unsuitable Management in Care was founded in autumn 2016 by
doctors Gunnar Akner, Niklas Ekerstad and Bengt Jarhult. More than 150 doctors are now
members. www.network-styrning.com

# Akner 2016, L('Sofmark et al. 2018, Akner et al. 2017a, Akner et al. 2017b.

* Engstrom and Agard 2017.
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4 A model for ethical analysis

4.1 Analysis models

We can differentiate between several models for ethical analysis. One
is the so-called stakeholder model which is especially useful when
there are conflicts of interest between — and within — actors and those
affected.! Another is the goals and obstacles analysis which is particu-
larly useful when the activities under discussion have reasonably clear
goals. Both include analyses of consequences and alternatives and are
described in the literature.’

In this context, where objectives for the provision of healthcare
services are stated in a number of texts, it is convenient to apply the
goals and obstacles analysis. Its basic concepts are the current situation,
the goal(s), obstacles along the way towards the goals and strategies for
overcoming these obstacles. Value questions and ethical problems are
raised when each of these concepts is applied to a particular problem
or situation. Empirical questions about the effects of the choices made
are also raised.

It may be easier for the reader if the questions that are relevant in
connection with discussing any changes in the governance structure
are related to an analysis model of the type that the goals and objectives
analysis constitutes. It is therefore introduced by saying something
about the four basic concepts — current situation, goals/objectives,
obstacles and strategies for dealing with them — and the issues raised
under these headings.

A comparison is then made between the governance model that
is currently used and proposed changes to it. It will be particularly

' See e.g. Smer 2018.

2 Hermerén 2007. Géran Hermerén has developed a method for an objectives and barriers
analysis in several publications. Smer has used an adapted form of the objectives and barriers analysis
in combination with the actor model e.g. in the report Assisterad befruktning — etiska aspekter
(“Assisted fertilisation — ethical aspects”) 2013:1.
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important to note the differences that are then noted. They are part
of what should be taken into consideration before decisions are made
on introducing changes to Swedish healthcare.

The instructions for using the model are first presented followed
by a set of questions that operationalises the model.

4.2 Instructions for using the model
4.2.1 The current situation

Different actors have different perspectives — they do not have the
same mandate and opportunities. This can influence their description
of the current situation and the problem. Perspectives, underlying
values and conditions need to be made explicit in order to allow for
constructive debates and cooperation and to facilitate a clear distri-
bution of responsibility. Empathy, respect for different opinions and
the ability to listen are, of course, important qualities in practical
ethics work.

Particular attention should be drawn to two points here. Naturally,
a description of the current situation should not include any false
assertions. However, it is possible for every statement in a description
to be true and for the description still to be grossly misleading. People
can be deceived without using lies — as Erik Ryding has demonstrated
with a number of examples’ — often by making a selective choice of
facts or processes. Hence ethical requirements are placed on the
description of the current situation: it should not only be factually
correct but also not be misleading.

A description of the current situation can also point with a greater
or a lesser degree of clarity to problems that need to be rectified. It is
then important to see that this requires an impact analysis and values,
which should be made explicit. What poses a problem for one indi-
vidual or group may be an opportunity for someone else, if their
values differ.

Efforts to reduce waiting times for diagnostics and treatment are
extremely important for those with cancer, whereas those who want
to see the rapid expansion of maternity care may have different
priorities. If there are insufficient resources for both of these then

’ Ryding 1971.
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the focus on cancer care will be an opportunity for some and a problem
for others —and vice versa.

In order to pave the way for a constructive debate, the descriptions
should be as value-free as possible. Current problems and difficulties
within the organisation for the provision of healthcare services are
reported under another heading that clearly presupposes and is
based on values: problems and barriers.

The description of the current situation and possible alternatives
should also include economic aspects. Every change involves a cost.
This cost may be different for different alternative courses of action.
Continuing as before also involves a cost.

The key question under this heading is thus: Is the description of
the current situation to which the governance model is intended to
be applied misleadingly selective?

Specific aspects to take into account:

— At which level is the model intended to work? National, regional,
local?

— To which type of healthcare provision is the model intended to
be applied? Urgent/non-urgent, out-patient/in-patient, etc.?

— To which patient groups?
— To which medical conditions?
— What does the model not include?

— Which effects should be achieved using the governance model in
question and what scientific and/or empirical evidence is there
that this is correct or likely?

— Is there support from pilot projects to suggest that the gover-
nance model will work in the environment where it is intended to

be applied?

— What does it cost to introduce the model and to work in accordance
with it?

— Are there other alternatives?
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4.2.2 Goals and objectives

An important advantage of the goals and obstacles analysis is that it
reminds us that individuals and groups have different objectives.
These objectives therefore need to be clarified. The objectives some-
times relate to each other like overlapping circles, and sometimes
not. The objectives sometimes pull in different directions. Behind
the objectives there are of course valuations and ethical values. We
strive to achieve certain objectives because we think that it would be
valuable to achieve them. In the initial stage we do not need to go
into these values and valuations in depth.

However, we do need to go into greater depth in relation to vague-
ness and ambiguity in the description of the objectives which can result
in both apparent agreement (pseudo-agreement) and apparent dis-
agreement (pseudo-disagreement). We believe that we agree because
we use the same words for instance ‘need’, ‘fairness’, ‘solidarity’, ‘effec-
tiveness’, ‘availability’, ‘continuity’ or ‘security’ without being aware
that we use them in different senses. Or we may believe that we dis-
agree because we describe our standpoints in different ways.

The underlying objectives of medicine and healthcare largely
relate to the value conditions. They have a historic dimension.* On
a general level these objectives involve fighting disease: restoring,
maintaining and improving health and quality of life, and preventing
ill-health. The concepts of health and quality of life can be defined
in different ways, as is evident from the literature on this subject. The
general objectives can therefore be replaced by a number of more
precise objectives. These objectives can in turn be broken down into
time-based and area-specific objectives where there are differences be-
tween, for instance, palliative care, orthopaedics and preventive public
health work (infection control, healthy living conditions, hygiene, etc.).

