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In the last decades, market elements—such as patient choice, provider competition and payment
incentives—have been introduced in Swedish primary care, the Patient Choice reform in 2010
being pivotal for the marketisation of the sector. The political intentions with the reform
were to empower patients and increase provider diversity, thereby stimulating competition
and improving quality and access. The reform embedded a more market-based governance
of the sector; resource allocation and accountability being achieved on the basis of patient
choices, and policy goals being attained through provider competition. For this to occur, several
conditions on both the demand-side and supply-side must be fulfilled. Empirical evidence
on market conditions are, however, especially lacking on the supply-side. The aim of this
dissertation is therefore to investigate whether and how the Swedish primary care sector
and its providers have adapted to the market elements of the Patient Choice reform. Three
research questions are raised, addressing how providers perceive and respond to the different
market elements, how competitive the sector is, and in what way the market elements promote
achievement of central policy goals: quality, access and equity. To answer these questions,
four studies are presented: two qualitative interview studies and two quantitative cross-sectional
studies. Together, the studies demonstrate that providers are, in general, not very sensitive
to patients’ choices and to competition. In the government bill preceding the Patient Choice
reform, provider reimbursements were described as a way for money to follow patients’
choices, thereby sharpening the demand signals. Instead, findings indicate that reimbursements
mainly are a tool for the regions to steer provider behaviours. The primary care market is also
diverse in terms of competition. A large share of the primary healthcare centres is located
in local monopoly markets, whereas those located in competitive markets often face rather
stiff competition. Moreover, findings show a mixed picture on how market elements promote
goals on quality, access and equity. Higher levels of competition are found in more urban
local markets and in local markets with a population of higher socioeconomic status. Because
competition is unequally distributed, so are conditions for competition to improve performance.
Furthermore, providers describe how equity in access has been negatively affected by fee-
for-service reimbursements. In summary, there are several obstacles on the supply-side of the
Swedish primary care market for the market elements to function as intended in the Patient
Choice reform, but also for promoting central policy goals.
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Introduction 

The Swedish primary care sector has been drastically transformed with the 
introduction of market elements since the 1990s. The sector is part of the Swe-
dish, tax-funded and decentralized healthcare system, which in the last 70 
years has been characterized by principles of universalism and social equity, 
with healthcare being provided to all citizens on the basis of medical need 
(Blomqvist, 2004). Since the 1970s, Swedish primary care has been organised 
around primary healthcare centres (PHCCs). Initially, the PHCCs were pub-
licly owned and responsible for population health of a designated geograph-
ical area, patients were assigned to a PHCC based on residence, and the re-
gions (earlier called county councils) decided on resource allocation. How-
ever, the primary care sector was criticized for being inefficient and for lack 
of patient choice and user responsiveness. As a response, several market-based 
reforms have been introduced in recent decades, gradually opening up the sec-
tor to private provision and increasing patient choice (Blomqvist & Winblad, 
2021; Fredriksson et al., 2012; Fredriksson & Winblad, 2008). This market-
isation of Swedish primary care is the focus of the dissertation. 

The Patient Choice reform in 2010 was pivotal to this development, culmi-
nating in a system characterized by patient choice, free establishment for pri-
vate providers, and reimbursements that follow patients’ choices (Government 
Bill 2008/09:74). The stated objectives of the reform were to empower pa-
tients and increase provider diversity. Funding of primary care services was 
to be allocated based on patient choices, with the regions being responsible 
for designing the reimbursement systems. Policymakers anticipated that the 
‘money following the patients’ would stimulate competition among providers, 
which in turn would contribute to improved quality and access (Fredriksson 
et al., 2012; Government Bill 2008/09:74). The reform, thus, radically trans-
formed the governance and organisation of the primary care sector. The re-
form meant that the regions were deprived of the ability to plan the location 
and catchment areas of PHCCs and resources were no longer allocated based 
on regional planning but according to patient choices. The PHCC responsibil-
ity for a certain geographical area was replaced with a responsibility to care 
for the patients on their list and the global budgets of PHCCs were replaced 
with more complexly designed reimbursement systems—the latter creating 
new payment incentives for providers (Blomqvist & Winblad, 2021; 
Burström, 2022; Fredriksson et al., 2012).  
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There are theoretically several market conditions that need to be met for 
patient choice and provider competition to improve the performance of a sec-
tor, which was the political intention of the Patient Choice reform. These can 
be divided into demand-side (patients) and supply-side (providers) conditions. 
On the demand side, economic theory states that (i) adequate information 
about the providers must be available to patients. Furthermore, patients are 
assumed to (ii) act as rational consumers by (iii) seeking out relevant infor-
mation, (iv) interpreting that information and (v) making an informed choice 
of provider that is responsive to provider quality (Barros et al., 2016; Brekke 
et al., 2014; Dixon et al., 2010; Hoffstedt et al., 2020). On the supply-side, 
providers must (i) act as rational profit maximisers; upon (ii) receiving de-
mand-signals (i.e. information about patient choices), they must (iii) analyse 
the signals, and (iv) respond by meeting the demand generated by patient 
choices (Barros et al., 2016; Brekke et al., 2014; Dixon et al., 2010). Economic 
theory also states (v) that the cost for providers to take care of one additional 
patient must be constant (constant marginal costs), and (vi) that reimburse-
ments must cover the actual costs of services (positive profit margins) (Brekke 
et al., 2014). Economic theory is, however, conflicted about how the (vii) 
competitive pressure that incentivises providers arises, whether it emanates 
from competition among a sufficient number of providers currently operating 
in the market (‘perfect competition’), or from the threat of competition from 
potential newcomers outside the market (‘contestable markets’) (Baumol, 
1982; Dixon et al., 2010; Robinson, 1934). In other words, attaining the stated 
objectives of the Patient Choice reform, improved quality and access, relies 
on a market-based approach of governance, which is dependent on fulfilling a 
range of market conditions. 

At the same time, the primary care sector must also be governed through 
the attainment of general policy goals, such as the principle of equity—a cen-
tral goal of Swedish healthcare. The Swedish government proposing the Pa-
tient Choice reform, however, focused on the reform’s virtues, and did not 
analyse potential effects on equity. While opponents of the reform argued that 
there was a risk of potentially skewing the location of PHCCs, much of their 
critique revolved around the demand-side—arguing that patients have unequal 
abilities to make an informed choice, and that allocation based on patient 
choices would threaten the principle of need-based allocation (Burström, 
2009; Dahlgren, 2008; Fredriksson et al., 2012). Internationally, the scholarly 
debate on equity, patient choice and provider competition has mainly been 
centred on patient choice (rather than provider competition), and on aspects 
of the demand-side (rather than supply-side). Critics have argued that patient 
choice risks exacerbating inequities, since disadvantaged groups are less in-
clined or capable of choosing provider. Patient choice, with its individualistic 
focus, has also been argued to contravene the principle of equity, with its col-
lectivist ethos (Barr et al., 2008; Fotaki, 2010; Oliver & Evans, 2005).  
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Over a decade has now passed since the Patient Choice reform was imple-
mented country-wide but several questions remain to be addressed. There is a 
rather large body of empirical literature related to the Patient Choice reform 
(see Fredriksson & Isaksson, 2022), however, it is—similarly to the debate—
largely focused on the demand-side, with many studies on patient choices and 
information-seeking behaviour (e.g., Anell et al., 2021; Dahlgren et al., 2021b; 
Glenngård et al., 2011; Hjelmgren & Anell, 2007; Hoffstedt et al., 2020, 
2021), and some analysing changes in utilization of primary care services fol-
lowing the Patient Choice reform from an equity perspective (Agerholm et al., 
2015; Beckman & Anell, 2013; Sveréus et al., 2018). Studies on the supply-
side are scarcer and more dispersed. Except for one qualitative study on pro-
viders’ experiences of the transformation of the sector (Maun et al., 2013), all 
supply-side studies have a quantitative research design. There are some stud-
ies on provider diversity (Isaksson et al., 2016) and on PHCC location patterns 
(Anell et al., 2018; Isaksson et al., 2016). Researchers have also examined the 
effects of payment incentives on provider behaviour (Ellegård, 2020; Ellegård 
et al., 2018; Ödesjö et al., 2015), as well as the effects of provider competition 
on both performance measures (Dietrichson et al., 2020; Fogelberg, 2013) and 
provider behaviour (Dackehag & Ellegård, 2019). 

There are still several things that we do not know regarding how the market 
elements—patient choice, provider competition and payment incentives—
function in Swedish primary care. For instance, we do not know whether a 
competitive market situation has emerged in Swedish primary care. While pre-
vious studies indicate that providers respond at least to some types of payment 
incentives, we still do not know how providers respond to different types of 
payment incentives, or to patient choices. Much information is therefore still 
lacking about supply-side conditions for the market elements to promote im-
proved quality and access. In this dissertation, I will therefore focus on the 
supply-side of the Swedish primary care market: on the primary care provid-
ers, the signals they receive and the local markets in which they operate.  

Aim and research questions 
The overarching aim of the dissertation is to investigate whether and how the 
Swedish primary care sector and its providers have adapted to the market 
elements of the Patient Choice reform. The term ‘provider’ is used for both 
the unit level (PHCCs) and the individual level (healthcare practitioners) in 
this dissertation. ‘Market elements’ refer to patient choice, provider competi-
tion and payment incentives. Three more specific research questions are raised 
to address the aim: 
 

1. How do primary care providers perceive and respond to patient 
choice, provider competition and payment incentives? 
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2. How competitive is the Swedish primary care market? 
3. In what way do patient choice, provider competition and payment in-

centives promote the achievement of goals such as quality, access and 
equity?  

The dissertation consists of four empirical studies: two qualitative, interview 
studies (Studies I and II) with managers and physicians at PHCCs in Stock-
holm and Gothenburg, and two quantitative, cross-sectional studies (Studies 
III and IV) measuring competition levels for all PHCCs and local markets in 
Sweden. Study I contributes to answering all three research questions, while 
Study II contributes to the first and third research question and Study III to the 
second research question. Study IV mainly addresses the third question but 
also the second research question. A more detailed presentation of the separate 
studies is found on pages 41–54. 

The dissertation and its four studies contain several central theoretical assump-
tions and concepts. To provide a better understanding of these, I will describe 
the theoretical foundation of the dissertation in the next chapter. Thereafter 
follows a chapter on three policy goals that are relevant to the dissertation; 
quality, access, and equity, as well as a chapter on the concept of ‘primary 
care’. After that, the transformation of the Swedish primary care sector and its 
current state is described. Finally, the four studies are presented and discussed.  
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Marketisation of healthcare systems—the 
elements of choice, competition and incentives 

In this chapter, I will describe the theoretical foundation of the dissertation 
and go through central theoretical concepts, focusing on three market ele-
ments: patient choice, provider competition and payment incentives. To posi-
tion these in a larger context: the introduction of market elements in healthcare 
sectors has often been inspired by New Public Management (NPM) ideas, 
which swept through the public sectors of many countries in the 1980s and 
1990s, and continue to affect healthcare sectors even today (Christensen & 
Lægreid, 2011; Hood, 1991; Hyndman & Lapsley, 2016; Hyndman & Liguori, 
2016; Karlsson, 2017). The public sectors that were the focus of NPM reforms 
were often criticised for being inefficient and costly, and for lacking patient 
responsiveness and public involvement—problems which proponents argued 
could be solved by importing ideas from the private sector (Blomqvist, 2016; 
Hood, 1991; Kjær, 2004; Peters, 2010). NPM does not, however, refer to a 
single type of policy idea. Instead, it is best understood as an umbrella term 
for a set of loosely coupled and multifaceted policies with diverse theoretical 
origins, such as neo-liberalism, public choice, managerialism and agency the-
ory (Boston, 2011, p. 18).  

The large number of NPM policies can be categorised as either manage-
ment reforms or market-based reforms (Karlsson, 2017, p. 43). In manage-
ment-reforms, economic responsibility, efficiency and the role of managers 
are often emphasised, for example by introducing variable provider reim-
bursements based on performance and by giving managers firm authority. In 
market-based reforms, privatisation and marketisation are often emphasised 
as common features, with the introduction or intensification of provider com-
petition and user choice (the equivalent in other sectors to patient choice in 
the healthcare sector) (Boston, 2011; Hood, 1991; Karlsson, 2017; Peters, 
2010, pp. 328–330).  In privatisation, a distinction can be made between the 
privatisation of funding—shifting from public (e.g. taxation) to private fund-
ing (out-of-pocket payments or insurances)—and the privatisation of provi-
sion—changing ownership of healthcare facilities or public enterprises, or 
shifting provision of service delivery to private actors (Donahue, 1989, pp. 7–
10; Kjær, 2004, pp. 26–27; Krachler & Greer, 2015). In this dissertation, pri-
vatisation refers to the provision of healthcare services being shifted from pub-
lic to private actors. By marketisation of healthcare, I refer to the introduction 
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or intensification of market elements—such as patient choice, provider com-
petition, private provision, and economic incentives—in healthcare sectors as 
a way to improve its services (Brennan et al., 2012; Hsiao, 1994; Moberg, 
2017). I will now describe and discuss the three market elements that are cen-
tral to this dissertation: patient choice, provider competition and payment in-
centives.  

Patient choice of provider 
Patient choice has, as already stated, often been introduced or intensified as 
part of market-based reforms. A clarification of the concept is needed because 
patients can make a variety of choices when using healthcare services. Patients 
can, for instance, be offered a choice between alternative healthcare providers 
(sometimes with the ability to choose a specific practitioner), a choice between 
alternative medical treatments, a choice of time for services, and a choice of 
methods of communication, such as face-to-face or digital (Le Grand, 2007). 
Throughout this dissertation, patient choice refers to the choice of healthcare 
provider. In other sectors, the terms consumer and user choice are often used 
for the same phenomenon. Patient choice is often linked to privatisation, but—
while less common—patients can in some cases be restricted to a choice be-
tween public providers (Kjær, 2004, pp. 26–27; Krachler & Greer, 2015).  

Several lines of argument have been made for patient choice. One line of 
argument rests on the view of patient choice as something desirable in itself, 
protecting each patient’s freedom and autonomy (Wilmot, 2007). In accord-
ance with Immanual Kant’s view on what it is to be a human being, Wilmot 
(2007, p. 62) argues that each person has “a fundamental claim to choice in 
matters that appertain to and are the business of that person”. Individuals being 
provided with choices (compared to having no choice at all) have also been 
linked to positive psychological outcomes regarding, for instance, intrinsic 
motivation, perceived self-control and life satisfaction (Dixon et al., 2010; 
Schwartz, 2000).  

Patient choice has been argued to potentially reduce inequities by empow-
ering less resourceful groups more than other groups, and thereby evening out 
the playing ground (Dixon & Le Grand, 2006; Le Grand, 2007), however, op-
ponents find this unconvincing (Dixon, 2009), and argue that it rather risks 
exacerbating inequities since disadvantaged groups are less inclined or capa-
ble of choosing provider. Many scholars have also argued that the principle of 
choice, with its emphasis on individualism and autonomy, contravenes the 
principle of equity, with its emphasis on collectivism and community-defined 
needs, found in many tax-based or universalistic systems (Barr et al., 2008; 
Fotaki, 2010; Oliver & Evans, 2005).  

Another line of argument rests on the utilitarian view of people themselves 
as the best judges of which choices will yield them the greatest benefits and 
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well-being. Giving people a choice can maximise their wellbeing. In this in-
terpretation, patients are considered utility-maximisers (Van de Walle & 
Marien, 2015; Wilmot, 2007).  

Closely related to the argument of patients as utility-maximisers is the ar-
gument that patient choice can improve healthcare performance. Patient 
choice is especially seen as a tool for achieving better healthcare when coupled 
with provider competition (Barros et al., 2016; Van de Walle & Marien, 2015). 
This argument is closely related to the ‘exit’-function of Albert Hirschman’s 
(1970) well-established exit-voice model, in which he distinguishes between 
two contrasting ways in which people can signal their dissatisfaction with a 
provider. The first—voice—is described as belonging the political realm, and 
refers to individuals articulating their critical opinions of a provider. Voice 
signals can be very diverse, and can “be graduated, all the way from faint 
grumbling to violent protests” (Hirschman, 1970, p. 16). The second—exit—
is instead described as belonging to the realm of economics, referring to a 
consumer’s ability to ‘exit’ a relationship with a provider when dissatisfied 
with their services, and switch to a competing provider as a way of holding 
the provider accountable. The consumer thereby uses the market to strengthen 
their position, and also “sets in motion market forces which may induce re-
covery on the part of the firm that has declined in comparative performance” 
(Hirschman, 1970, p. 15). When the money paid to providers follows patient 
choices, ‘exit’ signals to providers are sharpened (Le Grand, 2007). This ra-
tionalist view of consumers, with its foundations in public choice theory, has 
been criticised for not capturing the complexity of consumer choices. Accord-
ing to decision making theory, it can be difficult for an individual to manage 
many complex choices “and that, beyond some point, more choice—more op-
tions, and more information—can result in ‘choice overload’, and a demoti-
vating effect on decision-making” (Dixon et al., 2010, p. 13). This is, however, 
a question for studies focused on the demand-side to explore, and will there-
fore not be further discussed in this dissertation. 

