frontiers
- in Public Health

") Check for updates

OPEN ACCESS

EDITED BY
Janet C. Long,
Macquarie University, Australia

REVIEWED BY

Martina Giusti,

Atlantica School of Health, Portugal
Fernando Araujo,

Centro Hospitalar Universitario de Sdo
Jodo (CHUSJ), Portugal

*CORRESPONDENCE
Jens Wilkens
jens.wilkens@med.lu.se

RECEIVED 06 July 2026
REVISED 04 September 2026
ACCEPTED 15 September 2026
PUBLISHED 07 October 2026

CITATION

Wilkens J, Frobell R and Ekman B (2026)
Governing at the expense of care:
diverging growth in administrative and
clinical staffing in Swedish health care
over 10 years.

Front. Public Health 14:1929890.

doi: 10.3389/fpubh.2026.1929890

COPYRIGHT

© 2026 Wilkens, Frobell and Ekman.
This is an open-access article distributed
under the terms of the Creative
Commons Attribution License (CC BY).
The use, distribution or reproduction in
other forums is permitted, provided the
original author(s) and the copyright
owner(s) are credited and that the
original publication in this journal is
cited, in accordance with accepted
academic practice. No use, distribution
or reproduction is permitted which does
not comply with these terms.

Frontiers in Public Health

PUBLISHED 07 October 2026

TYPE Original Research
pol 10.3389/fpubh.2026.1929890

Governing at the expense of care:
diverging growth in administrative
and clinical staffing in Swedish
health care over 10 years

Jens Wilkens™, Richard Frobell? and Bjorn Ekman?

Department of Clinical Sciences, Malmo, Lund University, Malmo, Sweden, ?University College
Halmstad and Campus Angelholm, Halmstad, Sweden

Concerns have been raised that Swedish health care resources are increasingly
directed toward administrative and managerial functions rather than clinical care.
This development may be linked to the growing use of private providers within
the publicly funded system. Our study investigates how administrative and mana-
gerial staffing has changed over the period between 2014 and 2024 relative to
clinical staff categories in Swedish health care. We also investigate to what extent
this change can be explained by the increasing use of privately provided care.
A purposive database was constructed covering employed staff in governing
functions, clinically active staff holding a professional licence or certificate, and
regional expenditure on privately provided health care across twenty of Sweden's
regional administrations for the study period (one small region with overlapping
municipal responsibilities was excluded). Fixed effects panel regression, control-
ling for region and year, was used to estimate the association between spend-
ing on privately provided care and the number of administrative staff. All staff
categories increased in number over the study period, but at markedly different
rates: desk-officers grew fastest at 38 percent (27 percent adjusted for popula-
tion), followed by managers at 28 percent (18), while clinical categories grew
more modestly, with physicians increasing by 22 percent (13) and nurses showing
the weakest growth at 10 percent (1). Growth in administrative and managerial
staff varied considerably across regions but did not show a statistically significant
association with regional spending on privately provided care once a common
time trend was accounted for. Our findings suggest that Swedish health care has
undergone a compositional shift toward administrative roles at a faster pace than
clinical roles, a development not attributable to increased private provider use.
Future studies should address questions about how administrative growth relates
to the value it generates within the health system.

KEYWORDS
administrative costs, efficiency, health system governance, staffing, Sweden

Introduction

In most countries, there is a general concern that resources are spent on low-value admin-
istrative and management functions, generally referred to as ‘bureaucracy’, and that the number
of staff working on these tasks is rising over time. A development where administrative func-
tions expand while clinical resources are deprived risks the overall efficiency of the health care
system, the trust in a publicly funded health care commitment, and ultimately the trust in the
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social contract and tax system. At the same time, effective governance
of a health care system requires a certain level of administrative capac-
ity. In Sweden, reports documenting the employment development in
regional administrations describe how the number of staft in Swedish
regions has increased more among non-clinical than clinical staft (1,
2). Related to this concern is the widespread perception among clini-
cal staff that budgets are shrinking, even though overall health care
spending has increased continuously. In Sweden, total health spending
per capita increased by 12% in real terms between 2014 and 2024 (3).

