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Context
Lapland is a sparsely populated landscape situated in the northwest part of Sweden, with a population density of 0.86 inhabitants/km2 (compared to 21 inhabitants/km2 in 
Sweden and 72 inhabitants/km2 in Europe). Lapland covers a large area of northern Sweden, with the southern part falling into Västerbotten county while the northern part is 
in Norrbotten county. The region has a population of 876,000 although covering more than half of Sweden´s geographical surface. People live in villages and small towns that 
are a very long distance from the nearest general hospital. More than 25% of the population is older than 65 years compared to 17.5% in the EU. To meet the need for 
medical care in Lapland, community hospitals (“sjukstugor”) have been in operation for more than 100 years. There are currently 14 community hospitals in the counties of 
Västerbotten and Norrbotten. Community hospitals are run as primary health care units with the added possibility for observing and treating acute illnesses and offering post-
acute care and rehabilitation care after treatment at a general hospital. Different models of organisation have developed where municipalities/communities and the county 
councils work together, and there is a felt need to continue on this path. Västerbotten County Council was an early implementer of ehealth in Sweden, and the county has 
made significant investments in an infrastructure for video communications. Community hospital units in Lapland have been on the frontline of developing and using 
technologies to overcome the difficulties of long distances. Sweden has among the best levels of access to high speed internet in the world, including in remote villages in the 
north of the country.

Interest in Primary Health Care (PHC) has increased in Sweden in recent years, but there nonetheless remain many questions on how to improve the organisation of the 
system. A recent investigation concluded that i) lack of coordination/ information between municipalities (responsible for elderly care and school health) and county councils 
(responsible for hospitals and PHC centres) is causing missed opportunities for synergies in services ii) PHC is struggling to manage the role of ”front-line care”, and iii) it is also 
struggling to tackle the increased multi-morbidities of a growing elderly population. These challenges are enhanced in rural areas. Recruitment of health professionals is a 
major problem and temporary, but expensive solutions to workforce shortages have been attempted. The population is faced with long distances to health facilities (resulting 
in substantial costs to the individual and the county councils), sometimes accompanied by a mistrust of health institutions. At the same time community belonging, 
personalization of relationships with health care professionals, and self-reliance may provide the means for coping with gaps in the rural health care system. 

Access problem creating need for the collaboration

Key players

Increasing numbers of older people are experiencing multiple chronic illnesses as well as social isolation; those most in need often do not access or receive services. In high-
income countries, the reality of ageing populations with multifaceted health needs has shifted thinking away from hospi-centric and curative approaches towards more 
flexible and person-centred models of care. EHealth services can provide benefits for patients, and may reduce the costs of care. 

Timelines and key features of collaboration 

The Virtual Health Room (VHR) uses internet and medical technology to provide some basic primary health services in locations where there is no or limited local access to 
general practitioners. Figure 1 gives a timeline of the VHR  initiative. The first pilot VHR in Sweden opened in 2013 in the village of Slussfors, 60 km away from the 
community hospital in Storuman and its Centre for Rural Medicine (Glesbygdsmedicinskt Centrum, GMC), as a collaborative initiative between GMC, the county council and 
the municipality. Eight new rooms are currently being introduced, funded by the Swedish Agency for Economic and Regional Growth and municipalities, in the South Lapland 
region (7 in Västerbotten and 1 in Norrbotten county councils). Further expansion is planned in neighbouring regions and also urban areas have expressed their interest in 
the concept. The VHR includes facilities for teleconsultations, self-administered blood testing (glucose, coagulation and haemoglobin), and health checks (e.g., blood 
pressure, heart rate). Readings are automatically uploaded to a database with connection to the patient record. In theory, patients can use these facilities without assistance 
but in practice it has been shown that a district nurse, auxiliary nurse, health assistant, friend or family member usually accompanies users. In the pilot site, the VHR is based 
in a school and is digitally linked to the PHC system. 

