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Preface

Preface

The 2017 version of NOMESCO’s Health Statistics in the Nordic Countries is now avail-
able.

Since 1966, NOMESCO has worked to promote and publish comparable Nordic health
statistics. As a permanent part of the work, this annual publication is published with
the latest data in the health area.

Health Statistics in the Nordic Countries presents data concerning population trends,
illness, hospital treatment and causes of death. Furthermore, a description of the
health sector in the Nordic countries, their structure and resources is provided.
Health Statistics in the Nordic Countries consequently provides an annual cross sec-
tion of the health care areas in the Nordic countries.

This version comprises the latest available data as per 1 October 2017. The latest
data year may consequently be 2016 or 2015. Previous versions are available at
www.nowbase.org, where our database and more specialized publications from pro-
jects carried out by NOMESCO can also be found.

Nordic Medico-Statistical Committee (NOMESCO), October 2017



Organization of Health Services I

Chapter 1

Organization of
Health Services

Introduction

In the Nordic countries, the health care sector is mainly a public matter.

All the countries have well-established systems of primary health care. In addition
to general medical practitioner services, preventive services have been established
for mothers and infants, as well as school health care and dental care for children
and young people. Preventive occupational health services and general measures for
the protection of the environment have also been established in all the countries.

The countries generally have well-developed hospital sectors with highly advanced
specialist treatment.

Specialist medical treatment is also offered outside hospitals.

The health services are provided in accordance with legislation, and they are
largely financed by public spending or through statutory health insurance schemes.
Some patient charges are, however, payable for pharmaceutical products and to
some extent also for treatment.

Salary or cash allowances are payable to employees during illness. Self-employed
people have the possibility of insuring themselves against illness.
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1.1 Current and future changes in the health care sector

DENMARK

In 2016, a new national healthcare quality programme was launched by the govern-
ment together with the regions and the municipalities. The programme established a
framework for continuously improving the quality of care in the healthcare system.
The programme was implemented through different initiatives. As a first step, Den-
mark established a set of ambitious national goals for the quality of care.

Better coherent patient pathways

Increased efforts for chronically ill and elderly patients
Improved survival rates and patient safety

High-quality care

Fast diagnosis and treatment

Increased patient involvement

More healthy life years

More effective health care systems

CONOU AN WN =

A number of indicators have been selected that outline the overall objectives. The
indicators allow regions and municipalities to follow the goals and take the initiatives
that create the desired development. The Danish Health Authority will continuously
follow developments in the national objectives.

To ensure coordination and direction for the Danish collective efforts towards bet-
ter and more effective healthcare the Danish Government and Danish Regions have
developed a National Strategy for Personalised Medicine 2017-2020. The focus of the
strategy includes, among other things, the establishment of a foundation for the de-
velopment of better and more targeted health care for patients, through the use of
new technologies and new knowledge.

FAROE ISLANDS

In 2012, the work on a new Faroese health plan commenced. The purpose of the plan
was to find new ways to reorganize the health system and make the health services
more efficient. The work aimed at prioritizing preventive measures, thus to the
greatest extent possible to decrease the need for expensive hospitalization and
treatment. The new efforts were categorized in the following terms: general health
promoting efforts, earlier and more efficient efforts in primary health care, and
more focus on strengthening patients’ abilities for self-care especially when dealing
with chronic illnesses. These efforts were described and processed based on the
Health Minister's very specific request to move the Faroese health care system away
from a very fragmented system, conceptually as well as actually, towards a more
integrated and holistic health care system.

Since the presentation of the report and the subsequent debate in the Parliament
(Legtingid), which gave the impression that there is great political approval for the
solutions stated in the report, the Ministry of Health has worked on implementing
several of the new efforts. Examples of efforts that are already implemented and
efforts that are in progress are:

e expansion of the offer of free dental care for children and adolescents

10



Organization of Health Services I

establishment of local interdisciplinary health centres

strengthening of initiatives within child and youth psychiatry

introduction of legal rights for rehabilitation

offers of special counselling for polymedical citizens over 75

establishment of a Public Health Institute

establishment of health care for diabetic and other patients with chronic diseases
at local interdisciplinary health centres

In the Faroe Islands are three local hospitals. The Minister of Health and the Interior
has decided to strengthen cooperation between the hospitals in order to optimize the
use of resources. The Director for the main hospital will be the CEO for all three hos-
pitals from 2018.

GREENLAND

Greenland is a large country and sparsely populated. The health system faces the
challenge of serving a relatively small population close to home. Equity in health
care is a guiding principle and health care as well as medication is therefore free of
charge for the citizens of Greenland. The per capita health budget is approximately
USD 3 000 per annum, including the coverage of primary and specialized care, part of
which is provided abroad in Denmark or Iceland.

In 2012, Greenland regionalized of the health system with regional hospitals,
health centres and village health stations, staffed with different medical, nursing,
and paramedical staff or village health workers. The health budget is decentralized
to the regions in order to enable a flexible and needs-oriented allocation of re-
sources. We are presently in the process of conducting a five-year evaluation of this
approach.

In order to make specialized care quickly available and to save transport costs and
waiting time, Greenland has introduced a nation-wide telemedicine system which
allows for patient consultation both between the centres in Greenland as well as
with highly specialized tertiary level university hospitals in Denmark. This is present-
ly used in radiology, ophthalmology, neurology, dermatology, haematology, and psy-
chiatry.

In 2017, Greenland also completed the country-wide implementation of the Elec-
tronic Patient Journal “Cosmic”. This means that all Greenland’s health services are
now using the same system for documenting patient’s examinations, diagnosis,
treatment, and medication. This should result in a noticeable lift in quality in patient
check-ups and treatment and will be the foundation for further development in clini-
cal care and operational health services research.

The present National Health Strategy of Greenland ends in 2018 and the govern-
ment is therefore in the process of developing a new National Strategy for Health for
2018-2022. The strategy will build on lessons from the previous health strategy, fo-
cusing on measurable goals and practical applicability. The strategy will aim to in-
volve all sectors of government and society in the promotion and protection of health
of its citizens. The strategy will include the respective responsibilities of other sec-
tors in health promotion and protection and will include focus areas of concern such
as the growing burden of lifestyle-related illnesses, mental health, drug and alcohol

11
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addiction, patient safety, sexual and reproductive health, child and adolescent
health, infectious diseases including tuberculosis and sexually transmitted infections
and the prevention of hearing loss in children through early intervention and treat-
ment. It will also focus on the challenge of the recruitment and retention of human
resources for health.

Facing the challenge of limited resources, the new strategy for health will draw on
the joint responsibility of all sectors of society and will define their respective re-
sponsibilities. Being a small country, Greenland will also rely upon the network with
neighboring and other countries for joint initiatives and learning from each other, as
well as supporting each other in specialized patient care. Greenland has therefore
joined the Nordic working group for cooperation in highly specialized treatment and
is working closely with the West Nordic countries.

FINLAND

The structure of health and social services will be reformed in Finland from 2020 on-
wards. The responsibility for providing public healthcare and social services will be
assigned to 18 autonomous regions that are larger than municipalities. Healthcare
and social services will be brought together at all levels to form customer-oriented
entities, and basic public services will be strengthened. The existing multisource fi-
nancing will be simplified and customers will have more freedom of choice in the
services. The objective is to reduce inequalities in wellbeing and health, and to man-
age costs. The reform will help to bridge a large part of the sustainability gap in gen-
eral government finances. Besides structural reforms, the steering and operating
models in healthcare and social welfare will be thoroughly modernised. The aim is to
achieve better services that are not only more customer-oriented, effective and
cost-efficient than before but also better coordinated.

More information: http://alueuudistus.fi/en/social-welfare-and-health-care-
reform/about-the-reform

ALAND

The on-going economic recession has also influenced Aland. The Government, with a
deficit of about EUR 20 million has been forced to reduce hospital capacity, and one
department for patients with dementia has been closed. Replacing services in the
municipalities is also under way.

The AHS is struggling to update its out-dated patient information system, with a
special challenge to conform with the Swedish language, but at the same time to be
appropriate for Aland’s health care system.

Preventing the use of tobacco and drugs has been a major topic in the Aland. A sy-
ringe exchange programme will be started in the sector of health care as a trial pro-
ject.

The Government arranged a series of seminars to explore important aspects of so-
cial services and health care in Aland. Among these, a large scale digitalization of
the services was considered as an attractive development, especially in the scattered
Aland Islands.

12
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ICELAND

A new reimbursement system for medicinal products, which is similar to the Danish
and Swedish system, was implemented on 4th May 2013. The main goal was to in-
crease equality between individuals, regardless of health status, and reduce the bur-
den of high expenses for medicinal products. Co-payment is a proportion of annual
expenses, and there is a step-wise increase in reimbursement by the Health Insur-
ance up to full reimbursement. Each individual pays proportionately less as expenses
increase until a subsidy limit is reached. In the first step, the individual pays the full
cost, in the second step 15% of the cost, and in the third step 7.5% of the cost of the
medicinal product. The self-payment then gradually decreases until annual expenses
have reached the annual limit. After this, the expenses are fully covered. The annual
limit is lower for elderly people and disabled people (approximately EUR 300) than
for the general public (approximately EUR 400). The system will be further developed
and a similar system will be adopted in other parts of the health services.

Physical activity by prescription (FaR) was introduced in 2011 as a pilot project.
The project has been implemented in all primary care service centres in the country.
The objective is that general practitioners and other physicians can prescribe exer-
cise to selected patients as part of their treatment programme. The exercise is spec-
ified and followed up, and is both an alternative and a supplement to traditional
medical treatment.