When it comes to the objectives for healthcare in Sweden, regu-
lations and guidelines state that it shall promote good health,
prevent ill-health, promote a high degree of patient safety, protect
against care-related injuries, be based on respect for the patient’s
right to self-determination and integrity, provide care with respect
for all people’s equal value and for the dignity of the individual, pro-
vide care on equal terms and give priority to those with the greatest
need. Care shall be of good quality and shall meet the patient’s need

*See e.g. Fleischhauer and Hermerén 2006 and the literature cited therein.
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for security, continuity and safety. It shall also be carried out according
to science and proven experience. The quality of the organisational
activities shall be systematically and continuously developed and en-
sured. Publicly-funded care shall be organised so that it promotes
cost-effectiveness. Cooperation shall take place in order to achieve
more efficient use of resources. Care shall be easily accessible.

Such a description can be developed and deepened by clarifying
the interpretation of key concepts in the documents that form the
basis for the above description of the objectives. These documents
include the Health and Medical Services Act, the Prioritisation Plat-
form, the Patient Act, the Patient Data Act, the Patient Safety Act,
the General Data Protection Regulation, the UN Convention on the
Rights of the Child and a number of other conventions.

Greater depth can also be achieved by reviewing practice on appli-
cation.

Relevant values include not only health and quality of life but also
fairness, self-determination, co-influence, availability, continuity, pa-
tient benefit, a good and safe working environment for staff, and con-
fidence in staff and in healthcare as a whole. These values can be
ranked in hierarchies where certain values are means (e.g. availability
and continuity) for achieving other more basic values or objectives,
e.g. good health for the individual and the population. Trust and com-
petence can correspondingly be means (or conditions) for achieving
good care.

The values are dynamic, not static. Their relative importance is
not constant. We have seen a clear increase in the focus on freedom
of choice within healthcare in recent years. This value has been up-
graded while the value of increasing collective benefit is no longer is
emphasised as much as it was before. This is also an international
trend in the Western world. The same can apply to the interpretation
of the precise meaning of these values — it is not always constant over
time.

Moreover, it is important to clarify which diseases and which
processes in healthcare the formulated values relate to. For example,
has the focus been mainly on hospital care and primarily on ‘simple’
healthcare processes such as treating hip and knee joints and cataracts?
Are these taken as examples to demonstrate the potential of a proposed
governance model while not taking patients with complex healthcare
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needs into account as clearly? Or — conversely — has there been a focus
on complex healthcare processes rather than simple processes?

How do the objectives to be achieved through proposed changes
to the current governance model relate to the objectives and values
to be promoted in healthcare according to the Health and Medical
Services Act and similar documents? Which of these objectives are
ranked and time-based?

What is the situation with objectives such as care on equal terms,
respect for everyone’s human rights, a fair distribution of care resources
and care governed by demand? Here there may be a significant differ-
ence regarding which values are added to the governance models.

The application of statements of objectives and steering documents
requires a high degree of ethical competence for the reasons stated by
Falkenstrdm and Hoglund in their study:’ the stated objectives and
the values that lie behind them and justify them are often abstract.
They are presented as being obvious, and arguments are rarely given
for them. They sometimes pull in different directions. In order for
the application to be as beneficial as possible, dialogue is required on
the application where all actors and affected parties are ideally
engaged and where questions of responsibility are clarified.

If a new governance model is proposed to be introduced it is
relevant to ask: Which objectives does it achieve and what evidence
(to be specified if possible) do we have for this? And how do these
objectives relate to the objectives that the specific provision of
healthcare services or healthcare in Sweden in general shall achieve?
If these objectives can be represented as two partly overlapping
circles, what lies within the individual fields? What can the proposed
model improve in relation to the existing model(s)?

The relevant questions — which should be asked prior to the launch
and introduction of a new model — will then be:

— Which explicit and implicit objectives will be achieved with the
help of the governance model in question or the proposed changes
to the currently used governance model?

— Which values and whose values lie behind and justify these object-
tives?

> See Falkenstrom and Hoglund 2018, e.g. p. 279.
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— What evidence is there for assuming that the governance model
in question or the proposed changes to the governance model will
achieve these objectives?

— How does the new model stand in relation to the existing model?

— What does it cost to introduce the model and to work in accordance
with 1t? What do the alternatives cost?

Compare the objectives of the existing model with the objectives
that the specific organisational model/policy/activity or healthcare
in Sweden shall strive to achieve in accordance with applicable regu-
lations and guidelines (the Health and Medical Services Act, the
Patient Act, the Patient Safety Act, etc.).® Are there any differences
between these objectives?

Specific ethical aspects to take into account include:

— Is Swedish legislation taken into account including the Priori-
tisation Platform adopted by the parliament (Riksdag)?

— How will the patient’s involvement and right to self-determi-
nation be expressed and considered?

— Are there any elements in the governance model that could threaten
patients’ integrity?

—  What consequences could the model have for patients with complex
care needs?

— How are patients with reduced capacity for decision-making
affected?

— What effects could the proposed changes to the governance struc-
ture have on the objective to even out differences in (ill-)health
between different groups?

— Are the proposed changes to the governance structure compat-
ible with the codes of professional ethics for the professions
involved and with other ethical guidelines for the organisation?

¢ The Health and Medical Services Act (2017:30), the Patient Act (2014:821), the Patient Safety
Act (2010:659), and part of the National Board of Health and Welfare’s regulations and general
advice on management systems for systematic quality work (SoSFS 2011:9).
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4.2.3 Obstacles and problems in achieving set objectives

Obstacles and problems are related concepts but they are not identical.
In order for a problem to become a barrier, it must involve a certain
degree of difficulty. A shortage of nurses may be both a problem and
a barrier to providing good care at a hospital or a clinic. All barriers
are problems, but not all problems are barriers.

In other words we can differentiate between obstacles of different
types: strong barriers which make it impossible to achieve the object-
tives being striven for, weak barriers that delay and impede achieving
these objectives without making it impossible to do so, and medium
barriers that are somewhere between the two. In reality the transitions
between these barriers are not abrupt — they flow. The point is only
to underline the obvious — that a problem can be a weak barrier with-
out being a strong barrier. The terms ‘obstacle’ and ‘problem’ are there-
fore not synonymous.

