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Abstract
Purpose: To study the design and distribution of different organizational solutions regarding the responsibility for and provision of
home care for elderly in Swedish municipalities.
Method: Directors of the social welfare services in all Swedish municipalities received a questionnaire about old-age care organization,
especially home care services and related activities. Rate of response was 73% (211y289).
Results: Three different organizational models of home care were identified. The models represented different degrees of integration
of home care, i.e. health and social aspects of home care were to varying degrees integrated in the same organization. The county
councils (i.e. large sub-national political-administrative units) tended to contain clusters of municipalities (smaller sub-national units)
with the same organizational characteristics. Thus, municipalities’ home care organization followed a county council pattern. In spite
of a general tendency for Swedish municipalities to reorganize their activities, only 1% of them had changed their home care services
organization in relation to the county council since the reform.
Conclusion: The decentralist intention of the reform—to give actors at the sub-national levels freedom to integrate home care
according to varying local circumstances—has resulted in a sub-national inter-organizational network structure at the county council,
rather than municipal, level, which is highly inert and difficult to change.
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Introduction
Health care and old-age care in the western world are
facing demographical and financial challenges w1–3x.
An increasing proportion of elderly people in the
population, improved conditions of living, and medical
technological advances during the 20th century have
raised the demands and expectations on the services
provided by the health care system w4–6x. Medical
advances have made it possible to move health care
partly from hospital to primary care, and often directly
into patients’ private homes w7, 8x. Today both rehabilitation and advanced palliative care can be provided
in patients’ private homes w9x. The boundary between
health care institutions and homes has been displaced
and sometimes almost erased.

The transition from hospital to community care is a
general international trend w7, 10, 11x. However, the
differences are large between countries. Scandinavian
countries have a particularly high volume of community services w12x. The deinstitutionalisation of old-age
care is part of this pattern. One important aspect of
this deinstitutionalisation is an increase in home care
w2x. Policy makers in Europe recommend home care
and, wherever possible, a reduction in the number of
residential homes w13x.
Home care consists of two different kinds of activities:
home care services and home help services. Home
care services means provision of medical treatment
by trained medical and nursing personnel (or delegated
to home helpers) in patients’ private homes. Home

This article is published in a peer reviewed section of the International Journal of Integrated Care

1

International Journal of Integrated Care – Vol. 7, 12 September 2007 – ISSN 1568-4156 – http://www.ijic.org/

help services, on the other hand, entails provision
of social services, and involves domestic work and
personal services.
Previously, the old-age care structure was similar in
many countries: medical care was provided in hospitals
and social care in the community. The deinstitutionalisation has raised the expectations of overcoming
the traditional problems of integration of medical and
social aspects of care. Attempts have been made, and
are still in progress, to integrate health and social care
in several countries w14–19x.
The purpose of integrated care is to provide care
without service gaps, fragmentation or lack of cooperation w20x. Ageing is connected with complex and
often interrelated problems comprising physical, psychological and social health w21x. This complexity calls
for collaboration between and integration of health and
social care w20, 21x.

medical services generally, whereas municipalities
have provided home-help service w24x.
Generally, the 1990s was a decade of reorganization
of the public sector w25–28x. One of the most farreaching Swedish organizational reforms was the Care
of the Elderly Reform (Ädel reform) of 1992, whereby
the organization of old-age care was radically
changed. One important aim of the reform was to find
more efficient ways to organize old-age care under
one authority (i.e. to increase the integration of health
and social care). The essence of the Ädel reform was
that municipalities were given total responsibility for
elderly (G65 years) and old-age care outside of hospitals w29x. As a result of the reform, Swedish old-age
care outside of hospitals is currently mainly provided
by municipalities and takes place either in special
housing for the elderly or in private homes. In special
housing for the elderly, health and social care are
integrated in one organization.

Provision of integrated health and social care is advocated by policy makers in Europe w16x. Alaszewski
et al. w21x identify three different approaches to integrated care: structure, process, and outcome. Of
these, structure will be dealt with here. Structural
integration is mainly a matter of organizational structure (e.g. to bring together staff and resources in one
single organization under a unified hierarchical structure). Sweden is by some researchers regarded to be
among the most advanced countries with respect to
structural integration, mainly due to the introduction of
a major organizational reform in 1992 w22, 23x.

Most elements of the reform were compulsory, unilaterally decided by central government, and imposed
on county councils3 and municipalities. However, the
taking over of the responsibility for home care services
by municipalities was voluntary. The Swedish government gave county councils and municipalities a free
hand to negotiate the organization of home care
services w29x. The freedom to negotiate organizational
forms locally was intended to result in variation among
municipalities, based on local conditions, regarding
the responsibility for home care services.