A new system for providing dental care to children was introduced in May 2013 and
is being implemented in seven steps up until 2018. Parents now register their chil-
dren with a family dentist, who is responsible for all dental treatment, prevention
and recall of the child. Parents only pay a low co-payment once every 12 months.
From 2018 it will cover all children under 18.

The previous insurance scheme was divided into health insurance and social insur-
ance in 2008. The goal was to amalgamate some institutions and achieve a clearer
relationship between the state as buyer and the supplier of health services. Due to
the financial crisis, which occurred in Iceland in October 2008, most of the planning
and implementation was put on hold, but has now been revived.

The integration of health institutions has been carried out in accordance with the
country's division of seven health districts (cf. Health Act nr. 40/2007) in recent
years. As of 1st October 2014, there is a health institution in each district, Landspi-
tali University Hospital in the capital region, and Akureyri Hospital. The primary pur-
pose of this integration is to ensure that health services are available in all regions,
both professionally and financially, and to eliminate the so-called small regions,
where only a few doctors are employed. The objective is also to reduce the load of
monitoring, binding commitment and isolation, and to create stronger operational
and administrative units that are able to solve most problems in the local area with-
out the interference of the ministry. In this way the merger will strengthen coopera-
tion and division of labour in the districts and in the services.

In 2017, a new formula funding financing model was implemented in primary
health care in the capital area. The main goal is a transparent financing model,
linked to written requirements for all primary health care centres. The funding is

13
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based on the size and characteristics of the population and disease burden. Adjusted
Clinical Group (ACG) system measures health status by grouping diagnoses into clini-
cally cogent groups. The aim of the ACG system is to assign each individual a single,

mutually exclusive ACG value, which is a relative measure of the individual’s disease
burden and expected or actual consumption of health services.

As of 1 May 2017 a new payment system for health care was introduced. The main
goal is to increase equality between individuals, regardless of health status, and to
reduce the burden of high expenses for health services through a simpler and more
transparent system. The new system has a cost ceiling and will reduce user charges
for patients with high health care expenditure and for families with children. The
new payment system includes a references system for children aged 2 to 18 to see a
specialist.

NORWAY

The Ministry of Health and Care Services has three main priorities for 2017 and on-
wards; to reduce waiting time for treatment, to give priority to treatment within
mental health and substance abuse and to focus on quality of services and patient
safety.

During the past few years efforts have been made to improve coordination be-
tween health care providers, and to pay more attention to quality of care and pa-
tient safety issues. Intersectoral cooperation has become increasingly important,
especially as a means of preventing social inequalities in health. More attention has
also been paid to improving allocation of resources through priority setting and in-
creased use of modern health technology.

Patient empowerment and active involvement in decision making processes are
central to the National Health and Hospital Plan 2016-2019. The website
www.helsenorge.no gives patients access to information, including their medical rec-
ord, providers, waiting times for treatment and a tool for hospital choice and com-
munication solutions.

In the National Cancer Strategy (Nasjonal kreftstrategi 2013-2017) well-
coordinated patient care pathways shall prevent unnecessary waiting time for exami-
nation and treatment.

A law passed in the Storting (the Norwegian Parliament) extends the choice of
hospital from public hospitals (or hospitals with a tender agreement) to all public and
private hospitals. All in-patient treatment is free of charge. Patients pay a user
charge for out-patient treatment.

The amendment of the Patients’ Rights Act, which came into force in 2015 grants
all persons under the age of 67 who have a long term and great need for personal
assistance the legal right to receive such help in the form of user-controlled personal
assistance (UC-PA).

The level of IT use in the Norwegian health system varies and is most advanced at
the level of primary care. The use of e-tools in hospitals is less common, but is im-
proving.

In time to come the Government has stated an intention to explore various models
for financing dental care, including a ceiling for deductibles. There is also an ambi-

14
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tion to improve the adaptation of specialist services to patients’ needs. In the area
of mental health, community mental health care centres are to play an important
role as hubs for the provision of integrated treatment in order to improve coordina-
tion, accessibility and efficiency.

SWEDEN

The Swedish Parliament decided that from 1 January 2016, medicines and products
that are included in the list of pharmaceutical benefits should be free for children
under the age of 18. The aim is to reduce inequalities in health between different
socio-economic groups. This includes children under the age of 18, children seeking
asylum, and children living in Sweden without the necessary permission.

The Swedish Parliament has decided that from 1 January 2017 persons aged 85
years or older do not have to pay a patient fee for public health care. Open care in-
cludes the dental care which the country is responsible for: necessary dental care,
and medical treatment and dental care for people with severe difficulties in manag-
ing their oral hygiene. They then pay the same patient fees as for health care, and
receive the same high-cost protection and free-card after they have paid SEK 1 100
for patient fees during a 12-month period.

The Government has decided how much manufacturers and importers of tobacco
products must pay to the Public Health Agency of Sweden to cover the cost of the
Authority's supervision of the tobacco sector. Fees are charged per product. The rules
for the new charges are laid down in the Tobacco Regulation and apply from 1 August
2017.

Charges per product Fee for new or changed product Annual fee (SEK)
(SEK):

Cigarettes 21 200 23 000

Roll Tobacco 17 200 21 500

Tobacco for use in the mouth

(Snus) 13 200 900

Other tobacco products 13 600 2700

A new system for dealing with complaints from patients and relatives has been
proposed. The aim is to streamline the management of complaints, so that injuries
resulting from health care can be rectified at the earliest possible stage, that pa-
tients can get their complaints dealt with more quickly, and that efforts are directed
to where the need for supervision is greatest.

The Health and Social Care Inspectorate (IVO) will only investigate cases in which
the patient, in connection with provision of health care, has suffered a permanent or
serious illness or injury that has led to a significantly increased need for care, or
which has led to the patient's death. The Government also proposes that a new law
should regulate the activities of the patient advisory committees. The aim is to en-
sure that the boards are independent of the health authorities.

The legislative amendments are proposed to enter into force on 1 January 2018.

15
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1.2 Organization and responsibility for the health sector

DENMARK

Responsibility for health services is relatively decentralized. The main principles are
as follows: The State is responsible for legislation, supervision and guidelines. The
regions are responsible for hospital services, health insurance and special nursing
homes. The municipalities are responsible for primary health care, home nursing,
prevention, rehabilitation after hospitalization, and child and school health services.
The regional authorities have operational responsibility for health services.

16

In principle, primary contact shall always be with a general medical practitioner
Dental services are provided by private dental practitioners. The services are only
a public matter in some dental care services for children

Health care during pregnancy is the responsibility of the regions

Child health care is provided according to the Act Relating to Health Visitors and
is administered by the municipalities, while health examinations of children are
carried out by general medical practitioners

Home nursing care is provided by the municipalities and is free of charge after
referral by a physician

School and occupational health services are regulated by legislation. Municipali-
ties are responsible for school health services, which are provided by health visi-
tors and physicians

Occupational health services are organized by companies and are led by commit-
tees with representatives for both employees and employers

Contact with the health services: As a main rule, patients may contact general
medical practitioners, dentists, chiropractors, physiotherapists, chiropodists,
psychologists, dental hygienists, emergency wards and emergency and ambulance
services without referral

Public hospitals: Public hospitals are owned by the regions

Private hospitals: The regions have a contract with some private hospitals to pro-
vide treatment under the extended free choice of hospital arrangement. A few
private hospitals operate totally independently of the public hospital services.
Some specialized hospitals are organized under the hospitals, while others are
owned by organizations

Free choice of hospital: As a rule, patients are free to choose the hospital where
they wish to receive treatment

Practicing specialists: Most practicing specialist physicians work under a contract
with the health insurance scheme, and most of their patients are referred from
general medical practitioners

Nursing homes: Ordinary nursing homes are run by the municipalities, but there
are many private (independent) nursing homes, which receive residents according
to a contract with the municipality in which they are located. Certain specialized
nursing homes are run by the regions, for example psychiatric nursing homes
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Pharmacies are organized as private companies, but are subject to government regu-
lation. The state regulates the number and the geographic location of pharmacies,
their tasks and the profit margin on pharmaceutical products

FAROE ISLANDS
The Home Government of the Faroe Islands lays down the rules concerning the tasks,
benefits and administration of the health service. The organization of hospital ser-
vices, specialist fields and primary health services largely follows the Danish system.
The same applies to nursing homes, home nursing services, home help services and
dental services. Nursing homes, home nursing services and home help services were
transferred from the Home Rule Government to the municipalities on 1 January 2015.

Hospital services are run by the Home Rule Government of the Faroe Islands,
which defrays all expenditure on operation and maintenance.

All practising physicians are public employees, but they are mainly remunerated

by the public health insurance scheme (Heilsutrygd). However, they are also paid

directly from the Faroese national budget. Physician services are administered by
both the municipal authorities and the state authorities. The municipalities are

responsible for properties, inventory and instruments, while the public health in-
surance scheme stipulates employment conditions and other similar conditions.

The midwifery service is organized under the hospital services.

Physiotherapy services are provided by the public hospital sector and by privately
practising physiotherapists.