Provider competition in healthcare markets 
Closely linked to the idea of ‘exit’ is competition in healthcare markets. Be-
fore moving on to discuss healthcare competition, I will begin with a more 
general discussion of markets and competition. Competition in a free market 
centres on a market; an arena where sellers and buyers interact, and where 
price rates are established based on demand and supply (Goddard, 2015). 
What is needed for a market to be competitive, and optimal performances 
thereby produced, is, however, debated among scholars. According to the the-
ory of ‘perfect competition’, the ideal type of free market experiences perfect 
competition when there is perfect price elasticity (i.e. prices are fully respon-
sive to changes in demand). For this to occur, the theory states that there must 
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be a sufficient number of firms on the supply-side so that no firm alone is 
powerful enough to affect the prices of goods or services (Dixon et al., 2010; 
Folland et al., 2017, pp. 79–80; Robinson, 1934). The importance that the the-
ory of ‘perfect competition’ places on the structure of the markets, by focusing 
on the firms currently operating on the market has, however, been disputed. 
According to the later theory of ‘contestable markets’, market structure is not 
the most important aspect, but rather that the market is contestable. This re-
quires absolutely free entry to, and costless exit from, the market. It is argued 
that, as long as entry costs are low and outsiders possess the same information 
as incumbent firms, the latter will experience—and react to—the constant 
‘threat of competition’ from new firms entering the market and driving them 
out of business (Baumol, 1982; Dixon et al., 2010). If the market is competi-
tive and the providers also act as rational utility maximisers, economic theory 
predicts that the market will produce the best possible outcomes for both pro-
viders and consumers (Brekke et al., 2014, Goddard, 2015). 

Healthcare markets have problems adopting these free market characteris-
tics, and suffer from several market failures (Arrow, 1963; Dixon et al., 2010). 
Scholars have argued that it is desirable that the state limits its role to funding 
and regulation, focusing on ‘steering rather than rowing’ the sector (Osborne 
& Gaebler, 1992). In line with this, a governance model has emerged where 
provision is privatised but funding and regulation remain in the public domain. 
Such systems, however, do not live up to the definition of a market, and have 
therefore been termed quasi-markets (Carey et al., 2020; Le Grand, 1991). In 
microeconomics, such arrangements are often referred to as markets with fixed 
prices, or markets with regulated prices (e.g. Brekke et al., 2014; Cooper et 
al., 2018). In this dissertation, ‘quasi-markets’ and ‘markets with fixed/regu-
lated prices’ are used interchangeably. 

By keeping the funding public, the price mechanism is disrupted in quasi-
markets; prices that are regulated by responsible authorities are not elastic to 
demand. Rather than consumers paying for services and products with their 
own money, as in a free commodity market, a third party—the state—pays for 
services and products with the money following patient choices (Le Grand, 
2007). Lacking the ability to compete on price (since prices are regulated), 
providers can instead compete on the quality of services provided (Brekke et 
al., 2021; Propper, 2012).  

Not only are healthcare markets different from ideal type commodity mar-
kets, but so are the actors operating in them, and their relationships with each 
other. In contrast to suppliers operating in other markets, it is more unclear 
whether healthcare providers—public as well as private—can be entirely re-
garded as ‘profit-maximisers’ (Brekke et al., 2011; Fotaki et al., 2005; Le 
Grand, 2003). Healthcare markets also tend to suffer from ‘asymmetric infor-
mation’, in that their actors—the state (as the funder and regulator), providers 
and patients—do not possess equal information (Arrow, 1963; Parsons, 1951, 
1975; Stiglitz, 1991). In situations of asymmetric information, agency theory 
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stresses the importance of the principal-agent relationship to ensure account-
ability. In a principal-agent relationship, a principal assign to an agent to look 
after the principal’s interests. In addition to information asymmetry, the rela-
tionship is further complicated by the fact that both the principal and the agent 
assuming are assumed to try to maximise their own self-interest (Ellis & 
McGuire, 1986; Fukuyama, 2005, pp. 64–66; Karlsson, 2017, p. 93). The 
combination of the quasi-market arrangement with a third-party funder (the 
state) and asymmetric information leads to a ‘double agency’ role for the agent 
(healthcare provider), with two principals (the state and the patient) delegating 
decision power to the agent and holding it accountable (Blomqvist, 1991). 

When talking about healthcare competition it is important to also clarify 
which type of competition one is referring to—financing or provision. In the 
former, different insurers compete with one another for customers. It is, how-
ever, the latter—where different healthcare providers (hospitals, primary care 
practices, etcetera) compete with one another—that is relevant to this thesis. 
Provider competition does not, however, necessitate privatisation of service 
delivery, since there can also be competition in internal markets (with only 
public providers) and mixed markets (with both private and public providers) 
(Goddard, 2015; Le Grand, 2007). Another distinction is whether healthcare 
providers compete in or for the market. In the former, providers operating in 
the market compete to attract patients, whereas in the latter they compete for 
the right to enter the market, for example through competitive bidding (Barros 
et al., 2016; Goddard, 2015). In this dissertation, the focus is on provider com-
petition in the market. 

Proponents of provider competition in healthcare settings generally fall into 
two lines of argument. According to the first line of argument, which rests on 
a libertarian and utilitarian view, competition possesses an innate value. In this 
view, competition is perceived to increase the legitimacy of the sector, by an 
efficient and legitimate allocation of resources based on decentralised deci-
sions and patient choices. Ultimately, people will be better off as they can 
choose services that satisfy their needs. According to the second line of argu-
ment, markets have the ability to correct government failures and to deliver 
services in a better and more efficient way. Both groups of proponents tend to 
argue that competition among healthcare providers puts pressure on providers 
of low-quality services, which are often located in socioeconomically weaker 
areas, to improve quality, improve equity, increase efficiency and strengthen 
patient choice (Barr et al., 2008; Barros et al., 2016; Donahue, 2002). Critics 
instead claim that competition will incentivise high-quality providers to im-
prove more than low-quality providers, which will be left behind (Siciliani & 
Rune, 2019). 

The concepts of patient choice and provider competition are often seen as 
two sides of the same coin or as pre-requisites for one another, however, pa-
tient choice can exist without both private providers and competition, which 
is the case when patients are given a choice between public providers in 
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internal markets (Barros et al., 2016; Blomqvist, 2004). The same applies in 
reverse, since patients can be offered a choice of provider even in situations 
where providers are not competing for patients and where general practition-
ers (GPs) can choose hospital services on behalf of their patients (Barros et 
al., 2016). While one element does not necessitate the other, patient choice 
and provider competition are often used in combination. In quasi-markets with 
both patient choice and provider competition, providers are theoretically as-
sumed to compete with each other to attract and retain patients by tailoring 
their services to patient needs and wishes (Dixon et al., 2010; Van de Walle 
& Marien, 2017). Providers that do not respond to such signals are assumed 
to attract fewer patients and, thus, less money, and eventually go out of busi-
ness. The quality of the sector is thereby expected to improve (Dixon et al., 
2010). In cases where there is one element without the other, the incentives 
will, however, be different than suggested by theory, and the theoretical end 
results will not be achieved (Le Grand, 2007). 

As already stated in the introductory chapter of the dissertation, theory pre-
dicts that in competitive healthcare markets with fixed prices, patient choice 
will lead to increased competition and higher quality if certain supply-side 
conditions are met. Healthcare providers are theoretically assumed to be (i) 
profit-maximisers; and (ii) to receive information on patient choices; which 
they are assumed to (iii) analyse and (iv) respond to, by meeting the demand 
expressed by patient choices. Furthermore, (v) the marginal cost (i.e. the cost 
of producing one additional unit, or taking care of one additional patient) for 
providers is assumed to be constant; and (vi) the profit margin to be positive 
(i.e. the payment for taking care of a patient is higher than the marginal cost) 
(Barros et al., 2016; Brekke et al., 2014; Dixon et al., 2010). For the profit 
margin to be positive and for providers to be incentivised to respond to patient 
choices, it is important that reimbursements to providers are designed so that 
they follow patient choices (Le Grand, 2007). Market pressure strengthen the 
incentive for provides to respond to patient choice. Depending on the theoret-
ical viewpoint, there must therefore either be (a) a sufficient number of pro-
viders competing in the market (perfect competition), or (b) the entry to and 
exit from the market must be easy and costless for providers, creating a con-
stant threat of competition (contestable market) (Dixon et al., 2010). 

Analysing healthcare markets: The structure-conduct-
performance framework 
Analyses in studies of provider competition in healthcare markets are often 
based on the structure-conduct-performance (SCP) framework (Gaynor & 
Town, 2012). The SCP paradigm has been dominant in empirical market anal-
yses since the 1950s, originally among industrial organisational economists. 
According to the SCP framework, there is a causal connection from market 
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Figure 1. The structure-conduct-performance framework 
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structure to a firm’s conduct, which in turn determines firm and market per-
formance (Wood et al., 2021). In this dissertation, I will use the framework to 
position the four empirical studies in relation to one another and the market 
elements presented in this chapter (see pages 41–42). 

As mentioned, the SCP framework consists of three parts (see Figure 1). 
The first part, market structure, usually refers to the number and concentration 
of firms within in a market, and how they compete with each other. When 
describing a market as a monopoly (with one seller of a product/service), oli-
gopoly (few sellers of a product/service), or monopsony (one buyer of a prod-
uct/services), or when saying that competition in a market is ‘perfect’, it is the 
market structure that is referred to. The second part, firm conduct (or provider 
conduct in healthcare settings), instead refers to the firm/provider level, de-
scribing their behaviour and strategies regarding, for instance, service deliv-
ery, marketing, profit maximisation, market exploitation and collusion with 
other firms/providers. The third part, performance, can refer to both the 
firm/provider level and the market level (Wood et al., 2021). When a con-
sumer/patient ‘exits’ a relationship with a firm/provider, the provider can re-
spond by improving their services (firm performance), or else risk being 
forced out of the market (market performance). In healthcare settings, perfor-
mance can include dimensions such as clinical quality, equity, access, effi-
ciency and responsiveness to patients (Busse et al., 2019).  

The framework’s deterministic nature means that many empirical studies 
using the SCP-framework have been concerned with market structure anal-
yses, where measuring the concentration of firms in a market have been cen-
tral (Wood et al., 2021). This is also the case in the empirical literature on 
healthcare markets, where studies on the effects of competition—often meas-
ured by market concentration—are ubiquitous (Gaynor & Town, 2012; 
Propper, 2012). The Herfindahl-Hirschman Index (HHI) is perhaps the most 
commonly used market concentration measure, and since market concentra-
tion is reversed to competition, HHI is also used to measure competition. The 
HHI is calculated by summing the squares of the market shares of all 
firms/providers in the market, resulting in a continuous scale bounded be-
tween 0 and 1, where a value close to 0 indicates perfect competition/low mar-
ket concentration and 1 indicates monopoly/fully concentrated market. A 
count of providers operating in a local market is often used as an alternative 
measure of competition (Cooper et al., 2010). Analyses of market structures 
are thus often based on the theory of perfect competition rather than on the 
theory of contestable markets— measuring competition between providers 
currently in the market, rather than the threat of competition from potential 
new entrants currently outside the market. 

While the deterministic nature of the SCP framework has been criticised 
and challenged over the years, alternative approaches have failed to convince, 
and consequently the SCP framework is still widely used. An adapted, less 
deterministic SCP framework is often used nowadays, however, in which 
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causality is considered multi-directional (Gaynor & Town, 2012; Wood et al., 
2021), as indicated by the dashed feedback arrows in Figure 1.  

The three parts of the SCP framework—structure, conduct, performance—
can of course be affected by factors outside the framework as well (Wood et 
al., 2021). There are two main principals in a quasi-market: the state and the 
patients. The state’s governance policies on, for example, the regulation of 
market entry and design of reimbursements can potentially affect all three 
parts of the SCP-framework, whereas patient demand, expressed through pa-
tient choices, can potentially affect both the market structure and firm conduct 
(Glenngård, 2014).  

The geographical dimension of healthcare markets  
When analysing market structure, scholars must not only decide which com-
petition measurement to use, but also the geographic market boundaries in 
which to measure competition (Schmalensee, 1989). The relevance of the ge-
ographical location in markets has been stressed since Harold Hotelling’s 
(1929) seminal article almost a century ago, in which he argued that firms 
compete according to geographic location.  

The geographical dimension is especially important in healthcare markets, 
where physical visits to healthcare providers are common and often necessary. 
While geographical importance has been challenged recently by the emer-
gence of digital service delivery, distance to providers remains an important 
predictor of choice of provider (Dahlgren et al., 2021b; Santos et al., 2017).  

Consequently, there is a need to define healthcare markets at the local level 
rather than measuring competition according to the entire healthcare sector. 
This is usually done either by using administrative boundaries (e.g., munici-
palities) or by drawing a circle around each provider to define local markets-
the radius of the circle is being decided either by a fixed distance or a variable 
radius. In the latter case, the radius for each provider’s local market is deter-
mined by the fixed percentile distance between the provider and their patients, 
resulting in differently sized local markets for the providers. For instance, the 
radius distance for each provider can be determined by the distance needed to 
capture the provider’s 75 per cent nearest patients. Each approach to define 
local markets has its pros and cons. It is therefore common that researchers 
include competition measures based on several local market definitions in a 
study (Cooper et al., 2010; Wong et al., 2005). 

Payment incentives—governance at arm’s length  
In quasi-markets, the state must set and adjust ‘the rules of the game’ in an 
attempt to ‘steer’, rather than ‘row’, the sector towards desired goals (Carey 
et al., 2020; Osborne & Gaebler, 1992). Compared to the more traditional, 
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bureaucratic governance model, where public planning is a central governance 
tool, the state must largely rely on other governance tools in a quasi-market. 
One such governance tool is payment incentives (Glenngård, 2019). In addi-
tion to sharpening the incentives for providers to respond to patient choices, 
reimbursing providers also creates other incentives (Le Grand, 2007; 
Robinson, 2001). Reimbursements thus send signals from both principals—
the patients and the state—to the agent; the provider. 

Different reimbursement methods create different incentives, and design-
ing reimbursement systems is a complex task. The design of reimbursement 
systems—constituting one or several reimbursement methods—can be used 
to increase the likelihood of achieving desirable outcomes, in line with policy 
goals. For example, capitation (reimbursement per registered patient), can be 
used to stimulate cost-containment, since providers will receive the same level 
of reimbursement for each patient, no matter the actual cost of care. Fee-for-
services (FFS) can instead be used to stimulate increased production, since 
providers are reimbursed for each service delivered (i.e. for each patient visit) 
(Gosden et al., 2000; Robinson, 2001). Pay-for-performance, where providers 
are remunerated for meeting certain pre-defined targets, such as on process 
and outcomes measures of clinical quality, are generally used to stimulate pro-
viders to improve their performance (Eijkenaar, 2013). 

There are, however, risks that the design of reimbursements can also have 
unintended adverse effects. One risk is that providers might adopt risk-selec-
tion strategies; selectively attracting the patient groups from whom they ben-
efit the most. The ‘cream-skimming’ theory distinguishes three provider strat-
egies: creaming, over-provision of care to low-cost patients; skimping, under-
provision of care to high-cost patients; and dumping, explicit avoidance of 
patients with a higher severity of illness. The latter strategy is, however, often 
prohibited. In capitation systems, providers receive a flat fee for taking care 
of their patients, regardless of the actual cost of care. This creates incentives 
for the providers to save money by withholding care or providing less expen-
sive care, by attracting and pleasing the healthiest patients (creaming), or by 
offering less care to sicker patients (skimping). Ways of doing this can involve 
a narrow scope of practice in which costly or time-consuming patients are re-
ferred out of practice to other providers’ who then have to carry the costs (Ellis 
& McGuire, 1986). To counteract cream-skimming, capitation can be adjusted 
for patient age, gender, socioeconomic status (SES) and healthcare status, 
which can alter the incentive structure. When adjusting reimbursements for 
patient clinical diagnoses, providers might instead be incentivised to ‘up-
code’; to deliberately miscode and misclassify patient clinical diagnoses 
(Steinbusch et al., 2007). 

The risk of reimbursing providers with FFS is that it can incentivise a gen-
eral over-provision of care. Since providers are paid for each service they de-
liver, they are encouraged to deliver more, and potentially unnecessary, ser-
vices to increase their income. Ways of achieving this can include scheduling 



 

 25

excessive return visits and having an overly broad scope of practice. In addi-
tion to incentives for over-treatment and the over-provision of care, FFS is 
also considered to lead to inefficient healthcare with uncontrollable healthcare 
expenditures (Ikegami, 2015; Robinson, 2001). 

There are concerns that pay-for-performance reimbursement encourages 
risk selection, or ‘cherry-picking’ and ‘teaching to the test’. Cherry-picking 
refers to providers actively trying to select healthy patients and avoid both 
sicker patients and patients who do not comply with treatment, in order to 
enable better target fulfilment. This can be addressed by risk-adjusting pay-
for-performance reimbursements, which instead, however, creates incentives 
for up-coding, similarly to the incentives stemming from risk-adjusted capita-
tion (Eijkenaar, 2013). Pay-for-performance also incentivises providers to 
‘teach to the test’: to lower priorities and reduce performance where pay-for-
performance is not applied (Bevan & Hood, 2006). Such behaviour would fall 
under Goodhart’s law: ‘actors will change their conduct when they know that 
the data they produce will be used to control them’ (Goodhart, 1984, p. 94). 
There is also a risk that providers are encouraged to manipulate data so that 
performance targets are met (Glasziou et al., 2012). 

Reimbursement methods thus all have both advantages and disadvantages. 
Nonetheless, the state must find a way to reimburse healthcare providers in a 
patient choice system, so that reimbursements follow a patient’s choices but 
in a way that minimises the negative effects, for example by creating mixed 
systems that combine different types of reimbursement methods (e.g., Ellis, 
1998; Ma, 1994). 

The theoretical foundation presented in this chapter helps us understand the 
central market elements: patient choice, provider competition, and payment 
incentives. In the Swedish Patient Choice reform, patient choice and provider 
competition were anticipated by policymakers to lead to improved quality and 
access. Critics of the reform saw a risk, however, that the reform would im-
pede the central goals of healthcare quality. In the next chapter, these three 
central policy goals—quality, access and equity—are presented and dis-
cussed. 
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Central policy goals 

In the Patient Choice reform, policymakers described how patient choice and 
provider competition would lead to improved quality and access. In Swedish 
healthcare legislation, equity is instead a central policy goal. While there of 
course are other policy goals as well, these three policy goals are central to 
this dissertation, and will therefore be presented and discussed below. 

