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Abstract
This paper discusses the development of the Norwegian and Swedish hospital systems
from a historical-comparative perspective. The development of the Swedish system has
been characterised by institutional stability, while the Norwegian system has been
characterised by instability and change. The paper contributes to research on the
historical development of health care systems. In a more general sense, it also informs
historical research about welfare states.
Keywords: Hospital system, historical comparison, Norway, Sweden, historical
institutionalism
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Introduction
Historically, the governance of somatic hospitals in Norway has followed a clear
developmental path, beginning with a very high degree of decentralisation, followed by
centralisation at the regional level, and later by a very high degree of centralisation.
From the mid-19th century until 1970, most Norwegian somatic hospitals were owned
and administered by institutions based in local communities.1 Between 1970 and 2002,
hospitals were owned and managed by counties, and hospital committees were
appointed according to the political composition of the county assemblies.2 From 2002
onwards, the ownership and management of Norwegian somatic hospitals became the
responsibility of the central state. The hospitals were organised as regional and local
health enterprises and committee members were appointed by central authorities.
Hospital governance in Norway could, in certain respects, be said to be characterised
by continuity and institutional stability, but a long-term historical comparison with
Sweden’s hospital system suggests that Norway’s system is characterised instead by
developmental discontinuity. The structure of Sweden’s system has remained largely
unchanged since the 1860s: somatic hospitals are still owned by the nation’s counties,
and Swedish hospital committees still reflect political representation in the county
assemblies.3 Major reforms within the hospital sector in Sweden have been conducted
mostly within the framework of its existing institutional arrangements while reforms in
Norway’s hospital sector have, by contrast, caused substantial institutional
transformations.4
This article aims to describe and discuss the differences between the institutional
development of the somatic hospital systems in Norway and Sweden using a historicalcomparative perspective.5 We will argue that such an analysis offers an important
contribution to health care research. During the last decade, research on the historical
development of European health care systems has been substantial and several authors
have noted that the development of health care systems has been characterised by far
more variation and nuance than had been previously assumed. In a comprehensive
study of the development of the health care systems in Italy, Sweden, the United
Kingdom (UK), France and Germany, for example, Richard Freeman argues that what
appear to be characteristic national financial, organisational and institutional designs for
national health care systems are, in reality, a complex mixture of systems. Freeman notes
that health care systems are also «dynamic, continually adapting and readapting to the
wider political, economic systems of which they are a part».6
Historical analyses of health care systems, such as those used by Freeman, are often
concerned with the relationship between health care systems and the wider contexts of
which they are a part.7 Such historical research is characterised by comparative analyses
of different systems. Tore Grønlie, for instance, compared the development of the
Norwegian and British hospital systems, arguing that the UK and Scandinavian
countries are often regarded as having very different systems of health care governance.
The British National Health Service (NHS), for example, is often seen as the prototype
of a centralised and state-run system. While the British and Scandinavian health care
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systems are similar in the sense that they are based on public ownership and funding8,
Scandinavian countries are perceived as having typically decentralised systems. Grønlie
argues that by exploring the development of the health care systems in both Norway
and the UK over a longer time span, a number of similarities and differences can be
detected. Prior to the Second World War, both countries used a highly decentralised
model of health care provision (in Britain’s case, strongly influenced by voluntarism),
but this later diverged after 1945. As Grønlie reasons, observations of change
demonstrate a necessity for «a temporal delimitation of any ‘model» of health care and
hospital organization». Models tell us little «if anything, if they are not situated in rich
historical contexts».9
Such comparative historical health care research aims to identify nuances within the
development of what might otherwise be considered particular «types» of systems in
regions such as Scandinavia.10 The historian Per Haave, for instance, focused on three
aspects of the development of the hospital systems of Norway, Sweden, Denmark and
Finland during the period from the 1930s to the 1970s. These were: the role of the state
in the development of hospital systems, the extent to which the development could be
viewed as social democratic in character and whether a common «Nordic approach»
Haave argued that if there is indeed such a phenomenon as the «typical» Nordic hospital
system, the decentralised structure was its most prominent hallmark.11 Similarly, the
social scientists Haldor Byrkjeflot and Simon Neby analysed reform efforts and
institutional arrangements in the Norwegian, Swedish and Danish hospital sectors using
an historical-institutional perspective, and questioned the validity of the term «model of
health care governance». In the context of Scandinavia, they argued, this term is
restricted to describe the period between 1970 and 2000.12
The rise of research on the historical development of health care systems has
corresponded with renewed interest in the historical development of European welfare
’states.13 Studies such as those noted above have demonstrated that an exploration of
variations and nuances in health care system development between countries, and within
«clusters» of apparently similar health care systems and welfare states, can be particularly
fruitful. Such comparative analyses provide an opportunity to identify and explain
developmental similarities and differences in relation to context.14 However, it is more
methodologically beneficial to limit the number of countries compared within studies as
this allows a more thorough understanding of the comparative development of health
care in each country.15
Our analysis is rooted in what Charles Tilly terms «the variation-seeking type of
comparisons» – a comparative approach concerned with how similar processes are
revealed in different ways within different historical settings.16 When studying variations
within the development of the health care systems in the Nordic countries, there are
good reasons for focusing only on Norway and Sweden. As Byrkjeflot and Neby have
noted, of all the Scandinavian countries, Sweden is characterised by the highest degree
of continuity in hospital governance, and Norway the least.17 Haave, in his comparison
of four of the health care systems also observed that the central state had been most
active in the historical development of the hospital system in Sweden, but least active in
Norway.18 Norway and Sweden may therefore be seen as representing the most
contrasting institutional arrangements within the hospital sector in Scandinavia and
5
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most suited to elaborating the nuances and variations in the organisation of health care
governance.
The following questions are addressed in this paper: How could the institutional
differences in the historical development of Norway and Sweden’s hospital systems best
be described? How could these differences be explained in relation to the institutional
context in which they developed? Why has health care development been characterised
by discontinuity in Norway, but by continuity in Sweden?
The analysis in this paper is based on official reports about the hospital systems in
Norway and Sweden, parliamentary records, sources from the Norwegian National
Archives, as well as secondary sources. To begin the discussion, we will now review the
analytical approach we have chosen in more detail.