Pharmacies are run by the public authorities

GREENLAND

In Greenland all residents are covered by universal public health care inclusive of
medical treatment, dental care and pharmaceutical products. Patients, who are re-
ferred for investigation, examination and/or treatment outside of Greenland, receive
individual medical guidance and information on the reasons/assessment for the re-
ferral as well as the progress of the treatment outside Greenland. This very rea-
son/assessment is made on the basis of decisions in the Visitation Committee, work-
ing out of the law and the instructions for obtaining services outside the country (for
details, please see chapter 7 and 8 in http://lovgivning.gl/lov?rid=%7b7030CA46-
D861-4582-973D-01ED94FESEF5%7d). If persons in the need of health care do not
have residence in Greenland, the rules for temporary stay in Greenland apply. Green-
land is not a member of EU, has not formally joined the EU Cross-border health care
directive, but joins a general treatment obligation.

FINLAND

Municipalities are responsible for health services. The Health Care Act (1326/2011)
regulates the health care and nursing services that the municipalities are responsible
for according to the Public Health Act (66/1972) and the Specialist Treatment of Dis-
eases Act (1062/1989). Health care includes measures to promote health and wel-
fare, primary care and specialized nursing.

17
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The municipalities are responsible for the following:

« Guidance and preventive health care, including children's health, health educa-
tion, counselling concerning contraceptive measures and health surveys and
screening

» Medical treatment, including examination and care, medical rehabilitation and
first aid

» General medical treatment is provided in health care centres, in-patient wards or
as home nursing

o If a patient’s own health centre or hospital cannot provide treatment within the
given time, the patient must be offered treatment either in another municipality
or at a private institution, without extra cost

« With the exception of emergency cases, patients must be examined and treated
within a given period. Patients shall be able to obtain immediate contact with a
health centre on weekdays within normal working hours and must have the option
of visiting the health centre. If an appointment at a health centre is deemed nec-
essary, patients shall be given an appointment within three working days from
the time of contact with the health centre. Normally, treatment is provided at
the health centre immediately at the first visit. Treatment that is not provided at
the visit shall be started within three months. In cases where health centres pro-
vide specialized treatment, the time limits are the same as for specialized health
services, i.e. six months. The need for treatment must be assessed within three
weeks after referral to a hospital. If a physician has examined a patient and has
established that treatment is needed, such treatment shall be started within six
months

* Municipalities are also required to provide ambulance services and to ensure that
occupational health services are established. Employers can either organize their
own occupational health service, or they can enter into an agreement with a
health centre or with others who provide occupational health services

« The municipalities must provide services for people with mental illness that can
reasonably be offered in health centres

« Children and young people shall receive mental health care within three months
if it is assessed to be necessary

« Dental treatment that is assessed to be necessary shall be started within a rea-
sonable time and at the latest within six months

» Dental care includes advice and prevention, dental examination and treatment

« Dental care and treatment paid for by the health insurance scheme is provided
for the entire population. Dental care is also provided for adults in health cen-
tres, particularly in rural municipalities. Most dental treatment for adults is pro-
vided by dentists in private practices. Young people under the age of 18 are
entitled to dental care free of charge

In many municipalities, social welfare and health services have been integrated in
recent years.

18
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ALAND

Aland is a separate region for social and health care in Finland, because it is respon-
sible for its own legislation. Social services are the responsibility of the 16 municipal-
ities, but health care has been centralized since 1993 into one organization, Aland’s
Halso- och sjukvard (AHS). AHS is responsible for all primary and secondary care of
the inhabitants. Patients who need tertiary care are referred to Sweden and Finland.
Patients do not have the right to choose the hospital they wish to be referred to out-
side Aland. However, in accordance with the legislation on patient’s right, they have
the right to a second opinion. The current Finnish reform of social and health care
has no direct major influence on health care in Aland.

The AHS runs a hospital with 121 beds and with most of the main specialities. In
2016, for the population of 28 600, there were 208 000 visits, and 25 000 patients
used the services of the AHS. Because of its unique geographic position, the hospital
provides a wide-range emergency services, which is the opposite trend according to
the legislation in the Finnish mainland to centralize services to bigger hospitals. On
an average there is one helicopter transport to the neighbouring countries every day.
The health care in the 59 inhabited islands other than the main Aland Island is orga-
nized with the help of local health nurses. There are private sector actors in the city
of Mariehamn, providing day care surgery, specialists, and general practitioner visits.

The level of health in Aland, assessed by several indicators, is the best or second
best in the whole of Finland. In particular mental health, as assessed by occurrence
of suicides, use of drugs for mental illness, and disability pension due to mental ill-
ness, is clearly the best in the whole of Finland. However, on average, the incidence
of cancer seems to be higher than in Finland, presumably due to vigilant screening
activities in the Aland Islands.

Health care in Aland is more expensive than on the mainland, about EUR 700 per
inhabitant higher (EUR 3 300). This can partly be explained by the small volume of
the services provided. What is important is that these health services provided on a
small scale seem to be of high quality.

Recruiting competent personnel is clearly one of the greatest challenges. More-
over, the language of the islands is exclusively Swedish, which restricts the possibili-
ties to recruit from the Finnish universities. Other challenges of providing health care
in Aland are the same as elsewhere: an ageing population and economy. Due to its
special geography and its autonomous position, Aland may have an opportunity to
rapidly form an advanced ecosystem for digitalized health care services, especially in
the Nordic context.

ICELAND
Responsibility for the health care system is based on a relatively centralized organi-
zation. The main principles are as follows:

The Parliament is responsible for legislation, but the Minister of Health, who is re-
sponsible for health care policy in the Ministry of Welfare, is responsible for regula-
tion, supervision and guidelines. The Minister of Health has responsibility for ensuring
that all citizens in Iceland have access to optimum health services (primary, second-
ary and tertiary).
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The regional health care institutions are responsible for provision of health ser-
vices. Health centres provide primary health services, which comprise both preven-
tion and general treatment. Preventive measures include antenatal care, infant
health care, school health programmes, immunization, family planning etc. Home
nursing care is also provided by the health centres, while home help services are pro-
vided through the municipal social service system.

As a main rule primary contact should be made at health centres. However, pa-
tients can go to specialists and dentists, and can contact emergency and ambulance
services without referral.

Specialist medical treatment is largely carried out by practising specialists who
work under a contract with the health insurance. Specialists operate in densely popu-
lated areas, but they also work in health centres in small towns. Specialist treatment
is also offered in outpatient wards in hospitals.

Hospital services are provided in three types of facility: 1) specialized hospitals 2)
regional hospitals with some specialization and 3) a number of local health care facil-
ities with a few hospital beds but with more long-term beds for elderly people. These
hospitals have functions that are similar to nursing homes.

Dental treatment is provided in private dental practices. Physiotherapy services
are provided in health centres, but most treatment in urban areas is provided by pri-
vate physiotherapists.

Private physiotherapists have a contract with the health insurance. Most nursing
homes are independent institutions, run by municipalities, voluntary organizations
and the like. They are financed partly by user charges, but mainly by health insur-
ance.

According to law, occupational health services are the responsibility of the em-
ployer. Larger companies buy these services from practising physicians, consultancy
firms, or from health centres.

Pharmacies are organized by the pharmacy owners, in accordance with the legisla-
tion. Municipalities have the right to comment on the location of pharmacies but the
Medicine Agency regulates their functions.

NORWAY

Public health services account for the majority of health expenditure (85 per cent).
Exemptions and ceilings for out-of-pocket payments limit the financial burden of care
for individuals. However, the level of subsidies is much lower for certain types of
care (e.g. dental care for adults is virtually excluded from coverage). All residents
are covered by the National Insurance Scheme (Folketrygden), managed by the Nor-
wegian Economics Administration (Helsegkonomiforvaltningen, HELFO).

The Norwegian health care system can be characterized as semi-decentralized.
Responsibility for specialist care lies with the state, administered by four Regional
Health Authorities (RHAs). The Ministry of Health and Care Services determines na-
tional health policy, prepares and oversees legislation, decides on the allocation of
funds within the health sector, and implements national health policy with the help
of several subordinate institutions. The system is regulated through a large number
of acts and regulations. Legislation broadly reflects the decentralized nature of the
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healthcare system: specialist care organized at the level of the RHAs, primary care
organized at the level of the municipalities, and dental care organized at the level of
the counties.

Primary care is provided at the municipal level, mostly by self-employed physi-
cians. General practitioners (GPs) act as gatekeepers. They constitute an important
link between primary and specialized health services and refer patients to special-
ized care when necessary.

Healthy Life Centres (HLC) have been established in many municipalities. These
provide preventive primary health services, such as measures for people who need
support to change their health behaviour (e.g. exercise groups, counselling), or to
cope with health problems and chronic disease.

The RHAs are responsible for providing specialized care, in somatic and mental
health institutions, and other specialized medical services, such as laboratory, radi-
ology and ambulatory services, and special care for persons with alcohol and drug
addictions. Inpatient specialized care is mainly provided by hospital trusts owned by
the RHAs, and some contracted private facilities. Hospitals also provide outpatient
specialist care in their outpatient departments. Hospitals provide emergency care in
accident and emergency departments.

Municipalities and RHAs are responsible for coordinating rehabilitation services and
all RHAs and most municipalities have established designated coordination units. Re-
habilitation is provided at the primary level (physiotherapy, occupational therapy,
etc.) and the secondary level (specialized rehabilitation). The municipalities are re-
sponsible for regulating access to nursing homes or equivalent institutions. Care may
be provided in nursing homes, sheltered accommodation or in patients’ homes.

Public dental services are provided for children and adolescents. Adults receive
dental care from private dentists and pay the full cost of treatment. Except for or-
thodontic treatment, public dental care is free of charge for children and young peo-
ple aged 0-18 years. Young people aged 19-20 years pay 25 per cent of the costs.
Mentally handicapped adults, elderly people and people with long-term ill-ness, who
are either living in an institution or receiving home nursing care, pay reduced fees.

