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Abstract
Aim: To evaluate a collaborative dementia program for its influence on cost and in which dementia care specialists and primary
care centres collaborate with the municipality and, thereby, effect direct cost of dementia care.

Methods: The cost of illness (COI) study investigated the cost of dementia care to the municipality, specifically on the Munici-
pality of Kalmar. Municipal costs in the Municipality of Älvsjö and national cost figures for Sweden were used as comparisons.
The major costs related to dementia care, such as the cost of home care, day-care centers, and nursing home placement were
extracted from municipality records.

Results: The yearly municipal cost per person with dementia in Kalmar ranged from 14,206 C to 26,334 C (17,684 USD to
32,780 USD) as compared to Älvsjö 10,610 C to 30,464 C (13,207 USD to 37,921 USD), and Swedish national figures showing
costs from 23,600 C to 36,459 C (29,378 USD to 45,384 USD), per patient, annual cost. In Kalmar, 60% of the patients with
dementia received help from the municipality as compared to 69% in Älvsjö.

Conclusions: Implementation of such a dementia program is a recommendation that would not increase the cost for dementia
care in the Municipality of Kalmar.

Key Words: Dementia, Alzheimer disease, Costs associated with dementia care, Dementia nurse, Health economy, Social
welfare officer

1 Introduction

Social and economic consequences of dementia disorders
present a challenge for any society. The estimated number
of individuals with dementia worldwide is approximately
34.4 million[1] The corresponding number in Sweden in
2014 is 155,000, with an expected increase to 250,000 by

2050. In 2005, the societal costs of dementia in Sweden
were estimated at 5 billion C in a population of approx-
imately 9 million inhabitants, equivalent to 1.83% of the
Gross Domestic Product.[2] Thus, management of the dis-
ease has become a high priority for the authorities and politi-
cians in Sweden.[3, 4]
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Dementing diseases are characterized by a wide range of
symptoms that affect cognitive functions as well as ordinary
activities of daily living. Moreover, neuropsychiatric symp-
toms in dementia are common sequela of dementing disor-
ders and a driving force for nursing home admission, hence
resulting in high costs for the municipalities.[5–7]

1.1 Dementia organization in Sweden

Medical dementia care is organized in Sweden mainly by
the local county councils (CC), which provide for supervi-
sion and care during the early stages of dementia. In the later
stages of dementia the supervision and care is mainly sup-
ported by the local municipalities (a self-government and
administration mainly responsible for schooling, social and
elderly care). Both CCs and municipalities have to follow
national laws, regulations, and recommendations.[8] The
municipality is responsible for approximately 85% of the
total cost of dementia,[9] mainly due to nursing home costs.

In the Swedish health care model there is an intrinsic con-
flict between regional national governance concerning the
standards of equality and equity.[10] The Swedish govern-
ment is responsible for ensuring that the health care sys-
tem is efficient and that operational objectives, for instance,
maintaining the standard of equal care to everyone. The
regionally, Sweden is made up of county councils and the
local municipalities, which enjoy a large measure of free-
dom to shape and carry out their own programs. In the case
of providing dementia care that could lead to variable stan-
dards for dementia care in different counties and munici-
palities of the country. To better harmonize dementia care
nationally, the Sweden’s National Board of Health and Wel-
fare promoted the 2010 “Nationella riktlinjer för vård och
omsorg vid demensjukdom” (National Guidelines for Care
in Dementia).[4] Research on dementia care programs em-
phasizes that caregiver education postpones future nursing
home placement.[11, 12] Also, symptomatic pharmacological
treatment has been suggested to yield similar results.[13–15]

1.2 The dementia program in Kalmar

With increasing size of the elderly population, more peo-
ple are expected to suffer from dementia, resulting in an in-
creased economic burden for society in the future. Thus, it
is important to meet this challenge with new care strategies.
One example is the dementia disease management program
in Kalmar, Sweden. The program’s main objective is to de-
tect dementia at an early stage in order and for the com-
munity to be engaged in the intervention and provide ap-
propriate, individualized care throughout the course of the
disease.[16–18]