The Swedish public sector consists of three administrative levels (central government, county councils and
municipalities), but only two hierarchical ones. County
councils (20 in total, consisting of 18 traditional county
councils and two recently formed regions, each consisting of a number of former county councils1) and
municipalities (290 in total2) are at the same hierarchical level but are both subordinate to the central
government. County councils and municipalities are
responsible for the provision of health and social care
in Sweden. Each county council covers a geographical
area where several municipalities are situated. The
number of municipalities in each county council varies
between 5 and 49. The number of inhabitants in the
county council areas varies between 128,000 and
1,900,000. Traditionally, Swedish county councils
have been responsible for health and medical services, while social services have been the responsibility
of municipalities at the local level. Home care services
have been a part of county councils’ health and

In other words, the reform consisted of a combination
of two coordinating mechanisms, namely, central
steering from the Swedish government, and incentives
to create networks at the regional and local levels
w29x. In terms of a common distinction between three
ideal typical coordinating mechanisms—hierarchy,
market and network w30x—the reform was implemented mainly through the use of hierarchy and, specifically regarding home care services, through the use
of networks. The Swedish political system, including
its organizations, institutions and culture, can be
viewed as a historically evolved configuration, and
such national configurations shape the steering processes w31x. Sweden has a large public sector and a
strong central state, and political reforms are often
carried through by means of using hierarchy. During
the last few decades elements of market mechanisms
have been introduced in Swedish public sector, and
decentralisation from national to sub-national levels
has been a common trend w32x. However, deliberate
attempts from national government to initiate

1
Henceforth, county councils and regions will both be called county
councils.
2
289 municipalities at the time of data collection.

3
1992, the number of county councils were 25 (i.e. the two regions were
not yet formed).
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implementation networks at sub-national levels is a
more recent phenomenon in Sweden, and the voluntary elements of the Ädel reform is an early example
of this new political ‘‘style’’ w29x.
Networks are often viewed in a positive way as a
flexible and non-traditional method for solving complex
and ‘‘cross-cutting issues’’ w33x or ‘‘wicked problems’’
w34x. Integrated care is often regarded to be such a
‘‘cross-cutting issue’’, and implementation networks
may therefore be expected to be an appropriate form
of organization w31x. Though initiated at the national
level, the networks of the Swedish home care organization are actually structured through negotiations
between county councils and municipalities. Thus,
these networks are designed at the regional and local
levels.
Two aspects of network structuring are central in this
study, namely, the responsibility and provision of
home care services. The responsibility rests with
either the county council or the municipality. However,
responsibility does not necessarily coincide with provision of services. Home care services may be provided by county council, municipality and other actors
(e.g. private companies and cooperatives). Different
solutions regarding these two aspects result in different local organizational models of home care. Therefore, the terms ‘‘network’’ and ‘‘organizational model’’
will henceforth be used inter changeably.
If the design of networks were determined only by
unique local circumstances it would be difficult to find
any clear patterns regarding the distribution of local
organizational models among Swedish municipalities.
However, distribution of organizational forms usually
shows clear patterns. Even if the introduction of an
organizational model is voluntary its dissemination
may still form inter-organizational patterns, due to e.g.
imitation and fashion-following. Moreover, the adoption of a new organizational form is not always voluntary. It may also be more or less coercively imposed
by strong organizations on weaker ones, or it may be
the result of inter-organizational negotiations w35–38x.
In all those cases the distribution of organizational
models may be expected to form inter-municipal patterns. The shape of those patterns is a matter for
empirical investigation.

Aim of the study
The aim of this study was to study a structural aspect
of integrated care, namely, the design and distribution
of different organizational solutions regarding the
responsibility for and provision of home care for elderly
in Swedish municipalities.

Methods
The authors developed a questionnaire containing
28 questions. Most of the questions were of organizational character, including, for example, the provision
of home care services. In order to map the organization
of home care services, the respondents were asked to
specify the providing organizations (county council,
municipality, and contractors) and performing occupations (assistant nurse and district nurse). The questionnaire was tested on four municipalities before
being sent out, and was found to work well.
The questionnaire and a letter of information about
the study were sent to directors of the social welfare
services in all Swedish municipalities (ns289). They
were informed that participation was voluntary and
that answers would be treated confidentially. Moreover, if they wanted to remain anonymous, they were
asked not to state their names. Two reminders were
sent out. Fifty-six per cent of the respondent municipalities were contacted by phone to clarify their
answers, particularly concerning the organization of
home care services.
Data were collected during the summer of 2002 and
were analyzed with SPSS Version 11.5. One-way
ANOVA tests were performed to investigate differences
in municipal size and proportion of elderly regarding
the responsibility and organization of provision of
home care. Moreover, Chi-square tests were performed in order to investigate whether there were any
differences, in reluctance to reorganize regarding the
home care organization. Level of significance was set
to 5%.