A historical–institutional approach to
understanding the development of the Norwegian
and Swedish hospital systems
A parliamentary report in Norway issued in the mid-1970s stated that any kind of
development or transformation within the hospital system would necessarily confront
prevailing structures and organisational patterns:
That sudden radical changes could be carried out in such huge and complicated,
long-establish sector of society is an unrealistic assumption.19
The historical heritage of the hospital system, as this quote suggests, was clearly
regarded by politicians and health bureaucrats at the time as a framework that shaped
the conditions of governance and the [potential?] space for action inside the hospital
realm. In this paper, we will argue that an approach focused on historical
institutionalism offers valuable opportunities for analysing the continuities and
discontinuities of hospital system development. Historical institutionalism aims to
explore how historically inherited institutional conditions constitute the framework for
political action and it helps to facilitate an understanding and explanation as to why
certain developmental trajectories have been followed in particular settings but not in
others. More specifically, historical institutionalism is oriented towards exploring how
the organisation of policy making affects the power which historical actors are able to
have.20 According to Kathleen Thelen, recent studies within the tradition of historicalinstitutional analysis have focused more on how institutions react and adapt to new
conditions rather than elaborating on how historical actors have adapted to institutions
themselves.21 Such an emphasis is implicitly similar to what is termed a «pathdependency approach» – a term describing a focus on the role of historical causation
and how historical dynamics are being reproduced in new contexts.22 According to
Thelen, while previous «path-dependency» approaches have been dominated by
deterministic perspectives, many current theorists have focused their attention on
«positive feedback effects that help [to] explain important institutional continuities over
time». More specifically, this approach focuses on how institutions created by one set of
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political actors and created for one purpose can – due to positive feedback – be
embraced and carried forward [in new ways and] by new coalitions. Changes in political
coalitions are therefore seen to «hold the key to understand[ing] shifts over time»23
within institutions An historical-institutionalist approach is founded on the assumption
that the origins and development of institutions and the process of institutional reaction
and adaption should be understood in terms of the institutional framework that has
characterised their historical formation.24 A central assumption of this approach is that
institutions exert a «powerful influence on the strategies and calculations of…the actors
that inhabit them». On the other hand, institutions are also seen as objects of ongoing
political contest. In order to elaborate further on institutional reproduction and change,
it is therefore also necessary to focus on the political dynamics and processes that drive
«institutional genesis, reproduction and change».25
Much of the analysis of the historical development of the hospital systems in Norway
and Sweden to date has been informed by historical-institutional approaches, although
not necessarily in explicit ways. This influence is evident, for example, in an overview of
the historical development of hospital governance in Norway, in which it is suggested
that the institutional reforms introduced in the hospital sector in 1970 were unable to
cope with the inherited problems of governance. The role of local communities in the
development of the hospital system – known otherwise as «localism» – was seen as a key
influence in the shaping of hospital policy and the creation of the embedded political
struggles. This framework for hospital governance lasted from the mid-19th century
through to the mid-20th century26 and was interpreted in the article as one of the key
reasons for the institutional instability of the Norwegian system and the introduction of
new reforms in 2002.27 In contrast, the analysis of the development of the Swedish
hospital system suggested that, in contrast, the role of county assemblies that had
operated since the 1860s had contributed to institutional stability.28
To describe and explain these developmental variations from a historical-institutional
perspective, and to understand the characteristic hospital structures in Norway and
Sweden in the 20th century, it is therefore necessary to begin our analysis in the middle
of the 19th century and to understand the historical circumstances of this time.
While it was local government that was to influence the development of the hospital
system in Norway, it was the counties that were to shape the hospital system in Sweden.
In 1860 there were approximately 27 general hospitals in Norway. By 1900 this number
had risen to approximately 36, with all the new hospitals run by the town councils.29 In
Sweden, approximately 46 general hospitals had been built by 1861, and by 1900 this
number had risen to approximately 76. All of these hospitals were owned and managed
by the county assemblies.30
The characteristics of the institutions that formed the institutional framework of the
development of the hospital systems at this time can be summarised as follows:
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Institutional framework of the hospital systems in Sweden and Norway, mid-19th century
Central state

Sweden

Strong executive powers.
Two-chamber Parliament,
upper chamber recruited from
socially elite groups.
Dynamic relationship between
counties and local councils.