Another important point regarding the goals and obstacles analysis
is that it makes it easy to see that there can be many different types of
problems and barriers along the way towards the goal(s). It is not
just about a shortage of money. The barriers that arise can also be
legal, organisational, attitudinal, due to knowledge gaps, or due to a
lack of suitable equipment and/or competent staff.

These barriers must be tackled in different ways if we are to elim-
inate or reduce them. If the barriers are legal, new laws are required.
If the barriers are organisational, a new or changed organisation is re-
quired. If there is a shortage of competent staff, competent employees
must be recruited. If the working conditions are poor, they must be
improved. If the barriers are attitudinal, people’s attitudes must be
influenced through information or incentives.

In their previously mentioned work, Falkenstrém and Hoglund
provide a number of examples of practical ethical employer problems
such as those faced by healthcare (requiring ethical competence if
they are to be dealt with in a responsible manner): “waiting lists,
patient safety deficiencies, unequal care, working environment prob-
lems and long-term skills supply, etcetera.”

Barriers to effective healthcare have been discussed in several
investigations.” Patients with complex care needs, reduced capacity

7SOU 2016:2, SOU 2018:39, SOU 2018:55, Committee Directive 2017:128 on structure
within care.
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for decision-making and shortages of adequate equipment and com-
petent staff can involve challenges and difficulties in Swedish health-
care. The same is true of the lack of continuity in healthcare — patients
rarely meet the same healthcare staff.

Transferability may be a problem in this context. It is therefore
important to investigate where and for what purpose the model has
been developed, and the reasons for believing that it will solve the
problems it is intended to be applied to within Swedish healthcare.
Problems can arise when a governance model intended to be applied
to certain circumstances, such as hip operations, are applied to others,
such as chronic diseases, or when a governance model developed for
application in a country with a certain healthcare system and type of
healthcare insurance is applied in a country with a different health-
care system and insurance.

Just as with objectives, we can expect problems and barriers to be
partly the same and party different when changes are proposed to the
management system for an operation within healthcare in Sweden.

Relevant overall questions are then:

— Which problems and obstacles are identified in the (proposed)

governance model in question?

— How do these problems and obstacles relate to the involved
professions?

— How do these problems and obstacles relate to what patients or
patient associations have perceived to be problems and obstacles?

4.2.4  Strategies to overcome the obstacles identified

Attempts can be made to circumvent, reduce or eliminate problems
and obstacles on the way towards objectives in several different ways.
The choice between these strategies is not ethically neutral. Some can
be applied more quickly than others. Certain strategies may be cheaper
than others. Some may be ethically problematic, and others undemo-
cratic, politically inappropriate or (sometimes for other reasons)
reprehensible.

Another example can be found in the debate on co-payment of
care. One of the problems in Swedish healthcare relates to costs and
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accessibility. It may then appear that some health economists’ pro-
posals on co-payment (and out-of-pocket payments) could be a
useful strategy for resolving or in any case reducing these problems.
However, one objection is that the proposal will come into conflict
with the Prioritisation Platform adopted by the Swedish parliament
(Riksdag) and the Health and Medical Services Act’s paragraph on
healthcare being provided on equal terms and on the basis of need.®

Hence a strategy can be advantageous from an economic opinion
but comes at the expense of something else.

How should time, cost, ethics and political direction be valued when
comparing different methods for approaching or achieving objectives?
Choosing the fastest alternative is not always the best option. Nor is
choosing the cheapest — particularly if a longer time perspective is
applied. But how long a time perspective should be applied? Nor is
this an ethically neutral issue. Which frameworks set legislation,
directives and guidelines? What freedom of action do decision-makers
have at different levels in Sweden?

Here there may be both cultural and legal differences that are
worth observing in dialogues between actors and those affected.
These dialogues require communicative competence if they are to be
successful. The values behind the objectives are not too hard to identify.
However, the values behind the choice of strategies for dealing with
barriers are often less easy to perceive.

The effectiveness of the proposed or used strategies when it
comes to eliminating or reducing barriers along the way is, of course,
an important issue. Actors can make assertions about the effective-
ness of strategies that favour their other (political or financial) interests.
The quality of the evidence allegedly supporting the claims made about
the effectiveness of the proposed changes therefore also has an
ethical dimension.

Monitoring is an important component of management in order
to see at an early stage what might work and what does not work.
This monitoring often focuses on measurable indicators. This involves
a risk that many have cited: focusing on what is easily measured, such
as economic dimensions, while other aspects such as ethical values are
disregarded or ignored.

Relevant questions under this heading are thus:

8 Smer report 2014:2.
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— Which methods or changes to the governance instruments are
proposed in order to resolve the problems and bypass identified
obstacles in this governance model?

— Are they compatible with the objectives for the organisa-
tion/activity in question or healthcare in Sweden, and with basic
medical-ethical principles?

— What conditions are required in order for these methods or changes
to have the intended effect?

— What evidence has been presented in support of the proposed
methods or changes leading to the desired objectives?

— Who wins and who loses what if these strategies are used? How
are aspects of fairness taken into consideration?

— Isit possible to test the governance model on a smaller scale before
it is introduced more generally?

— Is any monitoring and evaluation planned? Which indicators are
used in this context and which values are represented?

4.3 Conclusion

The Council’s general conclusions and recommendations based on
the proposed model are as follows: (1) Take as a starting point the
questions raised by the objectives and obstacles analysis, which includes
analysing alternatives and consequences; (2) compare the answers to
these questions with what is asserted in or about the proposed changes
to the governance instruments, tools or model; and (3) review the
evidence or reasons given for these assertions. It is particularly impor-
tant to pay attention to the values that are explicitly or implicitly
included in the models and any shortcomings in the reasons for the
assertions made.