The program involves from the CC the primary care special-
ist and dementia nurse, dementia specialists, and from the
Municipality the social welfare officer in charge of support
authorization.[17, 18] The program was built up step-by-step
from 1998 to the middle of 2000. Remarkably, the program

was implemented without any extra funding. To make this
possible a horizontal functional organization involving rep-
resentatives from the CC and the Municipality was estab-
lished which encouraged collaboration to provide a chain
of dementia care, addressing care needs from the earliest to
the final stages of the disease. The program provides guide-
lines for management of care for patients with suspected de-
mentia. Caregiver support and education are cornerstones of
the program. The dementia program in Kalmar fulfills most
of the criteria stated later in the national Swedish demen-
tia guidelines.[4] In 1998, an inventory was made of every
person in the Kalmar municipality who had been diagnosed
with a cognitive impairment. Five hundred and thirty-eight
patients were identified as having either an established or a
provisional diagnosis of dementia. The estimated number
of persons with dementia, based on age specific prevalence
figures,[9, 19] was approximately 900. Registered nurses al-
ready working in primary care were appointed as dementia
nurses (DN). In this program new possible cases are referred
directly to the DN. The diagnostic process starts with the
collection of necessary information about the patient, en-
abling the general practitioner (GP) to establish a diagno-
sis based on the ICD-10 system.[20] Younger patients and
complicated cases are referred to the dementia specialist at
the local hospital. Primary care is the service, thus, which
becomes mostly responsible for patient care in the milder
phase of the disease. Later, when the need for support in-
creased, responsibility shifts to the municipality, which can
provide home care support initially, and nursing home ser-
vices ultimately.

At the start of the program in 1998, approximately 30 pa-
tients with dementia were waiting for nursing home place-
ment in Kalmar. After the dementia program had been in
effect for two years the queue was eliminated without in-
creasing the number of beds. Furthermore, the budget for
elder care did not increase and the municipality incurred no
increased costs as a result of the program (further analyses
are presented elsewhere[17, 21]).

1.3 Purpose and objectives

A key purpose of this project has been to analyze resource
utilization and municipality cost of dementia care. The hy-
pothesis presented here is that the cost of dementia remains
unchanged with, and as a consequence of, the introduction
of the dementia program. Thus, the objectives in the analy-
ses, here, are to evaluate the effects of the dementia program
and its influence on the direct cost of dementia care in the
municipality.

2 Material and methods
A cost of illness (COI) study was designed to analyze the di-
rect cost of dementia care in the municipality. The Kalmar
Municipality county council’s direct costs, costs of infor-
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mal care and indirect costs due to loss of patient productiv-
ity were not included. The assumption is that the dementia
program, with its early intervention, will contribute to a re-
duction of the costs in the final stages of the disease, due
to early education and support of patients and their care-
givers, as well as proper medication that would correspond
to a longer stay in one’s own home (the program in total
presented elsewhere).[16–18, 21, 22] The study was approved
by the ethics committee in Linköping (Dnr. 03-494) and in
Stockholm at the Karolinska Institutet (Dnr. 239/03).

2.1 Comparisons and data collection

In order to examine representativeness of the area and pro-
gram direct costs we compared Kalmar Municipality and
Älvsjö Municipality, and Kalmar Municipality and Sweden
national costs.[9] Älvsjö was selected because it did not have
a dementia program, and it was already included in a paral-
lel study. In order to compare population size and socioeco-
nomic status in these areas, information regarding education
and income levels was obtained from Statistics Sweden.[23]

All costs were adjusted to the year 2002 based on the Con-
sumer Price Index (CPI).

The costs for dementia care were extracted from the mu-
nicipality records in Kalmar and Älvsjö. A cost analysis
model was used that was made up of three basic compo-
nents: (a) subtotals of resource expenditures, including all
major municipality costs (MC) related to dementia care such
as homecare, day-care centers, as well as temporary and per-
manent nursing home placement;[9] (b) unit costs for each
resource (see Table 1); and (c) the number of persons with
dementia (C1..Cn) that used this source information: MC =
(A1×B1×C1.+. An×Bn×Cn).

The quantity (total) of each resource expenditure, within a
specific time frame (A), was obtained from the municipal-
ity’s administrative records in clerk’s office that recorded
approvals. The cost data in Kalmar and Älvsjö were ex-
tracted for three-month periods in order to illustrate varia-
tions during the year. The data from the Kalmar Municipal-
ity records were considered to be most accurate from 2002
to the present, due to better recordkeeping. The analysis
was, therefore, carried out over the subsequent two-and-a-
half year period after the program was fully established and
operating.[17] Because the data from Älvsjö Municipality
was missing data, we extended the data gathering period,
from 2003 to 2005, in order to minimize the effect of the
missing data. To reduce the risk of confounding variables
in the comparison, we only gathered diagnosis and cost data
from municipal records for comparison only of the yearly
cost of elderly municipality care in these two areas.