County assemblies

Local government

Clearly defined role
within political–
administrative system.

Dynamic relationship between
county assemblies and central
state. Members recruited from
socially elite groups.

Executer of central
state policy.

Restricted autonomy.

Able to place tax on
income.
Dynamic relationship
between assemblies
and the central state.

Norway

Strong one-chamber
Parliament, especially after
1884. Municipal councils have
strong impact on the central
state.
Members elected from farmers
and middle-class, influential
groups.

Restricted role.

High degree of autonomy.

All towns and cities
excluded.

Legally permitted to fix level
of taxation.

Unable to place tax on
income.

Farmers and middle class
influential groups.

Recruited from among
municipal mayors.

Norway and Sweden had three levels of governance in the 19th century, namely the
central state, the counties, and local government. Distinct national differences were
evident in the tasks ascribed to these different institutions as well as in the relationship
between the different institutional levels – variations that were to have direct
consequences for the development of the different hospital systems. In Norway, for
example, local governments were characterised by a high degree of autonomy31 and
municipalities had the legislative right to set taxation levels between the years 1838 and
1911.32 The role of local government in Sweden was more restricted.33 County and
municipal legislation ratified by the Swedish Parliament in 1862 gave county assemblies
the right to tax county residents. Assemblies were delegated a number of tasks and
responsibilities in industry and trade, agriculture, communication, education and health
care34 and a government decree of 1864 added hospitals to this list of responsibilities.35
The Swedish county system could be seen as having provided a better structure for
hospital governance than the equivalent system in Norway. While both countries had a
local government consisting of both rural and city municipalities36, the number of city
municipalities outside the county assemblies varied significantly. In Norway, the county
assemblies included only rural municipalities and all towns or cities were excluded.37 In
contrast, in Sweden only the two major cities of Stockholm and Goteborg were not
included as part of the county assembly system at this time.38 This variation implied that
the population in the Norwegian counties was more scattered than in Sweden.
Furthermore, the Norwegian county assemblies were unable to raise tax from the most
prosperous citizens and enterprises of the time, typically located in cities.39 Furthermore,
this arrangement suggests that Norwegian hospital establishments during this period
were essentially a city- and town- rather than a rural-phenomenon (cf. above).
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Differences in the relationship between the central state and other levels of
government also had implications for the development of the different hospital systems
in the two countries. Reforms in the Swedish governmental system during the 1860s
saw a transition from a four-estate structure to a bicameral Parliament. The upper
chamber was given powers to veto decisions made by the lower chamber40 and
representatives in the first chamber were elected by members of the county assemblies
and city assemblies who were not included in one of the counties.41 The electoral system
in Swedish towns and municipalities reflected the importance of income and property:
those with large properties or high incomes – landowners, industrialists, civil servants
and professions – came to exert greater influence in local assemblies, county assemblies,
as well as in the first chamber.42
These reforms in the governmental system in Sweden during the 1860s were part of
a process in which public institutions were assigned a more active role in development
of society.43 Using county assemblies as instruments to implement central governmental
politics formed part of this change. In her influential study of the historical development
of health insurance systems in Western Europe, Ellen Immergut argues that the
governmental system established in Sweden at this time gave the executive body a
strong influence on the shaping of health policies, and that the Swedish government had
comparatively better opportunities to carry out comprehensive reforms within health
care.44 This was because the system encouraged a dynamic relationship between
governmental bodies at different levels of the politico-administrative system, especially
as county council politicians appointed the representatives in the first chamber in
Parliament and were themselves the main executers of health policy.45 This dynamic
relationship between Parliament, the executive body and other interest groups, as
Immergut contends, informed health policies in a more positive and conciliatory way.46
The construction of the Norwegian politico-administrative system, in contrast,
mirrored and reinforced the autonomy of local government. Unlike the Swedish system,
the Norwegian Parliament had only one chamber, and the electoral system was not
adjusted according to income or property ownership.47 Local election districts were used
for general elections, and regional assemblies did not act as intermediaries between local
and central government as in Sweden. Norwegian parliamentary delegates were chiefly
recruited from among local politicians. In the parliamentary elections during the 1870s
and 1880s, 90% of the Parliamentary representatives came from rural areas and 80% of
the town and city dwellers had served as politicians in local councils.48 Farmers and
middle-class groups dominated the Parliament49 and the county assemblies consisted of
mayors from each municipality in the local area. Several of the assemblies at the time
wished to avoid taking on tasks which could result in further expenses being imposed
on the municipalities50 and similar attitudes were also evident in Parliament.51
Political developments in Norway from approximately 1860 were characterised by
rivalry between the liberal coalition in Parliament and the civil servant-dominated
government. A new health law introduced by the Norwegian Parliament in 1860
afforded a high degree of autonomy to the municipalities and gave the central state
modest opportunity to influence the institutional development of health care.52 The
development of the hospital system was therefore affected strongly by this higher
degree of autonomy afforded to local government. Unlike in Sweden, the executive
9
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body did not have an equally strong role and therefore did not have the same degree of
impact on shaping the framework of health policy. This autonomy allowed local
government to assume responsibility for new societal tasks and was reflected in the
establishment of hospitals in both towns and cities and also seen in the development in
the countryside after 1900 (cf. below).
Further analysis in this paper will now focus on the development of the Norwegian
and Swedish hospital systems from the 1860s until the 1970s. The discussion will focus
on the extent to which the initial institutional framework in the respective countries was
adapted and perpetuated by new actors and the impact and effects of these processes on
hospital policies. This discussion focuses on how the development of the hospital
system in these countries can be understood in light of the roles afforded to the local
government and the county assemblies responsible for executing hospital policy in each
of the countries. The study also focuses on how the development of the hospital
systems can be understood in terms of the relationship between these bodies and the
central state. These relationships will be explored on a local community level, a regional
governmental level, and a central state level.
The analysis that follows is divided into three sections. In the first, we provide a brief
sketch of the development of the hospital system during the period after the
establishment of the institutional arrangements within the hospital realm, i.e. the period
from approximately 1860 until 1910. In the second section, we explore the period
between approximately 1910 until 1930, while the final section examines the period
from the late-1930s until the early 1970s. These delineations correspond to key periods
in the development of hospital systems in the two countries and serve to frame major
turning points in their historical-political development. The first period, as we will show,
was characterised by significant differences between the two countries
(parliamentarianism, for example, grew significantly in Norway in 1884 and this was
followed by several extensions of the franchise). The period from 1910 to 1930 was
characterised by further significant developments in the establishment of democracy in
both countries under both liberal and conservative governments and coalition
governments.53 The analysis of the final period is the most comprehensive and provides
a review of the social democratic governments of Norway and Sweden and the strong
belief in both nations that development could be controlled by central governmental
measures.54