SWEDEN

The State has overall responsibility for health policy, but responsibility for health
services is divided between the State, county councils and regions and the municipal-
ities. Regions are formally county councils but with an expanded responsibility for
regional development.

The Health and Medical Service Act (Halso- och sjukvardslagen, HSL) lays down the
division of responsibility for health services between the county authorities and the
municipal authorities. The Act gives the county authorities and the municipal author-
ities the task of ensuring that all inhabitants have equal access to sound and ade-
quate services.

The activities of the county councils are mainly financed by county taxes and state
grants. Patient charges and other patient contributions make up a small part of the
income of the county councils.
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The National Board of Health and Welfare, NBHW (Socialstyrelsen) is a government
agency under the Ministry of Health and Social Affairs, with many different duties
within the fields of social services, health and medical services, patient safety and
epidemiology. The National Board of Health and Welfare administers a number of
register to be able to analyse and monitor trends in health care and social services.
The NBHW works with Regional and local comparisons and Performance Assessments
to encourage the providers and management of health care to improve performance.

National guidelines indicate the benefits and risks of different interventions and
support health and medical care professionals in prioritising the right interventions
for those with the greatest need. The purpose of the guidelines is to ensure that
people have access to good health and medical care.

The Health and Social Care Inspectorate (Inspektionen for vard och omsorg, 1VO)
is a government agency responsible for supervising health care, social services and
activities under the Act concerning Support and Service for Persons with Certain
Functional Impairments (LSS). According to the Swedish Patient Safety Act, all
healthcare providers are required to register their activities with the Health and So-
cial Care Inspectorate.

The Medical Products Agency, MPA (Lakemedelsverket) is the Swedish national au-
thority responsible for regulation and surveillance of the development, manufactur-
ing and marketing of drugs and other medicinal products. The Medical Products
Agency also maintains supervision over all pharmacies in Sweden. The task is to en-
sure that both the individual patient and healthcare professionals have access to safe
and effective medicinal products and that these are used in a rational and cost-
effective manner. The agency is also the licensing and regulatory authority for the
legal handling of narcotic drugs.

The Dental and Pharmaceutical Benefits Agency (Tandvards- och lake-
medelsformansverket,TLV) is a central government agency whose remit is to deter-
mine whether a pharmaceutical product, medical device or dental care procedure
shall be subsidized by the state. TLV also determine retail margins for all pharmacies
in Sweden, regulate the substitution of medicines at the pharmacies and supervise
certain areas of the pharmaceutical market.

TLV determine whether licensed medicinal products and extemporaneous medi-
cines (preparations that are tailor-made for a certain patient) will be included in the
high-cost threshold. TLV also determine which dental care procedures will be subsi-
dised and set reference prices, i.e. the prices on which reimbursement is calculated.

The task of the Swedish eHealth Agency (eHalsomyndigheten) is to lead and coor-
dinate government e-health initiatives. All pharmacies in Sweden use the eHealth
data base to get the information they need to dispense a prescription.

The Public Health Agency of Sweden (Folkhalsomyndigheten) has responsibility for
public health issues, and for ensuring that people have equal opportunities for good
health. It does this through monitoring public health, analysing background factors,
and evaluating public health initiatives. It also has responsibility for promoting
health, preventing illness and aiding the control of infectious diseases through epi-
demiological and microbiological.
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The Swedish Agency for Health Technology Assessment and Assessment of Social
Services (Statens beredning for medicinsk och social utvardering, SBU) are an inde-
pendent national authority, tasked by the government with assessing health care
interventions from a broad perspective, covering medical, economic, ethical and
social aspects.

SBU evaluates the scientific basis for methods currently in use and new methods
used in health and social services, and for activities supported by the Act on support
and service for certain physically impaired people. SBU also evaluates methods used
by medical and social services. SBU assessments are based on ‘systematic literature
reviews’ of published research. The review method developed by SBU is thorough and
rigorous.

1.3 Supervision of health services and health care personnel

DENMARK

Supervision of health services is carried out by the Danish Patient Safety Authority
with the assistance of the Danish Patient Safety Authority, Supervision and Guidance
offices North/South/East. These institutions are independent, politically and admin-
istratively, of the regional and municipal health authorities. In this way, the chief
medical officers work as independent advisers and supervisors at all levels. Supervi-
sion of health care personnel and their professional activities is also carried out by
the Danish Patient Safety Authority. Decisions concerning individuals can be appealed
to the responsible minister and, if necessary, to the courts.

FAROE ISLANDS

The Chief Medical Officer, who is employed by the Danish Ministry of Health, shares
responsibility with the Danish Board of Health for supervision of health services. The
chief medical officer is the consultant to the Faroese and Danish authorities regard-
ing health matters

GREENLAND

The Office of the Chief Medical Officer is an independent institution under the Gov-

ernment of Greenland and is responsible for supervision of health services in Green-

land. The chief medical officer advises and assists the Government of Greenland and
other authorities in questions of health.

FINLAND

Supervision of health services is organized in a less formal way than in the other Nor-
dic countries. Supervisory tasks are spread out in the whole health services system. A
nationwide body for the protection of patients’ rights has been established. This
body may assess whether the services provided by a municipality meet the required
standards. If the body finds that the services are inadequate, and that the municipal-
ity is responsible for this, it can make recommendations about how the deficiencies
may be dealt with, and give a time limit for when improvements shall be made.

ALAND
Supervision of health care personnel is carried out according to Finnish law.
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ICELAND
In Iceland, the Directorate of Health carries out supervision of health institutions,
health care personnel, prescription of pharmaceutical products, measures for com-
bating substance use and control of all public health services.

The Icelandic Medicines Agency carries out advisory and supervisory tasks regard-
ing pharmaceutical products to pharmacies, pharmaceutical companies and the pub-
lic.

NORWAY

Overall supervision and monitoring of health services is provided by the National
Board of Health Supervision, together with its 19 Offices of the County Medical Offic-
es. The Norwegian Registration Authority for Health Personnel provides work authori-
zations/licences for health-care personnel.

The pharmaceutical sector is one of the most regulated sectors in Norway. The
Norwegian Medicines Agency is in charge of granting /withdrawing marketing authori-
zations and market vigilance. All pharmaceutical companies must apply for a market-
ing authorization in order to sell their products on the Norwegian market.

SWEDEN

In Sweden, the Health and Social Care Inspectorate (IVO) is the national supervising
authority for social services and for health services. The purpose of supervision is to
ensure that citizens receive social care and health care, which is safe, is of good
quality and is carried out in accordance with existing laws and regulations. The In-
spectorate's work also includes presenting the supervised organizations with the re-
sults of supervision, to provide feedback, advice and guidance regarding the supervi-
sion and to ensure that discrepancies and irregularities are corrected.

The Act on patient safety (2010:659) regulates which measures IVO can and must
carry out in the supervision of health personnel. If IVO decides upon inspection that
health personnel are a danger to patient safety, IVO reports this to the Medical Re-
sponsibility Board (Halso- och sjukvardens ansvarsnamnd, HSAN), which decides
whether authorization to work within the health services shall be withdrawn or lim-
ited.

1.4 Complaints about health services and health care personnel

DENMARK

The National Agency for Patients’ Rights and Complaints (Sundhedsvaesenets Disci-
plinaernaevn) deals with complaints concerning authorized health care personnel. The
Danish Safety Authority deals with complaints concerning the place of treatment but
can handle complaints against health care personnel and place of treatment. Both
the National Agency for Patients’ Rights and Complaints (Sundhedsvaesenets Disci-
plinaernaevn) and the Danish Safety Authority can deal with complaints, but com-
plaints cannot be dealt with by both these authorities at the same time.

FAROE ISLANDS
To a certain extent, the Faroese health system is covered by the regular Danish com-
plaints system. Complaints about health services carried out by authorised health
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personnel in the Faroe Islands are dealt with by the National Agency for Patients’
Rights and Complaints (Sundhedsvaesenets Disciplinarnaevn) in Denmark. Complaints
about cases regarding rights of access to patient records are dealt with by the Danish
Patient Ombudsman. Complaints about coercion in connection with mental health
care are dealt with by the Faroese Psychiatric Complaints Board (Psykiatriska kaerun-
evndin). The decisions of the Complaints Board can be appealed to the Psychiatric
Appeals Board in Denmark. Complaints about non-health professional services are
dealt with by the Faroese Complaints Board for Social and Health Cases (Kaerune-
vndin i almanna- og heilsumalum), except complaints about the right of access to
patient records, which, as already mentioned, are dealt with by the Danish Patient
Ombudsman.

Patients who have been referred by the Faroese health care system who receive
treatment in the Danish hospital services, are fully covered by the Danish complaints
system.

GREENLAND

Complaints concerning health issues must be addressed in writing to the National
Board of Health, which prepares the case and makes recommendations about a deci-
sion on the complaint. The cases are then sent to the Danish Patients’ Complaints
Board where the Disciplinary Board makes a decision about the cases. Complaints
concerning services are submitted to the Health Management, and questions concern-
ing compensation are dealt with by the Directorate of Health and Infrastructure.

FINLAND

Patients have several options when they wish to complain about the treatment or ser-
vices they have received. The simplest way is to express dissatisfaction to the physi-
cian who provided the treatment, or to contact the physician in charge of the hospital
department or health centre. If further assistance is needed in order to solve the prob-
lem, there are two possibilities. The patient can contact either the Regional State Ad-
ministrative Agency or the National Supervisory Authority for Welfare and Health
(VALVIRA). Both these bodies can give a written expert opinion, or give sanctions if
necessary.