Over the past two decades, Sweden’s health system has changed in
its service delivery structure in several ways, such as the relative shift
from in-patient to out-patient care capacity and utilization. Another
shift, which may affect the need for administrative capacity, is the
move from traditionally integrated organisation of regionally owned,
budgeted and managed facilities to more use of private entities. The
shift in legal status and ownership of providers started during the
1990s, enabled by reforms to separate purchaser and provider roles
and implemented by both traditional procurement mechanisms and
enhanced patient choice and enrolment policies, which consequently
increased publicly funded private health care provision (4). When
more services are purchased on the market, as opposed to provided
by budgeted health facilities within the public administration, new
administrative roles and capacities are needed. The contractual rela-
tionship between the purchaser and provider means the actual assign-
ment to providers needs to be defined and contracts need to be crafted
(5). Auditing is given larger prominence to manage the new legal rela-
tionship between public purchasers and private providers. Arguably
more general accountability concerns are added to governing the
system, which requires staff resources in the regional administrations.
This is reflected in countries with an insurance-based health care
system that tend to have higher administrative costs than countries
where funding and provision are integrated, or so called national
health systems, also when the comparison is limited to single pur-
chaser systems (6).

This article aims to investigate the volume development in admin-
istrative and managerial staff functions in the Swedish health system.
Specifically, it aims to describe the change over time as compared to
how clinical staff categories have developed, and to estimate to what

TABLE 1 Descriptive statistics of variables across 20 regions in Swedish health care.
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extent the change in administrative and managerial staff can be
explained by the increasing use of private providers.

Materials and methods

Data

There is no single data source comprehensively capturing the
number of individuals active in clinical work versus central adminis-
trative functions that includes all staff regardless of ownership or legal
status of providers. The shift in provider structure means that com-
parisons of staff resources cannot rely on employment data from
regional administrations. Thus, we have built a unique purposive data-
base including, by region, employed staff working in governing func-
tions across Sweden’s 21 regional administrations responsible for
purchasing health care on behalf of their resident populations (7),
clinically active staff holding either a licence or certificate issued by the
National board of health and welfare (8), and data on expenditure for
health care provided by entities that are not owned by the purchasing
region (9). The privately provided health care in Sweden is dominated
by for-profit entities but also include relatively small shares of not-for-
profit facilities. The data on these purchases also include a small share
of spending on public entities outside the purchasing region. A health
sector price deflator is used to adjust spending for changes in purchas-
ing power over time. For governance staff, we separate managerial
positions and desk-officer roles, such as analysts and administrators.
Desk-officer is used as a collective term for the two categories
Handliggare and Administratorer in the Swedish work identification
system. Clinically active staff are grouped in three: physicians; nurses
(including midwifes); and all other medical staff (e.g., biomedical sci-
entists, physiotherapists and optometrists). As these data on staff are
matched with employment status submitted from health care provid-
ers to Statistics Sweden, they geographically represent the individual’s
workplace and not residency. Table 1 describes the variables from the
first year in the material (2014) and the last (2024), corresponding to
the time-frame with officially available data for the respective sources.

Year/Statistics Population Medical Nurses Other Managers Desk- Spending
doctors medical officers on external
(end year professions providers
2023) (end year
2022)
N = 20 regions (x1000) (per 1,000 pop) SEK (USS)
per capita
2014 Mean 484 3.8 10.8 17.7 11 22 3,280 (338)
SD 551 0.7 11 1.9 0.2 03 1,143 (118)
Min 127 2.9 8.8 149 0.8 1.8 1,499 (155)
Max 2,196 5.4 13.6 22.8 1.6 3.1 6,270 (646)
2024 Mean 526 44 111 18.9 1.4 3.0 4,675 (482)
SD 618 0.7 11 1.9 02 0.5 1,626 (168)
Min 133 3.6 9.3 16.5 1.0 2.0 1917 (198)
Max 2,472 5.8 137 24.4 1.8 38 8,682 (895)

Frontiers in Public Health

02 frontiersin.org


https://doi.org/10.3389/fpubh.2026.1929890
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Wilkens et al.

