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About Maj Rom 

 
Dr. Maj Rom is a doctor specializing in gynecology and 
obstetrics. For the last twenty years, she has focused on 
leadership, community care, and healthcare coordination. Dr. 
Rom works as project leader at the Swedish Association of 
Local Authorities and Regions. From 2010 to 2014, Dr. Rom 
was responsible for the coordination of the Most Fragile 
Elderly Program. The project is part of a national effort to 
improve healthcare for the elderly who are the most ill and 
have the highest needs. 
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Interview 

 
Sofia Widen (SW): Can you tell me about the Most Fragile Elderly program?1 
 
Maj Rom (MR): “The most fragile elderly” describes a group of patients who 
are over the age of sixty five and who have complex needs. Few countries have a 
healthcare system that cares for the most fragile elderly in a perfect way. There 
are small isolated initiatives that care for the most fragile elderly in a good way. 
Apart from those initiatives, most healthcare systems fail.  
 
When foreign healthcare professionals visit from overseas, they look at our elder 
care system. The Swedish elder care system is unique. We have a tax financed 
elder care system. In most places, you must pay for your elder care until you run 
out of money. When you run out of funds, society may help you.  
 
SW: Most people are very sick when they obtain a place at a nursing home in 
Sweden. There are few places in nursing homes in Sweden. The demand exceeds 
the supply. Is this a result of our tax financed system? If we had privately 
financed elder care, would we have more places? 
 
MR: I do not think so. When you ask an individual to pay the full cost of a 
nursing home, the individual is more reluctant to pay. In a privately financed 
system, or in an insurance based system, there may be even fewer nursing homes.  
 
SW: Can you tell me about the background of the Most Fragile Elderly project? 
 
MR: Municipalities and county governments have known about problems with 
elder care for a long time. We live longer today. More people survive heart 
attacks, stroke, and cancer. We remain healthier. We have an opportunity to 
enjoy life. But we accumulate diseases. A large group of people from eighty five to 
ninety live with new combinations of diseases.  
 
Our healthcare system is not designed to care for individuals with these 
combinations of diseases. Our healthcare system is designed to care for younger 
people who break a leg or suffer from appendicitis. Younger people undergo 
shorter treatment. Their hospital stays are short. Our healthcare system is well 
equipped to deal with these medical problems. Our healthcare system is not 
designed to treat large numbers of people who suffer from chronic disease.  
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Healthcare professionals in Sweden have known about this system failure for a 
long time. Healthcare professionals realize that healthcare costs are increasing 
rapidly because of this problem. We understand that the elderly do not obtain the 
right treatment. Patients follow an individual treatment plan for each condition.  
 
 

 

“When we do not look at the overall health of the patient, we miss 

something vital. Our system fails these patients.” 

 
 
 
Healthcare providers lose track of the overall perspective. Care providers lose the 
holistic view of the patient. The current system may lead to a patient taking ten or 
fifteen different medications. No one knows the effect of this combination. When 
we do not look at the overall health of the patient, we miss something vital. Our 
system fails these patients.  
 
An older population is a blessing for a country. Aging populations force us to 
rethink how we design our systems. Older populations spark a debate around 
pension programs. In the future, we may retire later. Since we live an extra five to 
ten years, some might choose to work for longer.  
 
The range of treatments is expanding. We can treat a great range of diseases. We 
can treat older patients. We must ask ourselves if everyone always ought to 
receive all the possible medications. We need to question if everyone should 
receive all treatment methods. Perhaps we must rethink this aspect. We should 
ask ourselves what treatment creates the most value for the patient. We must ask 
the patient what he or she wants.  
 
The debate around elder care is not new in Sweden. The obvious example is the 
Ädelreformen in 1992.2 The reform reduced long term care in Sweden. We 
decided that the elderly and patients with chronic diseases should not stay in long 
term care homes. The idea was to encourage individuals to live at home.  
 
We want people to be a part of society for as long as they can. We focused on 
homecare support instead of long term institutional care. We also focused on 
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special housing. Special housing3 is different from ordinary housing. Special 
housing is a term that we use to describe care homes for the elderly, for disabled 
individuals, and for youth. Care homes today are smaller than care homes before 
1992.  
 
Some healthcare professionals argue that municipal care organizations fail to 
treat the illnesses of residents in care homes. Care homes do not hire doctors full 
time. A doctor may visit once a week to check up on residents. Before 1992, most 
long term care homes hired doctors.  
 
SW: Municipal care organizations look at the social care needs instead of the 
healthcare aspects. Do municipal care organization lack full time doctors because 
the care organizations see people as users instead of patients?  
 
 

 

“We should not view people as users or patients. People are individuals 

with needs.” 
 

 
 
MR: That is partly correct. We should not view people as users or patients. 
People are individuals with needs. The Ädelreformen produced good results. The 
reform helps people to remain at home for longer. The reorganization helps the 
elderly to live independently to a greater extent.  
 
People used to spend two or three years at the end of their lives in a long term 
care home. On average, individuals spend fewer than nine months in a care home 
today. 
 
Most municipalities reduce the number of beds in care homes in relation to the 
number of inhabitants in the municipality. Counties reduce the number of 
hospital beds. These trends help local governments to manage costs. We must 
find smart solutions in the homes of patients. Most people want to remain at 
home. They want to live at home at the end of their lives. There is no conflict 
here. 
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SW: Did the reform fix the challenges of the healthcare system? What are the 
remaining challenges? 
 
MR: We have not managed to adopt the system fully. We need to ask what we 
can change in the home healthcare system. Now, nurses travel to the homes of 
individuals. Nurses treat ulcers much in the same way they did in 1970. We can 
reform home healthcare delivery. We can reform homecare teams. We can 
change their work methods. We can change the allocation of tasks. 
 
 

 

“We need to incorporate more research into our system.” 

 
 
 
We need to incorporate more research into our system. The government of 
Sweden funded research in healthcare for people who suffer from dementia. 
Much dementia research in Sweden lies at the forefront of dementia treatments 
and care systems. We can incorporate more research in other areas.  
 
Now, the government of Sweden focuses on elder care and healthcare for older 
patients. The government of Sweden budgeted one billion Swedish kronor 
(approximately 120 million United States dollars) per year for the Most Fragile 
Elderly project. Before the Most Fragile Elderly project began, the Social 
Democratic government in power in the early 2000s allocated funds for projects 
to improve care for the elderly. Thirty percent of the funds went to the county 
councils. Seventy percent of the funds went to the local municipalities.  
 