Quality 
It is incontestable that high-quality healthcare is a central health policy goal, 
however, the meaning of quality of care is less obvious as healthcare quality 
is a complex and multi-facetted concept. Consequently, attempts to define 
healthcare quality are manifold and diverging, for example, some focusing 
more on the medical care (e.g., Donabedian, 1988) and others encompassing 
a broader perspective (e.g., Institute of Medicine, 1990). Quality can also en-
compass several dimensions, such as efficiency, effectiveness, safety and re-
sponsiveness (Busse et al., 2019). Furthermore, different stakeholders can 
value different dimensions of quality differently. For example, physicians may 
value the medical care quality, while funders put emphasis on cost-efficiency 
and patients might value user responsiveness more than the other actors 
(Hoffstedt, 2022).  

In one well-established framework to assess healthcare quality a distinction 
is made between: process, structure and outcome quality (Donabedian, 1988, 
2003). Structure refers to the settings in which healthcare services are deliv-
ered: material resources and resources as well as organisational characteris-
tics. Process instead refers to the healthcare activities undertaken by both pa-
tients and healthcare professionals. Outcome refers to the effect of healthcare 
on patient health status, health behaviour and satisfaction with care. Dona-
bedian (2003) considered all three to have both advantages and disadvantages, 
and thus recommended using a combination of all three approaches to best 
assess the quality of healthcare.  

Other distinctions of quality have, however, also been used, one being that 
between interpersonal and technical quality. Interpersonal quality encom-
passes aspects that positively shape a patient’s experience of care, such as 
communication, access and timeliness for treatment, whereas technical 



 

 27

quality—which can also be called clinical quality—instead refers to the qual-
ity of clinical procedures and outcomes; about achieving the health gains that 
current science and technology permits (Donabedian, 1988; Kenagy et al., 
1999). Some scholars (Campbell et al., 2002) consider interpersonal and tech-
nical quality to represent different aspects of what Donabedian calls processes 
of care. 

In addition to the different dimensions and distinctions of the concept of 
quality, it can also mean different things in different sectors. Primary care is 
holistic in character, covers a range of patient needs and clinical diagnoses and 
encompasses complex aspects, including integration of care, personalised 
care, and public health (Heath et al., 2009). Primary care quality is therefore 
especially difficult to define and measure. Furthermore, processes and out-
comes of primary healthcare services are also to a greater extent out of the 
control of healthcare professionals, compared to hospital care. This is due to 
the fact that primary care processes and outcomes are largely dependent on 
external factors, such as a patient’s SES and lifestyle choices (Young et al., 
2017). 

Access 
The access of healthcare services is often judged against a patient’s ability to 
enter into the health system and obtain healthcare; and the ease with which 
patients can use appropriate healthcare services (Levesque et al., 2013; Slee 
et al., 2008). Access can be seen as part of the quality concept (see the defini-
tion of interpersonal quality), as a way to achieve equitable healthcare, or as a 
goal in itself. The desirability of access healthcare is, however, not really ques-
tioned or debated. The meaning of access has, however, been debated fre-
quently. Access is a complex notion, and full consensus has not been reached 
regarding how to best define access. 

One of the most widely used definitions is that of Penchansky and Thomas 
(1981). They define access along five dimensions: availability, accessibility, 
accommodation, affordability and acceptability. Availability captures how 
well the supply of healthcare services, in terms of volume and type of services, 
corresponds to patient needs (Penchansky & Thomas, 1981). Other scholars 
have called this dimension the ‘appropriateness of care’ (e.g., Levesque et al., 
2013). Geographical accessibility is about how well the location of healthcare 
providers and their services corresponds to a patient’s location, often meas-
ured as the distance or travel time to providers. Accommodation is about how 
well patients can accommodate healthcare services due to, for example, a pro-
vider’s opening hours, telephone hours, or the existence of drop-in clinics. 
Affordability concerns a patient’s ability to pay and the perception of services 
as being worth the cost. Last, acceptability refers to patient perceptions and 
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attitudes towards healthcare providers, for example, based on the age, gender 
or seniority of healthcare professionals (Penchansky & Thomas, 1981). 

The definitions of access used by other scholars resemble, at least in part, 
that of Penchansky and Thomas. In a synthesis of eleven definitions of the 
concept of access, Levesque and colleagues (2013) presented five dimensions 
of access, where physical accessibility was added to the definition by Pen-
chansky and Thomas. Physical accessibility has been defined as a patient’s 
ability to reach and access healthcare services, despite individual physical 
ability (Kruse et al., 2018; Levesque et al., 2013; Slee et al., 2008). The im-
portance of timely access is also clearly stressed in other definitions (Kruse et 
al., 2018; Levesque et al., 2013). This can, however, be considered part of 
Penchansky and Thomas’ (1981) dimension of accommodation. 

Having presented the two policy goals—quality and access—which were 
emphasized in the Patient Choice reform, I will now move on to a goal that is 
central to Swedish healthcare policy: equity. 

Equity 
There are inequities in health between different social, economic and geo-
graphical groups in most countries. Reducing inequities in health and 
healthcare has, consequently, been promoted by both international organisa-
tions, such as the World Health Organization, and by many governments as a 
central policy goal. Interpretations of equity, however, as well as how equity 
goals are formulated, can differ (Solar, 2010). The concept of equity has been 
debated since the days of Aristoteles in a wide range of scientific fields, such 
as philosophy, epidemiology, political science and economics (Fredriksson, 
2012). Since the concept is complex and difficult to define, there is not one 
but many definitions out there.  

Equity in health is determined by several factors, one of which is healthcare 
services—making equity in healthcare an important goal in many countries 
healthcare policies (Solar, 2010). Healthcare equity has often been described 
as access to and utilization of healthcare services based on need, but can also 
refer to an equitable distribution of quality of care (Rice & Smith, 2001; 
Whitehead, 1991). Equitable healthcare is sometimes confused with equal 
case, but whereas equal healthcare can be described as the equal treatment of 
all patients, a moral dimension is added to describe inequities in healthcare, 
assessing the fairness of the distribution of healthcare (Fredriksson, 2012; 
Solar, 2010). Thus, while health equality can be objectively described, health 
equity is normative in character, with a focus on social justice (Williams, 
2005).  

The normative nature of equity is often linked to the concept of need of 
healthcare, with differences in patient needs for healthcare used as a moral 
justification for treating patients differently. This is illustrated by the 
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horizontal and vertical dimensions of healthcare equity, to both of which the 
concept of need is central. One way to describe horizontal equity is that “like 
needs should receive like attention and resources”, meaning that people with 
the same needs of healthcare should receive the same treatment.  Vertical eq-
uity instead proposes that “greater needs should receive greater attention and 
resources” (Culyer, 2001, p. 276). In other words, different needs of healthcare 
are the only justifiable reasons for treating patients differently. 

In this chapter, three policy goals that are central to the dissertation—quality, 
access and equity—have been presented and discussed. As I have shown, all 
three concepts are rather complex and this chapter only provides a brief over-
view of them. In the next chapter, I will present another concept that is at the 
centre of the dissertation: primary care. 
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Primary care 

In this chapter, I will discuss the healthcare sector under scrutiny; primary 
care—what it can encompass and how it can be defined. I will also discuss 
some theoretical conditions for, and empirical literature on, competition in 
primary care markets. 

What is meant by ‘primary care’? 
In healthcare systems, distinctions are often made between out-patient and in-
patient care; between public health, primary care and specialist care; between 
primary, secondary and tertiary care; or between primary care and hospital 
care. Irrespective of how we draw the boundaries between different parts of a 
healthcare system, the primary care sector remains an important part. A well-
functioning primary care sector has been found to have positive effects on 
health outcomes, socioeconomic equity and population health (Starfield, 
2009). Even though a well-developed primary care sector also means in-
creased health expenditure, strong primary care is generally believed to bene-
fit the healthcare system at large (Boerma & Kringos, 2015:31–32).  

It is, however, rather difficult to define primary care. One reason for this is 
the many different interpretations of primary care made in different countries. 
One common feature is the central role of GPs, who can also be referred to as 
family physicians. Other healthcare professions, however, such as registered 
nurses, internists, midwives, paediatricians, and physiotherapists also often 
work in primary care settings (Boerma & Kringos, 2015, pp. 30–31; Lember 
et al., 2015, p. 59; Wilson et al., 2015, p. 81). In healthcare systems where 
patients have direct access to other specialists, such as gynaecologists, cardi-
ologists and ophthalmologists, these can also be considered part of the primary 
care sector (Lember et al., 2015, p. 59).  

Primary care is a type of holistic, generalist care, focusing on the patient as 
a whole. This can be compared to other areas of more specialised care, focus-
ing on specific diagnoses, health conditions or organs (Boerma & Kringos, 
2015:30). The concept of primary care is somewhat over-arching, broad and 
complex. One way to describe primary care is that is not about a specific set 
of clinical tasks, but rather about a primary level of care that addresses com-
mon problems with preventive, curative, supportive and rehabilitative 
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healthcare services (Lamarche et al., 2003; Starfield, 1998). This can be com-
pared to the Swedish definition of primary care, enshrined in the Health and 
Medical Services Act since 2021: 

 
[P]rimary care refers to healthcare activities in which outpatient care is pro-
vided without delimitations in terms of diseases, age or patient groups. The 
primary care sector is responsible for the provision of necessary medical as-
sessment and treatment, nursing care, prevention and rehabilitation that do not 
require special medical or technical resources or any other special competence 
(Swedish Code of Statutes [SFS] 2017:30, 2 Ch. 6§). 
 
Primary care services generally include triage, diagnostic services, treat-

ments, follow-up care, health promotion and reproductive health, however, 
the type of healthcare services that are delivered at the primary level of care 
differs between healthcare systems. In some countries, primary care mainly 
refers to family medicine. In other countries, primary care also includes com-
munity nursing, mental health care and/or dentistry. Sweden is considered to 
have comprehensive primary care, offering a broad range of services, but den-
tistry is not part of the Swedish primary care sector—even though it is in-
cluded in the majority of primary care sectors in European countries (Lember 
et al., 2015, p. 59; Wilson et al., 2015, p. 82). In Sweden, it is up to regions to 
decide the specific services and healthcare professions that are part of primary 
care. National legislation only stipulates that the regions must provide those 
healthcare services needed to cater to ubiquitous care needs, as well as to pro-
vide preventative actions on the basis of both the needs of the population and 
on the individual patient’s needs and capacities (SFS 2017:30, 13a Ch. 1§). 

Competition in primary care markets 
In the empirical literature on the effects of provider competition in healthcare 
quasi-markets, that is, markets with regulated prices, most studies aim to ex-
amine the relationship between competition and clinical quality. The literature 
on the effects of provider competition on other performance measures, such 
as equity and access, is, however, more limited (Cooper & McGuire, 2014).  

The literature is also largely dominated by studies on hospital competition, 
mainly in the US and the UK (Pike, 2010; Propper, 2012). Notwithstanding, 
there might theoretically be reason to anticipate more favourable conditions 
for competition in primary care markets than in hospital markets. One reason 
is that there is less concern for economies of scale in primary care: increasing 
production in primary care is less advantageous in that average cost per unit 
is less affected than in hospital markets. Another reason is that entry costs are 
considered lower in primary care markets (Goddard, 2015). It has also been 
argued that healthcare services provided by primary care providers are 



 

 32 

generally more homogeneous in character, and that the providers will there-
fore face higher competition (Matti & Ruseski, 2021). 

 The empirical literature on primary care competition under fixed prices is 
scarce, albeit growing. Increased primary care competition has been found to 
be positively correlated with process quality measures, such as screening, fol-
low-up-care and prescribing behaviour (Brunt et al., 2020; Pike, 2010; Stroka-
Wetsch et al., 2016), and with patient satisfaction with care (Dietrichson et al., 
2020; Gravelle et al., 2019; Pike, 2010), although effect sizes are often small 
(Gravelle et al., 2019) and p-values can be sensitive to choices of local market 
definitions (Pike, 2010). Effects on clinical quality measures, such as avoida-
ble hospitalisation, are mixed (Dietrichson et al., 2020; Gravelle et al., 2019). 
Some studies are also conducted on municipal rather than firm/provider level 
(Dietrichson et al., 2020; Godager et al., 2015; Schaumans, 2015), which 
might lead to aggregation bias.  
 
A market-based governance model, relying on market elements such as patient 
choice, provider competition and payment incentives, is one of several ways 
to govern a primary care sector. The governance and organisation of a primary 
care sector is important as it decides the sector’s capacity to cope with chal-
lenges and its ability to achieve policy goals. Over the years, different govern-
ance models have been applied to Swedish primary care. In the next chapter, 
I will both provide a historical outlook of the sector as well as describe the 
more recent marketisation of the Swedish primary care sector. 
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The Swedish healthcare system and 
marketisation of the primary care sector 

Sweden’s healthcare system can be described as a national health service 
(NHS) system. Similar to other NHS systems, Sweden has traditionally had a 
high level of state involvement, low levels of private financing and provision, 
and low reliance on market forces, which can be contrasted with private in-
surance systems and social insurance (or ‘Bismarck’) systems where private 
actors and market elements traditionally have been more prominent (Blank et 
al., 2018). In Sweden, healthcare is—as in other NHS systems—mainly fi-
nanced through income taxation, however, in contrast to the centralised, ideal 
type NHS system, responsibility for the funding and provision of healthcare 
services is decentralised in Sweden to the 21 politically governed regions, 
known until 2019 as county councils, which are also responsible for primary 
care services (Blomqvist & Winblad, 2021). 

The purpose of this chapter is to describe the marketisation of Swedish pri-
mary care and its current state. I will begin the chapter with a description of 
the evolution of the Swedish healthcare system, with a focus on the primary 
care sector, and its central principle of equity, before moving on to the mar-
ketisation trends of the last three decades in the primary care sector, and how 
the sector has evolved to today’s shape and form.  

The emergence of a traditional governance model and 
the quest for equity 
The Swedish state has taken an active role in the organisation and provision 
of healthcare services since an early date (Blomqvist & Winblad, 2021). Orig-
inally, however, the state’s goal for Swedish healthcare was mainly to provide 
basic security for its population. A nation-wide public system of district doc-
tors (provinsialläkare) emerged in the late eighteenth century, which provided 
most of the very limited healthcare in rural areas, where most people lived 
back then. The district doctors, the equivalent of today’s GPs, offered medical 
consultations, performed autopsies and were responsible for caring for popu-
lation health in their respective districts. They were publicly employed by the 
state, but were allowed to top up their income through private practices as long 
as it did not interfere with their public services. In 1862, regional bodies called 
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county councils (today’s regions, and hereafter referred to as regions) were 
introduced and given legislative and taxation power. In 1928 they took over 
the central state’s responsibility to provide hospital care outside of the cities, 
which often had their own hospitals. The urban equivalents of district doctors 
were doctors publicly employed by the towns. In the early twentieth century, 
outpatient ambulatory care was mainly offered by private practitioners 
(Drakman, 2012; Heidenheimer & Elvander, 1980, p. 13; Serner, 1980, pp. 
99–100). Most private practitioners were located in the bigger cities (in which 
the doctors also worked at the hospitals). A large proportion of the population 
lived in rural areas, however, and many did therefore not have access to their 
services (Blomqvist & Winblad, 2021). 

Sweden experienced a high growth rate following the Second World War, 
and the welfare state evolved rapidly in the quest for a new society with a 
universal and comprehensive healthcare system based on the principle of so-
cial equity (Blomqvist, 2004). Healthcare expenditure increased rapidly in the 
post-war era, and there was a dramatic increase in the training of physicians 
(Heidenheimer, 1980). With the Act on Universal Health Insurance (Lagen 
om allmän sjukförsäkring, SFS 1947:1), legislated in 1946 and fully enforced 
in 1955, the healthcare system came to offer more comprehensive services and 
universal coverage (Blomqvist & Winblad, 2021; Serner, 1980, p. 103). 

The regions’ scope of healthcare responsibilities grew substantially during 
the 1940s–60s. The regions did, gradually, take on a larger role during that 
time, and a virtual public monopoly was created. In 1963, the regions also 
became responsible for the system of district doctors. As the hospitals became 
increasingly expensive—growing in both numbers and size—the regions be-
gan looking for new ways to organise healthcare, moving away from expen-
sive inpatient care to less costly outpatient solutions (Anell et al., 2012; Carder 
& Klingeberg, 1980, pp. 145–146). 

The Seven Crowns reform (Sjukronorsreformen), which was implemented 
in 1970, can be seen as a response both to the overly large share of healthcare 
being provided at hospitals but also to the financial barriers for low income 
groups to access outpatient services (Blomqvist & Winblad, 2021; Serner, 
1980). As a result of the Seven Crowns reform, the regions took over respon-
sibility for outpatient care, making all primary care a matter for the regions. 
The Seven Crowns reform was extensive, and introduced flat-rate fees instead 
of fee-for-services for outpatient care, doubled inpatient fees, increased insur-
ance coverage, reduced working hours for physicians, and withdrew the pos-
sibility for hospital physicians to also practice privately and receive private 
patients at public hospital facilities. The reform got its name from the new 
flat-fee payment system: initially the patient fee was seven Swedish crowns. 
The idea was that costly inpatient care would be less coveted by patients, who 
would start to prefer outpatient care options. Since the private practitioners 
were not included in the reform, their patient fees also became higher than the 
fees for public outpatient care. As a result, salaried physicians who were 
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publicly employed became the norm, and private practitioners virtually disap-
peared (Carder & Klingeberg, 1980, pp. 144–146). 