Care for older people and social services under the responsibility of
the 290 Swedish municipalities are excluded from the dataset, as well
as dentistry. Region Gotland, a small island region with overlapping
municipal responsibilities, is also excluded.

Statistical methods

To describe the change in staff categories over time, we mea-
sure the accumulative changes in employment by staff categories
from 2014 to 2024 in crude numbers (adjusted and non-adjusted
for population size). In addition, we compare the change across
regions adjusted for regional population growth to understand if
the changes are uniform or differ geographically. To estimate if the
increasing use of private providers can explain the change in
administrative staff capacity, we apply a fixed effects panel data
regression analysis (Equation 1) including both region and year
fixed effects. The former absorbs all time-invariant differences
across regions (e.g., large differences in size between regions) and
the latter controls for unobserved common temporal trends
shared by all regions (e.g., changes in reporting requirements
imposed nationwide).

ln(Y,-t)zﬂln(X,-t)+7t+a,-+€,-, (1)

In Equation 1, Y is the combined number of administrative and
managerial staff employed in regional administrations, X is million
SEK spent on health care from providers not owned by the region, i
and ¢ denotes region and year, 7, and o; are fixed effects for year and
region, respectively. Clustered standard errors at the region level are
used. The estimated f is interpreted as the percentage change in the
number of staff associated with a percentage change in regional spend-
ing on privately provided health care (i.e., the elasticity), within the
same region over time, holding constant common year effects. We also

10.3389/fpubh.2026.1929890

test alternative specifications of the model (see sensitivity analy-
sis below).

Results

The cumulative change in number of staff (Figure 1) shows that
all categories rose between 2014 and 2024. However, they grew at sub-
stantially different rates, with desk-officers being the fastest growing
category. Overall, this professional group increased by 38 percent over
the study period (27 percent adjusted for population). The increase in
managerial staff was 28 percent (18) across the 20 regional administra-
tions; a similar but less pronounced trend as compared to their sub-
ordinate colleagues.

Among clinical staff, the increase was more modest. The
number of physicians rose 22 percent (13 percent adjusted for
population) up to 2023, closely followed by the broad category
other medical professions, which also displayed a steady upward
trajectory. In contrast, nurses exhibited the weakest growth with
an overall increase of 10 (1) percent. Consequently, the non-clin-
ical roles have expanded more rapidly than core clinical
occupations.

The Swedish health system is characterised by its decentralised
governance, with substantial autonomy for regions. The cumulative
change by staffing categories showed large variation across the 20
Swedish regions included in the study (Figure 2). The expansion of
regional governing staff was not prevalent across all regions. The 2014
to 2024 change in managers varied from —8 to 63 percent whereas the
number of desk-officers varied from 7 to 73 percent between regions.
The change in the two categories correlated vaguely with a one-unit
increase in desk-officers associated with a 0.12 increase in managers
(p = 0.001).
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FIGURE 1
Cumulative change in number of staff for five professional groups.
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In the clinical staff categories, all with lower overall growth,
the variation between regions was lower. Even though the number
of physicians grew nation-wide, the expansion was heterogenous.
Growth ranged from negative (-3 percent, adjusted for popula-
tion growth) to 26 percent (end year 2023). For nurses, the modest
increase in staff capacity was relatively evenly distributed, from
—4 to 11 percent. In total, seven regions showed negative growth
of nurses (adjusted for population development). Across metro-
politan, urban, and rural regions there was no systematic pattern,
even though single regions saw staff categories grow at noticeably
different rates than the national trend. As a formal test of the dif-
ferences in growth across occupational categories that are illus-
trated in Figure 2, we estimated a regression of region-level
percentage growth rates on an indicator for administrative occu-
pations (managers and desk-officers), including region fixed
effects and clustering standard errors by region. Administrative
staff exhibited 23.2 percentage points greater growth than clinical
occupations (95% CI 16.1-30.3; p < 0.001).