During this earlier period, the two main providers of healthcare and social care 
collaborated to care for the elderly. Great projects started in Sweden, but the 
objectives were vague. The targets were seldom evaluated centrally. At the end of 
this earlier effort to improve care for the elderly, project managers had shown 
little improvement.  
 
When local governments allocate their funds for elder care projects, they evaluate 
results. The local governments formulate clear targets. When the funds come 
from the national government, there is less control. Sometimes evaluations by the 
national government fail. Some governments distribute funds without evaluating 
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results. Local municipalities employed dietary consultants during one of the 
earlier projects. When the project ended, the national government ended the 
funding. Most dieticians had to leave.  
 
National stimulus programs must work through existing organizations and use 
existing channels in local governments. National programs must work with 
regional government administrations for better results.  
 
SW: Could you explain how municipalities work with the national government? 
 
MR: Municipalities have the power to tax. Each county council can levy taxes. 
Elder care and healthcare differ from county to county. Elder care and healthcare 
differ because of decentralization and municipal autonomy. The national 
government can dictate few policies. Municipal governments manage social care 
and homecare.  
 
Typically, municipalities manage nursing homes and home healthcare. County 
councils manage healthcare provision. County councils oversee the operations of 
all primary care clinics and hospitals. Private healthcare providers contract with 
the county council and follow national regulations. The central government can 
dictate policies to a limited extent. The central government is a healthcare 
watchdog. The national government defines the quality standards.  
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Figure!1.!Interaction!between!the!national!government!and!local!authorities!in!the!provision!of!
healthcare!in!Sweden!
!
 
 
SW: How did the Most Fragile Elderly project start? 
 
MR: When we initiated the Most Fragile Elderly project, we wanted to improve 
healthcare and care of the elderly. We wanted to work in a different way.  
The government of Sweden looked into the problem of long wait times in 
healthcare. Policymakers wanted to reduce wait times. Efforts to reduce wait 
times and queues in healthcare have been unsuccessful. Some previous efforts 
were misguided.  
 
The national government allocated funds to hospitals with long queues. More 
funds enabled the hospitals to employ extra staff on the weekends to reduce wait 
times in the short term. Staff members take holidays later, which increases wait 
times. This method provided few incentives to eliminate the queues. When the 
hospital eliminates queues, funding stops. Everyone knew about the distorted 
incentive.  
 
We decided to turn this system around. We did not want to reward long queues. 
We told the hospitals and the primary care clinics that they would obtain funding 
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based on performance. This required hospitals and clinics to eliminate or reduce 
patient wait times.. We paid funds to healthcare providers according to results. 
We did this about ten years ago. Healthcare professionals started to view queues 
negatively. Healthcare providers started to discuss the reasons for long queues. 
Healthcare professionals found solutions to reduce the queues. We incentivized 
reduced wait times.  
 
About ten years ago, a lot of people debated sick leave in Sweden. We witnessed a 
surge in the number of people on sick leave. Sweden was one of the healthiest 
countries in the world, but a large share of population took sick leave. We 
developed a new system. This new system allocated funds to regions and local 
municipalities if they reduced the number of people on sick leave.  
 
Everyone agrees about the problem in Swedish healthcare. We need to improve 
healthcare for the most fragile elderly. We had a good understanding of this need 
when we launched the project. We agreed on the objectives. Our objectives 
aligned with the objectives of the Swedish Association of Local Authorities and 
Regions (the Association). We needed consensus around objectives to encourage 
our members to participate in the project. Our members are the local authorities 
and the Swedish regions.  
 
The Association interviewed about three hundred of the most fragile elderly. We 
started by documenting their needs. The Association signed agreements with the 
government of Sweden to carry out the project. I helped our members reach the 
targets in the agreements. We formulated the targets with the national 
government. Our members had to fulfill the targets to take part in the project. I 
ensured that all our members had the infrastructure and know-how to obtain the 
payments based on performance. 
 
We have devoted a lot of resources to ensure the end result. Every year, we 
developed guidelines for the regions and the municipalities to align with the 
agreement with the government. We informed the regions and municipalities of 
the Most Fragile Elderly project and that it would provide payment for 
performance. We explained what kind of funding the county councils and 
municipalities could receive.  
 
SW: Can you tell me about the distribution of payments based on performance? 
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MR: The government distributed pay for performance to our member 
organizations. Municipalities and local governments obtain pay for performance. 
Individual healthcare providers and social care organizations need to meet the 
targets. The payments for performance do not accrue directly to the care 
provider.  
 
I worked at the central level. Each region decided how to distribute funding. 
Different regions chose to distribute the funding to care providers in different 
ways. Some rewarded individual hospitals for their performance. Some did not.  
We did not want to stipulate any such conditions to our members. Some counties 
and some municipalities extended pay for performance in relation to the 
providers. In these counties, the county council did not obtain the pay for 
performance funds. Instead the county council passed on the funds to the best 
performing providers. In Södermanland County, individual providers obtain 
funding for their performance.  
 
We were clear what kind of performance we rewarded. We did not want to reward 
quantity, such as you would through visitation fees. We wanted to reward quality 
of care.  
 
We introduced quality registries. Quality registries are less common in other 
countries. We use quality registries to monitor and to improve the quality of 
healthcare. Early on in the project, we realized that quality registries exist in the 
field of elder care. The local municipalities and the county councils could use 
these quality registries.  A quality register is a research tool. It is a database. 
Physician and nurses gather treatment and health outcomes data in a quality 
register. The data are used to ensure that patients obtain the same quality 
treatment throughout Sweden.  
 
Each of the local governments used quality registries to a different extent in 
Sweden. Some registries were new. We persuaded the national government that 
the use of quality registries helps with the distribution of funding for 
performance. We encouraged the government to spread quality registries to 
municipal care organizations. Municipal care organizations did not use quality 
registries. 
 
In a short period of time, we spread the use of quality registries in Sweden. With 
the help of the national funds, nearly three hundred municipal care organizations 
use quality registries today. National funding and key employees in each 
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municipal care organization made fast adoption of quality registries possible. The 
key employees in the municipal care organization understood the value of the 
quality registries.  
 
SW: Can you tell us about the purpose of quality registries? What are the 
functions of quality registries? 
 
MR: Quality registries monitor indicators and standards. Experts formulate 
quality standards of care. The quality registries record these indicators and 
standards for care providers.  
 