The cost for support provided by the municipality was gath-
ered from the cost rates charged by the Kalmar and Älvsjö
municipalities, respectively. Further, the same unit costs
were used in both areas in the final calculations. Overhead

costs were set to an estimated 20% and included in the anal-
ysis (see Table 1). The three-month data was summed up as
annual costs. In addition, we compared these findings to the
estimated cost of dementia in Sweden.[9]

Table 1: Municipality costs for supporting individuals with
dementia in 2003 (1 C = 9.5 Swedish Crown [SEK] = 1.25
USD)

 

 

 SEK € USD 

Support in home 291/hour 27.7/hour 34/hour 

Day care center 630/day 60/day 73.7/day 

Nursing home 1,386/day 118/day 145/day 

 

2.2 Statistic and data processing

Statistical software (SPSS, version ten) and a spreadsheet
(Microsoft Excel) were used for the statistical analyses.
All variables were summarized using standard descriptive
statistics, such as mean, standard deviation, and frequency.
Comparisons were made between national and local data on
gender, age, costs and frequency of patents with dementia,
all based upon population data.

3 Results
3.1 Demographics

There were no major demographic changes in the two mu-
nicipalities and Sweden as a whole during the period from
2000 to 2007. The age structure in Kalmar Municipality was
similar to the whole of Sweden, whilst Älvsjö had a younger
population (see Table 2). We found a slightly higher propor-
tion of elderly woman in Kalmar as compared to nationally.
In Älvsjö the proportion of people with a higher education
was larger than in Kalmar and Sweden. The proportion of
higher income was highest in Älvsjö (38.9%), followed by
Sweden as a standard (25%) and Kalmar (22.2%). The num-
ber of nursing homes beds in Kalmar was lower than Älvsjö
(a substantial of the beds where used by other municipali-
ties in the Stockholm area, thus difficult to compare) and in
Sweden as a whole.

Between January 2002 and June 2004, 570 persons with de-
mentia were identified in the records of the Kalmar Mu-
nicipality (see Table 2). Most of them had several forms
of support, such as intermittent hours of homecare, regular
home care, day care and home care. However, the num-
ber of suspected cases is higher. Based on demographics
and description statistics of age, the estimated number of
individuals with dementia in Kalmar Municipality in 2003
was estimated to be 950. The Kalmar records show 84 ex-
isting dementia cases in 2003 that are receiving care from
the municipality. Further, based on epidemiological study
findings,[9, 19] an estimated 150 deaths occur yearly amongst
individuals in Kalmar Municipality with dementia was 150
per year. Thus the records indicate that approximately 40%
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died without using any municipal resources.

In Älvsjö, 189 patients with dementia were identified be-
tween January 2002 and December 2005 (see Table 2). The
estimated number of persons with dementia in in Älvsjö
Municipality in 2003 was 293. On average, nine patients
died per three month period (or 36/year). The estimated
number of deaths amongst people with dementia in Älvsjö
was 50 per year. Thus, 31% died without using any mu-

nicipality resources in Älvsjö. Descriptive statistics were
performed on variables, including population, education and
income levels (High, defined as the high quartile in Sweden)
in the three different study areas; as well as on total number
of patients with dementia noted in the municipal records in
Kalmar and Älvsjö during the observation periods. Regard-
ing Älvsjö, an estimation was made that was proportional to
the other municipality.

Table 2: Descriptive statistics in Kalmar and Älvsjö
 

 

 Population 
Proportion 65 
and elderly 

Estimated number 
with dementia 

Estimated new 
cases per year 

Number of 
beds 

Number of 
beds/1,000 65+ 

Sweden       

Population 8,919,814 17% 144,623 25,776 111,793 71 

Education (% high) 25% 17%     

Income (% high) 25%      

Kalmar       

Population 60,415 17% 949 165 560 53 

Education (% high) 28% 19%     

Income (% high) 22.2%      

Number of patients in the 
municipal records 2002-Q2 04 

570      

Älvsjö       

Population 21,067 15% 298 52 95+250* 111* 

Education (% high) 37% 25%     

Income (% high) 38.9%      

Number of patients in the 
municipal records 2002-2005 

189      

* Approximately 95 beds are dedicated to local patients with dementia and the rest are for patients from elsewhere in the Stockholm area and Älvsjö. Therefore, the local numbers are not 
comparable 

3.2 Municipality costs related to dementia

The Kalmar Municipality cost for dementia remained rela-
tively stable during the observation period (adjusted accord-
ing to CPI) (see Figure 1). The cost for dementia care within
the municipality constituted about 40 percent of the total
costs for elder care in the Kalmar Municipality and these
costs remained stable between 2001 and 2005 (adjusted ac-
cording to CPI), increasing by 2.8% per year.

