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Abstract
Background
Sharing knowledge and experience internationally can provide valuable information, and comparative research can make an important contribution to knowledge about health care and cost-effective use of resources. Descriptions of the organisation of health care in different countries can be found, but no studies have specifically compared the legal and formal organisational systems in Sweden and China.

Aim
To describe and compare health care in Sweden and China with regard to legislation, organisation, and finance.

Methods
Literature reviews were carried out in Sweden and China to identify literature published from 1985 to 2008 using the same keywords. References in recent studies were scrutinized, national legislation and regulations and government reports were searched, and textbooks were searched manually.

Results
The health care systems in Sweden and China show dissimilarities in legislation, organisation, and finance. In Sweden there is one national law concerning health care while in China the law includes the "Hygienic Common Law" and the "Fundamental Health Law" which is under development. There is a tendency towards market-orientated solutions in both countries. Sweden has a well-developed primary health care system while the primary health care system in China is still under development and relies predominantly on hospital-based care concentrated in cities.

Conclusion
Despite dissimilarities in health care systems, Sweden and China have similar basic assumptions, i.e. to combine managerial-organisational efficiency with the humanitarian-egalitarian goals of health care, and both strive to provide better care for all.
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Introduction
Globalisation and cooperation in health care research and development
To improve health and health care worldwide, international cooperation should include aspects such as attitudes to patients and the organisation of health care services [1]. The increasing number of elderly people will put pressure on health care systems in many countries [2]. Sharing knowledge and experience can give valuable information on successful systems, while comparative analysis and experiences can strengthen international collaboration [3]. Comparative research can make an important contribution to knowledge concerning health care [4], not least in cost-effective use of resources. Western European countries have seen a move towards evidence-based health care to improve the utilisation of resources and ensure high-quality health care, and to upgrade staff competence and medical practices [5].
There are studies describing the organisation of health care in many countries such as Sweden and China, but our literature search indicated that no research has so far specifically compared the legal and formal organisational systems in these two countries although there are general worldwide statistics produced by e.g. WHO and OECD.
Swedish health care is part of the national welfare model, with its roots in the depression of the 1920s and 1930s, when visions of national welfare policies, comprehensive basic financial security, and the right of the entire population to social services on equal terms were conceived. These concepts were developed during an almost unbroken period of Social Democratic government up to the middle of the 1970s [6]. The Swedish health care system has undergone a number of reforms and changes but, in general, the basic structure of the system has been relatively stable. The major reforms since 1970 have been due to demographic changes, with an increasing number of elderly people and people with complex non-communicable diseases, and as well as reductions in economic growth, with stagnating industrial development [7].
One of the main changes in health care and social services came in 1992 when responsibility for elderly care was transferred from county councils to local authorities [8]. The aim was to care for elderly persons as far as possible in their own homes or in settings within primary health care. Over time this also led to an increasing number of private actors providing elderly care. Since 1995 the municipalities has also taken over the responsibility for persons with long-term mental illness and all kinds of disabilities. This includes responsibilities for living conditions, employment and daily support [9]. Another recent change is the ongoing reform to freely choose primary health care centre based on the patients desire [10].
During the past 20 years China has undergone rapid change with a transition from a planned socialist economy to an economy with more market influences [11], and thus a growing non government health care sector [12] often in terms of small practices outside the hospital [13]. The Chinese government has made economic development a top priority, at the expense of public health, especially in terms of access to health care for the 800 million people living in rural areas [14]. The major changes are the growing inequality in access to health care, increasing costs of medical care, and the deterioration of preventive programmes in some areas [15]. There is a need to reorganise the public health system by strengthening connections between the various public health organisations [14]. The Chinese government has increasingly recognised the importance of investing in health, and improving health care services has become a key element in economic development plans. China is now facing problems that have been evident in Sweden for some time. With increasing economic growth, changes in lifestyle towards that in Western cultures are now influencing the pattern of health and diseases [16]. China also has a large elderly population, and the policy of one child per family also has special implications for elderly care.
It is thus of interest to compare the influences on the organisation of health care of a rapidly changing society, as in China, with Sweden and its relatively unchanged structure despite societal changes. Other countries can learn from the comparisons between different countries by taking a systematic approach to the formulation and implementation of health care reforms [15].