Results
A total of 211 answers were received, resulting in a
73% rate of response. The response rate within county
councils varied between 50% and 100%. Some of the
directors responded themselves, others delegated
the task to managers and civil servants at different
levels in the municipal old-age care organization. The
responding municipalities were evenly distributed,
geographically and according to size; the total number
of citizens (7,127,035) in the responding municipalities
represented 80% of the Swedish population. Number
of inhabitants in the responding municipalities varied
between 3,294 and 754,948 inhabitants. The proportion
of elderly (G65 years) was 17%.
Besides the municipality–county council boundary,
another inter-organizational boundary exists regarding
provision of home care services, between public and
private providers of home care services. Elements of
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‘‘privatization’’ represented only a minor part of home
care services in Sweden. All in all, non-public provision
of home care services, as a complement to public
provision, was represented in 10.5% (22) of the
municipalities. Thus, private alternatives in home care
are of secondary importance in this study. Therefore,
further analysis on private providers is not presented
in this article.
We identified three different organizational models of
home care. The models represent different degrees
of structural integration, and are based on the allocation of responsibility and provision of home care
services. The responsibility was either still in the hands
of county councils, as it was before the Ädel reform,
or transferred to municipalities. In municipalities where
the county council was responsible for home care
services, the provision could be organized in two ways
(model 1 and model 2). On the other hand, where
municipalities were responsible for home care services, responsibility and provision coincided in one
organizational model (model 3). In the presentation
below, the different organizational models appear
according to degree of structural integration in the
provision of home care.
Organizational model 1 represents the lowest degree
of structural integration. County councils were responsible for, and provided home care services. Municipalities provided home-help services. This model was

adopted in 23% (48) of the municipalities. Organizational model 2: County councils were responsible for
home care services, and qualified health care was
provided by county council personnel (district nurses).
However, less qualified health care, as well as home
help, was provided by assistant nurses employed by
municipalities. County councils did not employ assistant nurses and, thus, a separation between responsibility and provision of home care services was built
directly into the organizational structure. This model
was adopted by 26% (56) of the municipalities. Organizational model 3: Municipalities were responsible
for, and provided all home care, including both home
help and home care services. This model was the
most common one, adopted by 51% (107) of the
municipalities.
A distinct pattern was identified for the distribution of
municipalities with different organizational models of
home care. In 55% (11) of the 20 county councils,
home care was organized the same way in all municipalities (Figure 1). In 35% (7) of the county councils
two models of home care were represented in its
municipalities. In 10% (2) of the areas all three ways
of organizing home care were identified.
Thus, in 55% (11) of the county councils one model
of providing home care was universally prevailing. In
eight of those areas the prevailing model was organizational model 3: municipalities provided all home
care. In 75% (15) of the county councils, three-fourths

Figure 1. The organization of provision of home care in county councils.
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or more of the municipalities had chosen the same
model of organization for home care. In 85% (17) of
the county councils, two-thirds or more of the municipalities were organized according to the same model
of home care. Thus, the organizational structure of
the county councils was strongly homogeneous; most
county council areas consisted of clusters of municipalities with the same kind of home care organization.
The main aim of this paper is to describe patterns of
structural integration of home care, and the causes of
these patterns are of secondary interest. However,
some potentially influential factors are so conspicuous
that they are hard to overlook. Demographical characteristics may be expected to have a general impact
on the municipal organization of services. Further, a
general preference for reorganizations may be expected
to be correlated with the adoption of organizational
model 3, the most radical organizational reform.
Therefore, in the following, comparisons between the
three types of municipalities (i.e. municipalities organized according to model 1, 2 or 3) are made regarding
demography and preferences for organizational
reforms.

Demography
Municipalities were all demographically equal, regardless of organizational model adopted. Neither number
of inhabitants nor proportion of elderly differed
between municipalities with different organization of
home care.