Hospital expansion in the early phase
County assemblies in Sweden in the mid-19th century were the main providers of health
care, and a significant proportion of their income was spent on general hospitals during
the two decades after the governmental reforms of the 1860s.55 The relationship
between the central state and county assemblies was a dynamic one and the electoral
system resulted in civil servants and particular professions (such as physicians) being
among the dominant groups in Parliament and county assemblies. One effect of this
structure was that actual medical considerations shaped the development of hospitals in
the counties. In the county of Kopparbergs län (Dalarna) in Western Sweden, three new
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hospitals were built in the period after 1862 and an older hospital restructured. These
changes were organised by committees led by physicians who were/ [had been elected
as?] representatives in the assembly.56 In the ensuing political struggle over their
establishment, the purpose of the county assembly, it was reasoned, was to establish and
coordinate health measures within these regions.57
In Norway, the county assemblies were also used to expand the provision of general
hospitals but were seen in different ways. Like Parliament, the composition of the
Norwegian county assemblies reflected and supported the high degree of autonomy
offered to municipalities in the political-administrative system. One of the consequences
of this autonomy was that it enabled initiative at a local community level. This enabled
the incorporation of medical considerations: when a new hospital was established in
Trondheim (the third biggest city in Norway) in 1902, for example, it was the result of
the efforts of the chief physician at the old city-hospital combined with the efforts of
the head of the local health administration (the Stadsfysikus).58
But the establishment of the hospital in Trondheim was also the result of the wider
democratic changes taking place. The significant development of the Parliamentary
democratic system in 1884 was followed by further extensions of the franchise, and in
1896 all adult working class men gained the right to vote in local elections. For the
Liberal Party, the inclusion of these new voters encouraged and enabled its radical social
policies, and it was these changes lay behind its motivation to establishment the new
Trondheim hospital.59 In turn, the Liberal Party’s health concerns had a politicising
function within local communities, and saw a strong local commitment to the hospitals
(cf. below).
In Norway, no new general hospitals were established in the countryside during the
second half of the 19th century. Instead, towns and cities became the providers of health
care services for their neighbouring counties. Like the counties themselves, the
Norwegian medical districts lacked the resources and mechanisms necessary to establish
hospitals in the way that the Swedish counties were doing at the same time. Under «The
Public Health Act» passed by the Norwegian Parliament in 1860, municipal health
committees were established as mandatory institutions in rural areas.60 Typically, district
physician became leaders of the committees, thus helping to give medical expertise a
prominent role in local health issues.61 The system, however, was too decentralised to
properly encourage hospital expansion, and the medical districts too extensive.62 In the
county of Søndre Bergenhus (Hordaland) in western Norway, citizens from the region
who took ill were admitted to a municipal or private hospital in the city of Bergen which
was not officially part of the county63 and similar systems of reliance were developed in
other regions as well. But as a result of the systemic weaknesses, while the system
provided valuable resource to those within the counties, it also contributed to the
creation of imbalances in hospital service provision.
In Sweden, by contrast, the establishment of hospitals in cities and counties was a
parallel process.64 The Swedish central government also instructed how the hospitals
should be administered and influenced the way the way they were governed.
Governmental regulations resulted in the county governor – the central state’s
representative at the county level – being appointed as the chairman of hospital
committees. The district physician – a civil servant appointed by the state – was also
11
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appointed as a member of the committee.65 No similar system of governance was
established in Norway during this period.