Aim
To describe and compare health care in Sweden and China with regard to legislation, organisation, and finance.

Method
Literature reviews were carried out by University librarians and the authors in Sweden and China. In Sweden the PUBMED, CINAHL, LIBRIS and ELIN databases were searched, identifying literature, in Swedish and English, published from 1985 to 2008. In China, the following databases were searched, identifying literature published, in Chinese and English, during the same period: VIP Chinese Science and Technology periodical, Chinese periodical net, the Wanfang database, the website of the Chinese Ministry of Health http://​www.​moh.​gov.​cn and the Health Economics Institute website http://​www.​nhei.​cn/​. The People's Medical Publishing House series of textbooks on health management (e.g. Health Economics, Social Medicine) was also consulted.
The main keywords used in both countries were: China, Sweden, Health care organisation, Health care systems, Health/disease patterns, Patients' rights/responsibilities, and Financing of health care. References in recent studies were scrutinised, national legislation and regulations and government reports were searched, and textbooks were searched manually. Reference lists of obtained articles were also hand searched. Discussions were held with front-line researchers regarding key-references. Older material was included when it was connected to later research. The knowledge base relevant to the organisation of health care in Sweden and China was reviewed systematically. Solely abstract and unpublished studies were excluded from the study.

Results
Legislation
Laws regulating health care in Sweden
Health care in Sweden is governed by laws, ordinances, and regulations. Laws are instituted by parliament, ordinances are developed by the government, and regulations are drawn up by public authorities such as the National Board of Health and Welfare.
The framework for the regulation of all health care services in Sweden is the Swedish Health and Medical Services Act [17], which states the overall objective of health and medical care: "Good health and care for the whole population on equal terms". The Act also states that health care shall be of a high standard and satisfy the patient's need for security, be easily accessible, be based on respect for the patient's right to self-determination and integrity, and promote good communication between the patient and health care personnel.
More detailed enactments and regulations are to be found in Svensk Författningssamling and regulations from e.g. the National Board of Health and Welfare. Each provider of health care may also develop guidelines according to national legislation, ordinances, and regulations.

Laws regulating health care in China
Chinese health care is governed by the legal document formulated by the National People's Congress and its Standing Committee. Health care legislation is divided into two parts, one instituted by the National People's Congress, the other by the Standing Committee of the National People's Congress. The first, called the Fundamental Health Law, has not yet been completed. The other part is the hygienic common law [18].
Chinese health care is regulated by the normative legal document formulated by the State Department. The State Department has hitherto constituted 32 health care regulations. Department rules are those legally constituted by the administration of public health, such as the State Food and Drug Administration, the Family Planning Commission of China, Entry-Exit Inspection and the Quarantine Bureau, etc. In total, there are 92 department rules in the area of health care [18].
In 1997, the Chinese Communist Party's Central Committee and the State Council on the Reform and Development of the Health Care System Reform and Development has defined the main goal of health care reform in China thus: "to set up, by 2010, a health system adapted to the new economic system such that the main indices of public health in developed areas approach or reach those of a middle-income country, and those in developing areas reach the highest levels in developing countries."

China emphasizes rational use of health resources and improvement of health status [9]The concrete goals include: enhancing public health by improving the quality and efficiency of health services; providing basic medical insurance for all workers in urban areas; using existing resources efficiently; developing community health services; developing and perfecting rural cooperative medical care; strengthening the development of rural health organisations; strengthening areas such as the prevention of disease and promoting public health [18].


The patients' role in Swedish health care expressed in the legislation
According to the Swedish Health and Medical Services Act of 1982, the emphasis in health care is on a humane and understanding attitude towards each individual. A person seeking health care has the right to dignity and integrity. Patients must be given personal information concerning their health and the methods of treatment available. If this information cannot be given to the patient, it is supplied to a close relative. Care and treatment shall, as far as possible, be designed and carried out in consultation with the patient.