A more detailed set of questions is presented in the following
chapter.
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5 Questions for ethical analysis

Questions that can and should be asked when carrying out an ethical
assessment before taking a position on the introduction of new gover-
nance models in healthcare are collected and presented here. These
questions can also be used when analysing current governance models
at various levels within healthcare. It is particularly important to
note any differences between (a) principles and objectives for Swedish
healthcare and (b) principles and objectives that the proposed model
advocates or is based on. This is especially important to bear in mind
if the model has been developed in a country with a different health-
care system.

The questions do not claim to be exhaustive when carrying out
an ethical assessment.

The current situation

Descriptions

1. Describe the current situation within the organisation.

2. Is the current situation within Swedish healthcare described
accurately in the proposed governance model?

a) Are all statements in the description correct?

b) Is the description misleadingly selective?

3. Specific questions focusing on possible differences between
these descriptions:

a) At which level is the model intended to work? National,
regional/local?
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b) For what type of organisation is the model suited?
¢) Urgent/non-urgent, out-patient/in-patient?

d) Which patient groups?

e) Which medical conditions?

f) What does the model include and not include?

Problems

1. What are the problems within healthcare in Sweden according
to available evidence (knowledge and experience)?

2. What problems and whose problems are highlighted in the
proposed governance model?

3. Which underlying values are taken as the starting point when
certain problems in the current situation are noted in the
proposed model?

4. What similarities and differences are there between these

problem descriptions?

Evidence (knowledge and experience)
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Which effects are likely to be achieved by using the governance
model in question and what scientific and/or empirical evidence
is there that this is correct?

Is there support from pilot projects to suggest that the gover-
nance model will work in the environment where it is intended

to be applied?
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Objectives (a) for healthcare in Sweden
and (b) the objectives according to the governance
model in question

Formulation of objectives

1. Which explicit and implicit objectives will be achieved with the
help of the proposed governance model or the proposed changes
to the currently used governance model(s)?

2. Which values and whose values lie behind and justify these
objectives?

3. What evidence is there for assuming that the governance model
in question or the proposed changes to the governance model
will achieve these objectives?

4. Compare the objectives that the proposed governance model is
asserted to achieve with the objectives and values that healthcare
in Sweden shall strive to achieve according to relevant regulations
and guidelines.

Differences between objectives

Specific questions focusing on possible differences:

1. Objectives and values in healthcare and the Prioritisation Plat-
form: How does the proposed governance model relate to object-
tives and values in laws and guidelines for healthcare in Sweden
and the prioritisation principles for healthcare adopted by the
Swedish parliament?

2. Patient perspective. How will the changes in governance that are
proposed affect the possibilities for patients to be involved in the
decisions concerning their treatment (self-determination and
shared decision-making)?

3. Integrity. Are there any elements in the governance model that
could threaten patients’ integrity?

4. DPatients with complex care needs. What consequences can the
model have for this group of patients?
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Patients with reduced capacity for decision-making. How does
the model affect this group of patients?

Equal care. What effects could the model be thought to have in
relation to equal care and the objective of evening out differences
in (ill-)health between different socioeconomic groups?

Are the proposed changes in the governance instruments com-
patible with the professionals’ work ethics?

Is any monitoring planned?

Barriers to achieving the objectives (a) for healthcare
in Sweden and (b) in accordance with the model

Which barriers and difficulties are identified in the currently
used governance model?

How do these problems and obstacles relate to the professions
within the identified organisation?

How do these problems and obstacles relate to what patients or
P p
patient associations have perceived to be problems and barriers?

Is it possible/reasonable to test the model on a smaller scale
before it is introduced more generally?

Strategies for overcoming the obstacles identified

to achieve (a) the objectives for healthcare in Sweden
and (b) the objectives according to the governance
model in question

Identifying strategies

1.
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Which methods are proposed in order to resolve the problems
and bypass identified obstacles in the proposed governance
model?
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2. Are they compatible with the objectives for the organisation in
question (healthcare in Sweden) and with basic medical-ethical
principles?

3. What conditions are required in order for these methods or
changes to have the intended effect?

4. What evidence has been presented to support the claim that the
proposed methods or changes will lead to the desired object-
tives?

5.  Who are the actors and the parties atfected? Who wins and who
loses what if these strategies are used?

What does it cost to bypass the barriers? Are there (better: more
effective and cheaper) alternatives?

How are aspects of fairness taken into consideration?
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&) Concluding considerations
and recommendations

It is important that governance and organisation models in healthcare
are designed so that they facilitate the realisation of the objectives for
publicly-funded healthcare.

Smer believes that an ethical analysis model may be useful in the
process of designing and improving the governance and management
of healthcare. Such an analysis can constitute a tool through which
decision-makers, officials and professionals can cooperate in order —
using the ethical analysis as a starting point — to ensure that the
devised models are economically effective while also being compatible
with the objectives and values of healthcare. These models should
build upon the leadership system for quality and patient safety
(SOSFS 2005:12). This system allows for continuous improvements
and for risk and impact assessments.

The described model for ethical analysis raises questions about
objectives, barriers and strategies, and invites comparisons between
how these are dealt with in the analysed governance model and in
the reality to which this model is intended to be applied. The analysis
model can also be used for considerations when comparing which
model should work best, i.e. in comparison with the starting position
and between different new models. The questions that are asked can-
not be answered by ticking a box marked “Yes” or ‘No’. There is
therefore little risk that the list of questions will be developed into a
checklist. When the questions are applied, this should be based on
knowledge, arguments and analytical ability.

The aim of this report is — as previously mentioned — to demon-
strate a way of thinking if the intention is to take a well-founded
position on proposed governance models or to analyse existing models.
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The presented ethical framework raises a number of questions
that should be asked and answered, divided up under four headings:
current situation, objectives, barriers and strategies. Quality require-
ments are also applied to these answers: it must be possible to present
the evidence for the answers, and the answers must not be based on
inadequate research. The important thing is that relevant questions
are asked, serious attempts are made to answer them and the need
for ethical competence in decision-making is emphasised. It is par-
ticularly important to highlight and clarify those values that come
into play and to shed light on and examine any conflicts of values.
A clear distribution of responsibility is important when dealing with
such conflicts.