Consolidation and expansion
After the start of the 20th century, the dynamics triggered by the democratisation of
Norwegian local communities became evident on a national level. The period between
1900 until approximately 1920, saw intense rivalry between the Liberal Party (the
dominant political party at the time) and the Labour Party over working-class voters.66
Acts such as the Sickness Insurance Bill passed by Parliament in 1909 (enabling people
to access insurance to cover a large proportion of the fees imposed on hospital
patients67) were a direct result of this battle between the two parties.68 Norway also saw
the largest increase in the number of general hospitals during this period.69 Legal
changes during this time increasingly stimulated municipal autonomy and reflected its
growing importance. During the parliamentary debate related to the Sickness Insurance
Bill, the liberal majority coalition sought to ensure that while the insurance would be
administrated by the municipalities, the local councils would be able to avoid the
expenses associated with the proposed insurance. The bulk of these expenses (60%), it
proposed, would be charged to individual employees, and only 10% would be charged
to the local council. The Labour Party also spoke in favour of a having an even larger
proportion of the expenses covered by local councils and the state.70
The political negotiations related to the sickness insurance scheme demonstrated the
impact of the wider institutional framework that was shaping the development of the
Norwegian hospital system. Importantly, although the establishment of hospitals during
this period was undertaken by municipalities it was also deeply rooted in local
community politics and influence. A large proportion of the Norwegian population, as it
transpired, did not join the sickness insurance foundation: membership was mandatory
only for employees in private enterprises or those in the public sector.71 Moreover, the
insurance covered expenses specifically related to physicians’ salaries. Other expenses,
such as those related to hospital equipment still needed to be financed from the budgets
of local councils or raised from other sources such as cure-fees.72 Another particularly
important financial resource in many communities was fundraising through voluntary
organisations. These played an important role in the establishment and running of
hospitals – particularly after 1910 – and local branches of women’s organisations such as
the Norwegian Women’s Public Health Organisation (the Norske Kvinners Sanitetsforening) were
particularly important. Between 1909 and 1941, twelve local general hospitals were
established due to the efforts of public health organisations.73
Although voluntary organisations influenced the development of hospitals, it can be
argued that they were not a dominant force. Local savings banks, too, also helped to
fundraise and granted part of their surplus to local charities; the money was used to
found several local hospitals.74 Together with local branches of public health
organisations and related associations, these institutions formed a network of supportive
political institutions, and civil society and local community organisations that collectively
contributed to the development of the Norwegian hospital system and its rapid public
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expansion after 1900.75 This amalgamation of effort, we would argue, indicates that local
hospitals had a wide range of stakeholders within local communities, and that this
influence was an important factor in shaping the overall framework of hospital policies
in Norway during the 20th century.76 Somatic hospitals helped to satisfy the health needs
of local citizens77 and such «localism» – and the commitment to hospitals within local
communities – must also be viewed within the wider context of changing development
patterns.78
The development of the Swedish hospital system during the first decades after 1900
was, unlike in Norway, strongly influenced by central governmental measures, including
the consolidation of the county-based system. Although the counties’ role as hospital
administrators was determined by governmental decrees, this responsibility was not
regulated by law until 1928 and the passing of the The Hospital Act by the Swedish
Parliament. This Act obliged county councils to provide for hospitals or, when there
was no other provider, to be responsible for the provision of hospitals within the
county area.79
From our perspective, the preparatory processes which occurred prior to the
approval of the legislation are of particular interest as these reflected the dynamics
operating between the governmental bodies at the time and the interest groups inside
the hospital system. Formed in 1920, a royal committee was appointed to prepare new
legislation, and consisted of representatives from the central state’s Medical Committee,
county governors, the county assemblies, and the physicians at county-owned general
hospitals as well as some of members of the Upper Chamber in Parliament.80 This
inclusiveness reflected the cooperation between all the governmental levels involved in
the execution of the Swedish hospital policy and the dynamic relationship which existed
between them.
These preparatory processes also demonstrated that the conciliatory mechanisms
apparent during the original development of the Swedish hospital system continued
after the broadening of democracy within the country.81 Prior to the passing of the
legislation in 1928, the committee received statements from professionals as well as
from different groups in Parliament.82 This maintenance of stability and continuity
inside the hospital realm was made possible during the preparatory legislative process by
the so-called «remiss-system» – a consultation-system institutionalised at a comparatively
early stage in the development of the Swedish politico-administrative system83 which
gave those involved the opportunity to express their opinions and interests. This
mechanism ensured that conflicts between the different interest groups were
considerably reduced by the time the decision-making process reached Parliament.
This Swedish institutional framework allowed for a greater degree of central control
over hospital development than in Norway – both on a state and county level. The 1928
Hospital Act, for example, contained several provisions that shaped hospital
organisation and administration. Detailed legislative obligations were provided and
county assemblies were made responsible for the needs of the hospitals within their area
and for hospital development plans within each county. The state, according to the
legislation, could be consulted when needed and plans for new hospitals, or for heating
and sanitary systems needed to be approved by the state in advance. Physicians were