The patients' role in Chinese health care expressed in the legislation
The patients' role is not clearly defined in the Chinese legislation but it is claimed that it aims on protecting the patient's rights and independence [19]. However, at present no special law defines how patients' rights are to be protected, only some prescripts are found in the health laws and regulations currently in force:

                  	the reasonable and limited right of independent choice of medical treatment,

	the right to be informed about their illness, and the right to consent to medical treatment,

	the right to monitor medical services and protect patients' rights and interests.

	cooperating with the doctor during diagnosis and treatment,

	paying for medical services,

	observing regulations prescribed by the hospital during treatment [19].




                

Health care staff's role in Swedish health care expressed in the legislation
When alternative forms of treatment which are in accord with science and proven experience are available, the county council shall allow the patient to choose the one preferred [17]. The county council shall provide the patient with the chosen treatment if this is deemed justifiable by the illness/injury and the cost of treatment.
The county council shall give a patient with life-threatening or particularly serious illness/injury the possibility of obtaining, within his or her own county council area or outside it, a renewed medical assessment if science and proven experience does not provide unambiguous guidance, and if a medical decision may entail special risks for the patient, or is of great importance for the patient's future quality of life. The patient shall be offered the treatment the renewed assessment may occasion [17].
During the 1990s, quality assurance became more important in health care [20]. Areas in focus were the availability of health services and client focus, and the degree to which they are knowledge-based. A number of regulations on quality issues were issued by the National Board of Health and Welfare in 1994.

Health care staff's role in Chinese health care expressed in the legislation
In China, health care staff protect the people's health. In 1977, Engel pointed out that, "It is inevitable that the direction of medical development would gradually turn from the simple biomedical model into bio-psycho-social medical model" [21]. This concept was first introduced into China in the National Medical Dialectic Conference in 1981. After this, the attitude to the patient was supposed to change. The focus was to switch from therapy to prevention, from physical care to psychological care, from inpatient to outpatient care, and from technical service to more social service, to enhance the level of prevention, health care, and rehabilitation [22].

Organisation
Different levels of health care and specialisation in Sweden
The Swedish health system has three administrative and political levels: The national level, the county level, and the municipality level. These are all represented by directly elected political bodies, and all have the right to finance their activities by levying taxes and fees [20].
The national level has the responsibility for law, regulations, monitoring, evaluation, and some national state obligations like national disease control, drug registration and drug control. The county level has the responsibility for all health care services including their public financing. Also, most county councils are the major providers of health services in their councils. Swedish health care is largely financed by a county council tax paid on individual incomes. The municipality level is in charge of care for the elderly, including basic health care in the homes of the elderly or in nursing homes.
The most important role of the Swedish government is to establish basic principles for health care through laws and ordinances, such as the Health and Medical Services Act of 1982 instead of detailed regulations [20]. However, the central government has in contrast to county councils no responsibility for service provision. The main responsibility within the national government lies within the Ministry of Health and Social Affairs, which draws up terms of reference for government commissions, drafts proposals for parliament on new legislation, and prepares other government regulations. The National Board of Health and Welfare acts as the government's central advisory and supervisory agency with the task of following up and evaluating the services provided and developing national guidelines for good medical practice.
The Swedish health system is functionally divided into three levels: Primary health care, county hospital(s) and regional hospitals with varying degrees of specialisation, which together form a chain of health care in which each link or level has its own area of responsibility [23]. The aim of this system is to provide health care at the right level with the most efficient utilisation of resources.

Primary health care (PHC) constitutes the basis of the Swedish health care system. It is responsible for public health and the treatment of diseases and injuries not requiring hospitalisation or specialist care. PHC is organised into health care centres, with outpatient clinics staffed by GPs, nurses, district nurses and nursing assistants serving people living in defined geographical areas. Primary health care is responsible for the health of a certain population, as well as offering health care for the individual based on a holistic perspective [23].
At PHC centres district nurses often run outpatient care facilities and sometimes also visit immobilised patients who are cared for in their homes. Home nursing services are often provided by nursing homes or health care centres, mainly staffed by groups of nursing auxiliaries led by a district nurse or a general nurse. In some cases with high demands on staff competence, only district nurses or nurses provide this type of care. Staffing of nursing homes is similar to that of the home nursing service, but the staff are often supervised by a nurse or, in some cases, a district nurse [24].