The Älvsjö Municipality Dementia costs could not be as-
sessed fully due, primarily, to incomplete knowledge of di-
agnose. Later, improvement in the program, enabling more
consistent and accurate recording of dementia diagnoses,
the total cost for dementia care was estimated to equal one
third of the total cost for elderly care in the Älvsjö Munic-
ipality, increasing at 5.7% per year, which was faster rate
than the CPI (see Figure 1).

3.3 Demographic and cost

In summary, municipality records from the study period
showed that the proportion of patients with a dementia di-

agnosis that utilized resources was 61% (n = 576 of esti-
mated 949) in Kalmar and 63% (n = 187 of estimated 298)
in Älvsjö (see Table 3). Assuming that all other persons
with dementia that not are included in the cost model are
non-users of care, the yearly municipality cost per patient
(based on the estimated total number of persons with de-
mentia) in Kalmar was 14,206 C (in year 2003), in compar-
ison to 10,610 C -13,184 C in Älvsjö (in years 2003-2005).
The corresponding national cost in Sweden was 23,600 C
and 29,871C in 2000 and 2005 respectively.[4, 9] However,
based on the actual number of persons that are included in
the cost model, the cost per person with dementia in Kalmar
2003 was 26,334 C, and in Älvsjö this cost was estimated
between 26,025 C to 30,464 C (see Table 3). Compara-
tively, the estimated corresponding cost is 36,459 C in Swe-
den.[4, 9]

4 Discussion
To our knowledge, this is the first, detailed cost study of de-
mentia in Sweden that compares two municipalities. When
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a diagnostic program is introduced in an area and costs are
analyzed, the resulting cost during a follow-up period may
be difficult to interpret. First, previously unmet needs must
be identified, which will lead to new types of expenditures.
Second, reclassification of medical cases that were previ-
ously assigned other diagnoses but that now match the cri-
teria for dementia in this program. Finally, new, though pre-
viously undiagnosed cases, are identified, with or without
unmet needs, where early identification has led to cost ef-
fective care? The latter is probably difficult to determine in
a study such as this.

Figure 1: The total municipality cost (C/Quarter) in
Kalmar (2002 to 2004 Q2) and Älvsjö (2002 to 2005) due
to patients suffering from dementia

4.1 Comparability in this setting

Choosing the variable, estimated cost per patient for demen-
tia care (home care, nursing homes, etc.), enabled compari-
son across the divergent data sets. Such costs are expressed
in two ways: i) cost based on the actual population, and ii)
cost derived from the incidence rate of persons with demen-
tia, specific to the particular region, and fixed to a defined
period of time in the analyses. The Kalmar and Älvsjö mu-
nicipalities’ data, which can be regarded as bottom-up stud-
ies, were compared to the national cost estimates. The latter
are based on mixed analytic approaches, specifically bottom
up and top down studies.[9]

How to address comparability was an important issue to
consider. In the first approach to calculating costs in Kalmar
and Älvsjö, the unit of investigation referred to a count of
users of formal dementia care. Such a cost approach, since
it counts the whole dementia population in respective study
areas, would overestimate since non-care users would be
counted among with the total population having dementia,
the data for whom were not analyzed. On the other hand, if
the total cost (for example in Kalmar 13.5 million C in 2003,
based on 415 persons) is assumed to represent all expendi-
tures made to care for the entire dementia populations in the
each study areas, e.g. 949 persons in Kalmar, it is implicitly
assumed that those not included (949-415 persons) are non-
users of care. This subset of the population in the Kalmar

Municipality is not easy to extract from the records, and it
is unknown how many of these 415 are truly non-users, also
missing are individuals with dementia diagnoses but who re-
ceive care from the dementia nurse and caregiver. Moreover,
those not diagnosed with dementia, a subset which probably
contains many with mild dementia, as well as those incor-
rectly classified may have utilized resources, resulting in an
underestimate of costs. Thus the range of costs per indi-
vidual with dementia in Kalmar 14,206 C to 26,334 C can
be regarded as a min-max interval. Compared to the corre-
sponding Swedish cost estimate for municipal care, which
is a range of 29,871 C to 36,459 C, one would conclude
that cost-per-individual-with-dementia is lower in Kalmar
than nationally. This interpretation is supported by the lower
standardized number of beds-per-1,000 for long term care in
Kalmar Municipality (53 beds per 1,000 65+) as opposed to
Sweden (71 beds per 1,000 65+), noting that long term care
is the major cost driver of elder care.