ALAND

Complaints concerning treatment must be addressed to the institution providing the
treatment, to the national authorities, or to the Aland Government, as in Finland.
The Patient Ombudsman is employed by the Aland Government and is thus independ-
ent of the treatment institutions. The Patient Ombudsman may take up issues of
principal significance with the "Patients Board of Trust” where the issues may be dis-
cussed and form the basis for decisions, although the Board cannot make a decision
in individual cases.

ICELAND

In accordance with the Patients’ Rights Act, patients have the right to complain
about health services. A patient can direct his complaint to the respective healthcare
institution and to the Directorate of Health. Decisions of the Directorate of Health
can be appealed to the Minister of Health.
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NORWAY

Patient rights in Norway are well-defined legal rights and can be actionable against
specific parties. Every county has a Health and Social Services Ombudsman, whose
purpose is to safeguard patients’ rights, interests and legal rights in relation to pri-
mary and specialist health care. The ombudsman determines whether a request pro-
vides adequate grounds for investigation.

Patients can make a complaint if they think that they have not received health
services to which they are entitled, or if they disagree with the assessment of their
treatment needs. Complaints should be addressed to the person or body who took
the disputed decision. Decisions made at the county level can be appealed at the
national level (the central office of the board). The board has the powers to issue
warnings to health personnel and to revoke licences/authorization. The Norwegian
System for Patient Injury Compensation (NPE) handles compensation claims for pa-
tients who have sustained an injury while receiving health care. Source’: Norwegian
Knowledge Centre for the Health Services.

SWEDEN

The Health and Social Care Inspectorate (Inspektionen for vard och omsorg, IVO) is a
government agency responsible for supervising health care, social services and activi-
ties under the Act concerning Support and Service for Persons with Certain Functional
Impairments (LSS). IVO will only investigate cases in which the patient in connection
with healthcare has had a permanent or serious illness or injury that has led to a sig-
nificantly increased need for care, or which led to the patient's death.

Every county council, municipality or local authority has a Patients’ Advisory
Committee made up of politicians and officials. Patients can contact the Patients’
Advisory Committee in the county, municipality or region where they received
healthcare if they want to make a comment or complaint relating to their treatment,
patient fees, diagnosis or medication. The Patients’ Advisory Committee has no dis-
ciplinary powers but can provide patients with information and advice on what to do
next.

Many county councils, municipalities and local authorities also offer the services of
a patient ombudsman who can give advice and refer people to the correct authority.

! Health Systems in Transition, Vol. 15 No.8 2013: Norway. Health systems review. Norwegian
Knowledge Centre for the Health Services.

26



Population and Fertility

Chapter 2

Population and Fertility

Introduction

This chapter begins with a general description of the population in the Nordic coun-
tries followed by a more detailed description of fertility, births, infant mortality and
contraceptive methods.

2.1 Population and population trends

The population structure varies somewhat among the Nordic countries, Sweden hav-
ing the oldest and Greenland the youngest population.

The development in population growth varies somewhat among the Nordic coun-
tries. The natural increase has been largest in Iceland, the Faroe Islands and Green-
land throughout the past decade. Denmark, Aland and Sweden have had the lowest
natural increase. Aland and Finland had a negative natural population growth in
2016. In 2015, net migration contributed to population growth in all the Nordic coun-
tries with the exception of Faroe Islands and Greenland. In the Faroe Islands there is
a large deficit of women of fertile age.

Life expectancy in the Nordic countries has increased significantly, and even
though women generally live longer, the difference between the life expectancy of
men and of women has been reduced.
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Figure 2.1.1 Mean population by gender and age as a percentage of the total
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Figure 2.1.1 Mean population by gender and age as a percentage of the total
population 2016, continued
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Table 2.1.1 Mean population 1960-2016

Denmark Faroe  Greenland Finland  Of which Iceland Norway Sweden
Islands Aland

Men
1960 2 265 000 18 000 2 142 263 10 254 89 000 3740 119
1970 2432000 20000 .. 2219985 10 249 103 000 4035911
1980' 2529000 22000 27000 2314843 11 274 115 000 .. 4119822
1990 2533494 24791 29853 2426204 12004 127 895 2097 137 4228 049
2000 2637878 23665 30002 2529 341 12 670 140 718 2224221 4386 436
2010 2748185 25176 29939 2638416 13 880 159 838 2443 801 4669 629
2015 2811014 25274 29634 2696 677 14 466 166 228 2611968 4901 603
2016 2849149 25560 29518 2706 909 14 526 169 152 2637 121 4972 157
Women
1960 2 301 000 17 000 2 303 959 10 722 87 000 3757 848
1970 2 474 000 18 000 .. 2378351 10 417 101 000 4045 318
1980" 2593000 20000 23000 2472935 11 509 113 000 .. 4198115
1990 2607 445 22770 25574 2572274 12414 126 893 2144 336 4330786
2000 2699 466 22 072 26175 2651774 13072 140 436 2 266 746 4 485 674
2010 2795634 23295 26595 2736860 13 991 158 168 2 445 452 4708 497
2015 2 848 701 23 639 26480 2782854 14484 164 587 2577 926 4897 583
2016 2 879 571 23943 26336 2788394 14573 166 288 2599 031 4950929
Men and
Women
1960 4566 000 35000 4446 222 20981 176 000 3591234 7 497 967
1970 4906 000 39000 .. 4598336 20666 204000 3874133 8081229
1980" 5122000 43000 50000 4787778 22783 228 000 4091132 8317937
1990 5140939 47 560 55426 4998478 24 418 254788 4241473 8558 835
2000 5337344 45737 56176 5181115 25741 281 154 4490967 8872109
2010 5543 819 48 471 56534 5375276 27 871 318006 4889252 9378126
2015 5659715 48913 56 114 5479 531 28 950 330815 5189894 9799 186
2016 5728720 49 503 55854 5495303 29099 335439 5236151 9923 086

1 The Faroe Islands 1977
Source: Nordic statistics
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Table 2.1.2 Mean population, by age groups as a percentage, 1960-2016

Denmark Faroe  Greenland Finland Aland Iceland Norway Sweden
Islands

1960

0-17 26.3 38.4 .. 35.3 30.2 39.9 30.6 27.3
18-64 63.2 53.6 .. 57.4 58.6 52.1 58.5 60.9
65-79 9.1 .. .. 6.4 9.4 . .. 9.9
80+ 1.6 .. .. 0.9 1.8 .. . 1.9
1970

0-17 31.0 36.9 .. 30.2 26.6 38.9 29.3 24.8
18-64 56.8 54.3 .. 60.7 60.2 52.4 57.9 61.4
65-79 10.2 .. .. 8.2 11.0 . .. 11.4
80+ 2.1 .. .. 1.1 2.2 .. .. 2.4
1980

0-17 25.8 34.9 37.9 25.1 24.3 33.7 27.0 23.8
18-64 59.9 55.4 58.4 62.9 60.2 56.4 58.3 59.8
65-79 11.6 .. 3.2 10.3 12.1 . .. 13.2
80+ 2.8 . 1.1 1.8 3.5 .. .. 3.2
1990

0-17 21.3 29.5 29.6 23.0 22.0 30.0 23.3 21.9
18-64 63.1 58.7 66.6 63.6 61.5 59.4 60.4 60.4
65-79 11.9 9.5 3.3 10.6 12.5 8.1 12.6 13.5
80+ 3.7 2.3 0.5 2.9 4.1 2.5 3.7 4.3
2000

0-17 21.6 27.9 31.2 21.9 22.0 27.7 23.5 21.9
18-64 63.6 58.5 63.8 63.1 61.6 60.7 61.3 60.9
65-79 10.9 10.1 4.6 11.6 11.5 8.9 10.9 12.3
80+ 4.0 3.4 0.5 3.4 4.9 2.7 4.3 5.0
2010

0-17 21.9 26.1 27.2 20.2 20.3 25.3 22.7 20.5
18-64 61.5 59.0 65.9 62.3 61.6 62.5 62.3 61.2
65-79 12.5 10.7 6.1 12.7 12.9 8.8 10.5 13.0
80+ 4.1 4.1 0.8 4.8 5.2 3.4 4.5 5.3
2015

0-17 20.6 25.3 25.2 19.6 19.7 24.1 21.7 20.5
18-64 60.7 57.8 67.0 60.2 59.7 62.2 62.0 59.8
65-79 14.4 12.5 6.8 15.1 15.4 10.0 12.0 14.6
80+ 4.3 4.4 1.0 5.1 5.2 3.7 4.2 5.1
2016

0-17 20.4 25.2 24.9 19.5 19.6 23.8 21.6 20.7
18-64 60.7 57.6 67.1 59.8 59.4 62.3 61.9 59.6
65-79 14.6 12.8 7.1 15.5 15.8 10.3 12.3 14.7
80+ 4.3 4.5 1.0 5.2 5.2 3.6 4.2 5.1

1 The Faroe Islands 1977
Source: Nordic Statistiks
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Table 2.1.3 Vital statistics per 1 000 inhabitants, 2000-2016