County level is the second level comprising county hospitals and district hospitals. Patients needing more specialised care can be referred from PHC to hospitals offering care in a number of specialist fields, e.g. dermatology, ophthalmology, ear, nose and throat, etc.

The regional level is the third level of health care comprising regional and university hospitals where the most highly specialised care is provided, e.g. coronary surgery, organ transplants, etc. They are also centres of medical and scientific research and teaching.
Because of the significant reduction in the budget, the trend in Swedish health care is to move patients out of expensive beds and into less expensive forms of care, e.g. PHC or home care [8]. Health care is mainly provided by public authorities, and private care is still rare [25].

Different levels of health care and specialisation in China
In China the governments responsibility for provision and financing has changed and local government institutions and individual households have became more important [26]. Regional health care planning providers try to satisfy requirements from the national government by setting guidelines for the allocation of the health care resources across the provinces. There are examples of provinces that have implemented different monitoring systems and control frameworks [27].
China has established a health care system, including health service and medical insurance, that has spread all over the cities and countryside. Health care includes medical service, the Centre for Disease Prevention and Control (CDC), and maternal and paediatric health care. The medical insurance system includes social medical insurance, private medical insurance and medical assistance [28]. However, a recent publication describes a change of the system into four parts: basic medical insurance scheme, urban-resident scheme, rural cooperative medical system, and medical assistance programme [29]. This system is still evolving and there are large variations in what services are provided or the costs in different parts of China.
There are different levels of medical service in China, from village to township to county to prefectural and to provincial and above level [9]. Medical service in rural areas is a kind of social welfare organisation. It is further divided into three sub-levels according to its technical and service level [30].

                    	
The first level of medical organisations are mainly established in small cities and towns or in the countryside, e.g. town hospitals, health centres in the city, regional hospitals and the hospitals are run by mines and/or other enterprises.

	
The second level of medical organisations are mainly the borough hospitals in the county, city or municipality directly under central government. They offer medical services over several communities and they constitute regional preventive technical centres, which form the centre of the three-level system.

	
The third level of medical service organisations are mainly the large hospitals of the provinces and big cities, and hospitals affiliated to medical colleges. They constitute the technical centres of medical and scientific research and teaching, which form the top of the three-level system [30].




                  
Besides these organisational levels, there are two other important structures in health care, the Centre for Disease Prevention and Control and the Maternal and Children's Health Service.
The Chinese Ministry of Health issued several regulations in 2004 to promote the establishment of a disease prevention and control system. The aim is to improve measures to prevent and control disease and the ability to deal with public health problems, to safeguard the health and safety of the population, and to promote social stability and economic development. This disease prevention and control system is divided into four levels: national, provincial, city, and county level.
The disease prevention and control agencies are organised according to the administrative districts in every city. Each centre is responsible for preventing and controlling disease, health education and promotion, the application of research results and guidelines, technical management and the services within its district [31].
The Maternal and Children's Health Service offers technical guidance for maternal and children's health care in local areas. They have the same status as medical service organisations and the centres for disease prevention and control, and form an important part of the Chinese health service. There is a relatively complete service network for maternal and children's health care, and in 2006 there were 3,021 maternal and children's health service organisations in the country. Chinese maternal and children's health service organisations have been established in provinces, autonomous regions, cities, and municipalities. Maternal and children's health care clinics have been established in urban regions and counties [32].


Finance
Economic aspects of health care and medical insurance in Sweden
In Sweden health care services are mainly funded from taxation, both direct taxation of income and indirect tax on products, services, and employers [33].
Health care services are not free, but patient fees cover only a small part of the total cost of medical care; the rest is covered by the county councils, each of which can set its own patient fees. A ceiling for the individual's expenditure over a year is determined by the central level government [34]. Normally, a visit to a GP at a PHC centre costs 150-200 SEK, and a visit to a hospital costs 250-300 SEK. The charge for hospital stays is regulated by law to no more than 80 SEK per day. If a person has a health problem she/he should first visit a GP at the PHC centre, and the GP will decide if referral to a hospital or more specialised care is necessary [20].
National guidelines have been developed concerning the priority of county councils' health care to control the cost of health care and to make sure the available resources are used as efficiently as possible [35].