Reorganization
In total, 73% (154) of Swedish municipalities had
completed at least one major reorganization of some
kind after the Ädel reform. Of these, 26% (40) also
had reorganizations in progress during the summer of
2002. Furthermore, 6% (13) of the municipalities were
undergoing reorganizations during the summer of
2002 for the first time since the implementation of the
Ädel reform. However, there was also a minority of
21% (43) of the municipalities with no major completed or ongoing reorganization at all since the Ädel
reform. The introduction of a new form of structural
integration with the Ädel reform, i.e. the transferring
of responsibility for home care services (model 3)
may be expected to express a general inclination to
reorganize municipal activities. However, contrary to
expectations, municipalities who had taken over the
responsibility for home care services showed no significant differences regarding inclination to reorganize.
However, despite the general inclination to reorganize
municipal activities, only 1% (3) of the municipalities

stated that their home care organization had gone
through any reorganization at all, affecting the relation
with county councils, after the Ädel reform. Thus, the
organization of home care in Sweden has been stable
since the implementation of the Ädel reform.

Discussion
Home care consists of two activities: social services
(home help) and medical services (home care services). One form of integrated care is the structural
integration of these aspects. In all the organizational
models described in the previous section, municipalities were responsible for and provided social services.
Thus, the differences between the models concern
the organization of home care services.
We identified three different models concerning the
responsibility and provision of home care services in
private homes in Swedish municipalities. These models represent different degrees of structural integration
of home care. Model 1 and 2 were characterized by
an organizational separation of responsibility for social
and medical aspects of home care: municipalities were
responsible for home help services, and county councils for home care services. The differences between
the two models do not concern the responsibility but
the provision of home care services. In model 1 the
provider is the county council, but in model 2 home
care services are provided by both county councils
and municipalities. Thus, the degree of integration is
higher in model 2: cooperation between county councils and municipalities regarding home care services
is built into the formal organizational structure. Model 3
represents a still higher degree of structural integration
of home care. Municipalities were responsible for and
provided both home help and home care services.
The national organization of Swedish home care has
a somewhat peculiar design. The distribution of the
different organizational models for home care resulted
in a sub-national rather than a national structure;
county councils tended to form clusters of municipalities with the same kind of organization. In eight of the
eleven county council areas where one single model
of organization for home care was universally prevailing, municipalities had taken over the responsibility for
home care services. This resembles an ‘‘all or nothing
solution’’; either all municipalities in an area took over
the responsibility for home care services, or none
adopted this solution. There are few exceptions to
this rule. This radical organizational change, compared
to the situation before the Ädel reform, seems
to be strongly connected with unanimity among the
municipalities within a county council area.
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The distribution pattern of organizational models is
also stable over time. Our data show that Swedish
municipalities during the 1990s have been inclined to
change their organization generally, a result strongly
supported by earlier research w25, 27, 28, 39x. However, this is not so regarding the organization of home
care. In 1992, more than half of the municipalities in
the country took over the responsibility for home care
services from the county councils. After that, changes
have been few. Only 1% of the municipalities stated
that they had changed their home care organization.
Thus, after the radical change that occurred with the
introduction of the Ädel reform, the organization of
home care in Sweden has been remarkably stable.

Possible explanations
No demographical or organizational characteristics
associated with different organizational models were
found at the municipal level. The organization of
home care services is an inter-organizational matter,
and the relationship between municipalities and
county councils, rather than municipal characteristics,
affects the design and distribution of home care
organizations.
The design of organization for responsibility and provision of home care is negotiated locally between
municipality and county council. Yet, why should this
result in a similar organizational structure for all or
most municipalities within the same county council
area? Three different explanations seem to be at least
theoretically conceivable w35–38x. One explanation is
processes of imitation between municipalities in the
same county council; another is collective negotiations
between all concerned municipalities and the county
council; a third explanation is asymmetric power relations between the negotiating parties, where one party
(the county council) is dominant.
However, in this case processes of imitation are hardly
a plausible explanation. Imitation presupposes a process where an ‘‘innovation’’ is first adopted by a
forerunner and then imitated by followers w35x. The
Ädel reform was introduced at the same time in the
whole country and a new organization of home care
was adopted overnight in all Swedish municipalities.
Thus, there was no time sequence involved where
forerunners and followers could adopt the reform at
different points in time.
Two of the three above-mentioned explanations are,
however, plausible and they are not mutually exclusive. Rather, we consider them complementary.