The Palliative Care Register is a quality register for end of life care. The 
municipalities and regional governments use the Palliative Care Register to 
monitor conditions under which people die. The municipalities monitor the 
conditions in nursing homes and at private homes. Regional governments use the 
quality registries to record quality of care in hospitals. The quality registries 
measure pain levels, treatments, and examinations. The Palliative Care Register 
records whether care providers inform the patients about end of life care. Nurses 
register the end of life conversation, which ensures that everyone obtains 
sufficient information.  
 
A range of ethical values underpin the Palliative Care Register. The values relate 
to the standards of end of life care. Treatments, examinations, information, and 
certain routines are linked to these values. Staff of hospitals and nurseries must 
follow these guidelines. We require certain standards. The Palliative Care 
Register evaluates end of life care in different regions.  
 
Healthcare providers monitor their own results with the help of quality registries. 
Quality registries are a safe internet tool. Hospitals use online quality registries to 
follow departmental results. We can analyze the results by region, by 
municipality, by hospital, and by department. It is easy to extract data and obtain 
an overview from the registries. We linked pay to performance with the help of 
the registries.  
 
Throughout the Most Fragile Elderly project, we monitored the progress in each 
region. The ability to monitor progress is one of the great successes of the project. 
We can compare the Most Fragile Elderly project to the previous project. Now, 
quality registries assemble data on a national level. National level data allow us to 
analyze and compare individual components of the healthcare system.  
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I enjoyed working with quality registries in the Most Fragile Elderly project. The 
Palliative Care Register4 existed before the project. There were two registries in 
healthcare for people who suffer from dementia: SveDem5 and the Behavioral 
and Psychological Symptoms of Dementia Register. The Behavioral and 
Psychological Symptoms of Dementia Register is also known as BPSD or the 
Symptoms Register.6 Many people with dementia suffer from many symptoms, 
including aggression. The Symptoms Register helps nurses assess and treat these 
symptoms. 
 
We developed an innovative register called Senior Alert.7 We will come back to 
that later in the interview. 

 

    

Figure!3.!The!logos!of!the!quality!registries;!from!left!to!right:!the!Palliative!Care!Register,!SveDem,!
Behavioral!and!Psychological!Symptoms!of!Dementia!Register!(the!Symptoms!Register),!and!Senior!
Alert!Register!
!
 
SW: What were the challenges in implementing the quality registries? 
 
MR: We introduced registries surprisingly quickly. I am surprised by how 
successful we were.  
 
We explained the purpose of the registries before introducing them. We 
communicated well with the municipalities. Communication is a science of its 
own. We communicated via different channels. We spent significant funds on 
communication. We needed results in a short period of time.  
 
Initially, our main objective was to employ quality registries. We had already 
tested the use of the registries. We were implementing and spreading the 
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registries. We dared to implement the change. We worked with every 
municipality, with every county council, and with every hospital. We worked with 
every nursing home and with every primary care clinic. We wanted to work with 
every person connected to the elderly in Sweden. We estimate that half a million 
people work with the elderly in Sweden. The most fragile elderly group includes 
three hundred thousand people.  
 
We decided to run all the registries at the same time. The Most Fragile Elderly 
was a unique project in Sweden.  
 
We built upon previous knowledge and initiatives. The register developers gave 
us information. We used their knowledge when we talked to municipalities and 
regions about quality registries. The developers and curators of the registries 
helped us to promote the registries. They helped healthcare providers to 
introduce the registries into daily routines.  
 
The quality registries received funding. Some quality registries collaborate with 
research institutions. The developers wanted to spread the use of their registries. 
They wanted to spread knowledge about these tools. The staff from the quality 
registries visited local governments. The visits were similar to a presidential 
campaign in the United States where presidential staff visits voters and 
grassroots supporters.  
 
The staff members of quality registries embedded themselves in municipal 
organizations. The staff wanted to understand implementation challenges. The 
developers of the registries coached municipal care organizations and regional 
healthcare providers.  
 
We supported political decisions from the Swedish Association of Local 
Authorities and Regions. These political decisions created pressure on local 
governments to implement the registries. We employed development leaders in 
each organization who managed implementation. We worked closely with local 
leadership.  
 
SW: What information and communications systems do you need to implement 
quality registries? 
 
MR: It was simple to implement the systems. The register is an internet and 
telecommunications system. Local care organizations create a login. The quality 
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register maintains the database. Local care organizations do not need to install 
software on their computers. The organizations can use their current equipment 
to work with the quality registries. Care organizations plug in their data. The 
quality register analyzes and stores the data. The key to success is simplicity.  
 
SW: How did the quality registries encourage changes? 
 
MR: Previously, the healthcare personnel relied on a sense of success or a sense 
of failure, most of the time. Now we empower care personnel with data.  
My colleagues and I asked healthcare providers how they identify success in their 
work. We asked them for the number of patients who obtained specific 
treatments and follow a specific treatment plan. Healthcare providers answered 
these questions in detail. Many realized that they lacked insights into daily 
processes. Most providers realize that their perception of their work differs from 
their actual work.  
 
After this realization, a period of hard work follows a period of reflection. This 
can be a tough period. During this period, healthcare providers change their 
routines. They incorporate new ways of working. Quality registries motivate a 
change in behavior among healthcare professionals.  
 
SW: How do you link pay for performance to percentage of patients registered? 
 
MR: Research requires large data samples. More patients provide more data on 
the population.  
 
In the beginning of the Most Fragile Elderly project, we rewarded care 
organizations for adopting the quality registries. Finally, we rewarded regional 
care organizations that registered seventy percent of their patients. We rewarded 
care organizations for adopting certain routines.  
 
We decided that seventy percent coverage in a municipality or a region gives a 
comprehensive overview of regional healthcare. Some people die at home alone. 
We often fail to register end of life care for everyone. We seldom reach one 
hundred percent coverage in the quality registries. Sixty seven percent of Swedes 
are registered in the Palliative Care Register.  
 
SW: What is the Senior Alert register? 
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MR: Senior Alert helps nurses to assess the fall risk of a patient. Senior Alert is a 
unique collection of different methodologies. Some regions initiated preventive 
elder care projects before the Most Fragile Elderly project. Some municipalities 
worked with fall prevention. Some regions worked to prevent bed ulcers. The 
Senior Alert register gathers this information. The register records preventive 
activities and preventive methodologies. Senior Alert is a structured tool to 
prevent emergencies.  
 