With this report the Council aims to highlight the relevance of
ethical analysis and ethical competence in developing healthcare.
Governance models for healthcare are not value-neutral. A detailed
ethical analysis should therefore be carried out before they are imple-
mented. The ethical analysis of values and conflicts of values should
complement other impact analyses before making changes to manage-
ment, organisation and ways of working, as well as analyses of current
management. This applies to all levels of decision-making, from na-
tional, county/region, municipal, hospital, out-patient care organi-
sation or other organisational levels to clinical level within healthcare.

Carrying out this analysis requires ethical competence. Such
competence is of the greatest importance in order for politicians,
non-political officials and caregivers’ senior management to be able
to take responsibility for leading and managing healthcare.

This requires insight into and awareness of the fact that new models
for management and organisation may have ethical consequences. The
Council has previously stated in several consultation responses and
reports that the organisation and management of healthcare has a
particular responsibility to highlight ethical issues and to signal their
importance downwards within the organisations. This ethical com-
petence —and the ethical analysis — should thus also be strengthened
at management level.

There is a real need for continuous monitoring and evaluation of
governance models for the various organisations/provisions of health-
care at different levels. Several central government agencies analyse
the governmental management of municipal operations including
healthcare. However neither the National Financial Management
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Authority (ESV), the Swedish Agency for Public Management, the
National Board of Health and Welfare nor any other agency has
been tasked with guiding municipalities and regions when it comes
to how they should organise and govern their work. This may have
contributed towards the significant interest in new governance models
for healthcare that are often marketed by various management con-
sulting companies. Central government should play a greater role in
supporting knowledge in relation to management and governance
models in healthcare.

In the Council’s preparation of this report, we have found that it
would be desirable to focus more on research into the governance of
publicly-funded healthcare and ethical analyses in this area.

In summary, the Council believes that:

— Ethical analysis is a tool that should be used at different levels
before introducing governance and organisation models in health-
care.

— Ethical competence among decision-makers at different manage-
ment levels must be provided and developed.

— New models should be developed and improved in collaboration
between professionals and decision-makers, taking value issues
and the ethical analysis as a starting point.

51






References

Ahlbick Oberg, S. and Widmalm, S. (2016) Att gora ritt nir ingen ser
pd (“Doing the right thing when no one is watching”). Statsveten-
skaplig tidskrift, 2016:1.

Akner, G., Styrningen har blivit ett hot (“Management has become
a threat”). (2016, 25 July) Svenska Dagbladet Brinnpunket.

Akner, G. et al. (2017a, 15 March) Virdebaserad vird strider sanno-
likt mot lagen (“Value-based care probably breaks the law”). Dagens
sambille.

Akner, G. et al. (2017b, 17 September) Olimpliga styritgirder har
skapat dagens vérdkris (“Unsuitable management measures have
created today’s care crisis”). Sjukbuslikaren.

Almgqpist, E., Catasts, B. and, N. (2014) Det ir bide teorin och till-
limpningen av New Public Management som skapar ridda orga-
nisationer! (“Both the theory and application of New Public

Management create fearful organisations!”) Organisation och
Sambiille. Svensk foretagsekonomisk tidskrift, 2014;2:50-53.

Anell, A. (2010) Virden i virden — en ESO rapport om madlbaserad
ersittning 1 hélso- och sjukvdrden, 2010:7 (“Values in care — an ESO
report on objective-based remuneration in healthcare”). Report to the
expert group for studies in public economics.

Anell, A. (2011) Choice and privatisation in Swedish primary care.
Health and Economics, Policy and Law, 2011;6(4):549-569.

Andersson, F. (2015) Till f6rsvar f6r New Public Management (“In
defence of New Public Management”). Ekonomisk Debatt, 2015:6.

Bailes, W. B. etal. (2014) “Nursing’s Ethical Responsibilities in Value-
Based Purchasing.” Journal of Health Ethics, 2014;10(2):85-99.

Berlin, J. and Kastberg, G. (2011), Styrning av hilso- och sjukvdrd
(“Managing healthcare”). Liber AB Stockholm.

53



References

Smer 2019:2

Bircher, J. and Hahn, E. G. (2017) Will the Meikirch Model, a New
Framework for Health, Induce a Paradigm Shift in Healthcare?
Cureus, 2017;9(3):e1081.

Bishop, L. J., Cherry, M.N. and Darragh, M. (1999) Organizational
Ethics and Health Care: Expanding Bioethics to the Institutional
Arena. Scope Note 36. Bioethics Research Library. The Joseph and
Rose Kennedy Institute of Ethics.
https://pdfs.semanticscholar.org/93ca/6ebctb90cc5f3bbae007bd
5aed346f7d4152.pdf
Electronic source retrieved 9 February 2019.

Brinkmo, B.M. (2007) Inventering av etisk kompetens. En kartliggning
av metoder och kompetens for etisk analys i hilso- och sjukvdrden
i Vistra Gétalandsregionen. (“Inventorying ethical competence. A
mapping of methods and competence for ethical analysis in healthcare
in Region Vistra Gétaland.”) Report no. 25.

Bozic, K. J. and Wright, J. G. (2012) “Editorial Comment.” Clinical
Orthopaedics and Related Research, 2012;470(4):1004-5.

Chenik, M. (2015) Kartliggning av etikgrupper pd landstings- och region-
nivd 2015 (“Mapping ethics groups at county council and region level
2015”). Report. Karolinska Institutet.

Chenik, M. (2019) Bevakning av ny information om hélso- och sjuk-
vdrdsetik — en undersékning av etikgruppernas motesanteckningar
inom landstingen och regionerna som mdjlig informationskilla
(“Monitoring new information about healthcare ethics — a study of
the ethics groups’ meeting minutes within the county councils and
the regions as a possible source of information™). Report. Karolinska
Institutet.

Dahlgren, G. (2018) Nar sjukvdrden blev en marknad. Effekter och
alternativ. (“When healthcare became a market. Effects and alterna-
tives.”) Premiss Forlag.

Daniels, N. (1985) Just health care. New York: Cambridge University
Press.