13

WORKING PAPER 4 - 2012

TWO VARIANTS OF DECENTRALISED HEALTH CARE

also required to be appointed by the state and the law indicated that hospitals were to be
inspected by the state’s Medical Committee at regular intervals.84
The institutional framework in Norway was markedly different. The Public Medical
Service Act passed by Parliament in 1912 replaced the Public Health Act of 1860 and
provided a new legislative framework to strengthen central government control over
health care services. This law introduced a more hierarchical system headed by the
state’s Medical Director; and municipal health committees headed by district medical
officers, formed the basic structural and administrative unit. The law helped to improve
access to medical services nationwide, especially in rural areas, by increasing the number
of medical districts.85 The law however did not improve opportunities for the central
state or the regional health authorities to exercise control within the hospital sector.
According to The Public Medical Services Act, county physicians were required to
inspect health institutions in their counties and report to the state’s Medical Director.86
But the law did not provide for opportunities to regulate hospital development on a
national scale, and several county physicians complained that new institutions were
being established without approval by the central authorities. In Troms, one of the
northernmost counties in Norway, the county physician reported that a small hospital
had been established and financed by a local branch of the local public health
organisation. Once the hospital had been established, the county council took over
operational responsibilities. But the district physician noted that the construction plans
had not been submitted to him or the county authorities prior to its establishment, and
that the county would try to prevent such events from recurring.87
A similar example illustrating the very modest opportunities that the Norwegian
authorities had to plan or administer local hospitals occurred during the 1920s in Sogn
og Fjordane, a county in the west of the country. A committee appointed by the county
assembly proposed the restructuring of the county’s old and only hospital and the
additional construction of a new one. While the state’s Medical Director supported this
proposal, it became impossible to unify the county politicians in support of this plan.
Lacking the means to implement the committee’s proposals, a power vacuum offered a
space for local alternatives and, consequently, four hospitals were built, initiated by
private efforts and local fundraising in the county. The hospital system in the county
therefore failed to develop according to a general plan. From a central state perspective,
the developments would have seemed uncontrolled and uncoordinated.88 In contrast,
the Swedish hospital laws passed in 1928 stated that the development of the hospital
system should follow general plans. The ambitions of the central government to influence
the development as well as the organisation of hospitals, were further reflected in a
report issued by the Swedish state’s hospital commission in 1934 urging the
establishment of one central hospital in each county.89