We enable each care organization to view their results. We started to link 
different aspects of prevention. A malnourished elder may become dizzy and is 
more likely to fall. We need to use these links to protect our elderly from falling, 
becoming ill, and getting fractures. We need to work systematically in our daily 
routines. The quality register Senior Alert is a useful tool. Expert opinion feeds 
into the design of the quality registries. If new research finds that a new area of 
prevention is important, we incorporate it in the quality register.  
 
SW: Can you explain how Senior Alert works? 
 
MR: When you move into a senior housing facility, such as a nursing home, a 
number of examinations take place. The staff assesses the risk of a person falling. 
The personnel estimate the risk of malnutrition, of bed ulcers, and of 
incontinence. Senior Alert provides standardized scales for the staff to assess the 
individuals.  
 
We employed researchers to develop the scales and categories. We can improve 
the scales. We can modify the scales without impairing the register.  
 
It is important to measure the risk for each individual. First, we identify the high 
risk individuals. Second, we apply certain routines for the high risk elders. It is 
worthwhile to register in Senior Alert because we have preventive routines. Every 
high risk individual must obtain one preventive measure. After the preventive 
measure, we reassess the risk. We reassess the risk regularly.  
 
SW: What type of preventive measures are linked to Senior Alert? 
 
MR: We developed packages of measures for each risk group. An individual with 
high fall risk should wear nonslip socks and padded trousers. This individual 
should receive balance training. The person at risk ought to have lamps near his 
or her bed. The individuals at risk should avoid medications that cause dizziness. 
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We developed a full range of preventive measures. The measures reduce 
accidents significantly. 
 
Risk assessment alone does not reduce falls. Targeted measures reduce accidents. 
Personnel must examine their preventive measures on repeated occasions.  
Senior Alert forces staff members to reconsider their routines. The data in the 
register identify effective prevention methods in elder care. These data show the 
interlinkages of measures.  
 
Reassessment of medications, in combination with socks, may prevent the 
highest number of falls. Other combinations of measures might improve the 
quality of life for the elderly. Senior Alert communicates best practices to our 
member organizations. We can communicate the importance of changing certain 
routines. Other routines may matter to a lesser extent. We can differentiate 
between effective but inefficient routines and cost effective routines. The quality 
registries enable us to update our knowledge.  
 
Quality registries are different from pursuing further training or attending a 
course. The registries help care providers track progress and stay proud of their 
work.  
 
SW: Does Senior Alert link a specific risk to specific preventive measures? 
 
MR: Senior Alert does not link a specific risk to specific preventive measures. 
Healthcare professionals must use their knowledge about preventive measures. 
They must make a judgment call. The professionals must know what works. 
 
SW: Can you give an example of measures that work? 
 
MR: Researchers agree that teamwork helps older patients. A team of doctors, 
nurses, and caregivers helps the older patients. We need to research how teams 
benefit elder care. The care team must coordinate as one unit. The team must 
agree on preventive measures for the patient. The team must formulate strategies 
for each individual team member. Teamwork increases knowledge among 
healthcare professionals.  
 
We spread the registries. We incorporated the registries in daily routines. Now 
we begin to see the results. Thousands of people in Sweden received better care 
thanks to the Palliative Care Register for end of life care. We informed patients to 
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a better extent. We educated thirty thousand healthcare professionals. We 
trained these professionals in end of life conversation techniques with patients. 
We focused on communication about diseases and limited life span. The quality 
registries and the systematic approach enabled us to provide this training. We 
improved pain assessment and relief.  
 
SW: What was the role of the quality registries? 
 
MR: There are two different quality registries for dementia. General 
practitioners use SveDem to diagnose patients with dementia. The practitioners 
use SveDem to ensure that patients are diagnosed with the right type of 
dementia. The Symptoms Register, on the other hand, primarily focuses on care 
and treatment for patients with dementia. This register changes the methods of 
care for these patients. The register reduces the amount of antipsychotic 
medication administered to people with dementia. Professionals use the 
Symptoms Register to assess different behavioral and psychological symptoms of 
dementia. The practitioners use this register to adopt new methods of care.  
 
There are twelve symptoms of dementia. Each patient can score from zero to 
twelve on each of the symptoms. The patient can obtain a total score of 144 
points. We have numerous stories about patients who score over a hundred 
points during the assessments. These symptoms decrease significantly once the 
patients obtain the correct treatment. These patients need less medication once 
they obtain appropriate treatment for their particular symptoms. The register is a 
structured tool that enables these patients to benefit from the best care.  
 
In some cases, nurses can improve quality of care without prescribing 
medication. For example, a patient might dislike bright light. Care providers 
might need to use a dimmer in this patient’s room. Other patients might like 
music. Care providers might need to provide music. A patient might be confined 
to a small room in the care home. The patient might need to take walks and stay 
active. These are simple care measures that reduce or eliminate symptoms of 
dementia. The Symptoms Register helps us to find the cause of the symptoms 
and to eliminate them.  
 
SW: Do you consider the large scale introduction of quality registries a great 
success of the project? 
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“Quality registries are tools. The great success lies in the reformed 

routines that we implement, thanks to the registries.” 

 
 
 
 
MR: Quality registries are tools. The great success lies in the reformed routines 
that we implement, thanks to the registries. 
 
The researchers constantly identify innovative ways of working. We must enable 
healthcare professionals to apply these innovative ways. Healthcare professionals 
need to incorporate effective methods in their daily routines. The quality 
registries provide a packaged solution. The quality registries are enablers. We 
must ensure these new methods work in the current system. Sometimes quality 
registries are difficult to combine with routines. 
 
SW: You mentioned that you improved pain relief for the elderly. Could you 
describe your work in this area? 
 
MR: In the past, the professionals asked the patient to assess his or her pain in 
different situations. The patient gave an approximate number. We considered the 
patient to be pain free when the number was below three points. We 
administered pain killers when the score was above three points on the pain 
scale.  
 
We introduced a new tool called the Abbey Pain Scale to improve measurement 
accuracy.  
 
Some patients are unable to answer questions due to poor mental status. The 
Abbey Pain Scale allows us to observe the behavior of the patient. We assess pain 
levels more accurately. We administer painkillers and medications to reduce the 
assessed level of pain.  
 
Many nurses observe changes. Nurses tell us about past mistakes in pain 
measurement. Nurses thought the old pain assessment was sufficient. The new 
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scale relieves pain better. Now, nurses administer more pain relief medication. 
The patients suffer less pain.  