In the late 1960s, the National Board of Health and Welfare (Socialstyrel-
sen) stressed the need to further develop the primary care sector by establish-
ing multi-disciplinary, district-based primary healthcare centres (PHCCs, 
vårdcentraler), replacing the old system of district doctors. These were to con-
sist of at least three physicians and additional healthcare staff, and provide 
primary healthcare services to a geographical area with approximately 10,000 
citizens. The role of the PHCCs was not only to provide primary healthcare 
services upon request but also to work proactively to improve population 
health in the district (Blomqvist & Winblad, 2021; Government Official 
Reports [SOU] 1971:68, pp. 30-31). 

In 1982, the Health and Medical Services Act (1982:763) was adopted, and 
the regions became responsible for the planning, funding and provision of 
healthcare services (Anell et al., 2012). The regions’ planning capacity for 
primary care was further accentuated in 1985 when the Dagmar reform was 
introduced, making it their responsibility to decide on the geographical loca-
tion of all primary care providers, as well as the number of patients that each 
provider was to be responsible for. (Glenngård et al., 2005, p. 17; Svarvar & 
Hjortsberg, 1996, p. 9). The regions were now responsible for basically all 
primary care. 

The emergence of regions as the stewards of the healthcare system, cen-
trally planning and governing everything from hospital to primary care and 
population health activities, resulted in a governance model that was very sim-
ilar to the traditional, Weberian bureaucracy model, which is hierarchical in 
character and emphasises democratic accountability (Kjær, 2004). A 
healthcare system that was universal, in that it covered the needs of the whole 
population, also emerged. As the PHCCs were established, the concept of 
healthcare need emerged as the guiding principle for a region’s resource allo-
cation, thereby further accentuating the principle of social equity in the system 
(Blomqvist & Winblad, 2021).  

The principle of social equity is in fact such a central policy goal that the 
concept merits further attention. The Health and Medical Services Act (SFS 
2017:30) stipulates that: “the goal of all healthcare services is good health and 
healthcare provided on equal conditions to the entire population”, and that the 
“person with the greatest need of healthcare shall be given priority”. The first 
paragraph can be interpreted as horizontal equity, because “equal conditions” 
can be understood as meaning that people with the same needs will receive 
the same healthcare. The second paragraph largely overlaps with the definition 
of vertical equity. Both vertical and horizontal equity are thus highly placed 
high in the Swedish healthcare policy agenda, with needs of healthcare being 
the only justifiable reason to treat individuals unequally within the healthcare 
system. 
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Marketisation of primary care and the transition towards 
a new governance logic 
The traditional, Weberian governance model was challenged in the late twen-
tieth century in many countries, when power previously held by the state was 
decentralised (transferred downwards to regional and local governments); 
globalised (transferred upwards to international and supranational organisa-
tions); or privatised (transferred sideways to private actors) (Fredriksson, 
2012; Kjær, 2004). The NPM movement, with its rationalist approach and fo-
cus on markets rather than hierarchies, challenged the traditional governance 
model by making accountability more complex and inefficient (Greer et al., 
2016). In Sweden, the healthcare system was criticised in the 1980s for being 
expensive, inefficient, and overly bureaucratic, and for providing a lack of 
choice for citizens (Blomqvist, 2004). Several NPM reforms were conse-
quently introduced, at both national and regional levels (Anell et al., 2012, pp. 
23–24). The first step towards a changed healthcare system was taken at the 
beginning of the 1980s, when regulatory power was decentralised to the re-
gions, enabling them to reorganise their local healthcare systems. The major-
ity did so, and in the next few years had started out-contracting care, or had 
introduced a purchaser/provider split, creating the opportunity for private 
healthcare providers to enter the healthcare sector, once again (Blomqvist, 
2004). 

The ability for patients to choose their providers was also gradually intro-
duced at that time, initially as a result of a short-lived law: The Family Doctor 
Act (SFS 1993:588). Although withdrawn before fully implemented, due to 
changes in national government, some regions followed through on the laws’ 
intentions, and thereby made it possible for patients to choose their providers, 
and for the establishment of private practices (Anell et al., 2012). The regions 
did, however, not actively promote patient choice during the 1990s, reim-
bursements to providers generally did not follow patient choices, and the lo-
cations of new provider establishments were regulated by the regions. PHCCs 
could also deny patient registrations, and the proportion of PHCCs that were 
run privately increased only slightly (Anell, 2011; Dietrichson et al., 2020). In 
2000, a national recommendation stated that regions were to give their citizens 
the ability to choose any provider in the country. This extended choice was, 
however, not legislated; country-wide patient choice was implemented volun-
tarily by regions and was therefore a matter for regional agreements. There 
was thus great regional variation in terms of supporting the national patient 
choice recommendation (Fredriksson & Winblad, 2008).  

Much of this changed with the Patient Choice reform (Vårdvalsreformen), 
which became legally binding in 2010, however, regional attempts were made 
even before then. Halland was the first region in 2007 to introduce patient 
choice in accordance with the forthcoming national reform, followed by Väst-
manland and Stockholm in 2008, and another five regions in 2009 
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(Konkurrensverket, 2012). One year later the reform was prescribed by law, 
and it became mandatory for all regions to implement patient choice systems 
in primary care, characterised by patient choice of provider, providers being 
free to establish at any location to as long as they fulfilled regional require-
ments, and variable reimbursements of providers, based on patient choices 
(Government Bill 2008/09:74; SFS 2017:30). The political objectives of the 
reform were to empower patients, to increase provider diversity, and to im-
prove innovation and efficiency. By giving patients the ability to ‘exit’ a rela-
tionship with a PHCC, policymakers anticipated that provider competition 
would be stimulated, which it was suggested would lead to improved access 
and quality (Government Bill 2008/09:74).  

As a result of the Patient Choice reform, the quasi-market logic was built 
into Swedish primary care. While funding and regulation were kept under pub-
lic control by the regions, provision was partially privatised, and competition 
among independent providers was introduced. As patient choice became the 
new principle for allocating resources, and providers were to cater to patients 
on their list, the reform meant that the population-based approach previously 
pivotal to Swedish primary care was abandoned (Tritter, 2009). According to 
public choice theory, which can be seen as providing the theoretical underpin-
ning of the Patient Choice reform, accountability is achieved through princi-
pal-agent relations, where the principal is a rational actor who delegates power 
to the agent to pursue their interests (Fukuyama, 2005 p. 66-69). The Patient 
Choice reform meant that patients became principals, holding the agents 
(healthcare providers) accountable through their choice (Greer et al., 2016). 
At the same time, however, the state—represented by the regions—in its role 
as funder and regulator, remains a principal, resulting in a double agent-prin-
cipal relationship for the PHCCs (Blomqvist, 1991; Ellis & McGuire, 1986). 

Swedish primary care today 
Primary care in Sweden is delivered at primary healthcare centres (PHCCs, 
vårdcentraler) which are publicly or privately run, but publicly funded. These 
PHCCs are multidisciplinary team-practices with salaried employees: GPs, 
district nurses, registered nurses, midwives, medical secretaries, and so on. An 
average of four physicians work at each PHCC (Glenngård, 2016, p. 155).  In 
2016, primary care accounted for 18 per cent, or 50 billion Swedish crowns, 
of the regions’ total health expenditures (Swedish Association of Local 
Authorities and Regions, 2017). The size of PHCCs ranges from approxi-
mately 3,000 to 30,000 listed patients, with the mean just over 8,000. The 
number of private providers increased in most regions in the years after the 
implementation of the patient choice reform (Glenngård, 2015, pp. 40–41). In 
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2020, there were 1,170 PHCCs in Sweden, of which 35 per cent were privately 
run.1 

Patients can choose any primary care provider in Sweden, and until June 
2022 patients could switch provider as often as they wanted. A change in leg-
islation now restricts changes to twice per 12-month period (SFS 2017:30). In 
most regions it is only possible for patients to register with a PHCC, however, 
patients in a few regions have the option of either registering with a PHCC or 
registering with a PHCC and a specific GP at that PHCC.  

All PHCCs that meet the requirements set by their respective region are 
allowed to establish their practice wherever they want and to compete for pa-
tients, without any guarantee of a fixed patient base (Government Bill 
2008/09:84; SFS 2017:30). The broad autonomy of regions means that differ-
ent regional interpretations of choice and competition have emerged regarding 
the scope and content of required services, regulations of patient choice, and 
reimbursement systems. The Health and Medical Services Act (SFS 2017:30, 
7 Ch. 3§) stipulates that each region must treat all its providers in the same 
manner. The regions can therefore not, for example, set different requirements 
for the scope of services or different payment rates for their public PHCCs 
compared to privately run PHCCs.  

Regions differ with regard to how comprehensive scope of medical services 
they require PHCCs to provide. These requirements affect the PHCCs since 
they can only establish and receive public funding if they meet the regional 
requirements. In most regions, PHCCs are required to provide family medi-
cine, child healthcare, rehabilitation, nursing home healthcare and take on spe-
ciality training of physicians (interns and residencies). In regions with a more 
comprehensive scope, requirements can additionally include, for example, 
medical foot care and maternity care (Winblad et al., 2021).  

The Patient Act (SFS 2014:821), enacted in 2015, gave patients a legal 
ability to choose any outpatient provider in the country, which also accelerated 
the development of digital provision of primary healthcare services (Dahlgren 
et al., 2021a). While traditional PHCCs have developed some digital platforms 
in recent years, mainly in the form of chats and e-mails, the greatest increase 
of provision of digital primary care is seen among private actors that offer 
video-consultations and chat-on demand (Ekman et al., 2019; Milos Nymberg 
et al., 2022). 

In 2016 and 2017, the government initiated two separates committees to 
investigate how the primary care sector could be reformed, resulting in several 
government official reports, government bills and changes in national legisla-
tion under the term of “Near Care” (Nära vård) The political agenda was to 

                               
1 The information is taken from Study IV in the dissertation. While the analysis in Study IV is 
conducted on 1,167 PHCCs, three PHCCs were removed or merged with another PHCC in the 
dataset prior to analysis. Thus, according to the regions’ data, there were 1,170 PHCCs operat-
ing in Sweden in 2020—at least at the moment when data was gathered for Study IV.  
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reform the healthcare system so that primary care would form its hub, moving 
resources from the hospital sector to the outpatient care sector and actors col-
laborating to create better conditions for a more person-centred care. More 
precisely, some stated objectives were an equitable healthcare, increased dig-
ital and physical access, increased efficiency, improved continuity of care, and 
increased patient involvement (SOU 2016:2; SOU 2020:19). The Near Care 
reform agenda has resulted in several legislative changes, restricting individ-
uals to changing primary care provider a maximum of twice per year, giving 
PHCCs a right to cap the number of patients registered at the PHCC, and lim-
iting the guarantee to receive care within three days to only the PHCC a patient 
is registered at (Government Bill 2021/22:72; SFS 2017:30). The reformation 
of the Swedish primary care sector is not complete and only the future can tell 
what the primary care system will be like. The political initiatives to reform 
the healthcare system, focusing on the primary care sector, and the ongoing 
debate on how it should be done is, however, beyond the scope of this disser-
tation. 

Design of reimbursement systems—governance through 
payment incentives 
In the current primary care system, PHCCs are reimbursed based on the num-
ber of patients that choose a specific provider, with regions deciding on the 
exact design of the reimbursement systems (Government Bill 2008/09:74). 
This can be compared to the global budgets that PHCCs worked with prior to 
the Patient Choice reform. The same rates, based on the same regional reim-
bursement system, must apply to all PHCCs in a region, private and public 
alike.  

The 21 regions have slightly differently designed reimbursement systems, 
and they regularly revise and modify these systems, but generally, the regions 
apply mixed systems, blending fixed capitated payment per registered patient, 
pay-for-performance (based on fulfilment of quality targets) and, to varying 
extents, fee-for-services (FFS, based on patient visits or other measures). Most 
regions also have additional payments to PHCCs, for example based on their 
geographical location. Capitation is the largest part of the total reimbursement, 
at about 60–99 per cent, in all regions (Winblad et al., 2021). 

All regions adjust all or part of their capitation for one or several factors, 
such as SES, age, and clinical diagnoses of registered patients. Risk-adjust-
ments have become more and more common over the years. In 2016, all 21 
regions adjusted their capitation for SES, on the basis of the Care Need Index 
(Winblad et al., 2021). The index encompasses seven variables: (1) elderly 
living alone; (2) people born outside the European Union; (3) unemployed 
adults; (4) infants or elderly people newly moved to the area; (5) single par-
ents; (6) adults with low level education; and (7) children under age 5 
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(Sundquist et al., 2003). Most regions also adjusted their capitation for age 
and about a third adjusted capitation for clinical diagnoses, on the basis of 
adjusted clinical groups (ACG). ACG is a method initially developed at the 
Johns Hopkins University in the US, where a value is calculated for each pa-
tient based on all registered clinical diagnoses (extracted from medical rec-
ords). An ACG-case mix is then calculated for each PHCC based on the reg-
istered patients’ scores.  

Having described the theoretical foundations for the dissertation, central pol-
icy goals, primary care as well as the Swedish primary care sector, I will now 
move on to empirical part of the dissertation. In the next chapter, the four 
studies in the dissertation are presented, including their aims, methods and 
findings. 
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Presenting the studies: aims, methods and 
findings 

This dissertation is based on four studies. The topics of the respective studies 
can be understood through their relationship to the SCP-framework (see Fig-
ure 2). The impact of demand (expressed through patient choices) and gov-
ernance (in this case, design of reimbursement system and the incentives it 
creates) on market structure and provider conduct have been added to the SCP 
framework, as described on pages 20–23. The SCP framework is here used to 
position the studies in relation to each other and to the market elements: pa-
tient choice, provider competition and payment incentives (see Figure 2). 

As indicated by Figure 2, Study I focuses on the link between market struc-
ture and provider conduct, as well as on the principal-agent relationship be-
tween patients and providers, by examining provider perspectives on the local 
market structure in which they operate, how they receive and analyse signals 
from patient choices, and how they respond to patient choices and market 
pressures. Study II instead focuses on the principal-agent relationship between 
the regions and the providers, by examining how the payment incentives cre-
ated by the regions’ reimbursement systems are perceived by providers, as 
well as how the incentives affect their conduct. Study III and IV both explore 
the market structure of Swedish primary care. In Study III, the level of com-
petition is examined through different operationalisations of local markets and 
competition, including a new approach to defining local markets geograph-
ically. In Study IV, the socioeconomic and geographical distribution of com-
petition is examined.   

Study I and Study II build on the same material; interviews conducted with 
managers and physicians working at PHCCs. The qualitative research design 
is intended to provide information on what goes on within PHCCs, and to 
capture provider perspectives on patient choice, provider competition and pay-
ment incentives—elements nowadays central to the organisation and govern-
ance of Swedish primary care. Study III and IV are based on cross-sectional 
data from 2016 and 2020, respectively, covering all PHCCs and all individuals 
residing in Sweden, as well as which PHCC each individual is registered with. 
The quantitative design and coverage of the total universe of PHCCs and their 
registered patients, enable objective measures of competition to be presented 
and  
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Figure 2. The four studies positioned in relation to the SCP-framework
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analysed for the first time for Swedish primary care. In the following sections, 
each of the four studies is presented more in detail. 

Study I: Patient choice and provider competition—
Quality enhancing drivers in primary care? 
The aim of the first study was to explore if and how choice and competition 
function as quality enhancing drivers in Swedish primary care. In order to an-
swer this, we investigated the perceptions that PHCC managers and GPs had 
of their PHCC’s local market, the PHCCs’ intentions to compete in that mar-
ket, as well as how information on patient choices was fed back to, and ana-
lysed by, the providers. The study contributes to answering all three of the 
dissertation’s research questions: How do Swedish primary care providers 
perceive and respond to patient choice, provider competition and payment in-
centives? How competitive is Swedish primary care? In what way do patient 
choice, provider competition and payment incentives promote the achieve-
ment of goals such as quality, access and equity? 

The study departs from the theoretical idea that market pressure will incen-
tivise providers to compete for patients. When patients are dissatisfied with 
their provider they can ‘exit’ this relationship and, thus, send signals to the 
provider that it needs to improve its services (Hirschman, 1970). For this to 
occur, it is of utmost importance that providers: receive information on patient 
choices; analyse and understand the information they have received; and re-
spond to patient choices (Dixon et al., 2010). A competitive market sharpens 
incentives for providers to tailor their services to patient needs and preferences 
(Le Grand, 2007; Van de Walle & Marien, 2017). It is therefore also important 
that providers operate in a local market facing competition, and that they in-
tend to compete on that market.  

Methods 
To explore if and how choice and competition function as quality enhancing 
drivers, interviews were conducted with primary care providers. Sweden’s 
two largest cities—Stockholm and Gothenburg, including metropolitan ar-
eas—were chosen as study sites. This decision was made because there are 
similarly good conditions for competition in the two cities, both having a wide 
selection of public and private providers and containing densely populated ar-
eas in which providers can establish—the latter providing more economically 
viable conditions for providers compared to rural areas. PHCCs were purpose-
fully selected within each city to achieve ‘maximum variation’ (Flyvbjerg, 
2006) regarding the PHCC’s ownership status and the SES of registered pa-
tients. The final study sample included 13 PHCCs, seven in Stockholm and 
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six in Gothenburg. Twenty-four semi-structured interviews were conducted 
with the managers and GPs working at the selected PHCCs. 