The results from estimating whether the change of governing
capacity can be explained by the increased use of private providers
show that this is not the case. Applying fixed year effects shows a
common time trend rather than a correlation with privately pur-
chased health care. The estimated coefficient on InX is small and sta-
tistically insignificant (f = 0.041, p = 0.561), while all yearly dummies
are positive and statistically significant (Supplementary file). Thus,
there is a strong common time trend with growing governing staff
resources, which is not captured by within-region variation in spend-
ing on private health care provision. To illustrate the weak and statis-
tically insignificant relationship, both variables are residualized with
respect to region and year fixed effects (Figure 3). The fitted line rep-
resents the estimator (B) from the corresponding fixed-effects regres-
sion (Equation 1).
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FIGURE 3
Relationship between spending on private care and governance staff
volume.

Sensitivity analysis

To challenge the model specification, we added a variable for
Gross Regional Product (GRP). In Sweden, regional administrations
are predominantly funded by a regional labour-income tax. Although
there is a national redistribution system in place to equalize differ-
ences in ability to collect funds, we wanted to adjust for the possible
effect that availability of budget resources in itself fuels growth in
administrative capacity. The added regional GRP coefficient was posi-
tive (0.340) but not statistically significant (p = 0.204). It did not alter
the estimated f coefficient in the main model. However, it absorbed
parts of the variation captured by the year fixed effects suggesting that
economic growth and common time trends overlap. In addition, we
included two- and three-years time-lag effects (not shown) as well as
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an aggregation of the data into two-year periods to account for poten-
tially slow-moving adjustments in administrative capacity. None of the
time-lagged coefficients displayed statistically significant associations
with year fixed effects remaining positive and statistically significant.
This supports the results that the observed growth in administrative
capacity was driven by common time trends rather than by the
increased use of private providers. Since desk-officers increased con-
siderably more than other staff categories, we also tested the inclusion
of managers and desk-officers as single dependent variables in sepa-
rate models. As expected, given the correlation between the two,
results remained unchanged.

Discussion

Our results demonstrate a shift in the composition of the
health sector workforce in Sweden, with governing functions
increasing most in both absolute and relative size over the study
period. We hypothesised that increased purchase of private care
can explain an increase, but do not find such relations in
this study.

While staff shortages are often reported in Swedish media and by
clinicians, we show that the overall number of medical staff in Swedish
health care increased over the study period, in line with European
trends (10). Notably, the staff categories in this study include many
different types of skills and professional roles, between which there
can be regional differences in how the number of staff has developed.
Indeed, the perceived staff shortages in Sweden are most prominent
among certain specialties and geographies, such as physicians and
nurses in family medicine and psychiatry, particularly in rural
areas (4).

There is no general bench-mark of how much administrative
capacity is appropriate or enough in absolute levels in a health
system. This study neither relates to the volume of staff at the starting
point of the study period, nor attempts to define a potentially appro-
priate ratio to clinical staff. Instead, we bench-mark the relative
volume development of various staff functions over time, and dem-
onstrate that regional health budgets are increasingly spent on gov-
ernance rather than clinical work. We found that the shift toward
increased governing staff capacity was systemic, but also clearly
shaped by regional-level choices. Swedish regions vary substantially
in size, from 133,000 inhabitants in Blekinge to 2,472,000 inhabitants
in Stockholm (excluding the island Gotland). All regions have the
same legal framework, similar health care assignments and reporting
obligations, meaning a core administrative capacity is probably
needed irrespective of population size. At the same time, mere popu-
lation volume in larger regions probably necessitates relatively
more staff.

The study measures growth rates of staff categories; hence we
cannot claim causal effects or that one resource substitutes another.
Instead, the article’s name “governing at the expense of care” intends
to reflect that there are choices to be made in how to allocate
resources.