 

Figure!4.!Abbey!Pain!Scale!
!
!
It is difficult to reward healthcare providers for eliminating pain. If we link pay to 
“all or nothing” performance, we compromise data reliability. We link pay to 
routines and methods. To eliminate pain, the staff must estimate pain levels. To 
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eliminate pain, the healthcare personnel must administer painkillers or other 
types of medication. We rewarded pain assessment and detailed review of 
medical prescriptions. We did not link pay to the amount of pain of the patient. It 
is more difficult to trick the system if pay is related to routines instead of results. 
Some providers cheated. 
 
SW: Can you tell us about the work with systematic updates of medical lists? 
 
MR: This work was hard. We agreed on the importance of improving medication 
systems in elder care. Around Sweden, healthcare staff echoed this sentiment.  
 
In our primary care system, there is no designated general physician. You are 
listed at a primary care clinic. You are not assigned to a general physician. You 
are sent to specialist physicians. Usually, specialists administer one medication 
each. Patients who have one doctor typically take fewer medications. We need all 
our specialist physicians. But a patient with several physicians may be 
overwhelmed. The patient must explain his or her health status to each of several 
different specialists. 
 
The pensioner organizations found positive effects of care continuity. Continuity 
refers to working with one doctor instead of four specialist physicians. The 
physicians agree that continuity works better. But our healthcare system works in 
a different way.  
 
The most fragile elderly take multiple medications. Their prescriptions change 
frequently. Many actors are involved in prescriptions.  
 
We updated medical lists for the most fragile elderly. We did not work with 
quality registries in this area. We funded the development of written manuals 
about medications for the elderly. The manuals flag appropriate and 
inappropriate combinations of medications. We encouraged a continuous update 
of medical lists.  
 
We focused on the types and the quantity of medications prescribed to elderly. 
We encouraged healthcare professionals to look at alternative medications that 
patients may be taking. Alternative medications, such as vitamins, minerals, and 
other off the counter pills, can create harmful combinations with prescribed 
medications. The project encouraged healthcare professionals to monitor how 
drug treatments affect the patients. Medical treatments must be updated 
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according to the age of the patient. People change as they age. Medications affect 
your body differently when you are older. 
 
County councils hired pharmacists across the board. The pharmacists assisted 
the elderly. The pharmacists worked at the primary care clinics.  
 
Healthcare staff learned a new approach regarding prescriptions of medications 
to the elderly. During the Most Fragile Elderly project, county councils and 
municipalities obtained money when they eliminated or reduced the amount of 
unsuitable medications for the elderly. County councils received pay for 
reduction in anti inflammatory and antipsychotic medications.  
 
Increased efficiency in prescriptions of medication to the elderly is one of the 
areas that I am most proud of in the project. We reduced the number of 
unsuitable medications. Most counties improved in this area. 
 
SW: How did you improve medications for the most fragile elderly? 
 
MR: Healthcare providers lacked structured tools and daily routines around 
medical prescriptions. We helped healthcare providers create a structure. As part 
of the Most Fragile Elderly project, we developed a database to track 
prescriptions. We started to measure the results of medication system changes in 
the Medications Register. 8 The register records every medication prescribed in 
Sweden. A group at the National Board of Health and Welfare maintains the 
Medications Register.  
 
Via this database, we obtain data for each county council. We can identify 
exceptional municipalities in terms of administering suitable medications for the 
elderly. We can travel to these municipalities. We can discuss with their 
healthcare and social care providers the way they work. We can learn from the 
best practices. 
 
Once the government of Sweden told the National Board of Health and Welfare 
to deliver the data on medications, the project flourished. Thanks to the support 
of government of Sweden, we were able establish the Medications Register. Only 
the top political level can instruct the National Board of Health and Welfare.  
 
SW: Will you continue to work with medical prescriptions in the future? 
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MR: We will work with prescriptions for five years. We keep a fast pace. We can 
make further improvements.  
 
The newly elected government wants to discontinue the pay for performance 
method. Pay for performance has its advantages and disadvantages. Some 
political parties favor pay for performance, some do not. 
 
SW: You also worked with integrated healthcare systems for the elderly. Could 
you tell us about this work? 
 
MR: We stimulated the creation of integrated healthcare chains. We worked with 
avoidable inpatients and with readmissions to hospitals thirty days from 
discharge.9 We lack research in this area. As I mentioned, we realize the 
importance of teamwork. But we do not know how to work optimally in teams.  
We decided to link performance to readmissions and to avoidable inpatients. We 
can measure these two aspects.  
 
It is hard to measure teamwork. It is tough to quantify the efforts of teams. It is 
hard to link performance to team efforts in healthcare for the elderly. The 
research highlights that continuity matters for the elderly. It is difficult to 
measure the continuity of care for the elderly.  
 
Readmission to hospital is a useful metric. It reveals a lot of information. 
Readmission within thirty days of discharge indicates how well we care for 
patients once they leave the hospital. This metric reveals how well we instruct 
these elderly patients. It shows how we care for the frail elderly. The effectiveness 
of home support is important for the readmissions. If we manage better the 
transitions from hospital to home, we will reduce hospital readmissions. Multiple 
healthcare professionals and care organizations must change their routines to 
reduce readmissions.  
 
SW: Why is it complicated to measure performance? 
 
MR: It is difficult to analyze the continuity of care. It is also hard to measure the 
effects of transitional care measures. 
 
We looked at transitional care for one hundred patients. One municipality might 
have ten thousand patents in need of transitional care. Improvements for one 
hundred individuals may have little effect on overall transitional care in the 
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municipality. The sample size is too small to affect overall statistics. Yet, the 
transitional measures may work well for the one hundred patients. This is not a 
randomized controlled trial. The transitional care methods may still be helpful. 
 
SW: What is the optimal number of hospital beds? 
 
MR: There is no optimal number to my knowledge. A hospital with four hundred 
beds will have four hundred patients. Somehow, our healthcare system fills every 
bed in a hospital. It is hard to estimate the optimal number of beds in a hospital. 
If you increase the number of beds to five hundred, there will be five hundred 
patients in a hospital. 
 
SW: How can we explain this?  
 
MR: I do not know. We need to research this phenomenon. We must investigate 
reasons for hospitals stays. We need to learn about the diseases that can be 
treated outside the hospital. We must know about the treatments that require the 
patients to stay overnight.  
 