The interview transcripts were analysed deductively through a qualitative 
content analysis (Hsieh & Shannon, 2005). The analytical framework con-
sisted of three themes, two of which were used in this study (the third theme 
was used in Study II). The two themes—local market conditions, and feedback 
from patient choice—and their respective categories were construed from the 
five theoretical conditions for patient choice and provider competition to im-
prove quality. The analytical framework for Study I is presented in Table 1. 

 

Table 1. Analytical framework 

Theme Category 

Local market conditions 
 Competition and the local market 
 Market objectives 

Feedback from patient choice 
 Knowledge of patient choice 
 Information for analysis 

 Response to patient choice 

Findings 
Regarding the local market conditions, respondents described how there were 
several other PHCCs nearby and claimed on a manifest level that their PHCC 
experienced competition. Only respondents at one of the thirteen PHCCs, 
however, expressed concerns about the competition. In general, respondents 
were not worried about competition, for instance, due to competitors being 
located too far away, due to population growth in the nearby area or due to a 
feeling of demand of primary care being almost never-ending. Many of the 
PHCCs also cooperated with other PHCCs—especially in Gothenburg, where 
the region imposed on PHCCs located in the same geographical area to coop-
erate and take on several mutual responsibilities, but there was also evidence 
of cooperation in Stockholm. At the same time, the findings indicate that pa-
tient choice and provider competition make providers more aware of their ac-
cess and reputation, which they thereby may be stimulated to improve. In 
terms of market objectives, most of PHCCs did not aim to grow; to increase 
their market share and expand the practice. Even at the PHCCs where growth 
was aspired, the objective was only to grow to a certain size. Instead their aim 
was rather for the PHCC to break even, with focuses on having a pleasant 
PHCC and wanting to focus on the patients, being expressed during the inter-
views. Furthermore, at some PHCCs growth was simply not considered to be 
possible, due to problems filling vacancies or for lacking facilities to expand 
into. 
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One of the main findings on the second theme—feedback from patient 
choice—was that managers and GPs at the PHCCs generally lacked infor-
mation on patient choices, and—most important theoretically—on their ‘ex-
its’. None of the respondents received any sort of notification when a patient 
left them. In Gothenburg, there was some information available on ‘exits’ for 
provider, however. Managers described how they could easily access a list 
with crude information on patients’ ‘exits’, distinguishing between passive 
exits (patients having been assigned a new PHCC upon moving), active exits 
(patients having actively chosen a new PHCC) and deceased patients. No more 
information was, however, available on the active exits, making further in-
quiries difficult. In Stockholm, much less information was readily available: 
respondents were mainly aware of the total number of registered patients, but 
a lot of work was needed to gain information on which or how many patients 
had left them or joined them. 

In summary, it is highly doubtful whether choice and competition have the 
capacity to stimulate improved clinical quality—which has often been the fo-
cus of empirical studies on healthcare competition—in Swedish primary care. 
Patient choice and provider competition might to some extent, however, en-
courage providers to pursue goals on increased access to a greater extent than 
they would have done otherwise, and it can make providers more aware of 
their reputation. At the same time, feedback about patient choices is lacking 
and providers might not aspire to compete, or be inspired to grow so as to 
obtain a larger market share.  

Study II: Money matters—Primary care providers’ 
perceptions of payment incentives 
Policymakers can govern a sector at arm’s length through payment incentives 
directed towards providers, due to the deliberate design of reimbursement sys-
tems. This type of governance is often more prominent in healthcare quasi-
markets, than in sectors with a more traditional governance model (Carey et 
al., 2020). In Swedish primary care, PHCCs are reimbursed by the regions, 
whereas the staff are salaried. In other words, the regions’ payment incentives 
are directed towards the PHCCs, not the staff. But how are the reimbursements 
perceived by managers and GPs in the PHCCs? 

In this study, we examined how managers and salaried physicians at Swe-
dish primary healthcare centres perceived that payment incentives directed to-
wards the healthcare centre affect their work. The study contributes to answer-
ing the dissertation’s first and third research question: How do Swedish pri-
mary care providers perceive and respond to patient choice, provider compe-
tition and payment incentives? In what way do patient choice, provider 
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competition and payment incentives promote the achievement of goals such as 
quality, access and equity?  

Methods 
The same empirical material as in the first study was used to investigate man-
ager and GP perceptions of the regional reimbursement system: 24 semi-struc-
tured interviews with managers and GPs working at 13 PHCCs in Stockholm 
and Gothenburg. The selection of cities, however, served another purpose in 
Study II than in Study I. In this study, the idea was that the two settings were 
as similar as possible, but differed in the variable of interest: the design of the 
reimbursement system. Since Stockholm and Gothenburg are located in re-
gions with different reimbursement systems (see Table 2), but the regions are 
similar in other regards (e.g., population size and proportion of private 
PHCCs), we could isolate the effects of the reimbursement system. Respond-
ents were asked semi-structured questions about their awareness, experience 
and perceptions of reimbursements to their PHCC. The analysis process was 
mainly deductive in character as it originated from a framework with four 

 
Table 2. Reimbursement systems in 2016 

 

 Capitation Fee-for-services Pay-for- 
performance 

Region  
Stockholm  

About 60 % of total 
payments. 

 

Reimbursed for  
registered patients,  
risk-adjusted for: 
 Age 
 Socioeconomic  

factors* 
  

About 40 % of total  
payments. 
 

Reimbursed for: 
 All patient visits 

 
 
  

About 3 % of total 
payments. 
 

Bonuses and fines, 
for fulfilment of 
quality measures. 
 
 
  

Region 
Västra  
Götaland 

About 95 % of total  
payments. 
 
 

Reimbursed for regis-
tered patients, risk-ad-
justed for: 
 Age 
 Diagnoses ** 
 Sex 
 Socioeconomic  

factors* 
 Location of PHCC 

No information on  
portion of total  
payments. 
 

Reimbursed for: 
 Visits by patients not 

registered with the 
PHCC 

 Visits requiring a 
translator  

About 4 % of total 
payments. 
 
 

Bonuses for  
fulfilment of quality 
measures, adjusted 
for PHCC’s list size. 

* Socioeconomic factors are measured through the Care Need Index. 
** Each patient is given a value based on the patient’s clinical diagnoses registered within 
the last 15 months, based on the Adjusted Clinical Groups (ACG). 
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categories (‘quantity of services’, ‘cream-skimming’, ‘up-coding’ and ‘teach-
ing-to-the-test’) based on theoretically anticipated responses to the reimburse-
ments. During the analysis process, FFS was added to the category ‘cream-
skimming’ (see Table 3). 

Findings 
The main finding of the study was that managers and GPs were highly aware 
of how their PHCC was reimbursed, with managers expressing a somewhat 
higher level of awareness, and that they in general responded to the payment 
incentives directed to the PHCC. For instance, the findings suggest that FFS 
reimbursements, which at the time had been a prominent part of Region Stock-
holm’s reimbursement system, incentivised providers to focus on producing 
as many GP visits as possible, for example through drop-in clinics. The re-
spondents described how these shorter, non-scheduled visits to drop-in clinics 
were more often used by healthier patients, resulting in less time being avail-
able to schedule visits for sicker patients. In Region Västra Götaland, the re-
spondents were more satisfied with the reimbursement system, which was 
mainly based on risk-adjusted capitation. A recurring topic in the interviews 
was, however, that the respondents perceived the capitation reimburse-
ments—which were risk-adjusted for patient clinical diagnoses, on the basis 
of Adjusted Clinical Groups (ACG), as well as patient age, SES and sex—to 
lead to PHCCs prioritising the registration of diagnosis codes. This, GPs ex-
perienced, led to skewed prioritisations and inefficient time management—
and sometimes even up-coding of secondary diagnoses.  

In summary, the findings indicate that payment incentives directed to the 
unit level, that is, to the PHCC, affect the organisation of service delivery and 
trickle down in the organisation to individual healthcare practitioners who 
clearly adapt to them. 

Table 3. Analytical framework 

Category 
Theoretically linked to  
reimbursement method 

Theoretically  
applicable to 

Quantity of services Fee-for-services Stockholm 
 

Cream-skimming Capitation Mainly Gothenburg 
 Fee-for-services Stockholm 

 

Up-coding  Risk-adjustment 
Fee-for-services 

Gothenburg 
Stockholm 
 

Teaching to the test Pay-for-performance Stockholm, Gothenburg 
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Study III: Measuring competition in primary care—
Evidence from Sweden 
Competition among healthcare providers has often been introduced and pro-
moted by policymakers as a way to improve the performance of the sector 
(Siciliani et al., 2017). This was also the case with Patient Choice reform in 
Swedish primary care. Because the political idea behind the reform was that 
competition among PHCCs would improve performance, it is relevant to in-
vestigate whether a competitive market has emerged. Since healthcare com-
petition largely is geographically defined, competition needs to be analysed at 
the local market level, rather than treating the whole sector as one market. This 
is often done by drawing a circle around each provider’s location (Cooper et 
al., 2010; Wong et al., 2005), however, in reality markets rarely have a circular 
shape as they can be delineated by topographical and infrastructural features 
(Gresenz et al., 2004). The aim of this study was therefore twofold: 1) to create 
and analyse a new local market definition, and 2) to examine competition in 
the Swedish primary care market. The study thereby contributes mainly to an-
swering the dissertation’s second research question: How competitive is Swe-
dish primary care? 

Methods 
A cross-sectional study was conducted, covering all individuals residing in 
Sweden in late 2015 and all PHCCs operating in Sweden in 2016. The indi-
vidual-level data contained geographical coordinates for each individual’s 
place of residence, and information on which PHCC each individual was reg-
istered with. The PHCC-level data contained the geographical coordinates of 
the PHCCs. After removing duplicates and observations with missing data, 
the dataset contained 9,834,197 individuals and 1,1161 PHCCs.  

Four different local market definitions were used to delineate local markets; 
a fixed radius of 1 km around each PHCC, a fixed radius of 3 km around each 
PHCC, a variable radius capturing the 55 per cent nearest residing registered 
patients, and the variable shape approach—our contribution to the scholarly 
debate on local market definitions. The purpose behind the variable shape ap-
proach was to be able to define local markets geographically in a way that was 
not restricted to the circle shape but yet varied in size. The variable shape 
market was created in two steps. First, the 80 per cent nearest residing, regis-
tered patients for each PHCC were identified and kept in a subset. Thereby, 
inaccurate data and outliers were removed. Second, a concave market area was 
delineated for each PHCC, allowing the market area to stretch out in directions 
from the PHCC where registered individuals to a larger extent reside. For this, 
a new individual level variable was created, indicating in which direction from 
their PHCC each individual lived. In each direction, the 70 per cent nearest 
residing, registered individuals for each PHCC were identified and kept in a 
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subset, to which the PHCC’s coordinate was added. A concave polygon was 
then constructed for each PHCCs based on this subset of coordinates. For each 
local market definition, competition was measured in two ways: number of 
PHCCs located in a local market and the HHI, that is the sum of squared mar-
ket shares for each PHCC located in a local market.  

The level of competition was analysed through descriptive statistics and the 
correlations between the four local market definitions’ HHI measures were 
analysed using a Pearson’s correlation test. Spatial analyses were conducted 
where local markets and levels of competition were projected onto maps. 

Findings 
In terms of the findings related to the first part of the study aim—to create and 
analyse a new local market definition—we found that the level of competition 
in the new local market definition, the variable shape approach, is similar to 
that of the more traditional variable radius market approach. Competition 
measures based on the two variable definitions of local markets are highly 
correlated (r 0.86), with similar descriptive statistics (see Table 4). The level 
of competition for a specific PHCC depends, however, on which of the two 
variable local market definitions is used. The variable radius and the variable 
shape approach do not, for instance, always identify the same PHCCs as lo-
cated in monopoly markets. There is, however, an indication (based on an 
analysis of heatmaps on a selection of PHCCs registered patients’ locations), 
that local markets defined by the variable shape approach better capture areas 
with a high density of registered patients, and to a greater extent excludes areas 
with a low density of registered patients, especially in areas further away from 
the PHCC. The variable radius market definition seems to be slightly better at 
capturing high density areas near the PHCC. Compared with the variable ra-
dius and variable shape definitions, local markets with a fixed radius of 1 km 
fail to pick up on the variation of competition across urban and rural areas, 

Table 4. Competition measures for each market definition  
 Fixed radius Variable radius Variable shape 

 1 km 3 km   

HHI    

Mean (SD) 0.79 (0.28) 0.54 (0.37) 0.69 (0.33) 0.66 (0.34) 

Median 1.00 0.42 0.77 0.63 

Min-max 0.15–1 0.04–1 0.02–1 0.02–1 
     
Monopoly 
(HHI/PHCCs=1) 707 (60.9%) 406 (35.0%) 563 (48.5%) 538 (46.3%) 
     

Number of PHCCs    

Mean (SD) 1.8 (1.3) 4.7 (5.4) 2.9 (5.1) 3.1 (5) 
Median 1 3 2 2 

Min–max 1–9 1–32 1–85 1–79 
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whereas local markets with a fixed radius of 3 km fail to pick up on variation 
within urban areas.  

In terms of the findings related to the second part of the study aim—to 
examine competition in the Swedish primary care market—we found that the 
sector is very diversified in terms of competition. On the one hand, while the 
exact levels of competition depend on which local market definition is used 
(see Table 4), 31 per cent of the PHCCs are defined as being located in mo-
nopoly markets irrespective of local market definition. On the other hand, 
many of the PHCCs that are located in competitive local markets face rather 
stiff competition: HHI drops substantially when removing local monopoly 
markets (i.e. competition level increases), from means between 0.54–0.79 to 
means between 0.29–0.47, depending on local market definition. Aggregating 
local market data on competition to the regional level show that, while com-
petitive local markets can be found across the country, the highest levels of 
competition tend to be found in more populous regions (Figure 3). With local 
markets defined as fixed radius of 1 km, all PHCCs are defined as being lo-
cated in monopoly markets in three of the regions—Jämtland, Väster-
morrland, and Örebro. Visualizations of local markets in Region Stockholm 
and Region Västra Götaland also show that while higher competition levels 
tend to be found in more central and urban areas, high competition is not re-
stricted to the most urban areas.   

In summary, our findings show that decisions on local market definition 
will affect how competition in local markets are described and understood. 

Fixed radius, 1 km

0 200 400 km

Fixed radius, 3 km Variable radius Variable shape

Mean HHI

0-0.2 0.2-0.4 0.4-0.6 0.6-0.8 0.8-1 

Figure 3. Mean level of competition in each region  
Note: Darker colours indicate higher competition (i.e. lower HHI). 
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Furthermore, findings indicate that the variable shape market approach has the 
potential to improve the measurement of actual markets, but we welcome 
more research on this. In Sweden, there is a high share of monopoly markets 
and competition levels are diverse. This have implications for the potential for 
patient choice and provider competition to improve the performance of the 
sector.  

Study IV: Competition in Swedish primary care: An 
analysis of the socioeconomic and geographical 
distribution 
Provider competition was emphasised in the government’s bill preceding the 
Patient Choice reform as a means to achieve high quality care (Government 
Bill 2008/09:74). When the reform was implemented it was criticised for risk-
ing the exacerbation of existing health equities, for example, due to private 
providers potentially being more prone to establish themselves in more urban 
areas (Burström, 2009; Dahlgren, 2008). The potential effects of Swedish 
healthcare reforms on equity should be seen in light of the Swedish healthcare 
legislation, which stipulates that healthcare should be provided based on the 
principles of horizontal and vertical equity (SFS 2017:30).  

We examined how competition within Swedish primary care is socioeco-
nomically and geographically distributed, and how different provider charac-
teristics correlate to the level of competition. This study therefore mainly con-
tributes to answering the dissertation’s third research question: In what way 
do patient choice, provider competition and payment incentives promote the 
achievement of goals such as quality, access and equity? It also contributes to 
the second research question: How competitive is Swedish primary care? 

Methods 
The distribution of competition within Swedish primary care was analysed 
using a cross-sectional study design. The empirical material consisted of all 
individuals residing in Sweden in late 2019 and all PHCCs operating in Swe-
den in 2020. The individual-level data contained coordinates on place of resi-
dence, PHCC registration, and information on eight SES measures, for exam-
ple education level, disposable income, and employment status. In addition to 
coordinate data, the PHCC-level data contained information on ownership sta-
tus, whether the PHCC had opened after the Patient Choice reform, and patient 
list size. A variable on the type of municipality in which each PHCC was lo-
cated, with regard to levels of rurality, based on the Swedish Agency for Eco-
nomic and Regional Growth’s (2014) classification, was added to the dataset. 
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After cleaning the data, the dataset contained 9,947,224 individual observa-
tions and 1,167 PHCCs.  

Local markets were defined using the variable shape approach (as de-
scribed in Study III) and HHI was used to measure competition. Prior to the 
analysis, individual-level socioeconomic data was aggregated to the local mar-
ket level. A composite SES index was also created based on the eight separate 
SES variables. The final dataset contained PHCC level data on: nine SES var-
iables, three geographical variables and three PHCC characteristics variables. 

The data was analysed using ordinary least square regressions, with the 
PHCC (and its corresponding local market) as the unit of analysis. HHI was 
treated as the dependent variable, and PHCC-level variables on SES, geogra-
phy and provider characteristics were treated as independent variables.  

Findings 
Competition levels varies between PHCCs, 42 per cent being located in mo-
nopoly markets, whereas 32 percent of those that are located in competitive 
markets face rather stiff competition (interpreted as HHI between 0 and 0.25). 
For more descriptive statistics on competition levels, see Table 5. 