Dainty, K.N., Seaton, B., Laupacis, A. et al. (2017) A qualitative study
of emergency physicians’ perspectives on PROMS in the emer-
gency department. BMJ Qual Saf, 2017;26:714-721.

54



Smer 2019:2

The National Financial Management Authority. (2014) Atz fd ritt saker
att hinda. Verksambetsstyrning i statliga myndigheter. (“Getting the
right things to happen. Operational management in central government
agencies.”) National Financial Management Authority guidance
2014:49.

Enthoven, A.C., Crosson F.J., Shortell S.M. et al. (2007) “Redefining
health care: medical homes or archipelagos to navigate?” Health
Affairs, 2007;26(5):1366-1372. 10.1377/hlthaff.26.5.1366.

Enthoven, A.C., Tollen, L.A. (2005) Competition in health care:
it takes systems to pursue quality and efficiency. Health Affairs.
2005 Jul-Dec 2005; suppl. web exclusives: W5-420-33.
10.1377/hlthaff.w5.420.

Falkenstrém, E. and Héglund, A. (2018) P4 spaning efter etik. Etisk
kompetens och ansvarstagande for ledning och styrning av hélso- och
sjukvdrden. (“Searching for ethics. Ethical competence and respon-
sibility for the leadership and management of healthcare.”) Apell
Forlag, Stockholm.

Falkenstrom, E. (2014) Virdchefens etiska dilemma. Strategier for bittre
praktik. (“Care managers’ ethical dilemma. Strategies for better prac-
tice.”) Stockholm: Natur och Kultur.

Faith, K. E. (2013) The role of values-based leadership in sustaining a
culture of caring. Health Management Forum, 2013 Spring;26(1):
6-15.

Feiler, T., Hordern, J. and Papanikitas, A., eds. (2018) Marketisation,
Ethics and Healthcare. Policy, Practice and Moral Formation.
London: Routledge.

Fleischhauer, K. and Hermerén, G. (2006) Goals of Medicine in
the Course of History and Today. Stockholm: The Royal Swedish
Academy of Letters, History and Antiquities (distributed by
Almqvist & Wiksell).

Forsstedt, S. (2018) Tdnk efter fore! En ESO-rapport om sambills-
ekonomiska konsekvensanalyser. (“Think twice first! An ESO report
on socioeconomic impact analyses.”) 2018:5. Stockholm: Norstedts
juridik.

Fredriksson, J. (2015) Pseudo-understanding: an analysis of the
dilution of value in healthcare. BMJ Qual Saf, 2015; 24:451-457.

55

References



References

Smer 2019:2

Frith, L. (2013) The NHS and market forces in healthcare: the need
for organisational ethics. ] Med Ethics, 2013;39:17-21.

Frith, L. (2018) Organisational ethics: A solution to the challenges
of markets in health care? I Feiler, T., Hordern, J. and Papanikitas A.,
eds. Marketisation, Ethics and Healthcare: Policy, Practice and Moral
Formation. London: Routledge.

Gibson, J., Sibbald, R., Connolly, E. et al. (2008) Organizational Ethics.
In Singer P. and Viens A. The Cambridge Textbook of Bioethics.
Cambridge: Cambridge University Press, 2008:243-9.

Goldstein, D.A. (2016) The Ethical and Practical Challenges of Value-
Based Cancer Care at the Patient’s Bedside. JAMA Oncology,
2016;2(7):860-861.

Hallin, B. and Siverbo, S. (2003) Styrning och organisering inom hilso-
och sjukvdrden (“Management and organisation within healthcare”).
Lund: Studentlitteratur AB.

Hermerén, G. (2007) Challenges in the Evaluation of Nanoscale
Research: Ethical Aspects. NanoEthics, 2007;1:223-237.

Indrakanti, S. et al. (2012) Value-based Care in the Management of
Spinal Disorders: A Systematic Review of Cost-utility Analysis.
Clinical Orthopaedics & Related Research,2012;470(4):1106—1123.

Kondo, K., et al. (2016) Implementation Processes and Pay for Per-
formance in Healthcare: A Systematic Review. Journal of General
Internal Medicine, 2016; 31:61-69.

Lindberg, K. and Blomgren, M. (2009) Mellan offentligt och privat:
Om styrning, praktik och intressen 1 hilso- och sjukvirden. (“Be-
tween public and private: On management, practice and interests in
healthcare.”) Stockholm: Santérus Academic Press.

Lindgren, P. (2014) Ersdttning i sjukvdrden. Modeller, effekter, rekom-
mendationer. (“Remuneration in healthcare. Models, effects and re-
commendations.”) Stockholm: SNS Forlag.

Ljungblom, M. (2014) Ethics and Lean Management — a paradox?
International Journal of Quality and Service Sciences,
2014;6(2/3):191-202.

Lofmark, R. and 68 members of the Network Against Unsuitable
Management in Care. (2018, 6 June) “Virden ska ledas av etik och
de som kan sjukvirden” (“Care should be led by ethics and those
who know healthcare”). Gdteborgsposten.

56



Smer 2019:2

McDonald, F., Simpson, C. and O’Brien, F. (2008) Including Organi-
zational Ethics in Policy Review Processes in Healthcare Insti-
tutions: A View from Canada. HEC Forum, 2008;20(2):137-153.

Oprea, L., et al. (2010) An ethical justification for the Chronic Care
Model (CCM). Health Expectations, 2010;13(1):55-64.

Porter, M.E. and Olmsted Teisberg, E. (2006) Redefining Health Care:
Creating Value-Based Competition on Results. Boston: Harvard
Business School Press.

Potter, R. (1996) From clinical ethics to organisational ethics: the
second stage of the evolution of bioethics. Bioethics Forum,
1996;12:3-12.

Putera, I. (2017) Redefining Health: Implication for Value-Based
Healthcare Reform. Cureus, 2017;9(3):e1067.

Ryding, E. (1971) Azt luras utan att ljuga (“Tricking without lying”).
Lund: Gleerups.

Simpson, R. L. (2012) Technology enables value-based nursing care.
Nursing Administration Quarterly, 2012;36(1):85-87.