Previously, a patient stayed in a hospital for one week after giving birth. An 
appendicitis operation required a patient to lie in a hospital bed for four days. 
The patient entered the hospital one day before the surgery. Hospital rules kept 
the patient until a couple of days after a surgery. Healthcare staff advised the 
patient against eating. The patient was not allowed to rise out of bed. The system 
was problematic.  
 
Today, we conduct outpatient surgery, to a large extent. Outpatient surgery 
reduces the length of hospital stay. The patients go home in the evening. In the 
field of surgery, we have improved the system. In internal medicine, we need to 
improve the system further, especially for older patients.  
 
When the elderly require care at home, an ambulance brings them to the 
emergency room. The emergency room is the only place that is always open. Once 
in the emergency room, there is a fifty percent chance of an older patient 
becoming an inpatient, irrespective of why he or she traveled to the emergency 
room. Older patients are tired. Older patients might have trouble articulating 
their needs.  
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It is impossible to send an individual home in this condition. If healthcare teams 
provided some treatments at home, fewer would visit the emergency rooms. The 
teams can treat some illnesses at home, such as pneumonia. The healthcare 
teams can administer medications at home and support the patient. We need to 
build mobile healthcare systems.  
 
Mobile healthcare systems are a part of a future solution. A new range of tools 
helps us to conduct home healthcare. Previously, we had limited treatment and 
resources that we could use in the homes of patients. We administered blood 
tests and measured heart rate. Today, a small stick obtains a reading of blood 
oxygen saturation. Portable devices help us read electrocardiograms. We can 
perform an ultrasound at home. We can become a portable mobile emergency 
room. 
 
SW: Are you referring to advanced healthcare at home? 
 
MR: I am primarily talking about emergency visits at home.  
 
Advanced healthcare at home is for people who suffer from chronic or severe 
illnesses. These patients require treatment at home for long periods. Instead of 
spending your days in a hospital, you can have a respirator at home. In the long 
run, remaining in an intensive care unit is not an option. Advanced healthcare at 
home helps very sick individuals lead a decent life toward the end. These 
individuals can spend their last years at home rather than in a hospital.  
 
SW: Let us go back to readmission to hospital in thirty days. Have you succeeded 
in bringing readmission rates down? 
 
MR: No, not yet. We developed systems. We started to see certain results. We 
developed an online tool called Webbkollen.10 Webbkollen is an interview tool. 
Healthcare professionals can use this tool to call discharged patients. During a 
telephone call, nurses check if the patient understands his or her rehabilitation 
program and follows the medical prescription list. During the call, the healthcare 
professionals can check how well the patient understands his or her disease.  
 
Patients who suffer from recurrent heart failure stay in hospitals. Patients who 
suffer from heart failure must understand their disease to manage it well at 
home. Telephone calls are important for this group of people because, when they 
leave the hospital, they may understand the difficulties they will have at home. 
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Webbkollen is a tool that helps healthcare professionals to bridge the transition 
of patients between different care levels. It is a way for nurses to follow up on 
patients who have transitioned from one care level to another. This is a useful 
tool. Medical centers, hospitals, and community care centers can use this tool.  

 

Figure!5.!Webbkollen,!the!outpatient!interview!questionnaire!tool!
!
!
SW: What type of information is important for patients to understand? 
 
MR: The important information concerns medication. Patients must take the 
correct medication for heart failure, and at the right time during the day. 
 
Webbkollen helps us understand how patients relate to the healthcare sector. We 
learn about their experiences with healthcare services and products. We use the 
tool to make individual interventions. We may refer the patient to the general 
practitioner if he or she experiences additional problems at home. Through the 
phone call, we understand if the patient needs a visit from the municipal nurse.  
 
Webbkollen helps us analyze problems with the system. The tool will highlight if 
patients frequently return home with incomplete medical prescription lists. If 
many patients obtain incomplete prescriptions, we know what to improve. The 
patients who receive the telephone call have fewer readmissions to the hospital.  
This interview tool has the potential to improve transitional care. Some regions 
use Webbkollen. We want to use it as a structured tool.  
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Sömland County worked with Webbkollen. The county nurses conducted the 
telephone calls. The patients appreciate this telephone call. The patients feel 
safer. They feel that a call a few days after discharge from the hospital comes at 
the right time. Typically, patients have questions a few days after a hospital visit. 
They may not have these questions before discharge.  
 
SW: We lack data that prove a link between the telephone call and fewer 
readmissions. Will the counties continue to work with the telephone call service? 
 
MR: I think so. Counties and hospitals worry about readmissions. This is an 
important area.  
 
The alternative to telephone calls is a hospital with around the clock nurses 
serving these patients. Another option is to meet the patients and provide 
services at home. Inpatient treatments are expensive. The counties will work 
toward helping people at home. 
 
SW: Can you describe new measurements of patients ready for discharge? 
 
MR: We lacked a coherent measure of discharge across Sweden. We started to 
measure discharge in a coherent way. We struggled to agree on the definition of a 
patient ready for discharge. We finally agreed that a patient is considered 
discharged when the doctor says that the patient no longer needs to be at the 
hospital.  
 
Regulations surround the discharge process. Hospitals keep patients until the 
municipality can support the patient’s transition home. We never send a patient 
home unless we know someone can help them at home. This can become costly 
for the hospital if many patients stay extra nights in a hospital.  
 
To encourage municipalities to help patients move back home, the Swedish 
government passed the Payment Responsibility Law. The law forces the 
municipality to pay the county for the cost of keeping patients in the hospital 
after discharge. The patient care plan must be in place before the payment 
responsibility falls onto the municipality. It takes five days before the 
municipality must pay. So for the five days after discharge the hospital pays for 
the patient in hospital. 
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When care coordination works, there is no need to regulate the discharge process. 
Patients should leave the hospital when they are ready to go home. We must 
develop systems that help patients return home. This is why transitional care 
measures are so important.  
 
 

 

“It is a common misconception that longer hospital stays are beneficial. 

People think that while you are in the hospital, you rest and recover. 

This is false, especially for older patients.” 
 

 
 
Some municipal employees think that the hospitals kick patients out before they 
are ready for discharge. It is a common misconception that longer hospital stays 
are beneficial. People think that while you are in the hospital, you rest and 
recover. This is false, especially for older patients. Remember, a hospital is an 
institution. The environment in a hospital is similar to the environment of a 
military institution. Patients stay in small rooms. Patients wear hospital clothing. 
Patients lose their identity. They become patients. Patients must adjust their 
daily routine to the routines of the hospital. Patients must adjust according to the 
staff.  
 