 The findings suggest that competition within Swedish primary care is pos-
itively correlated with SES, with socioeconomically stronger local markets 
experiencing higher levels of competition (see Figure 4). No clear association 
with competition was found, however, for three of the separate SES varia-
bles—share of employed, share of unemployed/in labour market program, and 
share of recent refugees. The study also provides strong evidence that PHCCs 
in more urban local markets face higher levels of competition than those in 
more rural areas, with the urbanity of the nearby neighbourhood being more 
relevant than the urbanity of the municipality. We found that higher competi-
tion is correlated with private ownership, and with PHCCs having been estab-
lished after the Patient Choice reform was implemented in their region.  

In summary, the results of the study suggest that—if provider competition 
improves the quality and access in Swedish primary care, which is theoreti-
cally anticipated but yet to be fully established empirically—people living in 
rural and socioeconomically weaker areas might not reap the benefits of com-
petition to the same extent as those living in urban and in areas with higher 
socioeconomic status. There is, thus, under the assumption that competition 
improves primary care quality, a risk that the Patient Choice reform reinforces 
inequities and contradicts the healthcare legislation’s principle of equity. 

Table 5. Descriptive statistics on competition in local markets 

 Mean SD Median Min Max 

HHI 0.62 0.35 0.53 0.01 1 

Number of PHCCs 3.6 6.0 2 1 99 
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Figure 4. Effect size plot showing standardized regression coefficients with HHI for 
variable shape markets as the dependent variable 
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Discussion 

This chapter begins with a summary of the findings. Thereafter follows a dis-
cussion of the findings to address the overarching aim of the dissertation; 
whether and how the Swedish primary care sector and its providers have 
adapted to the market elements of the Patient Choice reform, as well as the 
specified research questions on pages 13–14, around which the discussion is 
structured. This is followed by a discussion of the policy implications of the 
findings, as well as their theoretical and empirical implications, before moving 
on to avenues for future studies and ending the chapter with some methodo-
logical considerations. 

Summary of the findings 
Studies I and II involved a qualitative research design, with interviews being 
conducted with managers and physicians at PHCCs. The aim of Study I was 
to examine if and how choice and competition function as quality-enhancing 
drivers in Swedish primary care. The findings suggest that providers generally 
lack information on patient choices, and, especially in Stockholm, on their 
‘exits’. The providers are also not particularly concerned with competition, or 
with patients leaving the PHCC. If anything, patient choice and provider com-
petition make providers more aware of their PHCC’s access and reputation, 
which they may be stimulated to improve in order to meet patient demand.  

The aim of Study II was to examine how managers and salaried physicians 
at Swedish PHCCs perceive that payment incentives directed towards the 
PHCCs affect their work. The findings suggest that money matters, in that 
PHCCs distinctly and quickly adapted to the payment incentives. For exam-
ple, the respondents described how they increased the number of visits through 
drop-in-clinics as a response to FFS; directed patients to registered nurses in-
stead of GPs as a response to lowered GP rates; and prioritised registering—
and sometimes even up-coding—clinical diagnoses in order to increase their 
ACG score as a response to capitation being adjusted for ACG.  

Studies III and IV used a cross-sectional study design, covering the entire 
universe of Swedish PHCCs and measuring the level of competition they face. 
Study III had a two-fold aim: to create and analyse a new local market defini-
tion, and to examine competition in the Swedish primary care market. The 
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findings indicate that the variable shape market approach, the new local mar-
ket definition, best captures the actual markets of PHCCs, but more research 
is welcomed on this. Another finding is that the Swedish primary sector is 
very diversified in terms of competition. A third of the PHCCs are located in 
monopoly markets (irrespective of local market definition). At the same time, 
many PHCCs located in competitive local markets face rather stiff competi-
tion.  

The aim of Study IV was to examine how competition within Swedish pri-
mary care is socioeconomically and geographically distributed, as well as how 
provider characteristics correlate with the level of competition in the local 
market. The findings suggest that socioeconomically stronger and more urban 
local markets tend to experience higher levels of competition than socioeco-
nomically weaker and more rural local markets. Higher competition is also 
found to be correlated with the private ownership of the PHCC, and with the 
PHCC having been established after the Patient Choice reform was imple-
mented in the PHCC’s region. 

Differentiated provider responses to market elements 
According to economic theory, a provider’s response to patient choices is the-
oretically assumed to be intensified by market pressures. When successfully 
competing with other providers to attract and retain patients their revenues 
increase, since patient choices are attached to money. Reimbursements to pro-
viders based on patient choices can thus create ‘extrinsic’ motivations for pro-
viders to tailor their services to patient needs and demand (Brekke et al., 2014; 
Dixon et al., 2010; Le Grand, 2007). This leads to the dissertation’s first re-
search question: How do primary care providers perceive and respond to pa-
tient choice, provider competition and payment incentives? Below I will ad-
dress and discuss the findings that contribute to answering this question. 

The findings from Studies I and II show that providers are more affected 
by and concerned with reimbursements and the incentives they provide in 
themselves, than they are with competition or with patients leaving them. This 
is shown, for instance, in that the PHCCs reportedly do not have a clear mar-
keting strategy and describe how they are not particularly affected financially 
by patients leaving them, as new ones will arrive. In contrast, the respondents 
acknowledge in Study II that they adapt the delivery of services and the or-
ganisation of the PHCC to the payment incentives, for example by opening 
drop-in clinics (as a response to FFS) or prioritising the registration of clinical 
diagnoses (as a response to capitation being risk-adjusted for ACG). Similarly, 
an English interview study found that changes in reimbursement levels result 
in ‘a clear and immediate response’ from providers, especially private ones 
(Dixon et al., 2010). That PHCCs respond to payment incentives is also sup-
ported by quantitative studies, which have found that pay-for-performance 
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reimbursements affected providers’ registration of patient data and providers’ 
prescription behaviour (Ellegård, 2020; Ellegård et al., 2018; Ödesjö et al., 
2015), and that risk-adjusted capitation affects where PHCCs choose to locate 
(Anell et al., 2018). 

Why do Swedish PHCCs adapt to payment incentives, but are not very con-
cerned with competition? One explanation might be that adherence to payment 
incentives is seen as necessary in order to break even and maintain a finan-
cially stable situation, whereas competition is more perceived to be connected 
to profit maximisation. Public choice and principal-agent theory, which pro-
vide the theoretical basis of healthcare quasi-markets, assume that healthcare 
providers act as profit-maximisers. The assumption of health care providers 
as profit maximisers has, however, been challenged by scholars ever since the 
seminal articles by Talcott Parson (1951) and Kenneth Arrow (1963). Find-
ings from the qualitative Studies I and II indicate that the providers are not 
pure profit maximisers: the respondents generally emphasise the need for the 
PHCC to break even, for example by adapting to payment incentives and 
maintaining the current number of patients, rather than expanding and increas-
ing market shares. The morality of competing for patients is also questioned 
by respondents, who are more motivated by providing good care to their pa-
tients. Similar to the findings of Studies I and II, Dixon et al. (2010) find that 
while the English providers in their study respond to financial incentives, their 
motivation to do so is not necessarily driven by profit. Instead, increasing re-
sources can be seen as way to, for instance, improve services and increase 
staffing levels, or as one of their respondents express it: “In a sense, it comes 
back to some of the more altruistic things because it isn’t about ‘and then I’ll 
get paid more’. It is all about ‘then I can improve my service and make it much 
better’” (Dixon et al., 2010, p. 39). In the same line of reasoning, Brekke et al. 
(2011) describe healthcare providers as ‘semi-altruistic’, describing them as 
not only caring about profit but also about patient utility. Bøgh Andersen 
(2009) describes two key features of healthcare providers that are useful in 
understanding their motivations; that they serve the public and that they be-
long to a strong profession. She thus argues that while healthcare providers 
can indeed respond financial incentives, public and private providers alike will 
only do so when no firm professional norms apply. In addition, Swedish GPs 
are not directly financially affected by patient choices, as they themselves 
were salaried—which is also stressed by GPs during the interviews. In con-
clusion, the findings from Studies I and II indicate that Swedish primary care 
providers do not fulfil the supply-side condition of providers being pure profit-
maximisers. 

The different responses to patient choice and provider competition versus 
payment incentives could also be understood through the double agency of the 
PHCCs. Glenngård (2014) argues that double channels of accountability for 
PHCCs are necessary in Swedish primary care, both from a theoretical and 
practical point of view, however, the double agency for PHCCs and the two 
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channels for holding PHCCs accountable have, apart from Glenngård’s paper, 
not been very salient in the literature on Swedish primary care. The combined 
findings from Studies I and II indicate that the providers (agents) respond to 
the financial incentives provided by the region (principal one), rather than be-
ing dictated by patient choices (principal two). The relationship between pro-
viders and regions could thus be interpreted as the principal-agent relationship 
through which the providers are mainly governed and held accountable. It 
should be acknowledged that the design of reimbursements is only one of the 
ways in which the regions govern the sector and ensure accountability towards 
PHCCs, with other ways including contracts, dialogue and performance meas-
urement systems (Glenngård, 2019). 

In summary, the Swedish primary care system is today largely designed for 
‘exit’ (rather than ‘voice’) as the main response on behalf of patients when 
dissatisfied—with the PHCCs acting as agents and patients as principals, if 
described according to the analogy of principal-agent theory. At least this was 
the policymakers’ idea with the Patient Choice reform, as presented in the 
government bill preceding the legislation for the reform (Government Bill 
2008/09:74). In the same bill, reimbursements were described as a way for the 
money to follow the patients, and thus to sharpen competition—not as a way 
for regions to govern the sector. Studies I and II, however, indicate that while 
providers are sensitive and adapt to payment incentives, providers are, in gen-
eral, not very sensitive to patient behaviour related to competition. Reimburse-
ments thus seem to mainly be a tool for regions (as principles) to steer the 
behaviour of their providers (agents), rather than being a tool for patients (as 
principles) to hold the providers (agents) accountable. 

Competitiveness and a market-based governance model 
One of the political ideas of the Patient Choice reform was that, by empower-
ing patients and increasing provider diversity, provider competition would be 
stimulated, which was anticipated to lead to improved access and quality 
(Government Bill 2008/09:74). Provider competition is, thus, a necessary part 
of the causal chain towards improved performance, which is also the case in 
the SCP-theory; predicting that competition (market structure) affects pro-
vider conduct, and, in turn, provider and market performance. The centrality 
of provider competition leads to the dissertation’s second research question: 
How competitive is the Swedish primary care market? I will discuss the find-
ings that contribute to answering this question below. 

The findings from Studies III and IV show that a large proportion of PHCCs 
in Sweden faces no competition at all, with lower competition levels found for 
PHCCs located in less densely populated areas and in areas with lower SES, 
but with monopoly markets also found in more urban areas. This is problem-
atic if the political idea is that competition will be a driving force for the 
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improved performance of the sector: if competition does not exist, it cannot 
function as a tool for better performance.  

Notably, competition as defined in Studies III and IV is based on the theory 
of perfect competition, since the competition measure (HHI) is based on the 
number of providers currently operating in the market and the distribution of 
market shares between them—rather than on the theory of contestable mar-
kets, which emphasise the threat of competition from potential new entrants 
to the market. Frosini et al. (2012) suggest that the structural view where 
scholars focus on measurements of the market structure, for example by meas-
uring competition through HHI, would be improved by adding a relational 
approach, for example, by examining whether a provider views nearby pro-
viders as competitors or collaborators. This is similar to what was examined 
in Study I, where providers describe their PHCC’s local market, the PHCC’s 
intentions to compete in that market, and how information on patient choices 
are fed back to and analysed by the providers. Findings from Study I indicate 
that, while on a manifest level claiming that their PHCC experience competi-
tion, providers are not particularly worried about competition or patients leav-
ing their PHCC, for example, because competitors are located too far away, 
because of population growth, or a feeling of infinite demand. In addition, 
several PHCCs cooperate with nearby PHCCs—a modus operandi at odds 
with the idea of competition. 

These findings from Study I might seem to contravene the findings of Stud-
ies III and IV, which in general indicate relatively high levels of competition 
in more urban areas. How can this discrepancy between the studies be under-
stood? One issue is that the studies examine different parts of the casual chain, 
as described by the SCP-framework, as well as operationalise competition dif-
ferently. The providers’ perceptions of, and responses to, patient choices and 
the local market were investigated in Study I. The main focus was on ‘provider 
conduct’, but partly also on the local ‘market structure’, which is described 
from the providers’ perspectives, and therefore affected by whether the pro-
viders feel that the local market affects them or their PHCC. In Studies III and 
IV, on the other hand, the local ‘market structure’ is examined, through objec-
tive competition measures (mainly HHI). In other words, competition is de-
scribed subjectively in Study I, taking into consideration how providers are 
affected, whereas in Studies III and IV, competition is objectively measured 
according to the analogy of the theory of perfect competition, and no link is 
made to provider conduct. 

It should be noted that there is variation in competition levels among the 
PHCCs included in Studies I and II. At the time of the interviews, no measures 
for competition levels—such as those presented in Studies III and IV—were 
available. PHCCs therefore could not be selected based on such information. 
By selecting PHCCs from the metropolitan areas of Sweden’s two largest cit-
ies, urban areas with a mix of both private and public providers, the idea was 
that the selected PHCC were likely to be located in areas with favourable 
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market conditions. Looking back at the PHCCs included in Studies I and II, 
using data on HHI from Study III, half the PHCCs are found to be located in 
local markets with fairly high or very high levels of competition, and average 
competition levels (mean HHI 0.16–0.62, depending of local market defini-
tion) were higher for the selected PHCCs than for the total population of 
PHCCs in Study III (mean HHI 0.54–0.79). The PHCCs included in the qual-
itative studies can therefore be regarded as ‘most-likely’ cases for providers 
to experience competition. Despite this, the providers were not particularly 
concerned about competition. 

Another question then is whether it is possible that objective measures in-
dicate rather high competition levels, but that healthcare providers, despite 
this, do not feel affected by it. One potential reason for this could be that the 
demand for primary healthcare services exceeds the care provided. According 
to Brekke et al. (2014), providers must meet the demand expressed through 
patient choices in order for provider competition to improve performance. 
Swedish primary care providers experience demand as almost never-ending; 
if some patients leave, others will take their place (Study I). This can be con-
nected to the long waiting times for outpatient care in Sweden compared to 
other European countries (Vårdanalys, 2021), and the shortage of GPs, where 
the level of vacancies amounts to 21% of practicing GPs (Vårdanalys, 2018). 
Such a situation makes it difficult for PHCCs to meet patient demand for ac-
cess and quantity of services, resulting in a lack of ‘availability’ of services 
(i.e. the dimension of access capturing how the supply of services relates to 
patient needs and demands). This also results in patient ‘exits’ generally not 
having a strong financial impact on the PHCCs, weakening the accountability 
mechanism of ‘exit’. 

The type of reimbursement is also relevant when discussing demand levels. 
If the PHCCs are reimbursed through capitation (which they mainly are in all 
regions nowadays), the money attached to patient choice is not infinite. This 
can be compared to FFS, where reimbursements can always be increased by 
suppliers inducing higher demand, which providers also explained that they 
have tried to do, for example through drop-in-clinics (Study II). Whether the 
feeling of infinite demand can be ascribed to FFS could not, however, be es-
tablished in Study I. 

In addition, and as previously pointed out, the theoretical assumption of 
providers as rational actors aspiring to maximise the PHCC’s profit and 
growth does not seem to hold, as other values can be placed higher on the 
agenda, or in that growth is not even desirable. Without profit as a main ob-
jective, the market structure might not be relevant, as providers do not partic-
ularly care about it, as long as their patient lists are not declining to the extent 
that the finances of the PHCCs, and, thus, their abilities to deliver care as they 
want to, are affected.  

In summary, the large number of monopolies, and that not even providers 
in urban areas with fairly high degrees of competition feel the pressure of 
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competition, suggest that the Swedish primary care market is not as competi-
tive as policymakers presumably hoped for.  

Market elements—operating in line with policy goals? 
In Sweden, the government proposing the Patient Choice reform anticipated 
that increased patient choice and provider competition in primary care would 
lead to improved quality and access (2008/09:74). At the same time, national 
healthcare legislation places the goal of equity high on the agenda. This raises 
questions about how the central policy aims, as stipulated by the Patient 
Choice reform and by national legislation, are met, which leads to the disser-
tation’s third research question: In what way do patient choice, provider com-
petition and payment incentives promote the achievement of goals such as 
quality, access and equity? I will discuss the findings that shed light on and 
contribute to answering this question below. 

In the theoretical literature, competition is often described as leading to im-
proved quality in settings with regulated prices (Brekke et al., 2014), however, 
a definition of the quality concept is seldom provided. The findings from 
Study I show that, if anything, providers compete through access and reputa-
tion, rather than clinical quality, providers perceiving filling vacancies and 
offering short waiting times as most effective in attracting patients. Providers 
in a similar, English study describe quality in terms of access, waiting times, 
patient experience and care processes—while the link between patient choice 
and the quality of clinical care was perceived to be less strong (Dixon et al., 
2010). Access and reputation can be interpreted as ‘interpersonal quality’, 
which involves aspects that positively affect patient experiences, such as com-
munication, access and timeliness of treatment. It is, therefore, separate to 
‘technical’, or ‘clinical quality’. Low access in the form of waiting times could 
also be described as low ‘availability’; a dimension of access capturing how 
well quantity and type of services correspond to patient demand (Penchansky 
& Thomas, 1981). The only Swedish study that has examined the effects of 
provider competition in the primary care sector, however, found no statisti-
cally significant effects on either patient satisfaction with access nor on clini-
cal quality, but small effects were found on patient satisfaction with healthcare 
(Dietrichson et al., 2020). While findings from Study I—together with the 
findings from Dixon et al. (2010)—thus indicate that providers might compete 
for patients by improving access and reputation, the question needs to be fur-
ther analysed.  