The process of locating the VHRs is participatory and the decision-making is stepwise, 
involving the stakeholder group and the steering group. The stakeholder group consists of 
representatives from the municipality, the community hospital/health care centre, 
entrepreneurs in the municipality, the employment service and the Centre for Rural 
Medicine. The steering group includes representatives from the parties funding the project, 
in this case the municipalities, the head of the Centre for Rural Medicine and the head of 
PHC in the county council, and one representative from Region Västerbotten. Meetings have 
been held with the representatives in the different municipalities and suggestions for two 
different geographic VHR locations are decided. Then there are meetings with the 
inhabitants at the two selected communities, and discussions held about use and range of 
services as well as potential location (i.e. school, in elderly care centre etc). Finally, the 
steering group has decided where to put the VHR with guidance of responses from the 
inhabitants in the village, availability of home care/health care personnel available in the 
surroundings and distance to community hospital/health care service or municipality 
borders. 
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Key lessons for collaborative governance
The experiences with the VHR offer a number of lessons for collaborative governance. E-health 
innovations that engage communities and patients more effectively in the PHC system offer the 
potential to bridge the gap between ‘bricks and mortar’ health care facilities and isolated rural 
communities. The challenges faced by e-health innovations, however, are not just their technical 
design, but also their ability to engender trust and cooperation among communities and health care 
staff. E-health innovations rely for their functioning on better integration and partnership in the PHC 
health system. E-health innovations have the potential to empower patients and bridge barriers, not 
only of space and time but also of organisational boundaries (for example between county councils 
and municipalities) if careful considerations is given to the local collaborative governance structures 
and processes.

Capacity for joint 
action

Shared 
motivation

Principled 
engagement

Experience shows that the VHRs can serve a number of purposes that go beyond those for 
which they were established, including providing a physical meeting point for patients and 
the possibilities for education and learning as well as reducing social isolation. There is a 
potential for establishing broader social services beyond health care. There is an increased 
understanding that innovations are important for meeting the needs of the elderly, in 
particular, but also other groups. There has been enthusiasm for using e-health technologies 
to augment difficult-to-maintain rural and remote health services, and the VHR will provide 
some experience of how such technologies might actually work, and how they affect the 
liveability of rural communities, particularly for elderly people.

Key achievements

Drivers Leadership for innovation: Centre for Rural Medicine with individual leaders able and passionate about innovations for service 
delivery to elderly in rural communities. Leadership capacity includes, long term involvement, knowing the context, 
communication skills both locally and with “higher” political levels. Medical professionals well integrated into the formal PHC 
system. Also connected to industry and technical innovation schemes. “A trusted boundary organisation”
Contextual drivers:  Aging population; need for community engagement/ self-monitoring due to shortage of human resources; 
multiple actors who will not be able “to solve” the problem of service delivery  and support on their own 

Collaborative 
dynamics

Principled 
engagement

Leadership by Centre for Rural Medicine take first steps to engage relevant actors at county council, municipality and 
communities. Including the formation of the stakeholder group and the steering group. The stakeholder group consists of 
representatives from the municipality, the community hospital/health care centre, entrepreneurs in the municipality, the 
employment service and the Center for Rural Medicine. The steering group includes representatives from the parties funding the 
project, in this case the municipalities, the head of the Centre for Rural medicine and the head of PHC in the county council, and 
one representative from Region Västerbotten.
Funding opportunities from the Swedish Agency for Economic and Regional Growth
Regular meetings and structures for engagement facilitate the process.

Shared 
motivation

See context. Northern Sweden struggles to manage care for a dispersed elderly population in light of resource constraints as well 
as scarce human resources. County councils and municipalities have shared responsibilities and a shared motivation to work on
solutions. Northern Sweden wants to be in the front of e-health development and take part in national initiatives. Important to 
show innovations. Actors know each other well through interactions in different ways outside the VHR.
Community dialogues have been important. While many communities have shown interest and seen the benefits of VHR there 
are also communities who see them as a threat and a replacement of “real” services. There exists, at times, a lack of trust of the 
“central” level of the counties by peripheral communities. 

Capacity for 
joint action

Procedural and institutional arrangements exist for managing VHRs where there are highly motivated individuals at county, 
municipality and community levels. However the lack of incentives to engage with e-health initiatives among GPs in PHC centres/ 
community hospitals is a challenge. There is also a lack of a standardised data transfer system; and unresolved data 
confidentiality issues. This is a challenge for the care of individual patients, but also for monitoring the use of the VHRs.
The elderly are usually not visiting the VHRs themselves but prefer the support from auxiliary nurses employed by the 
municipalities. This new task is appreciated by the auxiliary nurses but will require organisational arrangements.
While the Centre for Rural Medicine has taken on the leadership role in the initial phase it is unclear how the leadership will be 
provided on a long term basis, and the financial sustainability of maintenance and scale up also needs to be further discussed. 
Who will be the drivers during scale up? And how will the initiative be integrated into the PHC system?

Learning and adaptation Need for support (ie auxiliary nurses) to use VHR room. Difficult for elderly to manage some of the technology
VHR not appreciated by all communities, perceived as second best
VHR as a meeting point, the social aspects
PHC system needs to be adapted when it comes to incentives and information system for an integration of the VHRs

*Based on: Emerson K, Nabatchi T, Balogh S.  An integrative framework for collaborative governance. Journal of Public Administration Research and Theory. 2012; 22(1):1 -29 
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