Live births Deaths Natural increase Net migration Population
increase

Denmark
2000 12.6 10.9 1.7 1.8 3.5
2005 11.9 10.2 1.7 1.2 2.9
2010 11.5 9.8 1.6 4.0 5.7
2015 10.3 9.2 1.0 7.5 8.5
2016 10.8 9.2 1.5 5.8 7.4
Faroe Islands
2007-11 13.1 7.7 5.4 -5.0 0.3
2012-16 13.6 7.6 6.0 8.6 14.6
Greenland
2007-11 15.1 8.1 7.0 -5.7 1.4
2012-16 14.5 8.1 6.4 -8.8 3.0
Finland
2000 11.0 9.5 1.4 0.5 1.9
2005 11.0 9.1 1.9 1.7 3.6
2010 11.4 9.5 1.9 2.6 4.4
2015 10.1 9.6 0.5 2.3 2.8
2016 9.6 9.8 -0.2 3.1 2.9
Aland
2007-11 10.3 9.1 1.2 7.7 9.4
2012-16 10.1 10.2 -0.1 6.0 7.9
Iceland
2000 15.3 6.5 8.8 6.1 15.3
2005 14.5 6.2 8.3 13.0 21.3
2010 15.4 6.4 9.1 -6.7 2.6
2015 12.5 6.6 5.9 4.4 10.4
2016 12.0 6.9 5.1 12.1 17.4
Norway
2000 13.2 9.8 3.4 2.2 5.6
2005 12.3 8.9 3.4 4.0 7.3
2010 12.6 8.5 4.1 8.7 12.7
2015 11.4 7.9 3.5 5.7 9.3
2016 11.3 7.8 3.5 5.0 8.3
Sweden
2000 10.2 10.5 -0.3 2.8 2.4
2005 11.2 10.2 1.1 3.0 4.0
2010 12.3 9.6 2.7 5.3 8.0
2015 11.7 9.3 2.4 8.0 10.6
2016 11.8 9.2 2.7 11.8 14.5

Source: DK, Statistics Denmark; FO, Statistics Faroe Islands; GL, Statistics Greenland; FI & AL, Statistics
Finland; IS, Statistics Iceland; NO, Statistics Norway; SV, Statistics Sweden
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Table 2.1.4 Average life expectancy, 2000-2016

Population and Fertility

Men Women

Age 0 15 45 65 80 0 15 45 65 80
Denmark
2000 74.3 59.9 31.4 15.0 6.7 79.0 64.4 35.3 18.1 8.5
2005 75.6 61.2 32.5 16.0 7.0 80.2 65.7 36.4 19.0 8.8
2010 77.1 62.4 33.5 16.9 7.4 81.2 66.6 37.2 19.6 9.0
2015 78.6 64.0 34.9 17.9 7.9 82.5 67.9 38.4 20.5 9.5
2016 78.8 64.2 35.1 18.1 8.0 82.8 68.2 38.7 20.7 9.5
Faroe
Islands
2002-06 . . .. .. . . . . . ..
2007-11 77.9 63.7 34.7 17.4 7.3 83.4 69.0 39.5 21.2 9.6
2011-12-
2015-16 79.2 64.8 35.9 18.3 8.1 83.8 69.3 39.9 21.5 10.1
Greenland
2002-06 66.1 53.4 28.3 12.1 5.2 71.7 58.3 30.3 14.2 6.7
2007-11 68.2 54.7 28.9 12.7 5.3 72.9 58.9 31.0 14.8 6.6
2012-16
Finland
2000 74.1 59.6 31.6 15.5 6.6 81.0 66.4 37.3 19.4 8.2
2005 75.5 61.0 32.7 16.7 7.4 82.3 67.7 38.6 20.7 9.1
2010 76.7 62.0 33.7 17.3 7.6 83.2 68.5 39.2 21.2 9.4
2015 78.4 63.7 35.0 18.0 8.1 84.1 69.3 39.9 21.6 9.7
2016 78.4 63.7 35.0 18.0 8.0 84.1 69.4 40.0 21.6 9.8
Aland
2002-06 77.6 63.5 34.7 17.4 7.4 83.9 69.5 39.8 21.3 9.5
2007-11 80.2 65.2 35.9 18.1 7.8 83.8 69.4 40.1 21.7 10.1
2012-16 79.3 64.5 35.6 18.4 8.3 84.1 69.1 39.8 21.2 9.7
Iceland
2000 77.6 63.1 34.4 17.3 7.5 81.4 66.7 37.1 19.5 8.4
2005 79.2 64.5 35.6 18.0 7.7 83.1 68.4 39.0 20.7 9.4
2010 79.5 64.8 36.0 18.2 7.7 83.5 68.8 39.3 20.8 9.4
2015 81.0 66.3 37.4 19.4 8.4 83.6 69.1 39.7 21.3 9.7
2016 80.7 66.0 37.2 19.0 8.1 83.7 68.9 39.4 21.0 9.6
Norway
2000 76.0 61.5 33.2 16.1 6.8 81.4 66.8 37.6 19.7 8.6
2005 77.7 63.2 34.5 17.1 7.3 82.5 67.9 38.6 20.6 9.3
2010 78.9 64.2 35.4 17.9 7.8 83.2 68.5 39.1 21.0 9.6
2015 80.4 65.7 36.6 18.8 8.2 84.1 69.4 39.9 21.5 9.9
2016 80.6 65.9 36.9 19.1 8.4 84.2 69.4 40.0 21.6 9.9
Sweden
2000 77.4 62.8 34.0 16.7 7.1 82.0 67.4 38.0 20.1 8.9
2005 78.4 63.8 34.9 17.4 7.5 82.8 68.1 38.7 20.6 9.3
2010 79.5 64.8 35.8 18.2 7.9 83.5 68.8 39.3 21.0 9.5
2015 80.3 65.6 36.7 18.9 8.2 84.0 69.3 39.8 21.4 9.7
2016 80.6 65.9 36.9 19.0 8.3 84.1 69.4 39.9 21.5 9.8

Source: DK, Statistics Denmark; FO, Statistics Faroe Islands; GL, Statistics Greenland; FI & AL, Statistics
Finland; IS, Statistics Iceland; NO, Statistics Norway; SV, Statistics Sweden
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Figure 2.1.2 Live births and natural increase per 1 000 inhabitants, 2000-2016
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Figure 2.1.3 Deaths per 1 000 inhabitants, 2000-2016
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Figure 2.1.4 Life expectancy at birth 1900, 1950 and 2016
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2.2 Fertility, births, infant mortality and contraception

In recent years, the overall development in fertility has resulted in Finland now hav-
ing the lowest fertility rate in the Nordic countries, while the rates remain high in
the Faroe Islands and Greenland, particularly for the youngest age groups.

In all the Nordic countries, it is possible to obtain treatment for infertility, paid
for by the public health services, even if in Iceland and Norway has higher user
charges for in vitro fertilization (IVF) treatment than for other types of treatment.
Denmark is the country with most IVF treatments. As shown in Table 2.2.2, more and
more people receive such treatment, and a significant proportion of live births is the
result of IVF. A large number of births resulting from IVF are still multiple births. The
rate of multiple births among spontaneous pregnancies (non-IVF-pregnancies) are
1.0-1.5 per cent.

Internationally, the Nordic countries are characterized by having very low perina-
tal mortality. Greenland has the highest perinatal mortality rate among the Nordic
countries. The other countries lie relatively close to each other. Changes in perinatal
mortality during this period are the result of changes in the definition of gestational
ages. The time limit for spontaneous abortion and stillbirth is 22 weeks in all the
Nordic countries except for the Faroe Islands and Greenland, where the limit is 28
weeks. The data on stillbirths and infant deaths are presented in two ways: first ac-
cording to calendar year, i.e. year of birth and death (Table 2.2.4) and second ac-
cording to birth cohort, i.e. year of birth with follow-up for the first year of life (Ta-
ble 2.2.5).

Greenland also has the highest, and Aland and Finland have the lowest mortality
rate for the first year of life.

The sale of hormonal contraceptives varies substantially among the Nordic coun-
tries, but these differences have become smaller over time.

There are no comparable Nordic statistics on the use of coils and condoms.

Use of emergency contraception is relatively widespread in the Nordic countries.
Use is highest in Norway and lowest in the Faroe Islands, Denmark and Greenland.

Since the middle of the 1970s, induced abortion has been available in most of the
Nordic countries. In Sweden, it is a requirement that the abortion takes place before
the end of the 18th week of gestation, while in the other Nordic countries it must be
performed before the end of the 12th week of gestation. However, induced abortion
may also be carried out after the 12th or 18th week of gestation, but only following
special assessment and permission.

In Denmark, Greenland, Norway and Sweden, it is solely up to the pregnant woman
herself to decide whether an abortion is to be performed, while permission is re-
quired in the Faroe Islands, Finland, Aland and Iceland. Such permission is given on
the basis of social and/or medical criteria.