Collective negotiations are facilitated by the fact that
municipalities are organized according to county council area affiliation. Regarding the power relations
between county councils and municipalities the situation is more uncertain: the negotiations regarding the
organization of home care services took place at the
political level and we have not found any research at
all neither regarding these negotiations nor regarding
the power relations more generally. (The absence of
research in this area is in itself remarkable.) However,
regarding the operative level, medical services have
for several reasons (financial resources, professional
status) a stronger position than social services, in
Sweden as well as elsewhere w21, 40, 41x. Whether
this asymmetry at the operative level is also reflected
at the political level is not clear, but our data are
certainly not inconsistent with the assumption that
county councils are more powerful than municipalities.
Thus, the distribution of the different organizational
models of home care may be explained by collective
negotiations andyor asymmetric power relations, but
not imitation.
A possible explanation for the absence of further
organizational reforms in the area of home care could
be a lack of perceived problems with the present
organization. This explanation gains partly support
from evaluations. The Ädel reform has been regarded
as partly successful by evaluators w42x. However,
some old problems remain and others have been
created or aggravated by the reform, particularly in
municipalities of types 1 and 2, e.g. increased costs,
fragmentation, lack of co-ordination, and no possibilities to influence the home care activity area as a
whole w42–44x.
Thus, in spite of a general inclination to reorganize
among Swedish municipalities, and despite existing
problems in the home care organization w43x few
efforts have been made to solve the problems through
organizational reforms. How could that be?
The same factors that explain the distribution of organizational home care models (collective negotiations
andyor asymmetric power relations) may also explain
the reluctance to reorganize the home care organization. Each municipality faces a combination of a
necessity to negotiate with the county council, and a
strong conformity among municipalities within the
same county council area. Thus, if one municipality
wishes to change its home care organization, it has
to pass a high threshold, namely, not only negotiate
with a powerful county council but also sometimes
negotiate with other municipalities to make them
adopt the same organizational reform. This interorganizational structure seems to create considerable
inertia at the network level.
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Limitations of the study
Even though the Ädel reform has been extensively
evaluated w42x, international publications about the
organization of home care in Sweden are rare. Further
research from an organizational perspective is needed, preferably by way of comparisons between the
three types of municipalities, regarding, e.g. quality
of care and inter-professional cooperation across
organizational boundaries.
Despite having distributed the questionnaire at the
beginning of the summer vacation the rate of response
was high (73%). It would probably have been even
higher if another time had been chosen.
In spite of the high rate of response, the fact remains
that 27% of the municipalities did not answer the
questionnaire. However, the missing cases were
evenly distributed all over the country in municipalities
of different sizes. The internal loss is partly due to our
way of presenting combinations of data, and partly to
unanswered questions in some questionnaires.
To test its validity, the questionnaire was sent to four
municipalities. The respondents, who were asked to
give constructive criticism, had no objections to the
design and content of the questionnaire. Therefore,
we consider the validity of the study to be acceptable.
The reliability of the study was confirmed through
follow-up telephone calls with 118 municipalities.

Conclusions
The organizational structure of home care in Sweden
was radically changed through the Ädel reform of
1992, and three different organizational models arose.
However, the models have not been disseminated in
a national organizational field, but rather in sub-national
networks at the county council level within the field.
The organizational structure within the county council
areas was highly homogeneous. The highest degree
of structural integration of home care, i.e. municipal
responsibility for and provision of home care services
as well as social services, presupposed the most
radical organizational change, and was related to
unanimity among the municipalities within each county
council area; in 8 of 11 entirely homogeneous county
council areas the municipalities had all chosen the
most radical change (i.e. organizational model 3),
and few municipalities outside these areas had chosen
this solution.
However, once the Ädel reform was implemented the
organizational structure of home care has remained
unchanged. The inter-organizational network structure
within the county councils was designed in a way that

made it difficult for individual municipalities to change
their organization of home care. The necessity to
reach an agreement with the county council as well
as with other municipalities within the region seems
to have created an almost insurmountable threshold.
Our conclusion is a paradox: The decentralist intention
of the Ädel reform—to give actors at the municipal
and county council levels freedom to integrate home
care according to varying local circumstances—has
resulted in an inter-organizational network structure
leading to conformity within county council areas, and
local home care organizations which are highly inert
and difficult to change.
It seems entirely possible for national governments to
bring about structural integration of home care through
major organizational reforms, at least in countries with
strong political institutions w31x. However, the use of
hierarchical power in order to decentralize, by creating
network structures at different sub-national levels
results in inter-organizational structures, which, once
established, are highly difficult to change. Thus, after
one change, the inter-organizational structure is
frozen.
Therefore, if structural integration is the political goal,
decentralisation to county council and municipal levels
may not be the most appropriate means, because
those municipalities who initially choose not to adopt
an organizational solution leading to full structural
integration cannot change their minds later. They are
locked into a frozen structure, and it probably takes
another government decision to unfreeze it.
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41. Berg E. Det ojämlika mötet: en studie av samverkan i hemvården mellan kommunens hemtjänst och landstingets
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