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About Erik Weiman 

 

Erik Weiman is a Moderate Party politician. Mr. Weiman 
served as chairman of the Uppsala County Council from 
2006 to 2014. Previously, he served as a member of the 
Swedish Municipal Council, in Gävle, in Uppsala, and in 
Knivsta. Mr. Weiman also worked in national politics, 
where he focused on healthcare, transportation, 
information technology, and labor market issues. He served 
in the Municipal Government, where he sat on the Real 
Estate Committee, the Cultural Committee, and the Social 
Welfare Board. Between 2002 and 2014, Mr. Weiman 
served as a deputy member of the Swedish parliament. Mr. 

Weiman has pursued studies in the history of sciences and ideas, in literature, 
and in business administration. 
 
www.erikweiman.se    
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Sofia Widen (SW): Can you describe your work as chairman of the county 
council in Uppsala?   
 
Erik Weiman (EW): I served as county council commissioner and chairman of 
the Executive Board of the Uppsala County Council, from 2006 until December 
2014. 
 
With approximately 350,000 inhabitants, Uppsala County is the fifth largest 
county in Sweden. Uppsala County is located to the north of Stockholm County. 
 

 
Uppsala!County!is!marked!in!dark!green.!
!
I was responsible for the management of the county council. I oversaw 
healthcare, public transportation, regional development, business development, 
and culture. I was responsible for the budget, regional taxation, buildings, and 
county real estate. 
  
In healthcare, we prioritized quality of care. We focused on wait times. We 
wanted to decrease wait times. Sweden has a high quality of healthcare. Many 
patients wait for a long time before they obtain care.  
 
Swedish healthcare offered limited freedom of choice in 2006. We wanted to 
change healthcare policies. We wanted to offer access to a range of caregivers.   
 
SW: Can you describe healthcare back in 2006?  
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EW: There were few private healthcare providers at that time. There were public 
providers. In primary care, there were only public providers. There were only 
county providers. Today private providers serve thirty to forty percent of the 
patients. The private providers obtain public funds. When we refer to private 
providers, we mean healthcare providers that obtain tax money to deliver a 
service.  
 
SW: What were your goals in reforming Swedish healthcare? 
 
EW: We wanted to offer freedom of choice in healthcare. This is a core principle 
of the Moderate Party. Individuals should be able to choose.  
 
SW: In 2006, when you assumed office, there were only a few different 
healthcare providers. 
 
EW: Exactly. Most healthcare providers were public. In the primary healthcare 
segment, there were no private providers.  
 
SW: You prioritized freedom of choice in healthcare. What were your other 
priorities?  
 
EW: We wanted to reduce waiting times. We wanted to improve the quality of 
healthcare. We also focused on medical research. We wanted to conduct more 
research close to the patient, preferably at local clinics.    
 
SW: Research in what areas? 
 
EW: We need more innovative research, new treatments, and new drugs. We 
need research around healthcare organization and leadership. 
 
SW: In your role as an elected representative, in what ways can you influence 
healthcare policy?  
 
EW: As an elected representative, I can influence healthcare in my county. If I 
focus on certain policies, I can make a difference. Uppsala and the south have a 
young population. A young reduces the pressure on the healthcare system. There 
are great regional differences. The north of Uppsala County has an aging 
population. This puts pressure on the care system.  
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SW: What are the limits to your influence?  
 
EW: Nationally elected politicians legislate in the area of healthcare. Regional 
representatives, like me, implement healthcare policy. I cannot change the laws. 
My job is to provide healthcare to everyone in Uppsala Municipality. I must 
ensure that everyone has equal access to healthcare. Regional governments raise 
county taxes to pay for healthcare delivery.    
 
SW: What other areas compete for funds in healthcare? 
 
EW: Healthcare accounts for eighty percent of the county budget. Public 
transportation accounts for just below twenty percent. Regional development and 
culture make up the rest. Different areas of healthcare compete for funds. 
Primary healthcare clinics and other providers compete. Healthcare and 
transportation seldom compete for funds.  
 