Abortion rates vary greatly in the Nordic countries.
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Table 2.2.1 Live births and fertility rates, 2005-2016

Live births per 1 000 women by age

Number 15-191 20-24 25-29 30-34 35-39 40-44 45-492 Total
of live fertility
births rate3

Denmark

2005 65 194 6.7 48.8 126.1 117.9 45.5 7.2 0.3 1756
2010 64 282 5.7 43.2 123.9 127.4 48.5 8.4 0.3 1802
2015 57 621 3.4 34.1 109.5 125.8 57.4 11.1 0.6 1714
2016 61614 3.5 35.3 114.4 129.6 61.4 11.5 0.6 1785
Faroe

Islands

2007-11 634 16.4 85.1 164.4 137.3 69.0 13.5 0.6 2432
2012-16 633 10.4 87.9 159.2 152.5 78.7 18.3 1.5 2 542
Greenland

2007-11 854 53.1 117.5 130.8 92.3 43.7 8.8 0.1 2232
2012-16 819 40.4 106.3 119.2 88.3 44.7 8.1 0.4 2 037
Finland

2005 57 745 10.3 57.4 116.3 112.9 51.5 10.7 0.6 1803
2010 60 980 8.4 57.1 116.8 120.3 58.6 11.6 0.6 1870
2015 55 472 6.2 46.4 98.0 109.8 57.1 12.2 0.7 1 650
2016 52 814 5.5 43.3 92.3 102.1 55.8 14.1 0.8 1567
Aland

2007-11 284 4.8 49.4 109.9 124.7 59.6 12.3 0.2 1808
2012-16 286 3.5 45.1 118.0 120.3 59.4 9.7 0.7 1792
Iceland

2005 4280 15.1 81.5 129.9 114.0 58.4 10.6 0.8 2 052
2010 4907 12.9 72.9 137.7 127.5 73.7 14.6 0.2 2197
2015 4129 7.9 54.2 116.0 107.2 61.5 13.1 1.1 1805
2016 4034 6.5 48.5 109.2 108.6 59.7 14.7 1.8 1745
Norway

2005 56 754 8.0 58.6 124.4 118.6 48.6 8.6 0.4 1839
2010 61435 8.4 59.0 124.0 128.0 57.7 10.8 0.6 1943
2015 59 048 4.6 42.4 109.7 117.6 60.1 11.1 0.8 1760
2016 58 873 3.9 39.3 109.4 120.9 59.5 11.5 0.7 1710
Sweden

2005 101 346 6.2 46.6 109.5 124.9 55.9 10.3 0.5 1769
2010 115 641 5.7 51.3 118.2 138.0 69.4 13.6 0.8 1985
2015 114 869 4.3 42.5 112.2 128.0 67.5 14.2 0.9 1 849
2016 117 425 4.4 41.8 112.1 127.2 69.0 15.2 1.0 1853

1 Births by women under 15 years are included
2 Births by women over 50 years are included
3 Total fertility rate: The imputed number of live births experienced by women during their fertile
period, assuming that their mortality is zero during this period and that the age-specific fertility
rates for the year in question are valid throughout the reproductive period
Source: DK, the Danish Health Data Authority; FO, Statistics Faroe Islands; GL, Statistics Greenland; Fl
& AL, Statistics Finland; IS, Statistics Iceland; NO, Statistics Norway; SV, Statistics Sweden
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Table 2.2.2 Assisted reproduction technologies 2000-2015"

Denmark Finland Iceland Norway Sweden
Treatments, IVF+ICSI
2000 7 077 4323 298 4029 6 586
2005 7 222 4731 462 5 067 8 062
2010 11721 4 861 618 6 557 9593
2014 11 339 4548 409 . 9222
2015 11 635 4629 428
Frozen embryo transfers,
FET
2000 792 2 488 83 301 1208
2005 1 500 2 960 161 1698 3458
2010 2 275 3280 257 2 046 4948
2014 3365 3384 296 . 5743
2015 4033 3610 324
Number of live births,
IVF+ ICSI + FET
2000 1678 1382 147 1097 2237
2005 1786 1534 167 1521 2 874
2010 2123 1858 192 1 885 3882
2014 2 978 1658 150 . 4 071
2015 3262 1754 145

IVF = In vitro fertilization

ICSI = Intracytoplasmic sperm injection

FET = Frozen embryo transfer

1 Based on the year of treatment, not on the year of birth

Source: DK, the Danish Fertility Company; THL National Institute for Health and Welfare; IS, Medical
Birth Registry of Iceland; NO, the Norwegian Directorate of Health; SV, National Board of
Health and Welfare
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Table 2.2.3 Assisted reproduction technologies, treatments per 1 000 women
aged 15-49 years, 2000-2015"

Denmark Finland Iceland Norway Sweden
IVF + ICSI
2000 . 3.5 . . 3.3
2005 5.8 3.9 6.3 4.7 4.0
2010 9.3 4.2 8.0 5.8 4.6
2014 9.0 4.0 5.3 5.4 4.3
2015 9.2 4.0 5.5
FET
2000 . 2.0 . . 0.6
2005 1.5 2.5 2.2 1.0 1.3
2010 1.8 2.8 3.3 1.8 2.1
2014 2.7 2.9 3.8 2.6 2.7
2015 3.2 3.2 4.2
Total IVF + ICSI, FET
2000 . 5.6 . . 3.9
2005 7.8 6.6 8.5 5.7 5.3
2010 11.1 7.0 11.3 7.6 6.7
2014 11.7 6.9 9.1 8.0 7.0
2015 12.4 7.2 9.7
Multiple births, % of all
births after IVF?
2000 .. 17.3 .. .. ..
2005 20.3 11.3 28.5 24.2 6.5
2010 15.5 9.6 8.3 11.0 5.2
2014 10.2 4.8 8.6 11.1 4,7
2015 7.0 4.9 10.3
Children born in multiple
births, % of all
children born after IVF?
2000 . 29.7 .. . .
2005 34.1 20.5 44.3 39.2 12.2
2010 13.4 17.7 19.8 ..
2014 18.8 9.0 15.9 20.0
2015 13.1 9.4 18.8
IVF, ICSI and FET % of all
live births?
2000 .. 2.5 .. .. ..
2005 3.3 2.6 3.9 2.6 2.7
2010 3.3 3.1 3.9 3.1 12.2
2014 5.1 2.9 3.5 3.4 12.9
2015 4.8 3.0 3.9

IVF = In vitro fertilization

ICSI = Intracytoplasmic sperm injection

FET = Frozen embryo transfer
1 Based on the year of treatment, not on the year of birth

Source: DK, the Danish Fertility Company; FI, THL National Institute for Health and Welfare; IS, Iceland-

ic Medical Birth Register; NO, the Norwegian Directorate of Health; SV, National Board of
Health and Welfare

40



Population and Fertility

Table 2.2.4 Stillbirths and infant mortality ', 2005-2015

Number Per 1 000 births Deaths per 1 000 live births
Still- Infant Still- Perinatal  First 24  1-6 days 7-27 Total
births deaths births deaths? hours days under
1 year
Denmark
3,4,5,6
2005 309 285 4.8 7.5 1.7 1.1 0.6 4.4
2010 253 218 3.9 6.1 1.5 0.7 0.4 3.4
2014 235 238 4.1 6.8 1.8 1.0 0.4 4.1
2015 202 225 3.4 6.1 1.8 0.9 0.4 3.8
Faroe
Islands’
2006-10 2 3 3.6 6.0 1.2 1.2 0.3 4.8
2011-15 1 3 1.3 1.1 0.6 1.0 1.0 3.9
Greenland’
2006-10 5 13 4.6 6.4 5.2 2.4 0.9 10.5
2011-15
Finland?
2005 182 174 3.1 4.9 1.0 0.7 0.3 3.0
2010 181 140 3.0 4.1 0.6 0.5 0.4 2.3
2014 163 124 2.8 3.9 0.6 0.5 0.4 2.2
2015 172 97 3.1 4.1 0.5 0.5 0.3 1.7
Aland?
2006-10 - 2 - - 0.7 - - 1.4
2011-15 2 - 1.4 1.4 - - - -
Iceland?’
2005 8 10 1.9 3.3 0.7 0.7 0.2 2.3
2010 9 11 1.8 2.9 0.8 0.2 0.2 2.2
2014 11 9 2.5 3.4 0.7 0.2 0.7 2.1
2015 8 9 1.9 3.1 1.0 0.2 0.2 2.2
Norway?
2005 230 171 4.0 5.5 1.0 0.5 0.5 3.0
2010 246 157 3.9 5.1 0.8 0.3 0.5 2.5
2014 266 145 4.4 5.9 1.0 0.5 0.4 2.4
2015 219 136 3.7 4.8 0.7 0.5 0.3 2.3
Sweden?
2005 268 177 2.7 0.4 0.4 0.2 0.9 1.8
2010 278 179 2.4 0.3 0.3 0.3 0.7 1.6
2014 278 179 2.4 0.3 0.3 0.3 0.7 1.6
2015

1
2
3

4
5
6

7

Calculated according to year of death

Stillbirths and deaths in the first week of life

All registered pregnancies according to the MBRN criteria: All live born plus stillborn > 500 grams or >
22 weeks

The numbers are calculated according to year of birth, not year of death

The numbers for 2006 are preliminary

Numbers regarding "First 24 hours” show the number of deaths the same day as the day of birth. Live
born who die within 24 hours but at the calendar day after the birth is included in "1-6 days"

A child is considered stillborn at the 28t week of pregnancy or later

Source: DK, the Danish Health Data Authority; FO, Chief Medical Officer in the Faroe Islands; GL, Chief

Medical Officer; FI & AL, Statistics Finland; IS, Statistics Iceland; NO, Statistics Norway; SV, Sta-
tistics Sweden
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Figure 2.2.1 Total fertility rate' per 1 000 women aged 15-49, 2000-2016
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Figure 2.2.2 Assisted reproduction technologies, percentages of all live births
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Figure 2.2.3 Infant deaths, and perinatal' deaths per 1 000 births, 2000-2015
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tistics Sweden
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Table 2.2.5 Stillbirths and deaths during the first year of life per 1 000 births,
with a birth weight of 1 000 grams or more, total and per 1 000
births, 2000-2015"

Number Per Deaths per 1 000 live births
1 000
births
Still- Infant Still- First 24 1-6 days 7-27 28 days Total
births deaths births hours days to1year under 1
year