Economic aspects of health care and medical insurance in China
Payment for health care services in China is mainly based on out-of-pocket payment [9]. One of the major problems has been the increasing costs for persons using health care services [29]. Because of the imbalance in economic development in China, it is impossible to establish a uniform national system for medical insurance. Thus, the medical insurance system covers mainly social medical insurance, occupational medical insurance, and medical assistance. The construction of a medical insurance system in China is now being initiated [36]. Examples of the systems introduced are the New Cooperative Medical Schemes(NCMS), urban staff medical insurance, urban residents medical insurance and medical assistance and private medical insurance [9, 29]. Chinese social medical insurance can be divided into basic medical insurance, supplementary medical insurance, and private medical insurance.

Basic medical insurance is the main, elementary kind of medical insurance in China. In 1993, it was decided to establish a basic medical insurance system throughout the country that is adapted to the productivity level of the primary stage of socialism, meets the needs of the socialist market economy, sufficiently takes into account the endurance capacity of finance, enterprise, and the individual, and guarantees the basic medical health of workers. This is the ideology guiding the reform of the Chinese urban medical health system. According to the governmental decision, three principles should be adhered to in the process of establishing basic medical insurance for urban workers. Firstly, all the urban enterprises and their workers must participate in basic medical insurance. Secondly, the basic premium is to be paid by both the employer and the employees. Thirdly, the basic medical insurance fund comes from both the social integrated fund and individual discount [37].

Supplementary medical insurance in China is made available through workplaces. This insurance is established through national regulations and the government's standard instruction. Enterprises are responsible for funding this system, which is a supplement to basic medical insurance [37].
The traditional health care system in China consists mainly of medical care through government and institutional agencies, labour insurance medical care through the state-owned and collective enterprises in urban areas, and cooperative medical care in rural areas. A new medical insurance system is now being established, which provides broad scope for the development of private medical insurance. Private medical insurance is attracting increasing attention from the general population, and is becoming an important constituent in the medical insurance system. The government is creating the conditions necessary to promote private medical insurance, for example, by encouraging people to voluntarily join private medical insurance schemes. Thus, every large Chinese commercial insurance company realises the huge scope for development in the commercial medical insurance sector [14].
The Chinese medical assistance system is a social security system in which the nation and society provide assistance to those who cannot obtain basic medical services, and its main form is low-level free medical care. At the end of June, 2003, only 10 million urban workers in China had medical insurance, accounting for roughly 20% of the urban population. Only 10% of workers in rural areas had access to the new rural cooperative medical care, and only 3% of the population had commercial private medical insurance. The medical assistance system guarantees an individual fundamental medical aid, and it is "the final defence line" of social medical security [38].