These routines and this environment may be different from their lifestyle. The 
elderly lose a sense of self rather quickly. When an older individual stays in a bed 
all day, he or she loses muscle strength rapidly. During this hospital stay, patients 
risk contracting additional infections. Many fail to understand that a hospital stay 
can affect you in negative ways. 
 
Individuals who need hospital care must stay in the hospital. Individuals who can 
obtain treatment and recover at home should do so. This misconception exists in 
the primary care system and in municipalities. We need to change this attitude.  
Admittedly, some patients are discharged too early because of the lack of hospital 
beds. When there is lack of trust between the hospital and municipality, care 
coordination suffers.  
 
SW: How can we improve discharge and care coordination? 
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“The discharge process must begin the moment a patient enters the 

hospital.” 

 
 
 
MR: The discharge process must begin the moment a patient enters the hospital. 
Waiting until the patient spends a few days is in the hospital is too late to start 
planning for the discharge process. When the patient enters the hospital, the 
healthcare personnel can signal patient needs to the municipal homecare 
organization. The municipality needs time to prepare for new users of homecare 
services. Early signaling will improve the discharge process. 
 
It is much better if you can manage your care at home. Doctors allow patients to 
go home and recover.  
 
SW: Could you give us an example where hospital stays after discharge were 
shortened? Why is it so hard to improve these processes? 
 
MR: A friend of mine manages municipal homecare services in the north of 
Sweden. When she assumed this position, she decided to eliminate payments for 
hospital stays after discharge. The municipality had sufficient resources to take 
care of the discharged patients. The municipality needed to improve efficiency. 
She started to monitor data on patients ready for discharge on a daily basis. In 
her municipality, the average length of a hospital stay after discharge was around 
five days.  
 
As a result of her work, the average hospital stay after discharge decreased to 
around two days. To reduce the length of overdue hospital stays, a manager needs 
to set the target and monitor the progress. She managed to increase efficiency in 
her municipality in fourteen days. In my experience, it takes three months to 
implement change in public administration. 
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“There is a long path from recognition of a problem to solving the 

problem.” 

 
 
 
I will tell you about changes that can take time. Some nursing homes serve dinner 
at five o’clock in the evening. The residents of these homes receive their 
breakfasts at nine o’clock in the morning the next day. The residents must wait 
for fifteen to sixteen hours for the next meal after dinner. The elderly benefit 
from eating smaller meals more frequently during the day. There is a long path 
from recognition of a problem to solving the problem.  
 
First, the municipality must identify that nightly fasting is a problem. Second, the 
municipality must decide on a course of action. Third, nursing homes must 
implement the change. Implementing the change might be complicated. To serve 
a meal later at night, nursing homes need more staff later in the evening. Nursing 
assistants and other employees must work later at night. The employees must 
change their lifestyles to work according to the new schedule. It can take three 
months to eliminate the nightly fast.  
 
SW: What were the factors of success in this municipality? 
 
MR: Leadership was a factor of success. My friend showed that the municipality 
had sufficient resources to care for the discharged elderly. It was merely about 
managing implementation and change.  
 
SW: When your friend reduced the stay in hospitals after discharge from five 
days to two days, what services did she change? 
 
MR: She shifted focus from short term care homes to home recovery. In some 
municipalities, individuals return home after discharge. Some municipalities lack 
places in a short term care home. That shortage causes stays in hospitals after 
discharge to increase because individuals cannot transition to the short term care 
home when they are ready to go. If we help individuals return home after a 
hospital visit, we should be able to reduce wait times significantly.  
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She shifted focus to outpatient treatment, including homecare and home 
rehabilitation. We must eliminate wait times for homecare to help individuals go 
home after a hospital stay. Wait times for homecare create delays in the 
transition from hospitals to home. We must improve the homecare system. We 
must take care of newly discharged individual immediately. We must be flexible. 
Sometimes two patients are discharged from the hospital. Sometimes eight 
people are discharged from the hospital on the same day. We must work 
simultaneously with several patients at home.  
 
SW: What other reforms in Swedish healthcare would you like to implement? 
 
MR: I would change hospital welcome and discharge processes. I would secure 
the transition from the hospital to the home environment. People must 
understand their treatment, their disease, and their medication. Otherwise, 
patients return to the hospital. Once at home, individuals need to know whom to 
contact in case of any complications. There must be a point of contact for the 
elderly.  
 
 

 

“We can build the healthcare system in different ways. One option is 

mobile teams that visit the elderly. Another option is municipal home 

healthcare. The needs of individuals vary. We must improve the system 
to match these needs.” 

 
 
 
We can build the healthcare system in different ways. One option is mobile teams 
that visit the elderly. Another option is municipal home healthcare. The needs of 
individuals vary. We must improve the system to match these needs. Municipal 
care organizations must provide homecare much faster. Early assistance at home 
helps. Early rehabilitation can decrease the need of later rehabilitation and 
homecare services.  
 
SW: What part does the primary care system play?  
 
MR: The primary care system has not stratified its patient population. A primary 
care clinic treats each patient in the same way, irrespective of age or illness. 
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Patients call a primary care clinic if they have a problem. During the call, the 
callers are presented with choices to describe their needs. Patients must press 
different digits on a telephone to explain their healthcare needs. The primary care 
clinic telephone system is too complicated for many older patients. Some older 
patients find it easier to call an ambulance. Some just travel to the emergency 
room instead of using the telephone system. 
 
The most fragile elderly represent around ten percent of all patients over the age 
of sixty five listed at a clinic. First, the clinics must identify the most fragile 
elderly. Second, the clinics must rethink the treatment of these patients. If the 
primary care clinics can focus on healthcare for the most fragile elderly, we will 
see a great improvement.  
 
Healthcare professionals tend to look at their own needs. We build a flawed 
system when we first choose our preferred work methods and then find our 
patients. We build a healthcare system based on our interests, on our training, 
and on our preferred working hours. Then we find the patients to fit our system. I 
am talking in a stylized manner to convey my point. We must look at the 
individual needs and adjust our services accordingly. Many doctors and nurses do 
a fantastic job. I am questioning the design of the system, not individuals working 
in the system.  
 
SW: What would you do differently if you were to launch the Most Fragile 
Elderly project again? 
 
MR: I would like to change how we work with the primary care system. We still 
have a lot of work to do to improve the primary care centers.  
 
 

 

“We cannot continue to work in the same way and expect different 

results. We need to change the way we work.” 