Swedish Government Official Report SOU 2016:2. Effektiv vird
(“Effective Care”). Stockholm.

Swedish Government Official Report SOU 2017:56. Jakten pd den per-
fekta ersittningsmodellen — Vad hinder med medarbetarnas hand-
lingsutrymme? Delbetinkande av Tillitsdelegationen. (“The quest for
the perfect remuneration model — What happens to employees’ free-
dom of actions Interim report of the Trust Delegation.”) Stockholm.

Swedish Government Official Report SOU 2018:38. Styra och leda
med tillit. Forskningsantologi. Tillitsdelegationen. (“Managing and

leading with trust. Research anthology. The Trust Delegation.”)
Stockholm.

Swedish Government Official Report SOU 2018:39. God och néra
vdrd — En primdrvdrdsreform. Utredningen en Samordnad utveck-
ling for en god och nira vdrd. (“Good, close care — A primary care
reform. The investigation on coordinated development for good, close
care.”) Stockholm.

57

References



References

Smer 2019:2

Swedish Government Official Report SOU 2018:47. Med tillit vixer
handlingsutrymme — tillitsbaserad styrning och ledning av vélfirds-
sektorn. Huvudbetinkande. Tillitsdelegationen. (“Freedom of action
grows with trust — trust-based management and leadership of the wel-
fare sector. Main report. The Trust Delegation.”) Stockholm.

The Swedish National Council on Medical Ethics. (2018) Etik — en
introduktion (“Ethics — an introduction”). Fourth revised edition.

Stockholm.

The Swedish National Council on Medical Ethics. (2014) Med- och egen-
finansiering i virden: etiska aspekter (“Co- and. self-financing of care:
ethical aspects”), Smer report 2014:2. Stockholm.

The Swedish Society of Medicine. (2018) Svenska Likaresillskapets
idéprogram for forbittrad hilsa och sjukvérd, antaget av nimnden
(“The Swedish Society of Medicine’s programme of ideas for im-
proved healthcare, adopted by the commuttee™).

Walshe, K. (2009) Pseudoinnovation: the development and spread
of healthcare quality improvement methodologies. Int ] Qual
Health Care,2009;21(3):153-159. doi: 10.1093/intqhc/mzp012.
Epub 2009 Apr 21.

Wolpe, P.R. (2000) “From bedside to boardroom: sociological shifts
and bioethics.” HEC Forum, 2000;12(3):191-201.

Zaremba, M. (2013) Patientens pris. Ett reportage om den svenska
sjukvdrden och marknaden. (“The patient’s price. A report on Swedish
healthcare and the market.”) Stockholm: Weiler Férlag.

Ohrming J. (2017) Allt gors liksom baklinges. Verksambeten vid Nya
Karolinska Solna. (“Everything is done backwards. Operations at the
New Karolinska University Hospital Solna.”) Sédertdrn Academic
Studies 68.

58



Appendix 1

Extract from article. Questions
as decision-making support before
the assessment of various policies

Below follows an extract from the article “Including Organizational
Ethics in Policy Review Processes in Healthcare Institutions: A View
from Canada” by Macdonald et al. (2008). In this article the authors
summarise their experiences from an ethics council linked to IWK
Health Centre in Canada. The following is a presentation of the
questions compiled as support for their analyses of new policies/orga-
nisational reforms.’

— What are the values (explicit or implicit) at issue in the policy?
— Are these values clearly articulated or should they be?
— Are the values congruent with the Health Centre’s values?

— What are the relevant ethical principles or theories operating in
this situation?

— What is the potential ‘good’ or the potential ‘harm’ inherent in
this policy (including the potential for moral distress)?

— Does the policy restrict or limit treatment options?
— Does the policy treat all who are affected by it equally?

— Does the policy result in overriding the patient’s or surrogate’s
wishes?

— Does the policy result in a restriction of liberty?

— Does the policy allow for disclosure of information when that
person, or group of persons, might not consent to the disclosure?

! McDonald et al. 2008, p. 148.
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Does the policy impact on privacy? Does the policy impact on the
exercise of autonomy?

Does the policy impact on vulnerable groups (internal or external)?

Does the policy impact on the civil rights of anyone in the Health
Centre (including rights to natural justice)?

Does the policy impact on the community?
Were vulnerable people given a voice?

Does the policy expect too much or too little from those expected
to uphold it?

Is the language used appropriate (for example is it family centred,
culturally sensitive)?

Is this a policy the Health Centre would be comfortable having
the public know about?

The ethical review should also encompass reviewing whether the policy
is or will be effective. Questions that they ask when conducting an
effectiveness review include:

60

Are the policy statement and procedures clear?
Are key terms defined?

Were the ‘right people’ (those who might be impacted, those who
have to apply the protocol or guidelines, etc.) included in the pro-
cess of policy development?

Is there a process for ‘enforcing’ the policy or ensuring the policy

will be upheld?
Is there a process for ensuring the goals of the policy are achieved?

Are there quality assurance processes within the policy?
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— Are there specific issues relating to the hospital’s ethical obligations
to patients in respect of the implementation of the policy?’

—  Are there specific issues relating to the hospital’s ethical obligations
to users in respect of the implementation of the policy?’

2 Tbid p. 149.
3 Tbid p. 149.
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Objectives, ethical values
and principles for Swedish healthcare

Healthcare is a value-related organisation. Treatments aim to promote
health and quality of life, and this care is important for people. Ethical
values and principles are expressed in healthcare legislation.' There
are also objectives and requirements for care that are important from
a patient perspective. Governance models for healthcare need to be
chosen so that they help to meet the objectives and that provision
of healthcare services is carried out in accordance with relevant
principles, values and requirements.

Objectives and requirements

Publicly-funded healthcare shall contribute towards good health and
preventing ill-health as well as promoting a high degree of patient
safety. The requirements for good care shall be met. Care shall be
knowledge-based and shall be carried out in agreement with science
and proven experience. Care shall be of a good quality. The quality
shall be systematically and continuously developed and ensured.
Care shall promote good contact with patients. It shall be designed
and implemented in consultation with the patient, and relatives shall
have the opportunity to be involved. There shall be cooperation
between different actors for different purposes. The table below sum-
marises a selection of the objectives and requirements that exist for

Swedish healthcare.