SW: Can you talk about the different components of healthcare?  
 
EW: There are four parts: the primary care system, basic hospital care, long term 
and chronic care, and specialized and highly specialized healthcare. 
 
SW: How do you work to support the aging population in Uppsala?  
 
EW: We live longer. We remain healthier for longer. Toward the end of our lives, 
we may live with several diseases simultaneously. The municipality handles elder 
care. The municipality and the county must collaborate to care for our aging 
population. We need to improve care coordination.  
 
SW: What are the challenges for care coordination?  
 
EW: We have come a long way since I started. In the past, the municipality and 
the county sued each other. The political leadership in Uppsala County invited 
the local municipalities to help us solve the problem of care coordination. We 
launched the close care project. Patients stayed in the hospital after discharge 
because no one helped them to transition home. The issue of patients who were 
ready for discharge caused the lawsuit. This caused problems. Politicians on each 
side did not communicate. The Swedish National Board of Health and Welfare 
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dealt with the complaint. Now, the county and the municipality try to work 
together to improve the transition from hospital to municipal care.  
 
SW: So what specific strategies do you think will help to care for an aging 
population?  
 
EW: I believe in community and local care. In Sweden, we call this “close care.”1 
The close care ward is a local care ward up north. Nurses, doctors, assistant 
nurses, physiotherapists, and occupational therapists work at the close care ward. 
Patients obtain palliative care and medical care that cannot be delivered at home. 
Patients obtain rehabilitation and recover from hospital visits. I am a strong 
proponent of close care. If you can obtain treatment locally, why travel 
elsewhere?  
 
In Uppsala, we closed one ward at the university hospital. We took the funding to 
open a close care ward in Östhammar, in the north of the county. This is how we 
care for an aging population. This is a local care coordination project. Östhammar 
Municipality bears fifty percent of the cost. Uppsala County bears the 
outstanding cost. This is a unique initiative. I am proud of this.  
 
Individuals who need social care from the municipality and healthcare from the 
county should obtain the help they need when they need it. The process should 
run smoothly. Politicians and managers should coordinate their work.  
 

 
Östhammar!is!located!to!the!north!of!Uppsala!Municipality.!
!
SW: Please tell me about the difficulties opening the close care ward.  
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EW: The county and the municipality had lengthy negotiations. Some people 
need healthcare. Others need social care. Many individuals fall in between our 
formal needs definitions. We need to change the way we help these individuals. 
We need to offer healthcare and social care. The ward at Östhammar offers 
healthcare and social care. The ward bridges the responsibility of the county and 
the municipality. The close care ward helps individuals who need support after a 
hospital visit.  
 
The close care ward is open around the clock. It serves the needs of the elderly. It 
provides for complex needs. When we negotiated, we thought about the formal 
organization. We asked what personnel we wanted to hire. We discussed 
financing options. County council financing in local municipalities can be difficult 
to establish. We looked at patient responsibility.   
 
SW: Are there doctors and nurses in the close care ward? 
 
EW: There are doctors and nurses. The county council employs doctors and 
some of the nurses. The municipality employs other nurses.  
 
In addition to close care, we also work with intermediate care.2 Intermediate care 
is a new care solution for patients who no longer need specialized care but are too 
ill to move to a care home. Immediately after a hospital visit, an individual can 
obtain a place at our intermediate care ward. This ward is a supplement to short 
term wards. It is a transitional solution operated by the county council. It is less 
expensive for the county to run an intermediate ward than to keep individuals at 
Uppsala University Hospital.  
 
SW: What are the trends in Swedish healthcare?  
 
EW: There are two trends. One trend points to greater specialization. The other 
trend points to decentralization of healthcare.  
 