There are also potential alternative explanations for the
common time trend, such as the growing data collection for per-
formance monitoring by national health agencies, and data pro-
tection and information obligations following the General Data
Protection Regulation adopted by the European Union. The
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steadily increasing digitalization of both clinical management and
governance may also drive these trends. These factors may have
increased demand for administrative and coordination functions
regardless of ownership structure in the health care provision
(11). A complementing analytical approach can be to compare the
health sector with other industries in society. For example, in the
United Kingdom it has been argued that the health sector actually
has relatively few managers (12). We recognize that the within-
country variation in growth among staff categories is large also in
other European countries (13). But workforce consequences of
reforms may vary depending on whether reforms are driven pri-
marily through market-oriented governance arrangements such
as the Swedish case, or through for example a planned organisa-
tional transformation. The opportunity of health care profession-
als to take part in reform design may also affect how resources are
allocated across staff categories as a consequence of reform (14).

Effective governance comes at a cost, which must be part of
the overall resource envelope in any health system. Ultimately, any
governance capacity, measured in staff or expenditure, should be
related to what value it creates. Additional resources for gover-
nance are not wasteful if they increase the organisation’s perfor-
mance in proportion to the additional effort (15). As resources for
governance increase, at times with unclear motivation, studies
measuring value and results of governing functions in a health
system are warranted. Notably, we have found no studies on
whether increases in administrative resources of the kind we study
translate into improved health outcomes. This aspect arguably
receives insufficient attention in health systems assessment and
research. The resident population, as the beneficiaries and funders
of the system, ultimately expect provision of health care and an
equitable distribution of the same in return for their contribu-
tions. Studies on the related question about allocating resources
specifically to coordination of care, which may be more appealing
than general administration, are available. Effect measures are
predominantly process indicators rather than outcomes. But even
though the evidence is ambiguous, increasing resources for care
coordination can lead to improved patient experience of care (16,
17). Clearly, politicians and regional policy makers can increase
transparency about how much it costs to administrate health care.
Arguably, they should also improve value auditing before allocat-
ing additional regional budgets to non-clinical functions.

Further, we acknowledge that data are incomplete in that com-
parative full-time-equivalents of staff are not available. Neither are
data on the use of locum staff, which has increased over time among
both public and private providers. However, we have found no indica-
tion to how the slower clinical staff increase would have been compen-
sated by more hours by the same people. For locum staff, these
individuals are included in our data but by definition float across
regions, a movement that is not captured but prominent only in
selected smaller regions.

In conclusion, this study presents two main empirical findings
from the Swedish context: a structural shift toward administrative
functions over clinical roles, and a lack of association with purchasing
private care. The study demonstrates a clear general increase in health
care staffing across regions in Sweden but with administrative roles as
managers and desk-officers displaying the largest increase. We inves-
tigated whether increased administration due to governance and pur-
chase of private health care was related to this increase but failed in
finding an association.

frontiersin.org


https://doi.org/10.3389/fpubh.2026.1929890
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Wilkens et al.

Data availability statement

The data used in this study are available from the corresponding
author upon request.

Author contributions

JW: Methodology, Writing - review & editing, Formal analy-
sis, Visualization, Writing - original draft, Data curation,
Conceptualization, Investigation. RF: Validation, Supervision,
Conceptualization, Writing - review & editing, Project adminis-
tration. BE: Validation, Writing - review & editing, Methodology.

Funding

The author(s) declared that financial support was not received
for this work and/or its publication.

Conflict of interest

The author(s) declared that this work was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

References

1. Kunskapsverket (2025) Hur mar varden? En analys av kostnader, resurser och kéer
inom svensk sjukvard Available online at: https://www.kunskapsverket.org/artiklar/hur-
mar-varden (Accessed August 6, 2026).

2. McKinsey (2019) Tid till vard ger vard i tid Available online at: https://slf.se/app/
uploads/2019/07/lakarrapport-rgb-digital.pdf (Accessed August 6, 2026).

3. OECD (2026) OECD Health Statistics OECD Available online at: https://www.oecd.
org/en/data/datasets/oecd-health-statistics.html (Accessed August 6, 2026).

4.Janlov N., Blume S., Glenngard A. H., Hanspers K., Anell A., Merkur S. (2023).
Sweden: Health system Review (Vol. 25) World Health Organization. Regional
Office for Europe. Available online at: https://iris.who.int/handle/10665/372708
(Accessed August 6, 2026).