! In e.g. the Health and Medical Services Act (2017:30), the Patient Act (2014:821), the Patient
Safety Act (2010:659), the National Board of Health and Welfare’s regulations and general advice
on management systems for systematic quality work (SoSFS 2011:9) and the Local Government
Act (2017:725).
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Ethical principles

All people have equal value. All people therefore have certain funda-
mental rights that must be respected. Important ethical principles
involve self-determination, not causing injury, good and fair actions,
and not treating people or groups differently if there are no differ-
ences that are significant from an ethical perspective. Integrity involves
human dignity and every individual’s right to have their dignity upheld
regardless of external circumstances. A person has the right to have
their values, wishes and opinions respected. The right to self-determi-
nation (autonomy) is linked to ability. Different people have different
abilities to take care of their interests and convey their values, opinions
and wishes. This affects both the ability and the opportunity for self-
determination. Self-determination can be transferred to someone
else, but the right to integrity is unconditional.

The ethical principles of legislation relate to the view of mankind
in the form of all people’s equal value, the right to self-determination
and autonomy, fairness and other fundamental values. They involve
respect for the patient’s autonomy and integrity, as well as equality
when it comes to who should be offered various types of care inter-
vention.

The ethical platform for prioritisations

Prioritisation involves putting something before something else. If
resources are allocated to one group or organisation another will go
without. A comparison therefore needs to be made with what an
alternative use of the resources can offer. The Health and Medical
Services Act states that those with the greatest need for healthcare
should be given priority. This provision is based on the Riksdag’s
decision on what is often referred to as the ‘ethical platform’.* This
contains guidelines for prioritisations within healthcare and guidance
for those who decide on prioritisations in care.

The platform works to ensure respect for the individual’s values,
rights and dignity. It is based on three fundamental ethical principles.
According to the principle of human value all people have equal value
and the same rights regardless of their personal qualities and their

2 Government Bill on Priorities within healthcare (Bill 1996/97:60).
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functions in society. The principle of need and solidarity involves
resources being allocated according to need. According to the Bill the
principle has a strong link to both the underlying motivation for care
(doing good, helping those who need help) and the ideal of justice
and equality, which is strongly rooted in our culture. According to the
principle of cost-effectiveness decision-makers in healthcare should strive
for a reasonable relationship between cost and effect when choosing
between different organisations/alternatives, measured in terms of im-
proved health and quality of life. The principle of cost-effectiveness
is subordinate to the other two principles and should only be applied
after the principle of need has already been applied.

Other prioritisation aspects

There are also ethical aspects to consider in other resource priori-
tisations. The legislation includes demands for economic manage-
ment and cost-effectiveness. County councils and municipalities have
limited resources. The resources — staff, equipment and premises,
money — are always limited. It is important that the prioritisations of
care are carried out consciously and on the basis of ethical principles.

Tabell 1

Objectives and requirements in legislation with significance

for patients’ health and wellbeing — a selection

The Health and Medical
Services Act

The Health and Medical
Services Act

The Patient Safety Act
The Patient Safety Act

The Health and Medical
Services Act

The Patient Act

The Patient Act

The Health and Medical
Services Act

The Health and Medical
Services Act

Objective and purpose
Good health

Prevent ill-health

Promote a high degree of patient safety within healthcare

Protect against care-related injuries, suffering, bodily
or mental harm or disease and undesirable death

Ethical values

Be based on respect for the patient’s self-determination
and integrity (the Patient Safety Act — good care)

Promote the patient’s integrity, self-determination and involvement
The patient’s self-determination and integrity shall be respected
Care with respect for all people’s equal value

Care with respect for the dignity of the individual
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The Health and Medical
Services Act

The Health and Medical
Services Act

The Health and Medical
Services Act

The Health and Medical
Services Act/
The Patient Act

The Health and Medical
Services Act

The Health and Medical
Services Act

The Patient Act

The National Board
of Health and Welfare

The Patient Act

The Health and Medical
Services Act

The Health and Medical
Services Act

The Patient Act

The Patient Act

The Health and Medical
Services Act

The Health and Medical
Services Act

The Local Government
Act

The Health and Medical
Services Act

The Health and Medical
Services Act
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Care on equal terms
Priority for those with the greatest need for healthcare

Care requirements
The requirements for good care shall be met

Good quality with a good standard of hygiene
(the Patient Safety Act — good care; the Patient Act)

Meet the patient’s need for security, continuity and safety
(the Patient Safety Act — good care)

Be easily accessible
(the Patient Safety Act — good care)

Expert and caring

Good care (safe, adapted according to the individual, knowledge-based,
equal, accessible, effective and sustainable)

Knowledge-based care

In agreement with science and proven experience
(the National Board of Health and Welfare — Good care: knowledge-
based)

Quality assurance

The quality of operations shall be systematically and continuously
developed and ensured

Patients and relatives
Promote good contact between patients and healthcare staff
(the Patient Safety Act — good care)

Healthcare services should be designed and implemented
in consultation with the patient wherever possible

Relatives have the opportunity to be involved in the design
and implementation of care

Gircumstances, organisation and finances
The staff, premises and equipment needed for good care

Organised so that it promotes cost-effectiveness
(for publicly-funded organisations)

County councils and municipalities shall carry out good economic
management in their operations

Cooperation shall take place

When planning and developing healthcare (with bodies within
society, organisations and caregivers)

If the care involves multiple county councils

(with other county councils)



Smer 2019:2

The Health and Medical
Services Act

The Health and Medical
Services Act

The Health and Medical
Services Act

Appendix 2

In order to achieve more effective use of available resources

(with municipalities, the Swedish Social Insurance Agency

and the Swedish Public Employment Service)

When financing, planning and implementing public health science
research work (county councils, municipalities, universities and
university colleges)

When financing, planning and implementing clinical research work
within the field of healthcare (county councils, municipalities,
universities and university colleges)
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