 
 
 
Primary care providers ought to be the coordinators and the main point of 
contact for all individuals who need care. The primary care system must have an 
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overview of the patient. Primary healthcare must become a central force in the 
healthcare system. Primary care centers suffer because of a lack of staff. The 
centers are stressed. The staff members in the centers are exhausted answering 
endless calls. To turn this situation around requires significant effort. To enable 
the primary care system to become the offensive player that we want it to be, the 
system needs more resources. We are yet to witness success in this area. I am not 
blaming anyone. The issue is complex. We cannot continue to work in the same 
way and expect different results. We need to change the way we work.  
 
SW: What new ways of healthcare work can you imagine? 
 
MR: I do not have the answer to this question. We must run pilot projects. We 
need to learn about the practices of each of the 1,200 primary care clinics. We can 
learn how to work in a different way from successful pilot projects. Then we 
should run a large scale national program with the primary care system.  
 
I am advocating a stratification of the patients. Each healthcare clinic should 
identify the most fragile elderly who are registered at the clinic. The most fragile 
elderly should receive a very important person (VIP) card or special treatment. 
Very few clinics use a stratification system. Clinics want to care for the most 
fragile elderly, but they lack resources.  
 
There is no punishment mechanism if primary care clinics fail to care for 
patients. General practitioners do not suffer the consequences of problems in 
primary care. The doctors in the emergency rooms suffer. Primary healthcare 
clinics lack financial motivation to care for the most fragile elderly. We do not 
reward primary healthcare clinics enough. We identified a significant range in the 
quality of primary care for the most fragile elderly. Some clinics do a better job 
than others. 
 
SW: What common characteristics have you identified among the best 
performing clinics for the elderly?  
 
MR: Continuity is an important factor. The attitude among healthcare 
professionals matters. Management is important. If the clinic leadership team 
prioritizes the most fragile elderly, this group will receive better care. The 
management should allocate funding and monitor results to improve the care of 
the most fragile elderly.  
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SW: Is leadership more important than reimbursement?  
 
MR: Yes. Absolutely. A design flaw in a reimbursement model might result in 
disruptive care. The reimbursement model may lead to unintended 
consequences. Belief that a reimbursement model will eradicate root causes of 
problems is naïve. Reimbursement models help with some problems.  
 
In the project the Most Fragile Elderly, we allocated funding to the think tank 
Leading Health Care.11 The national coordinator of the Most Fragile Elderly 
project, Eva Nilsson-Bågenholm, asked Leading Health Care to examine optimal 
reimbursement methods. The think tank found no optimal reimbursement 
models. Leading Health Care examined four components of reimbursement 
models. The think tank argued that depending on your objectives, you can mix 
these four components. You can improve the quality of care with a good 
reimbursement model. Leadership is a vital part of any high performing system.  
 
Motivation matters. Resources matter. Smart solutions matter.  
 
Improving healthcare is a complex topic. If it were easy, we would have solved it. 
There might be a range of answers. You may need to work on different aspects 
simultaneously. You need to be humble. You cannot think about solutions from a 
remote office. You need to work in the healthcare system or close to the system.  
 
SW: Thank you, Maj Rom, for an interesting and stimulating interview.  
 
MR: Thank you, Sofia. I enjoyed our discussion. Good luck with your work!  
 
 
 
 
 
!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
1!The!Most!Fragile!Elderly!is!a!project!developed!as!a!result!of!an!agreement!between!the!Swedish!
Association!of!Local!Authorities!and!Regions!and!the!Swedish!government,!in!2012.!The!objectives!of!
the!agreement!are!to!improve!and!to!develop!coordinated!health!and!social!care!for!older!adults!with!
complex!health!conditions.!Please!follow!the!link!
http://skl.se/tjanster/englishpages/activities/betterlife.1273.html!or!click!here!to!visit!the!official!
website.!
2!The!Noble!Reform,!our!translation.!
3!Särskilt!boende!
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!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
4!The!Swedish!Register!of!Palliative!Care!(SRPC)!is!a!national!quality!register!that!contributes!to!
research!and!development!in!palliative!care!in!Sweden.!Please!follow!the!link!
http://palliativ.se/?page_id=606!or!click!here!for!more!information.!
5!The!Swedish!Dementia!Register,!SveDem,!is!a!national!quality!register!on!dementia!disorders.!
Please!follow!the!link!http://www.ucr.uu.se/svedem/index.php/about]svedem!!or!click!here!for!
more!information.!
6!The!Behavioral!and!Psychological!Symptoms!of!Dementia!Register!measures!and!seeks!to!reduce!
the!incidence!and!severity!of!dementia!symptoms.!Please!follow!the!link!http://www.bpsd.se/in]
english/!or!click!here!to!visit!the!website.!
7!Senior!Alert!is!a!national!quality!register!of!health!and!social!care!designed!to!improve!prevention!
and!to!record!risk!assessments!and!measures!taken!of!the!elder!patients.!Please!follow!the!link!
http://plus.rjl.se/senioralert!or!click!here!for!more!information.!
8!Please!follow!the!link!http://www.kvalitetsportal.se/!or!click!here!for!the!access!to!the!database.!
9!Undvikbarslutenvard!och!Aterinalaggning!!
10!Please!follow!the!link!http://www.webbkollen.com/!or!click!here!to!visit!the!Webbkollen!page.!!
11!Please!follow!the!link!http://www.leadinghealthcare.se/!or!click!here!for!more!information!on!
Leading!Health!Care!think!tank.!



 

 

 

ACCESS Health International works to help provide high quality, affordable care 

for the elderly and the chronically ill. Our method is to identify, analyze, and 

document best practices in managing the elderly and chronically ill patients and 

to consult with public and private providers to help implement new and better 

cost effective ways to care for this population. We also encourage entrepreneurs 

to create new businesses to serve the needs of this rapidly expanding population. 

At present, ACCESS Health works on these issues in high income countries, 

including Singapore, Sweden, and the United States. ACCESS Health is working 

to expand this work to low and middle income countries, including India and 

China.  

ACCESS Health Sweden analyzes how specific programs and policies improve 

and modernize care for older adults. Because we are locally based, ACCESS 

Health Sweden is able to participate in the response to the aging population in 

the country and to identify strengths and weaknesses in the elderly care strategies 

of the country. We use this knowledge to discuss challenges and opportunities 

with Swedish national and local leaders and to inspire and guide other countries 

as they seek to improve care for their own people.  

 

 

Learn more at www.accessh.org.  

 