Discussion and Conclusions
This article compares the health care systems in Sweden and China with regard to legislation, organisation, and finance. The comparison shows that two different health care systems have been developed in the countries studied. Sweden has clear national legislation concerning health care [17], while China currently has a health care law consisting of two different parts [18], one of which has not been enacted. The main goals stated so far differ from those of Swedish legislation. While Swedish legislation focuses on "good health and care for the whole population on equal terms", Chinese legislation focuses on the development of the health care organisation and accepts differences within the country in the degree of development. Sweden has a system of well-developed primary health care and in-hospital care available at a general or a highly specialised level [39], while the health care system in China is still under development and relies predominantly on hospital-based care concentrated in cities [40]. This is further underpinned by the fact that a proposal has been made to establish a special medical care system for rural areas [41]. In Sweden, most of the responsibility for health care is decentralised to the county councils [6], in contrast to China where central government has the main responsibility [42].
Organisations within the Chinese health service are divided into different levels to allow them to run better, but this also introduces inequality. Many problems beset the Chinese health service: the irrational collocation of health resources, unfair privileges, the delay in implementing health measures in the countryside, and lack of government commitment to health. The development of basic health service organisations faces unprecedented challenges [43]. In some towns, health personnel are only paid the basic wage, and sometimes this cannot be paid on time, which reduces the enthusiasm of health workers.
Regarding health care in China, the goal is to develop a system adapted to a new economic system [44], while the situation in Sweden has been relatively unchanged for a long period due to few changes in the economic system and political governance [6]. In both countries there is a tendency towards private initiatives (market-orientated solutions) in health care as well as in society [39, 45]. In Sweden, the change started in the 1990s as a consequence of the recession and, for the first time during a long period, a strained health care budget [39]. A measure of the level of development of a society is its health care budget [2]. In China the total health expenditure is still increasing, from 74.4 billion RMB in 1990, 502.6 in 2001 to 759.0 billion RMB in 2004 [46], while the cost in Sweden has decreased and stabilised since the latter half of the 1990s. Thus, China should still be considered a country under development.
In Sweden, patients are protected against the high costs of health care and loss of earnings due to illness by the national insurance system [20, 34]. China has still not established a national medical insurance system. The Proposal on Establishing a New Rural Cooperative Medical Care System (2003) states that the new rural cooperative medical care system should be introduced and fully operational in 2010. The target is to cover the whole nation and to alleviate the financial burden on farmers caused by disease, and to improve the general health of the rural population [36].
At present, many workers in state-owned enterprises are reluctant to take jobs in private enterprises, not only because of their mentality concerning employment, but also because social security does not cover these enterprises, which leads to worries about their future security [46]. Therefore, the establishment of a medical insurance system covering all enterprises and employees in urban areas will be beneficial in changing workers' conceptions of employment, opening up more avenues for employment, and accelerating the reform of state-owned enterprises.
The Swedish Health and Medical Service Act gives patients many rights and opportunities to influence their care through consultation with health care staff, while Chinese health legislation focuses on the principle of maintaining patients' independence but does not have a special law to protect patients' rights. Chinese patients have limited rights, for example, in the choice of treatment, but the law also states obligations of the patients, e.g. cooperation with the doctor in diagnosis and treatment, paying for medical treatment, observing regulations prescribed by hospitals, etc. Thus, the attitude of health care staff to patients in Sweden is based on a humane and understanding attitude towards each individual [17], while in China the emphasis is on maintaining the patient's independence, and changing the concept of the health service from treatment to prevention [41]. In both countries the focus has changed from a biomedical to a bio-psycho-social model, with a more holistic view of the individual, and from treatment inside to outside the hospital [42]. However, in Sweden the development of quality assurance has progressed further as a result of the higher developmental level.
The results of a literature review depend on the possibility of finding the available information. Both countries studied are technically well developed and thus existing databases should guarantee that the relevant literature can be found. One strength of this study is that the same keywords were used in the literature search. On the other hand, a difficulty is that the interpretation of keywords may be influenced by the cultural values and the attitudes of the researchers. Another difficulty and a limitation of the study is to comprehend and get access to relevant information about the health care system in such a big a country as China with rapid changes and varying conditions in different regions/provinces. However, an international comparison by scientists with different cultural backgrounds is a strength in that it opens up different perspectives that may be complementary. In the course of this work discussions have taken place by e-mail and personal meetings between the researchers. Sharing knowledge, resources, and skills has the power to achieve optimal outcomes more easily than trying to accomplish such objectives in isolation [3]. Reflections by comparing and contrasting different health care systems with international colleagues might lead to questioning everyday practice.
In conclusion, the studied health care systems showed dissimilarities in legislation, organisation, and finance, but the two systems are based on similar basic assumptions, i.e., combining managerial-organisational efficiency with the humanitarian-egalitarian goals of health care, and both of them are continuously striving to provide better health care for all but Swedish health-care services are well organised and well financed. Through international cooperation, we can find new approaches in the field of health care, and appropriate modern measures should be adopted in order to achieve greater economies and more effective programmes.
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