Access, together with equity, is also relevant to address in relation to the 
findings from Study II; PHCCs adapting to FFS for patient visits by stimulat-
ing the availability of shorter visits, mainly through drop-in-clinics but also 
by dividing visits into several shorter visits in order to increase revenue. This 
was described as resulting in ‘cream-skimming’ behaviour, providers 
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prioritising healthier patients (‘creaming’) over sicker, more time-consuming 
patients (‘skimming’). The findings thus suggest that FFS in Region Stock-
holm negatively affected equity in access, in terms of ‘accommodation’ (i.e. 
how well patients can accommodate healthcare services due to, for example, 
telephone hours and drop-in-clinics), and ‘availability’ (i.e. how well the sup-
ply of services corresponded to demand). Drop-in clinics are described as 
more ‘accommodating’ of healthier, working patient needs and wishes, than 
towards sicker patients who need scheduled, longer visits with their own GP, 
rather than whichever GP happens to operate the drop-in clinic at the time. 
Directing healthier patients to drop-in clinics, which were sometimes open 
daily, and reducing the timeslots for scheduled visits for sicker patients, the 
‘availability’ improved overall for healthier patients but worsened for sicker 
patients. There are thus signs of FFS having a negative effect on ‘vertical eq-
uity’, in that greater needs are not receiving greater attention and resources 
(Culyer, 2001). Vertical equity is high on the Swedish agenda as a healthcare 
goal, as it is stipulated in the Health and Medical Services Act (SFS 2017:30) 
that the “person with the greatest need of healthcare shall be given priority” 
(3 Ch., 1§). Findings from quantitative studies on the effects of FFS on vertical 
equity in region Stockholm are, however, mixed. According to Agerholm et 
al. (2015), utilization of primary healthcare services increased more among 
people with fewer healthcare needs than among those with higher healthcare 
needs, following the introduction of FFS in Region Stockholm. Although, 
Sveréus et al. (2018) find that utilization increased more among people with 
lower income levels. In the theoretical literature, ‘cream-skimming’ has, how-
ever, mainly been linked to inadequately risk-adjusted capitation—not FFS 
(e.g., Ellis, 1998). The effects of FFS on ‘cream-skimming’ and vertical equity 
thus merit further attention.  

Notably, Region Stockholm has changed its reimbursement system since 
the interviews for Studies I and II were conducted, and substantially decreased 
the proportion of total reimbursements paid through FFS. Today, risk-adjusted 
capitation constitutes the bulk payment in all regions (Winblad et al., 2021), 
however, with the drastic increase in direct-to-consumer telemedicine consul-
tations in Swedish primary care since 2016, the question of how FFS-based 
reimbursements affect provider conduct remains relevant to the sector 
(Dahlgren et al., 2021a). Companies offering direct-to-consumer telemedicine 
consultations have mainly—and initially almost exclusively—been reim-
bursed across regions (utomlänsersättning) and, were thus not covered by the 
regions’ separate reimbursement systems. As a result, they have mainly been 
paid through FFS, whereas physical PHCCs have mainly been reimbursed 
through capitation (Blix & Levay, 2018). The Swedish Competition Authority 
recently concluded that this amounts to skewed competition, favouring digital 
providers of primary healthcare services (Konkurrensverket, 2022).  

As discussed in the Competitiveness and a market-based governance model 
section, it can be questioned whether choice and competition support 
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increased quality in the sector, especially clinical quality. Even if competition 
can improve a PHCC’s performance—something which is only partially sup-
ported by the only Swedish study on the matter (Dietrichson et al., 2020)—
people living in less densely populated areas and in areas with lower SES 
might not be able to reap the benefit, since PHCCs located in such areas gen-
erally face lower competition than that those located in urban and socioeco-
nomically stronger local market areas (Study IV). There is therefore a risk that 
the market-based governance model might lead to an inequitable distribution 
of high-performing providers. One way for regions to address this issue is 
through further risk-adjusting reimbursements, as providers’ location pattern 
has been found to be affected by risk-adjustments (Anell et al., 2018). Need-
less to say, that even in the absence of competition, the performance of PHCC 
can still be improved, as there are, of course, many things affecting it. 

In summary, the findings show a mixed but overall negative picture of how 
market elements help fulfil or align with policy goals such as quality, access 
and equity. On the positive side, the results suggest that competition might 
incentivise providers to improve ‘accommodation’, one of the dimensions of 
access, and ‘interpersonal quality’ (Study I). Equity in access (more specifi-
cally in the dimensions of accommodation and availability) has, on the other 
hand, been negatively affected by FFS reimbursements in the previous design 
of Region Stockholm’s reimbursement system (Study II). Competition, and 
thereby conditions for competition to improve provider and market perfor-
mance, is unequally distributed across diverging socioeconomic and geo-
graphic areas (Study IV). With a large share of monopolies (Studies III and 
IV) and providers even in urban areas not feeling the pressure of competition 
(Study I), competition as a driving force for improvements in Swedish primary 
care can also be questioned. Several supply-side conditions for patient choice 
and provider competition to improve performances are therefore lacking. 

Conclusions 
The overarching aim of this dissertation was to investigate whether and how 
the Swedish primary care sector and its providers have adapted to the market 
elements of the Patient Choice reform. The discussion of the findings shows 
that providers adapted differently to different market elements. Following the 
Patient Choice reform, the Swedish primary care sector is largely designed for 
‘exit’ as the main way for patients to express their dissatisfaction with provid-
ers, and for reimbursements as a way for the ‘money to follow patients’. De-
spite this, providers are, in general, not very sensitive to patient choices and 
competition, and cannot be seen as pure profit-maximisers. Instead, reim-
bursements seem to mainly be a tool for regions to steer the behaviour of pro-
viders. Furthermore, while there are fairly high levels of competition in some 
local markets, often in socioeconomically stronger and more urban areas, 
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Swedish primary care is not as competitive as the policy makers behind the 
Patient Choice reform described it as becoming. Findings from the empirical 
studies also show a mixed picture regarding how market elements promote 
quality, access and equity. While competition might incentivise providers to 
improve access and reputation, equity in access has been negatively affected 
by FFS reimbursements. Competition is also unequally distributed across so-
cioeconomic and geographic areas, which means that not everyone will have 
an equal opportunity to reap the potential benefits of competition. The discus-
sion of the findings also demonstrates that there are several supply conditions 
that are not met in Swedish primary care: providers cannot be perceived as 
pure profit-maximisers; received demand signals are weak; and provider often 
lack information about patients leaving them (especially in Stockholm)—in 
Stockholm it was cumbersome for providers to analyse demand signals, and 
in Gothenburg information on ‘exits’ was crude. The competitive pressure 
which can incentivise providers to respond to patient choices is also unevenly 
distributed, and in many cases absent.  

In summary, there are several obstacles on the supply-side of the Swedish 
primary care market to patient choice and provider competition functioning as 
intended in the Patient Choice reform, but also for achieving the general aim 
of equity in healthcare. In the next section, I discuss the policy implications of 
the findings, followed by a discussion of the potential theoretical and empiri-
cal implications of the findings. In the final part of the dissertation, I will dis-
cuss some methodological considerations. 

Theoretical and empirical contributions  
The results reported in this dissertation offer several theoretical and empirical 
contributions to the field. First, I have highlighted the dual agency of PHCCs 
and the tension between the two principal-agent relationships; the patient-pro-
vider relationship and the region-provider relationship. A weak threat of com-
petition and a large number of monopolies, combined with providers’ limited 
concerns of patient choices and competition with other PHCCS, indicate that 
the accountability mechanism through the patient-provider relationship is not 
fully working. This does not mean that PHCCs are not governed, nor can be 
held accountable, as the regions take on the principal role. These results sug-
gest, however, that the dual agency of providers in quasi-markets merits fur-
ther attention in the literature.  

Second, there is a need to analyse healthcare markets from both the per-
spective of the theory of perfect competition and the theory of contestable 
markets. Today, the empirical literature on competition in healthcare markets 
mainly has a structuralist perspective in its focus on analysis of market struc-
tures, by measuring competition—often operationalised as market concentra-
tion. By taking in provider’s perceptions of the market (similar to Study II) or 
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by analysing other market conditions than market concentration, such as entry 
and exit conditions, a fuller and more nuanced understanding on the market 
can be provided. 

Third, methodologically, a new approach to defining local markets, la-
belled ‘variable shape’, is suggested. This is a refinement of the established 
variable radius approach to defining local markets, no longer restricting local 
markets to circles but allowing local markets to vary in both shape and form, 
giving more weight to areas were a larger portion of a PHCC’s patients are 
living. However, further analyses on the variable shape approach are wel-
comed. 

Fourth, the findings from Study II indicate that FFS for patient visits incen-
tivises providers to ‘cream-skim’ patients. In the theoretical literature, cream-
skimming is, however, linked to inadequately risk-adjusted capitation—not 
FFS (Ellis & McGuire, 1986). That providers can cream-skim patients also as 
a response to FFS as well as how this can affect the vertical equity of 
healthcare need be addressed in the theoretical literature. 

Last, I would like to point to the need to define the quality concept in the 
theoretical literature on healthcare markets with fixed prices. The findings 
from Study I indicate that, if anything, providers experience that they compete 
with other PHCCs on access and reputation. While the effect of primary care 
competition on patient satisfaction with access has been studied empirically 
(e.g., Dietrichson et al., 2020; Gravelle et al., 2019), empirical studies on its 
effect on clinical measures, such as referral and prescribing behaviour, domi-
nate the literature (e.g., Brunt et al., 2020; Pike, 2010; Stroka-Wetsch et al., 
2016). While intricate theories on the effects of provider competition on qual-
ity are presented in the theoretical literature on healthcare markets with fixed 
prices, the quality concept is not discussed or defined (see Brekke et al., 2014). 
This, I argue, is a shortcoming, since we thereby do not know what, more 
precisely, is assumed to be improved. Different stakeholders will probably ex-
pect different results based on their definition of quality. Clinical performance 
is also especially difficult to measure in primary care, as described on page 
27, both since primary care quality is broad and complex and since primary 
care processes and outcomes are dependent on external factors to a large ex-
tent, such as patient lifestyle choices, which are outside a provider’s control.  

Policy implications 
This dissertation demonstrates several ‘market failures’ on the supply-side of 
the Swedish primary care market. Quasi-markets must also be governed 
(Carey et al., 2020), and in the case of Swedish primary care it is mainly the 
regions’ responsibility to ensure that healthcare is provided according to leg-
islation and policy goals. The findings from Studies III and IV suggest a need 
to strengthen conditions for competition in local markets with currently low 
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levels of competition, by focusing on improving market conditions for PHCCs 
located in less densely populated areas and in areas with lower SES. Because 
as long as policymakers deem competition a desirable way to steer the sector 
towards improved performance, regions must redress quasi-market failures 
through ‘market stewardship’—engaging closely with patients and providers, 
setting and adjusting the rules of the game and constantly monitoring the 
quasi-market and provider behaviours (Carey et al., 2020). 

Increasing measurable competition levels might not be enough, however, 
as providers also need to feel affected by competition, be incentivised to max-
imise profit, and receive, analyse and actually respond to patient choices. 
Findings presented in this dissertation indicate that this is not the case, sug-
gesting weak supply-side conditions for patient choice and provider competi-
tion to contribute to improved performances in Swedish primary care. 
Whether market-based governance is an appropriate way to govern the sector 
can thus be debated. Other policy objectives were also stressed in the Patient 
Choice reform, such as empowering patients and improving provider diver-
sity. It is still possible for policymakers to focus on these policy objectives, 
but at the same time to more decisively govern the primary care sector in ways 
that might conflict with the market logic. For example, by steering the location 
of new PHCC establishments, for example through differentiated entry regu-
lations applied to different geographical areas, the market-logic is hampered 
but social equity can be pursued. Some patients can be empowered by this, 
since entry regulations can increase provider options in currently underserved 
area. All while maintaining the reform goal of provider diversity.  

There is also a need to review older goals of competition against newer 
goals such as continuity and collaboration, which are emphasized in the cur-
rent debate and policy suggestions about how to reform and improve the Swe-
dish primary care sector. The value of collaboration between PHCCs and con-
tinuity of care are emphasised in the current debate, which goes by the name 
of ‘Near Care’ (Nära vård). Collaboration stand in sharp contrast, however, 
to competition between PHCCs, and continuity of care can be argued to con-
travene the principle of patient choice—continuity being more related to 
‘voice’ and patient choice to ‘exit’. While the current debate demonstrates that 
market elements are not the only way to improve primary care, the compati-
bility of old and new values must be addressed when reforming the sector, 
before choosing a way forward.  

Avenues for future studies 
The findings presented in this dissertation suggest several important issues for 
future research to address. First, the findings from Study I raise relevant ques-
tions about supply-side conditions, warranting further examination on a larger 
scale. A larger sample of providers’ views of their local market, perceived 
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threats of competition and their PHCC’s desirability to grow and maximise 
profit need to be examined. Second, the theoretical literature on healthcare 
markets suggest several pre-requisites for provider competition to improve 
quality in healthcare markets with fixed prices. This dissertation examines 
many of the supply-side conditions—but not all of them. For example, the 
conditions that margin costs must be constant and profit margins must be pos-
itive are not really examined in this dissertation. An avenue for future research 
could therefore be a comprehensive and thorough analysis of how well Swe-
dish primary care answers to each demand- and supply-side condition. Third, 
the dual agency of PHCCs in Swedish primary care merits further attention 
for a better understanding of the governance of the primary care market and 
of its accountability mechanisms. While the Patient Choice reform positioned 
patients as the main principal, findings suggest that it is rather the principal-
agent relationship between regions and PHCCs that is most central. Future 
studies could delve further into this, examining, for example, if the two rela-
tionships can function simultaneously or if there are tensions in between the 
two. Last, the first two elements of the SCP-framework—competition (market 
structure) and provider behaviour (firm conduct)—have been examined in this 
dissertation, but we still largely lack information on their effect on the latter: 
performance, for example regarding measures of clinical quality and access. 
As the question of whether competition improves performances in Swedish 
primary care is not yet satisfactorily answered, this is something that ought to 
be studied in the near future. 

Methodological considerations 
In this final part of the dissertation, I will discuss some methodological con-
siderations. The lack of information on objective competition levels available 
prior to the selection of PHCCs to include in Studies I and II can be seen as a 
study limitation, especially for Study I. Nor was the analysis of the interview 
material conducted with knowledge of objective competition levels. There-
fore, I unfortunately do not know whether respondents from PHCCs facing 
stiffer competition describe their local market, competing PHCCs or patients 
leaving them differently, than those respondents at PHCCs located in monop-
oly markets. If Studies III and IV had been conducted prior to Study I and II, 
PHCCs could have been strategically selected based on the level of competi-
tion they face. This would have been especially useful for Study I, where the 
‘most-likely’ cases for provider to experience competition could have been 
more strategically selected, by interviewing managers and GPs working at 
PHCCs facing very high levels of competition.  

This leads us to the external validity of the findings presented in the disser-
tation. Regarding Studies I and II, a relevant question to ask is whether the 
results can be generalized to other regions. In studies with a qualitative 
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research design, the case selection strategy is important when discussing gen-
eralisability of findings, In Study I, Stockholm and Gothenburg can be seen 
as ‘most-likely’ cases for patient choice and provider competition to affect 
providers. Even though the selection of specific PHCCs could had been im-
proved somewhat, as noted in the previous paragraph, information on compe-
tition levels from Study III shows that the selected PHCCs in general face 
higher levels of competition than the total population of PHCCs. This indi-
cates that the selected PHCCs can still be seen as ‘most-likely’ cases, which 
is regarded as being suitable for falsification of assumptions. This can be com-
pared to ‘least-likely’ case selection that is instead appropriate for tests of ver-
ification. The idea with a most-likely case selection is that if the phenomenon 
of interest is weak in the selected cases, then it is presumably weak anywhere 
(Flyvbjerg, 2006). Had the findings from Study I indicated that providers are 
very concerned with and affected by patient choice and provider competition, 
generalization could had only been made to other, similar cases—PHCCs in 
urban areas, likely exposed to competition. The results point, however, in the 
other direction. Since patient choice and provider competition does not have 
a large impact on providers in Study I, it is unlikely that patient choice and 
provider competition have any substantial impact in cases where the PHCC is 
less exposed to competition. That Swedish primary care providers respond 
less to demand signals stemming from patient choices and from competitive 
pressures than to payment incentives created by the region is, thus, also likely 
to be true in cases less exposed to competition. 

In Study II, the focus is instead of the reimbursement systems and the pay-
ment incentives they create. While the rationale is the same for selecting 
PHCCs in both Stockholm and Gothenburg in Study I (their likely exposure 
to competition), in Study II we instead utilize the differences between Stock-
holm and Gothenburg. The ‘method of difference’ (also called ‘most simi-
lar’)—which dates back to John Stuart Mill’s writings on five methods of in-
duction in the nineteenth century—rests on the idea that by studying two very 
similar cases that differ only in the variable of theoretical interest, conclusions 
about causality can be strengthened. In reality this is only fully possible in 
laboratory environments, whereas in social science we can only try to come 
as close as possible (Hopkin, 2010). By conducting interviews at PHCCs lo-
cated in the two most populous regions, both with a mix of both private and 
public providers, but with different reimbursement systems, we utilized the 
‘method of difference’ strategy. This strengthens the conclusions, for exam-
ple, that FFS incentivizes providers to ‘cream-skim’ patients, as the phenom-
enon was not found in Gothenburg, where FFS was not a part of the reim-
bursement system.  