The implementation of the program in Kalmar caused a
great deal of media attention which created enthusiasm
among the staff. Such enthusiasm may have had a positive
effect on the results. The somewhat lower cost in Kalmar
during the same period could just be a coincidence. The dif-
ference in costs in Älvsjö Municipality compared to Swe-
den could be explained by the fact that some patients still
were not diagnosed with dementia. As a consequence of the
new program the social welfare officers became more aware
of the benefits of reliable data, and data gathering was ap-
proached with more care and interest after 2004. Doubtless,
patients and caregivers in Kalmar have also benefited from
the dementia program, having received better care while it
was in place. The program should be revisited to determine
if these results are sustainable over a longer period of time.

If we assume that the program in Kalmar reduces munic-
ipality cost, or is at least does not increase cost, it should
be regarded as successful. First, in the program where most
patients were identified early in the disease which suggest
to facilitates early intervention and support such as care
planning, caregiver support and training, drug review,[17]

and symptomatic drug treatment. Further where the use of
sedatives, drugs with anticholinergic properties and antipsy-
chotics stabilized and in some cases decreased.[16]

Secondly, a program strategy is to engage the dementia
nurse as a mentor to the caregiver(s) throughout the course
of the disease. The support and education the caregiver re-
ceives from the dementia nurse to support ordinary, daily
activities is a most valuable contribution.

Thirdly, the social welfare officers become involved in the
patient and caregivers’ situation early in the disease, and can
facilitate support when should the time come for home care
or nursing home placement. Fourthly, caregivers can bet-
ter cope with their situation when they know that support is
available. Finally, if a problem arises the program provides
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accessibility to helpful and likely resources, including the
dementia nurse and the physician. All of these benefits may
have a positive influence on cost and utilization of care re-
sources. Moreover, they may signify an improvement in the
quality of care as a result of the program.[17] In addition,
sustainable pharmacologic approaches can be viewed as a

sign of cost effectiveness, for instance reduced use of neu-
roleptics and sedatives in the elderly, which have untoward
behavioral effects, and improved strategic use of medica-
tions used to manage the symptoms of dementia[16] suggests
associated with cost-benefit.

Table 3: Municipality costs in elder care related to dementia in Kalmar (2003) and Älvsjö derived from the municipality
records

 

 

Municipality costs 
Kalmar Municipality(2003) Älvsjö Municipality(2003)  Älvsjö Municipality(2004)  Älvsjö Municipality(2005)

€ % € %  € %  € % 

Elderly care cost           

Home care 13,363,238 40 4,821,846 40  5,372,023 43  5,867,157 43 

Day care 879,903 3 265,777 2  303,761 2  294,384 2 

NH and Respite care 19,352,667 57 6,945,782 58  6,945,782 55  7,586,729 55 

SUM 33,595,808 100 12,033,405 100  12,621,566 100  13,748,270 100 

Dementia care cost           

Home care 2,598,858 19.3 156,902 5  157,149 5  34,563 9 

Day care centres 490,573 3.6 44,276 1.4   118,555 3  150,935 4 

Respite care 645,790 5 111,282 4  67,320 2  85,759 2 

Permanent NH 9,746,718 72 2,849,389 90  3,071,413 90  3,350,482 85 

SUM 13,481,939 100 3,161,849 100  3,414,437 100  3,928,739 100 

Estimated number with 
dementia 

949  298   298   298  

Cost per patient vs. 
estimated 

14,206 €  10,610 €   11,458 €   13,184 €  

Dementia care cost %  40  26   27   29 

Number of patients in the 
model (SD) 

415(±4.7)  81(±19.6)   109(±9.8)   127(±10.5)  

Cost per patient in the 
model (SD) 

26,334 € 
(15,955 €) 

 
29,040 € 
(18,845 €) 

  
26,025 € 
(18,956 €) 

  
30,464€ 
(18,585 €) 

 

 