There are seven university hospitals in Sweden. A university hospital serves many 
different healthcare needs. Uppsala University Hospital treats most people in the 
region. The hospital barely manages to treat everyone. We need to reduce the 
pressure on the university hospitals. University hospitals should focus on 
complex patients. Close care wards should help others.  
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Understand me. We need ways to keep individuals out of the hospital. We need 
alternative ways to treat individuals. The hospital is seldom the right setting. 
Many illnesses can be treated in local clinics with good results and shorter 
waiting times. The emergency room is for individuals who need emergency care. 
The emergency room provides outstanding services to these people. The elderly 
can obtain treatment elsewhere, many times.  
 
SW: As the highest ranking politician in the county, what can you do to reduce 
the pressure on the emergency room?  
 
EW: Politicians should formulate policy. Healthcare managers, doctors, and 
nurses should manage healthcare delivery. Politicians tend to micromanage 
healthcare. I am opposed to micromanagement by politicians.  
 
SW: What political decisions help the implementation of close care? 
 
EW: It is a matter of structural decision making. Reimbursement systems, 
political management, and priority matters for good health care provision. 
Politicians should say what should be done, not how things should be done. 
 
SW: Do you want to change anything else in Swedish healthcare?  
 
EW: I am a representative of the Moderate Party. I am for private providers. I 
believe that the government should run fewer clinics. The private sector can also 
deliver healthcare. I want to see more close care. I do not care if the provider is 
public or private as long as the care is good. Much debate in Sweden centers on 
profits in healthcare. Little attention is brought to quality. We need to improve 
the quality of care. If a private provider delivers high quality care, profits matter 
less. We have good elder care. We have some quality problems.  
 
SW: How do we monitor quality?  
 
EW: We use quality registries to monitor quality. Most people think that quality 
of care is similar across Sweden. This is not true. We collect data in quality 
registries. These registries help us to assess the quality of care in different places. 
This process drives improvement. This process also furthers research since it 
provides patient data. We have unique quality registries that cover patients all 
over Sweden. Traditionally, we have had little competition in the Swedish 
healthcare market. Quality registries drive improvement.  



!
!

INTERVIEW WITH ERIK WEIMAN 8 

 
SW: Can we link reimbursement to quality? 
 
EW: In the future we can. We are not there yet. Many left wing politicians argue 
that a diversity of healthcare providers increases inequality of care. We can 
ensure high quality of care if we measure results. I favor a debate about 
copayments. Higher copayments may increase choice of provider. The 
government must provide basic healthcare to everyone. If an individual is willing 
to pay for a better hearing aid, that person should have the option to do so. The 
county can provide a basic hearing aid.  
In January, we passed a new patient law.3 The law aims to increase participation, 
integrity, and autonomy of patients. The law includes changes to the information 
clause. Doctors and nurses must provide more information about the available 
treatment methods to patients. Doctors must include patients in the decision 
making process. The law aims to involve patients in their care. Patients have a 
right to seek a second opinion from another doctor. Patients can also seek 
outpatient specialist treatment anywhere in Sweden. Their ability to do so 
increases freedom of choice. It may increase wait times at popular hospitals.  
 
SW: Will individuals travel for outpatient treatment? 
 
EW: Individuals with severe diagnoses will travel. People will not travel for 
emergency care.  
 
SW: What are the greatest challenges for Swedish healthcare? 
 
EW: Major challenges lie outside the healthcare system. There is a labor market 
challenge. We need to work longer hours to maintain our standard of living. We 
need to increase the number of people working to maintain the taxation base that 
funds our healthcare. We spend around ten percent of national income on 
healthcare. That is reasonable.  
 
SW: Are our healthcare costs rising?  
 
EW: We control our costs. However, a larger part of the population will be over 
the age of sixty five. Therefore, our costs will increase. One option is to ration 
healthcare. Citizens will not accept that.  
 
SW: What can we do? 
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EW: I see three possible solutions. We can ration healthcare, raise taxes, or we 
increase the number of hours worked nationally.  
 
We need to prioritize. We need to debate this. Few people discuss prioritization. 
Politicians avoid the subject. The alternative is to raise taxes.  
 
The county council tax is around ten percent. That corresponds to the cost of 
healthcare. We need to raise the county council tax to eighteen percent to manage 
the demographic challenge. We need to raise the municipal tax to twenty eight 
percent, or something close to that figure.  
 