Regarding generalizability of the findings from Study II, the reimburse-
ment system in Region Västra Götaland is more similar to other regions’ re-
imbursement systems and therefore the results from Gothenburg is probably 
more generalisable to other regions. It is, however, necessary pay attention to 
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the details of the respective reimbursement systems. Provider perceptions and 
experiences of ACG adjusted capitation is, of course, mainly generalisable to 
other cases with capitation adjusted for patients’ clinical diagnoses. Provider 
behaviour in Stockholm—as a response to FFS—might instead be more gen-
eralisable to the digital primary care service providers, since they are—simi-
larly to how PHCCs previously were reimbursed in Region Stockholm—re-
imbursed on the basis of FFS. The specifics of the reimbursement system are, 
however, not as important to the generalisability of the overarching finding 
from Study II; providers clearly and quickly adapting their work and the or-
ganisation of the PHCC to the payment incentives. There is not reason this 
would not also be the case in other Swedish regions. 

In Studies III and IV no sampling strategy was needed as the total popula-
tion was studied. Instead, questions on generalization should instead address 
the temporal dimension. Comparison of the PHCC data for Studies III and IV, 
indicate that the Swedish primary care market as a whole is stable over time 
in terms of both number of PHCCs and the distribution between private and 
public provision. This indicates that findings could likely be generalised over 
time. The rapid growth of private providers offering digital primary care ser-
vices in the last six years (Dahlgren et al., 2021a) might, however, change the 
landscape and challenge the geographical dimension of competition (Konkur-
rensverket, 2022). This could be the case especially in more urban areas, 
where the utilization of digital primary care services is highest (Ekman et al., 
2019). It could also affect the competition PHCCs face. By not being restricted 
by geography, digital providers can cover larger market areas, thereby taking 
market shares in more local markets and affecting HHI levels. This could af-
fect the temporal generalisability of the findings from Studies III and IV, and 
potentially also Study I. 
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Sammanfattning på svenska 

Bakgrund och syfte 
Svensk primärvård har under de senaste decennierna genomgått en omfattande 
omvandling. Det svenska sjukvårdsystemet har sedan länge karaktäriserats av 
värden som universalism och jämlikhet, vilket innebär att hela befolkningen 
ska omfattas av sjukvårdssystemet, att vård ska ges på lika villkor och att den 
”som har det största behovet av hälso- och sjukvård ska ges företräde” (SFS 
2017:30). På 1970-talet växte offentliga vårdcentraler fram inom primärvår-
den, vilka ersatte det tidigare provinsialläkarsystemet. Tanken med vårdcen-
tralerna var att de skulle ansvara för primärvården för befolkningen i det geo-
grafiska område som vårdcentralen tilldelats ansvar för av landstinget samt 
arbeta med preventivt folkhälsoarbete. Därmed hade ett i princip helt offent-
ligt primärvårdssystem vuxit fram med landstingen (dagens regioner) som hu-
vudaktörer, vilka planerade, finansierade och utförde i princip all primärvård. 

Sedan 1990-talet har dock en marknadisering skett av primärvårdssektorn. 
Under tidigt 1990-tal infördes den så kallade Husläkarlagen (SFS 1993:588), 
vilken innebar att patienter kunde välja vid vilken vårdcentral eller husläkare 
som de ville lista sig, att privatpraktiserande läkare gavs möjlighet att fritt eta-
blera sig inom primärvården och de privatpraktiserande läkarna erhöll ersätt-
ning från landstinget utifrån antalet patienter på sin lista. Även om lagen upp-
hävdes två år senare, kunde landstingen själva välja om de ville fortsätta med 
husläkarsystemet, vilket en del landsting gjorde. Därmed hade marknadsele-
ment såsom konkurrens och valfrihet införts i svensk primärvård. Den stora 
förändringen av primärvårdssektorn skedde dock på 2000-talet. Efter flera 
regionala initiativ att införa så kallade vårdvalssystem, med Halland först ut 
2007, gjordes en ändring i Hälso- och sjukvårdslagen (SFS 2017:30) som in-
nebar att alla landsting blev tvungna att införa vårdvalssystem från och med 
år 2010. Det innebar att patienter boende i samtliga landsting gavs möjlighet 
att själva välja vårdcentral, att privata vårdcentraler gavs möjlighet att etablera 
sig på vilken plats de själva önskade och att vårdcentraler erhöll ersättning 
från landstinget utifrån patienternas val, så länge vårdcentralen uppfyllde 
landstingens kravspecifikation. Därmed hade en ny, mer marknadsbaserad 
styrmodell vuxit fram inom svensk primärvård, där landstingen kom att förlita 
sig på marknadskrafter för att uppnå politiska mål och där ansvarsutkrävande 
skedde genom patienternas val. Detta kan jämföras med central planering av 
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vården och ansvarsutkrävande genom demokratiska kanaler, två framträdande 
delar av det tidigare primärvårdssystemet. 

Den politiska ambitionen med den så kallade Vårdvalsreformen, som infö-
randet av vårdvalssystem i primärvården brukar kallas, var att stärka patien-
ternas rätt och roll i primärvården genom att erbjuda dem större valmöjligheter 
och att öka mångfalden av vårdgivare, vilket väntades öka innovationsgraden 
och förbättra kostnadseffektiviteten. Ersättningen till vårdcentralerna skulle 
utformas så att den följde patienterna. Tanken var att patienterna vid missnöje 
skulle kunna utkräva ansvar av utförarna genom att ’rösta med fötterna’ och 
byta vårdcentral. Den dåvarande regeringens tanke var att det skulle stimulera 
konkurrens mellan vårdcentraler, vilket i förlängningen förväntades leda till 
förbättrad kvalitet och tillgänglighet (prop. 2008/09:74). Regionerna gavs 
dock utrymme att själva utforma sina ersättningssystem, vilket innebar att 
olika ersättningssystem, och därmed olika finansiella incitamentsstrukturer, 
har växte fram i olika delar av landet. 

Vårdvalsreformens idéer är hämtade från den rationella teoribildning om 
kvasi-marknader (dvs. marknader med offentlig reglering och finansiering 
men, åtminstone delvis, privatiserat utförande), i vilken det lyfts fram flera 
förutsättningar som teoretiskt måste vara på plats för att vårdval (att patienter 
kan välja utförare) och konkurrens mellan utförare ska leda till förbättrad kva-
litet. På utbudssidan (dvs. på utförarsidan av marknaden) utgår teoribildningen 
från att utförarna är rationella vinstmaximerare, att de är konkurrensutsatta 
samt att de mottar information om patienters val som de analyserar och agerar 
på. 

Mycket av forskningen om Vårdvalsreformen har dock fokuserat på efter-
frågesidan och undersökt frågor såsom patienters möjlighet att göra rationella 
val. På utbudssidan är forskningen något mer begränsad och det är flera frågor 
som kvarstår. Vi vet till exempel inte om en konkurrenskraftig marknad har 
vuxit fram, vilken i förlängningen var tänkt att öka kvaliteten och tillgänglig-
heten i sektorn. Dessutom, utöver att uppfylla de politiskt uppsatta målen i 
Vårdvalsreformen ska sektorn fortsatt verka för det övergripande målet för 
svensk sjukvård; jämlikhet, dvs. en vård på lika villkor för hela befolkningen, 
där de med störst behov ges företräde. Detta saknas det särskilt forskning om 
på utbudssidan. Vi vet heller inte hur utförarna uppfattar och svarar på patien-
ternas val/bortval, på konkurrens eller på incitamenten som skapas utifrån er-
sättningssystemet. I denna avhandling, undersöker jag därför de tre marknads-
elementen – vårdval, konkurrens och finansiella incitament – på utbudssidan. 

Det övergripande syftet med avhandlingen är att undersöka om och hur den 
svenska primärvårdssektorn och dess utförare har anpassat sig till marknads-
elementen i Vårdvalsreformen. För att besvara syftet ställer jag tre mer speci-
fika forskningsfrågor: Hur uppfattar och svarar utförare inom svensk primär-
vård på patienternas val, konkurrens och finansiella incitament? Hur konkur-
rensutsatt är den svenska primärvårdsmarknaden? På vilka sätt främjar 
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vårdval, konkurrens och finansiella incitament målen om kvalitet, tillgänglig-
het och jämlikhet? 

Delstudier 
Syftet och de tre forskningsfrågorna besvarades genom fyra delstudier. Studi-
erna I och II hade en kvalitativ forskningsdesign och utgick från samma 
material: semi-strukturerade intervjuer med 24 verksamhetschefer och all-
mänläkare vid 13 vårdcentraler i Stockholm och Göteborg. Studie I syftade 
till att undersöka om och hur vårdval och konkurrens är kvalitetsdrivande i 
svensk primärvård. Resultaten indikerar att utförarna inte enbart motiveras av 
att maximera vinst, då flera ger uttryck för att motiveras av att ge en god vård 
snarare än av konkurrens och ekonomiska aspekter. Utförarna har dessutom 
bristfällig information om patienternas val och bortval (speciellt i Stockholm). 
Därmed ges de bristfälliga förutsättningar att analysera information om pati-
enternas val. Dessutom ger intervjupersonerna uttryck för att de inte är särskilt 
påverkade av konkurrensen med andra vårdcentraler, bland annat eftersom de 
upplever att det alltid kommer nya patienter. De ger dock uttryck för att vård-
val och konkurrens med andra vårdcentraler gör dem mer medvetna om vikten 
av att erbjuda god tillgänglighet och att ha ett bra rykte, vilket är det som de 
därmed kan stimuleras att förbättra för att kunna behålla nuvarande patienter 
och locka till sig nya. 

Studie II syftade till att undersöka hur verksamhetschefer och lönean-
ställda läkare vid svenska vårdcentraler uppfattar att de finansiella incita-
ment som ersättningssystemet skapar påverkar deras arbete. Resultaten visar 
att pengar har betydelse på så sätt att vårdcentralerna tydligt och snabbt an-
passar sig efter incitamenten som ersättningssystemet skapar. Intervjuperso-
nerna beskriver till exempel hur deras vårdcentral har ökat antalet besök som 
följd av en stor andel besöksersättning, hur patienter har hänvisats till sjuk-
sköterskor istället för läkare som följd av att ersättningsnivåerna för läkarbe-
sök sänktes, och hur de har prioriterat registrering (och ibland även ’upp-kod-
ning’, eller manipulering) av diagnoskoder som följd av att ersättningen risk-
justeras för listade patienters diagnoser. 

Studierna III och IV hade en kvantitativ forskningsdesign och utgick från 
tvärsnittsdata över samtliga vårdcentraler (n = 1 161 respektive 1 167) och 
hela den svenska befolkningen (n = 9 834 197 respektive 9 947 224), samt 
listningsdata som kopplade samman vårdcentralerna och individerna. I båda 
studierna mättes graden av konkurrens för respektive vårdcentral, framförallt 
genom måttet Herfindahl-Hirschman index, där ett värde nära noll indikerar 
hög konkurrens och värdet ett indikerar monopol. För att mäta konkurrens på 
sjukvårdsmarknader måste respektive utförares lokala marknad först definie-
ras. Ofta görs detta genom cirkelformade marknadsytor vars storlek antingen 
bestäms genom en ’fast radie’ som är samma för samtliga utförare, eller 
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genom en ’varierande radie’, där radien sätts så att den för varje vårdcentral 
fångar en bestämd andel av vårdcentralens patienter (t.ex. de 75 procent närm-
aste patienterna). I praktiken är dock inte utförares lokala marknader cirkel-
formade, utan topografi och infrastruktur kan vara avgörande för en utförares 
upptagningsområde och därmed marknadsområde.  

Studie III hade därför ett tvådelat syfte, dels att skapa och analysera ett nytt 
sätt att definiera lokala marknader, dels att undersöka konkurrenssituationen 
på den svenska primärvårdsmarknaden. För att besvara syftet togs ett nytt 
marknadsmått fram som benämndes ’varierande form’ (eng. variable shape). 
Lokala marknader med ’varierande form’ tillåts variera i både form och stor-
lek utifrån avståndet mellan varje vårdcentral och dess listade patienter. Utö-
ver att mäta konkurrens inom marknader med ’varierande form’, mättes även 
konkurrens i lokala marknader definierade som ’fast radie’ (1 km respektive 
3 km) samt ’varierande radie’. Resultaten tyder på att den nya marknadsdefi-
nitionen bäst lyckas fånga vårdcentralernas faktiska marknader samt att lokala 
marknader baserade på fast radie inte lämpar sig för Sverige (eller andra länder 
med stor variation i befolkningstäthet) då de inte lyckas fånga upp den variat-
ion av konkurrens som finns i landet. Mer forskning om marknadsmåttet ’va-
rierande form’ samt om dess skillnad mot måttet ’varierande radie’ välkomnas 
dock. Ett annat centralt fynd var den stora skillnaden mellan vårdcentraler av-
seende hur konkurrensutsatta de är. Ungefär en tredjedel av vårdcentralerna är 
belägna i lokala marknader som definieras som monopol utifrån samtliga fyra 
sätt att mäta marknader. Samtidigt möter många av de vårdcentraler som är 
belägna i konkurrensutsatta lokala marknader relativt hög konkurrens.  

Studie IV syftade till att undersöka hur konkurrensen inom svensk primär-
vård är socioekonomiskt och geografiskt fördelad. Dessutom undersöktes hur 
en vårdcentrals egenskaper korrelerar med graden av konkurrens på den lokala 
marknaden. Resultaten visar att lokala marknader vars befolkning har en 
högre socioekonomi samt mer urbana lokala marknader tenderar att vara mer 
konkurrensutsatta än de som har lägre socioekonomi och är mindre urbant be-
lägna. Studien visar även att privata vårdcentraler, vårdcentraler som öppnats 
efter Vårdvalsreformens införande samt större vårdcentraler tenderar att vara 
mer konkurrensutsatta än offentliga, äldre och mindre vårdcentraler.  

Slutsatser 
En jämförelse av de två första studiernas resultat indikerar att utförarna anpas-
sar sig i olika grad till olika marknadselement. I och med Vårdvalsreformens 
införande utformades den svenska primärvården så att patienter primärt skulle 
visa missnöje med en vårdcentral genom att ’rösta med fötterna’ och på så sätt 
kunna utkräva ansvar av vårdcentralen. Då ersättningen till vårdcentraler 
skulle följa patienterna var tanken att patienternas val skulle bli mer kännbara 
för vårdcentralerna. Trots detta upplever sig inte utförarna vara särskilt 
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påverkade av patienters val/bortval eller av konkurrensen inom den lokala 
marknaden, och utförarna kan inte heller ses som rena vinstmaximerare. Istäl-
let tycks ersättningar främst utgöra ett sätt för regionerna att styra utförarnas 
beteende. Således är det snarare regionerna än patienterna som säkerställer 
ansvarsutkrävande av vårdcentraler. Därmed har den marknadsbaserade styr-
ningen av primärvården inte fått det genomslag som den dåvarande regeringen 
hoppades på när Vårdvalsreformen infördes 2010. Dessutom tyder resultaten 
från de två kvantitativa studierna på att den svenska primärvårdmarknaden är 
väldigt diversifierad, med en stor andel vårdcentraler belägna i lokala mono-
polmarknader samtidigt som de vårdcentraler som är belägna i konkurrensut-
satta lokala marknader ofta möter en relativt hög grad av konkurrens. Eftersom 
graden av konkurrens är ojämnt fördelad mellan de lokala marknaderna, av-
seende marknadsområdenas socioekonomi och urbanitet, ges olika förutsätt-
ningar för marknadskrafter att kunna förbättra kvalitet och tillgängligt, såsom 
det var tänkt från politiskt håll med Vårdvalsreformen. Och för den stora delen 
av vårdcentralerna som är belägna i monopolmarknader finns inte förutsätt-
ningar för konkurrens att förbättra vården eftersom konkurrens saknas. Även 
om det naturligtvis finns andra sätt att arbeta för att förbättra kvalitet och till-
gänglighet inom sektorn tyder resultaten på att marknadselementen i nuläget i 
stort inte främjar uppfyllelse av dessa värden.  

Sammanfattningsvis finns det på utförarsidan av svensk primärvård flera 
tecken på att marknadselementen inte fungerar såsom det var tänkt med Vård-
valsreformen. En väg framåt härifrån är att förbättra förutsättningarna för kon-
kurrens inom områden som idag kännetecknas av låg grad av konkurrens, t.ex. 
genom att höja ersättningar till utförare belägna inom dessa områden eller öka 
regionernas befogenhet att styra var vårdcentraler kan etableras. En annan 
aspekt är att informationen som utförare får om patienters val kan behöva ses 
över, för att säkerställa att utförarna har möjlighet att analysera vilka patienter 
som har valt bort dem. Samtidigt ställs frågor om i vilken grad som patienter-
nas val, genom konkurrens mellan vårdcentraler, driver vårdcentraler att för-
bättra sig, dels på grund av att patienternas val inte alltid är särskilt ekonomiskt 
kännbart för vårdcentralerna, dels på grund av att utförarna inte är vinstmaxi-
merare såsom teorierna utgår från att de är. Det kan därför vara en idé att fun-
dera över om konkurrens fortfarande är ett viktigt mål, eller om andra mål från 
Vårdvalsreformen, såsom patienters valfrihet och ökad tillgänglighet kan nås 
på andra sätt – sätt som eventuellt kan stå i konflikt med konkurrens. Under 
benämningen ’Nära vård’ förs nu flera idéer fram om hur svensk primärvård 
kan förbättras, bland annat mål om förbättrad samverkan och ökad kontinuitet, 
vilka beskrivs kunna göra vården mer personcentrerad. Dessa mål kan anses 
stå i kontrast med konkurrens och idén om att patienter ska visa missnöje ge-
nom att ’rösta med fötterna’, snarare än genom att stanna och framför syn-
punkter. Det är därför viktigt att ta ett helhetsgrepp om primärvårdssektorn 
och se över om nya mål och sätt att organisera sektorn är förenliga med dem 
nu gällande, som togs fram i samband med Vårdvalsreformen.  
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