5. World Health Organization (2019) Governance for Strategic Purchasing: an
Analytical Framework to guide a Country Assessment World Health Organization.
Available online at: https://apps.who.int/iris/handle/10665/330247 (Accessed
August 6, 2026).

6. Hagenaars LL, Klazinga NS, Mueller M, Morgan DJ, Jeurissen PPT. How and why do
countries differ in their governance and financing-related administrative expenditure in
health care? An analysis of OECD countries by health care system typology. Int ] Health
Plann Manag. (2018) 33:€263-78. doi: 10.1002/hpm.2458

7. Sveriges Kommuner och Regioner (2025) Tabeller Kommunal personal 2025 Sveriges
Kommuner och Regioner Available online at: https://skr.se/personalochkompetensfor-
sorjning/statistikompersonalochkompetensforsorjning/personalstatistik/tabellerkom-
munalpersonal2025.9188. html (Accessed August 6, 2026).

8. Socialstyrelsen (2026) Halso- och sjukvardspersonal Socialstyrelsen. Available online
at: https://sdb.socialstyrelsen.se/if_per/val.aspx (Accessed August 6, 2026).

9. Statistics Sweden (2025) Finansidrer och utférare inom vérden, skolan och omsorgen
Statistiska centralbyran (SCB). Available online at: https://www.scb.se/hitta-statistik/
statistik-efter-amne/offentlig-ekonomi/finanser-for-den-kommunala-sektorn/

Frontiers in Public Health

06

10.3389/fpubh.2026.1929890

Generative Al statement

The author(s) declared that Generative AI was used in the creation
of this manuscript. Generative Al used to test the language in single
sentences, not full paragraphs or texts.

Any alternative text (alt text) provided alongside figures in this
article has been generated by Frontiers with the support of artificial
intelligence and reasonable efforts have been made to ensure accuracy,
including review by the authors wherever possible. If you identify any
issues, please contact us.

Publisher’s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organiza-
tions, or those of the publisher, the editors and the reviewers. Any
product that may be evaluated in this article, or claim that may be
made by its manufacturer, is not guaranteed or endorsed by the
publisher.

Supplementary material

The Supplementary material for this article can be found online
at: https://www.frontiersin.org/articles/10.3389/fpubh.2026.1929890/
full#supplementary-material

finansiarer-och-utforare-inom-varden-skolan-och-omsorgen/#_TabelleriStatistikdata
basen (Accessed August 6, 2026).

10. Zapata T, Azzopardi-Muscat N, McKee M, Kluge H. Fixing the health workforce crisis
in Europe: retention must be the priority. BMJ. (2023) 381:947. doi: 10.1136/bmj.p947

11. SKR (2026) Juridiska vagledningar kvalitetsregister Sveriges Kommuner och Regioner
(SKR) Available online at: https://kunskapsstyrningvard.se/kunskapsstyrningvard/
datauppfoljningochanalys/kvalitetsregister/juridiskavagledningarkvalitetsregister.86051.
html (Accessed August 6, 2026).

12. Kirkpatrick I. (2024) Managers and management in the NHS University of York
Available online at: https://www.york.ac.uk/research/impact/managers-management-nhs/
(Accessed August 6, 2026).

13. Winkelmann J, Muench U, Maier CB. Time trends in the regional distribution of
physicians, nurses and midwives in Europe. BMC Health Serv Res. (2020) 20:937. doi:
10.1186/512913-020-05760-y

14. Giusti M, Beux A, Calandra T, Lorusso S, Gazzaniga PA, Bonaccorsi G, et al. Italian
healthcare professionals' role in advancing reforms within the Italian National Healthcare
System, as outlined in the National Recovery and resilience plan. Front Public Health.
(2025) 13:1603708. doi: 10.3389/fpubh.2025.1603708

15. OECD. (2017). Tackling Wasteful Spending on Health. OECD Publishing. Available
online at:  https://www.oecd-ilibrary.org/content/publication/9789264266414-en
(Accessed August 6, 2026).