4.2 Comparability in the literature in a similar con-
text

There are few studies in the literature that focus on the
cost of dementia in a municipal setting. In a study from
Nordanstig in Northern Sweden,[24] the municipal cost per
person with dementia was approximately 29,000 C (36,118
USD) per year, which compares to the upper interval (see
Table 3) of the range of estimated costs in Kalmar Mu-
nicipality. Studies have examined programs that focus on
the primary care level, primarily including diagnostic proce-
dures,[25–29] caregiver education and caregiver burden.[11, 28]

Some studies have investigated dementia management pro-
grams that served patients in more severe stages of the ill-
ness,[11, 12, 25, 26] while others studied fragile elderly individ-
uals with or without dementia.[30–32] Those projects that
most resemble ours have evaluated caregiver support pro-
grams and their effect on the length of time from diagnosis
to nursing home placement, and such studies have been sug-
gestive that better support to caregivers can lengthen that
time. To compare the results from these studies with the
Kalmar project is problematic. Often, the former studies in-
clude severely ill patients or patients with specific problems.
The population in our study included patients with all forms
of dementia, at all levels of cognitive impairment. In spite of

these selection criteria and other limitations, these projects
and programs tend to show both health and economic bene-
fits for the patients and their caregivers.

4.3 Limitations

Our study has several limitations including aspects of popu-
lation, diagnose, costs and general.

4.3.1 Population

Comparability between data obtained for the municipality
level - Kalmar, Älvsjö, and national Swedish data, in terms
of the study populations differed between study areas. The
populations of Kalmar Municipality and the whole of Swe-
den are demographically quite similar regarding proportion
of elderly. Älvsjö, on the other hand, has a somewhat
younger population and which is on-average more highly
educated.

4.3.2 Diagnose

Since the data gathered from the municipality records did
not have a controlled diagnostic certainty, we cannot know
the true number of persons with dementia in the study areas.
We chose to assume that age- and class-specific prevalence
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obtained from epidemiological studies were valid to reflect
Kalmar, Älvsjö and Sweden as a whole. Likewise, we do
not know the validity of the dementia diagnoses in the mu-
nicipal records at the time the data was gathered. Further
where no such information is available in earlier municipal-
ity records as the municipalities did not record diagnoses.

4.3.3 Cost

Comparability between data obtained for the municipality
level regarding how the cost per case was calculated. Thus,
the data in Kalmar was collected during a stable phase of the
program. This could explain why we did not find any major
differences in costs during the observation time. In the pe-
riod before and during the implementation of the program,
the budget for elderly care was unchanged in Kalmar, which
supports the results of this study.

Furthermore, in Älvsjö, the database from the year 2002 to
2005 showed an increase of cost for dementia care. This
probably reflects the fact that the data from Älvsjö was ini-
tially limited regarding the low number of diagnosed pa-
tients. By the end of the period the number of identified
patients with dementia in the municipality had increased,
possibly as a result of the focus on gathering accurate de-
mentia data. However, stabilization of the costs was never
reached in Älvsjö during the observation period.

4.3.4 General limitations

Another limitation in our study was that we did not account
for the differences in local traditions and regulations that
were the basis for type and extent of support provided by the
municipalities for dementia care. Examples include varia-
tions in social welfare officers’ education, local budget allo-
cations and different data storage. As mentioned above, it is
uncertain that our bottom-up approach captured all the pa-
tients with dementia who are using municipality resources.
However, very few patients are known to have been miss-
ing in the records due to the long period of the program. If
patients are missing, they are probably utilizing municipal
recourses for health reasons other than dementia. This must
be evaluated in future studies. Thus, if dementia was the

problem they would be included in the dementia program
and be supported.

There is a need for further controlled prospective studies re-
garding the cost effectiveness of early identification of peo-
ple with dementia. Whether the design should include con-
trol areas or randomization on the individual level is a matter
for discussion. With both designs there is a risk of contami-
nation with the intervention program.

5 Conclusions
With respect to the limitations in our study, we suggest
that the dementia program has been implemented without
increasing cost for dementia care in the Municipality of
Kalmar, during the period from 2001 through the second
quarter of 2004. The lower cost for the municipality could
have led to cost displacement, with higher cost in the pri-
mary care system. As shown in a previous study[17] the de-
mentia program was implemented and did operate in pri-
mary care with an unchanging budget via reallocation of re-
sources, which supports the notion that the program is cost
effective from the viewpoint of the municipality and of pri-
mary care.
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