Tax revenue varies across regions. Urban and young populations can afford 
higher taxes. Older rural populations may find fewer job opportunities. Fewer job 
opportunities generate a lower taxation base. Younger populations require less 
healthcare. The opposite is also true. Small rural municipalities struggle.  
 
SW: Can we avoid any of these three scenarios by increasing efficiency?  
 
EW: We must become more efficient regardless. Efficiency increases by two to 
three percent annually in Swedish healthcare. Increased efficiency of that 
magnitude will not solve the fundamental problems I have described.  
 
SW: How do you know this? 
 
EW: We look at a number of parameters. We look at length of treatment. We 
look at the number of patients we treat every year. We look at diagnoses that we 
can treat.  
 
A common misconception is that Swedish healthcare is deteriorating. People 
draw this conclusion based on the observation that the number of beds in 
hospitals is decreasing. The opposite is true. We need fewer beds because we are 
more efficient. We treat people faster today. We conduct day surgery instead of 
keeping patients over night. We need fewer beds. We should look at quality 
parameters.  
 
We learn how to treat a greater range of diseases. This is great. This also 
increases costs. Today, we treat conditions that killed people ten to twenty years 
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ago. Previously, individuals died from cardiovascular diseases much earlier. At 
retirement, an individual in Sweden can have twenty healthy years to enjoy.  
We need to strengthen our pension system by working extra years or longer 
hours.    
 
SW: Should we retire later?  
 
EW: Many people want to retire later, especially in white collar professions. 
Some want to retire at seventy or seventy five. Blue collar professions may retire 
earlier, at the age of sixty. If you retire early based on a low income your pension 
will be low. This is a difficult equation to solve.  
 
SW: How do you view the future?  
 
EW: Changes will come gradually in healthcare. Quality registries will drive 
changes by revealing data and results. Patients will access outcome data. Access 
to this data will enable patients to look for healthcare providers with good results. 
I do not foresee a sudden structural change. Data empower patients. I am a 
strong proponent of freedom of choice.   
 
SW: How do the Swedish and the US healthcare systems compare? 
 
EW: Healthcare in the US is expensive in many places. Swedish healthcare is 
affordable. Healthcare is an important sector of the US economy. It can be a more 
important sector in Sweden. We have incorporated elements of the US system in 
Sweden by opening to private healthcare providers.  
 
The US healthcare system displays inequalities. These inequalities are larger than 
the inequalities of healthcare in Sweden. The two countries can learn from each 
other. At times, this is a controversial idea in Sweden. Many look at the costs in 
the US. The Swedish reimbursement models curb costs. We look for outcomes. 
We do not emphasize fee for service as much. I favor mixed reimbursement 
models. These models include capitation and fee for service. In Uppsala, we have 
majority capitation and a smaller portion fee for service.  
 
SW: What is the correct balance between capitation and fee for service? 
  
EW: There is no magic proportion. Demographics and burden of disease impact 
costs. Optimal models vary from county to county.  
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SW: What is your view of profits made by private healthcare providers? 
 
EW: Much debate in Sweden centers on profits on the welfare sectors. The left 
wing parties dislike the idea of profits in healthcare. If we eliminate profits, no 
private provider will deliver care. 
 
SW: Thank you very much, Erik, for sharing your view on Swedish healthcare 
with me.  
 
EW: Thank you, Sofia. I very much enjoyed our conversation.  
 
 
 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
1!Närvård,!https://www.osthammar.se/sv/Omsorgstod/Narvard/Narvardsenheten/!!!
2!Mellanvård,!http://www.lul.se/nyheter#/pressreleases/mellanvaardsavdelning-ska-ge-baettre-vaard-foer-
aeldre-1031840!!
3!Nya!patientlagen!2015,!http://www.lul.se/sv/Extranat/For_vardgivare/MOT-
PATIENTEN/Sjukvard1/Patientlag-ny-2015/!!



ACCESS Health International works to help provide high quality, affordable 
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