16. Di Capua P, Clarke R, Tseng C-H, Wilhalme HM, Sednew RM, McDonald KM, et al.
The effect of implementing a care coordination program on team dynamics and the
patient experience. Am ] Manag Care. (2017) 23:494-500.

17. Nembhard IM, Buta E, Lee YSH, Anderson D, Zlateva I, Cleary PD. A quasi-experi-
ment assessing the six-months effects of a nurse care coordination program on patient
care experiences and clinician teamwork in community health centers. BMC Health Serv
Res. (2020) 20:137. doi: 10.1186/512913-020-4986-0

frontiersin.org


https://doi.org/10.3389/fpubh.2026.1929890
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/articles/10.3389/fpubh.2026.1929890/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fpubh.2026.1929890/full#supplementary-material
https://www.kunskapsverket.org/artiklar/hur-mar-varden
https://www.kunskapsverket.org/artiklar/hur-mar-varden
https://slf.se/app/uploads/2019/07/lakarrapport-rgb-digital.pdf
https://slf.se/app/uploads/2019/07/lakarrapport-rgb-digital.pdf
https://www.oecd.org/en/data/datasets/oecd-health-statistics.html
https://www.oecd.org/en/data/datasets/oecd-health-statistics.html
https://iris.who.int/handle/10665/372708
https://apps.who.int/iris/handle/10665/330247
https://doi.org/10.1002/hpm.2458
https://skr.se/personalochkompetensforsorjning/statistikompersonalochkompetensforsorjning/personalstatistik/tabellerkommunalpersonal2025.9188.html
https://skr.se/personalochkompetensforsorjning/statistikompersonalochkompetensforsorjning/personalstatistik/tabellerkommunalpersonal2025.9188.html
https://skr.se/personalochkompetensforsorjning/statistikompersonalochkompetensforsorjning/personalstatistik/tabellerkommunalpersonal2025.9188.html
https://sdb.socialstyrelsen.se/if_per/val.aspx
https://www.scb.se/hitta-statistik/statistik-efter-amne/offentlig-ekonomi/finanser-for-den-kommunala-sektorn/finansiarer-och-utforare-inom-varden-skolan-och-omsorgen/#_TabelleriStatistikdatabasen
https://www.scb.se/hitta-statistik/statistik-efter-amne/offentlig-ekonomi/finanser-for-den-kommunala-sektorn/finansiarer-och-utforare-inom-varden-skolan-och-omsorgen/#_TabelleriStatistikdatabasen
https://www.scb.se/hitta-statistik/statistik-efter-amne/offentlig-ekonomi/finanser-for-den-kommunala-sektorn/finansiarer-och-utforare-inom-varden-skolan-och-omsorgen/#_TabelleriStatistikdatabasen
https://www.scb.se/hitta-statistik/statistik-efter-amne/offentlig-ekonomi/finanser-for-den-kommunala-sektorn/finansiarer-och-utforare-inom-varden-skolan-och-omsorgen/#_TabelleriStatistikdatabasen
https://doi.org/10.1136/bmj.p947
https://kunskapsstyrningvard.se/kunskapsstyrningvard/datauppfoljningochanalys/kvalitetsregister/juridiskavagledningarkvalitetsregister.86051.html
https://kunskapsstyrningvard.se/kunskapsstyrningvard/datauppfoljningochanalys/kvalitetsregister/juridiskavagledningarkvalitetsregister.86051.html
https://kunskapsstyrningvard.se/kunskapsstyrningvard/datauppfoljningochanalys/kvalitetsregister/juridiskavagledningarkvalitetsregister.86051.html
https://www.york.ac.uk/research/impact/managers-management-nhs/
https://doi.org/10.1186/s12913-020-05760-y
https://doi.org/10.3389/fpubh.2025.1603708
https://www.oecd-ilibrary.org/content/publication/9789264266414-en
https://doi.org/10.1186/s12913-020-4986-0

	Governing at the expense of care: diverging growth in administrative and clinical staffing in Swedish health care over 10 years
	Introduction
	Materials and methods
	Data
	Statistical methods

	Results
	Sensitivity analysis

	Discussion

	References