Between centralisation and decentralisation
The implementation of the Law on Hospitals in Norway in 1969 had the county
ownership of general hospitals as its main principle. The reform reflected a shift
towards an intended centralisation of the hospital system. Hospital policy in both
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Sweden and Norway during the post-war period was characterised by efforts to improve
centralised planning and coordination and a growing desire to increase the central state’s
administrative power as a central feature of social democratic policy.
In both countries, these changes were rooted in events that had occurred before the
Second World War.90 In Norway, increased efforts to better coordinate the central
health administration emerged during the early 1930s: these included initiatives to
develop a coordinated plan for hospitals, and a system aimed at controlling the
establishment of new hospitals nationwide implemented in 1936 by the Ministry of
Social Affairs.91 As part of their efforts to develop a general national plan, the central
authorities created an overview of hospital institutions, which was based on survey data,
and assessed the need for hospital services in different parts of the country determined
by existing infrastructural requirements, population size, etc.92 This survey was
completed and published in 1941.93
In the late-1930s, initiatives to improve coordinated planning efforts within the
hospital sector were also undertaken. The young and radical physician, Karl Evang,
became the driving force behind this effort as head of the Medical Directorate in 1938.
Striving to increase coordination and the influence of medicine on the development of
the hospital system, Evang sought to strengthen the central state health authorities using
the Swedish model as a guide. In his correspondence with the Norwegian Medical
Association in 1939, Evang referred to the Swedish Medical Committee as being more
efficient and centralised because it included specialised hospital branches:
This system represents huge advantages compared to the system in our country
and it is my intention … to propose that a similar system is introduced in
Norway.94
A new health directorate with extensive powers was established under Evang’s
leadership in 1948, merging both the old directorate and the medical branch of the
Department for Social Affairs.95
Efforts to improve the centralised planning of the Norwegian hospital sector after
the Second World War were manifested in several ways. In 1946, a proposal for a
national plan for hospital development was introduced, based on regional plans for
hospital development conducted by the counties. A central advisory hospital council –
the Statens Sykehusråd – was appointed simultaneously.96 In 1957, the Ministry of Social
Affairs appointed a committee for hospital planning, and its report was delivered in
1963. The report contained the main elements which were to be introduced in the
Hospital Act of 1969: county ownership of hospitals and the coordination of specialist
medical services between counties when necessary.97
Attempts to improve the coordination of the Norwegian hospital sector in the
immediate post-war period were, as noted above, a continuation of efforts initiated
during the 1930s. This process effectively had to be re-started because no development
in the hospital sector took place under the German occupation and a number of
hospitals had also been destroyed or damaged during the war.98 In spite of the
expansion of the hospital sector during the 1950s, huge differences in the availability of
hospital services across were evident across different areas of the country. In 1964, for
example, 9.9 hospital beds were available per 1,000 inhabitants in Oslo, the capital city
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of Norway; the county of Sogn og Fjordane had an average of just 2.9 per 1,000
people99 despite the fact that three new hospitals had been built there during the
interwar period (cf. above). This maldistribution of hospital beds showed that while the
Norwegian hospital structure was widely distributed, the decentralised hospital planning
structure and the small size of the actual institutions meant that the availability of
hospital services was not guaranteed.
Differences in the physical structure of the hospital systems of Norway and Sweden
are also well illustrated when the bed/population ratios of the two countries are
compared. Norway by 1970 had approximately 50,000 inhabitants for each general
hospital, while in Sweden there was one bed for every 73,000 people.100 However, there
were far more hospital beds relative to the total population in Sweden than there were in
Norway. By 1957, the availability of hospital beds in Sweden had risen to 15 per 1,000
inhabitants, while in Norway it was only 10.101
During the post-war period, the lack of coordination and planning in the hospital
sector in Norway were raised as problematic issues in public reports as well as by the
counties and local authorities and the lack of a central institution responsible for these
tasks was seen as frustrating. The Norwegian Association of Municipalities and Towns
established a hospital department in 1960 with the intention of encouraging better
coordination, planning and rationalisation. In a preparatory report to the establishment
of the hospital department in 1960, two problems were noted as being particularly
significant: that there was no common institution representing hospital owners in
Norway, and that recourse to the central authority (the Health Directorate) was
insufficient to ensure sufficiently rationalised planning within the hospital sector.102 One
of the members of the [health?] department, director Tormod Brækken, voiced his
frustration in a comment that followed an article published in 1962:
… the problematic factor is to coordinate the development internally within and
between the counties. Many assume that the Health Directorate takes care of this
coordination, but unfortunately this is not the case. According to the law the
Directorate is supposed to approve hospital planning technically, but it does not
consider whether development is required … In truth, a general plan for hospitals
was established, but no one is committed to it. Hospital owners deal with
planning individually and independently of the general plan.103
The implementation of the Hospital Act in 1969 sought to address this lack of
synchronisation/coordination, stating that county assemblies were now legally bound to
provide for the general hospitals within each county area. This suggested that Norway
had effectively introduced a similar system of governance to Sweden. However, towns
had already been included within the counties in 1964, as part of an effort to make the
counties a more clearly defined entity within the politico-administrative system. As
several hospitals nationwide were already owned by towns – this effectively meant that
the counties thus became the main owners of Norwegian hospitals.104
The county ownership of hospitals, associated with transformations within the
institutional frameworks presented different institutional challenges in Norway and
Sweden. Understanding this difference helps us to identify better some of the long-term
factors affecting the Norwegian hospital reforms of 2002 and what came to be seen as
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the «inherited problems» underlying the institutional instability within the hospital realm
at the time. One such difference was the variation of the political-spatial/physical
structures of ownership already described. Another was the degree to which their
legitimacy varied. Several analyses of the development of the Norwegian hospital system
post-1970 claimed that these inherited problems materialised in the form of crises of
legitimacy for the counties. Some local communities protested against changes in the
hospital services which had previously been under their control. The counties also came
under pressure from above due to the expectations of the central state that the counties
should be committed to the nationally-formulated objectives for hospital policies.105
The Swedish hospital system during this same period did not appear to have been
characterised by such tensions, even though the development of the Swedish hospital
system in the 1950s and 1960s was similar in some ways to the system in Norway and
had, in fact, inspired the changes implemented by Norway. From the 1950s, enforced
centralised planning measures came to characterise health care in Sweden and the
problems that occurred were, to some degree, similar in both nations.106 In 1951, a
committee on hospital legislation was appointed to evaluate the degree to which hospital
establishments in the counties should be subject to centralised plans.107 Although the
legislation implemented in 1959 did not provide for centralised planning, it did afford
the county assemblies a higher degree of autonomy, particularly with regard to
economic matters.108
During the 1960s, Swedish county councils were given responsibilities previously
undertaken by other governmental bodies. Decentralisation was seen as a way of
strengthening the county councils and as the most appropriate way to organise health
care in Sweden. In addition, these changes were motivated by a need to improve
conditions for coordinated resources planning and usage in the hospital sector and in
primary health care.109 Further changes in line with this policy included county councils
assuming responsibility for district physicians in 1963 and responsibility for mental
hospitals in 1967; medical officers in towns were incorporated within the county council
organisation in 1968. In 1974, responsibility for dental care was also transferred to the
county councils.110
These developments represented a consolidation of county council power and
underpinned the role of the counties as key players in the Swedish politicaladministrative system, particularly related to health issues. They also represented the
continuity of a development in Sweden’s health system since the 1860s. In Norway,
locally based and strongly politically articulated interests undermined the authority of
the county councils with regard to hospital development, resulting in difficulties for
central planning and coordination efforts. These challenges must be seen in light of the
historical factors which had characterised the hospital system. The impact of the
historical role of local government was evident in the fact that municipalities were still
the main providers of primary health care after 1970. In the political debate during the
post-war period, the primary health care sector was considered particularly problematic
with regard to the coordination and overall planning of the hospital sector.111
The relationship between the counties and central government was also significantly
different in each country. When the county ownership of hospitals was implemented in
Norway, the State’s advisory council for hospitals (the Statens sykehusråd) was
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restructured: council representatives were recruited from central authorities, hospital
trade unions and hospital owners, and represented by The Norwegian union of
municipalities and county councils.112 This union was established in 1972, as a merger of
The Norwegian Association of Municipalities and The Norwegian Association of
Towns. The county councils also became members of the union, which meant that also
the counties became members of a joint national organisation for the first time.113
The organisational system in Sweden was similar to that of Norway during the late
1960s and early 1970s. The county assemblies» own organisation – the CCA (or
Landstingsförbundet) – was represented on a government standing committee (the Centrala
sjukvårdsberedningen) which drew up plans for the health services. A key difference
between Norway and Sweden, however, was that Sweden had already seen the
relationship between central government and the county assemblies develop over
several decades. The CCA had been founded in the 1920s and county assemblies had
been members of the union since 1928. The CCA had also been represented on the
government’s standing committee since the 1930s.114 In the 1960s and 1970s, the CCA
developed into an association which spoke on behalf of the county councils. Its own
health policy document issued in 1969 therefore impacted strongly on health policies in
general115 and its role reflected the characteristic high degree of institutional
coordination at the central state-level in Sweden. Importantly, the role of the CCA in
the development of Swedish hospital policy in the late 1960s and 1970s also reflected a
continuity of development within the system and the continuance of conciliatory
decision making mechanisms within the Swedish model that had been evident since the
mid-19th century. The CCA became an instrument for carrying out central state hospital
policies, yet at the same time the organisation was also central to the formulation of this
policy function. There is therefore reason to assert that this organisational mechanism
provided greater legitimacy to hospital-related policies in Sweden than those in Norway.
In contrast, the Norwegian union of municipalities and county councils never assumed a
similar role or set similar conditions for hospital policy as its Swedish counterpart had
done. Discussions between the organisation and the Norwegian authorities were chiefly
restricted to financial and technical matters rather than the strategic and general
elements of hospital policies.116 This reflected the fact that planning and coordination
routines within the Norwegian hospital system had not been effectively established by
the introduction of the new hospital legislation issued in 1970.117

Conclusion
This paper has highlighted the nuances within the historical development of the hospital
systems of Norway and Sweden. While these systems may appear to be superficially
similar, our comparative perspective has identified subtle differences related to the
development of the politico-administrative systems of these two countries. This
perspective enabled us to identity the reasons for the discontinuity within the
Norwegian system and the contrasting continuity of development in the Swedish
system.
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We have drawn on historical institutionalist perspective in order to examine the
issues discussed in this paper. Central to our evaluation has been a discussion of the
institutional frameworks within the hospital realms of Sweden and Norway and how
these were constructed in the 19th century, and then reproduced or transformed later
under new political coalitions. We have also shown how the continuities and
transformations within the two systems can be understood again this background.
Characteristic differences between the institutional frameworks in the development of
the hospital systems were identified. Municipal councils were shown to be the dynamic
elements within the development of the Norwegian system, and these were evaluated in
relation to the higher degree of autonomy afforded to local levels of government. In
Sweden, counties were the key driving forces within the hospital system. The reforms in
the Swedish politico-administrative system during the 1860s resulted in counties
becoming instruments for the execution of central governmental policies. Another
difference which was shown to have had a significant impact was the fact that Sweden
was characterised by more dynamic relationships between the different levels of the
politico-administrative system – to a far greater extent than in Norway. The hospital
system in Sweden therefore developed more in accordance with central governmental
measures than it did in Norway.
During the first phase of our analysis, ranging from approximately 1860 to 1910, we
noted that hospital expansion in Norwegian local communities was rooted in an
ongoing process of democratisation. This encouraged a strong political commitment to
local hospitals. This was further enforced after 1910 as the role of the municipalities and
city councils was strengthened through the introduction of the national health
insurance. The law, however, was not intended to provide the central state with
additional opportunities to coordinate the development of the hospital system and
neither did the later Public Medical Act of 1912.118
The institutional framework within the Swedish hospital system was initially shaped
by central governmental measures. This Swedish framework, as we noted, developed
against a background of more dynamic relationships between different levels of
government within the politico-administrative system. The more cooperative
mechanisms within the system were maintained and institutionalised during the period
between 1910 and 1930. The same applied to the county councils’ role with the hospitallaw from 1928. From a historical institutionalist perspective, this continuity could be
said to be an example of institutional reproduction and path-dependency caused by
positive feedback. The development of the Norwegian system during the same period
could be described in similar terms. In Norway the development within the hospital
realm during this period was characterised by centralisation as well as efforts to improve
centralised planning, coordination, and specialisation within the hospital system. These
developments represented an institutional transformation which culminated in new
hospital laws being passed in 1970. The problems faced by the authorities after this time
were the product, we would argue, of Norway’s historical heritage, with the
uncoordinated hospital structure and strong political commitment to local hospitals
reflecting the wider framework for hospital policies. The system established in Norway
under the implementation of the Hospital Act in 1969 represented a form of
centralisation which was problematic and was an institutional break incompatible with
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the wider inherited values within the sector. In effect, it threatened the historical
legitimacy that hospitals in Norway had been built upon. The tensions resulting from
this, we would suggest, resulted in further changes in 2002 when the county-based
system was finally abolished.119
The development of the hospital system in Sweden during this same period was
characterised by a consolidation of the role of the county councils, in another example
of institutional reproduction and adaption via positive feedback effects. This too
represented a form of decentralisation and was, in reality, a continuation of an already
well-implemented system.
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