Denmark?
2000 183 238 2.9 0.6 1.3 0.5 1.2 3.6
2005 186 174 2.9 0.7 0.7 0.5 0.8 2.7
2010 138 97 2.2 0.3 0.4 0.3 0.7 1.6
2014 143 88 2.5 0.4 0.5 0.3 0.9 2.0
2015 115 86 2.0 0.2 0.4 0.2 0.7 1.5
Faroe
Islands
2000 7 2.7 4.1 1.3 1.3 9.7
2005 - 7 - 2.7 4.1 1.3 1.3 9.7
2010 4 2 6.1 1.5 - - 1.5 3.1
2014 - 5 - 1.5 1.5 1.5 4.6
2015 1 3 1.3 1.1 0.6 1.0 1.0 3.9
Finland
2000 149 150 2.6 0.5 0.5 0.5 1.1 2.7
2005 115 120 2.0 0.5 0.5 0.3 0.8 2.1
2010 114 97 1.9 0.3 0.4 0.3 0.7 1.6
2014 113 99 2.0 0.3 0.5 0.3 0.7 1.7
2015 105 63 1.9 0.3 0.4 0.2 0.3 1.1
Aland
2006-10 - 2 - 0.7 0.7
2011-15 2 - 1.4 - -
Iceland
2000 13 5 3.0 - 0.2 0.2 0.7 1.2
2005 6 4 1.4 - 0.5 - 0.5 0.9
2010 7 9 1.4 0.2 0.2 0.2 1.2 1.9
2014 10 5 2.3 0.2 0.2 0.2 0.5 1.2
2015 8 5 2.0 0.2 0.2 0.0 0.7 1.2
Norway
2000 195 151 3.3 0.8 0.3 0.3 1.1 2.6
2005 141 105 2.5 0.6 0.3 0.4 0.6 1.8
2010 145 112 2.3 0.5 0.2 0.4 0.8 1.8
2014 162 101 2.7 0.6 0.3 0.3 0.5 1.7
2015 129 86 2.2 0.4 0.3 0.2 0.6 1.4
Sweden
2000 318 215 3.6 0.5 0.7 0.4 0.9 2.4
2005 263 182 2.6 0.4 0.4 0.2 0.9 1.8
2010 278 179 2.4 0.3 0.3 0.3 0.7 1.6
2014 317 161 2.8 0.3 0.3 0.1 0.6 1.4
2015 288 166 2.5 0.3 0.4 0.2 0.6 1.4

1 Calculated according to year of birth

2 Deaths first 24 hours: Death on same date as birth

Source: DK, the Danish Health Data Authority; Fl, Statistics Finland & THL National Institute for Health
and Welfare; IS, Medical Birth Registry of Iceland & Statistics Iceland; NO, National Institute of
Public Health, (MFR); SV, the National Board of Health and Welfare
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Table 2.2.6 Sales of hormonal contraceptives. ATC code GO3A'and GO2BB. DDD
per 1 000 women aged 15-49 years/day, 2005-20162

Denmark Faroe Greenland Finland Aland Iceland Norway Sweden
Islands
2005 294 238 314 190 190 192 201 213
2010 287 232 193 201 167 204 217 207
2014 272 196 164 209 204 210 234 191
2015 265 197 148 209 202 212 236 183
2016 261 199 128 212 201 217 236 182

1 Excl. Implants (GO3ACO08), injections (GO3AC06) and emergency contraceptives (GO3AD). Intrauterine
contraceptives (GO2BA) are not included
2 See page 151 for more information regarding use of hormonal contraceptives
Source: DK, the Danish Health Data Authority; FO, Chief Pharmaceutical Officer; GL, National Pharma-
cy; FI & AL, Finnish Medicines Agency; IS, Icelandic Medicines Agency; NO, Norwegian Institute
of Public Health; SV, Swedish eHealth Agency

Table 2.2.7 Emergency contraceptives ATC code GO3AD: number of packages sold
per 1 000 women aged 15-49 years, 2005-2016

Denmark Faroe  Greenland Finland Aland Iceland Norway Sweden
Islands
2005 63 52 M 78 79 87 119 83
2010 81 81 53 83 84 9 140 100
2014 79 78 69 87 85 76 121 105
2015 81 75 63 87 88 83 119 115
2016 85 80 73 84 84 94 107 119

Source: DK, the Danish Health Data Authority; FO, Chief Pharmaceutical Officer; GL, National Pharma-
cy; FI & AL, Finnish Medicines Agency; IS, Icelandic Medicines Agency; NO, Norwegian Institute
of Public Health; SV, Swedish eHealth Agency
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Table 2.2.8 Number of induced abortions, 2000-2015

Abortions per 1 000 women aged
Number of 15-19" 20-24 25-29 30-34 35-39 40-44 45-492  Total  Abortions

abortions abortion per 1000
rate3 live
births
Denmark
2000-04 15 365 14.5 20.4 17.7 17.0 13.0 4.8 0.4 439 237
2005 15 434 16.0 21.6 17.7 16.6 13.2 5.2 0.4 454 238
2010 16 806 15.2 26.3 20.2 17.7 13.3 5.4 0.4 493 262
2014 15 608 12.2 22.9 20.7 17.0 11.7 5.1 0.4 450 271
2015 15512 11.4 22.2 20.8 16.7 11.9 5.0 0.5 443 263
Faroe Islands
2006-10 42 4.0 8.5 3.7 5.1 4.7 2.8 0.2 145 64
2011-15 28 1.8 5.7 3.8 3.6 3.7 1.7 0.6 105 46
Greenland
2006-10 869 110.0 138.6 98.3 55.6 27.5 7.7 0.7 2192 1015
2011-15 826 95.1 117.5 92.1 57.8 30.6 10.4 0.5 2 019 1011
Finland
2000-04 10 869 15.3 16.4 12.6 10.7 7.7 3.1 0.2 330 192
2005 10 972 15.0 18.2 12.8 10.4 7.9 3. 0.2 338 190
2010 10 303 12.2 17.1 13.1 9.9 7.8 3.1 0.2 317 168
2014 9 787 9.2 16.8 12.9 9.9 7.3 3.2 0.2 298 170
2015 9 441 8.4 15.4 12.6 10.3 7.2 3.3 0.3 288 170
Aland
2006-10 67 14.3 29.5 20.2 13.6 7.0 4.1 0.2 445 235
2011-15 68 12.5 30.5 20.2 13.8 7.8 2.9 - 439 241
Iceland
2000-04 940 21.4 23.4 17.3 13.6 9.2 4.6 0.3 449 225
2005 868 15.6 23.9 18.2 12.3 8.0 4.1 0.2 412 210
2010 978 16.0 23.0 19.2 13.4 11.4 3.5 0.5 435 199
2014 955 12.7 24.8 20.1 13.0 10.5 2.7 0.1 420 218
2015 926 12.5 18.8 19.8 14.2 10.3 5.3 0.4 407 224
Norway
2000-04 14 008 17.3 27 1 19.4 15.1 10.6 3.8 0.3 470 246
2005 13 991 15.4 27.4 20.5 15.1 11.0 4.0 0.3 468 247
2010 15738 14.1 29.2 23.1 16.9 11.7 4.4 0.4 500 256
2014 14 025 9.6 21.8 20.7 15.9 11.4 4.2 0.4 420 238
2015 14 008 8.3 21.1 21.1 16.4 11.3 4.2 0.5 415 237
Sweden
2000-04 33009 22.6 29.4 23.3 19.8 15.2 6.3 0.6 586 345
2005 34 978 23.4 31.4 24.3 19.8 16.0 7.2 0.7 614 345
2010 37 696 20.9 33.3 26.7 21.5 16.3 7.1 0.9 633 326
20144 36 629 15.1 29.6 27.3 22.3 16.7 7.9 595 319
2015 38 071 14.4 30.6 29.9 23.7 17.0 8.2 619 331

1 Abortions for women under 15 years are included
2 Abortions for women 50 years or more are included
3 The total abortion rate is the number of abortions per 1 000 women expected to live to be 50 years,
calculated from the age specific abortion rates for the current period
4 New method for data collection from 2014. Among other changes: set age groups <19, 20-24, 25-29,
30-34, 35-39, 40 or more
Source: The national abortion registers and THL National Institute for Health and Welfare Nordic Statis-
tics on Induced Abortions: www.thl.fi/en/web/thlfi-en/statistics/statistics-by-topic/sexual-
and-reproductive-health/abortions/induced-abortions-in-the-nordic-countries
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Figure 2.2.4 Sales of emergency contraceptives per 1 000 women aged 15-49
years, 2005-2016
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Source: DK, The Danish Health Data Authority; FO, Chief Pharmaceutical Officer; GL, National Pharma-
cy; Fl & AL, FIMEA; 1S, Icelandic Medicines Agency; NO, Norwegian Institute of Public Health;
SV, Swedish eHealth Agency
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Figure 2.2.5 Total abortion rate’ per 1 000 women aged 15-49, 2000-2015
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1 Total abortion rate: The imputed number of induced abortions experienced by women during their
fertile period, assuming that their mortality is zero during this period and that the age-specific abor-
tion rates for the year in question are valid throughout the reproductive period

Source: The national abortion registers
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Chapter 3

Morbidity, Medical Treatment,
Accidents and Pharmaceutical
Products

Extra material

Background tables Nowbase.org/Publications
The Nordic Cancer Union

Introduction

This chapter begins with a description of a number of diseases that can be related to
lifestyle and social behaviour, followed by data on the incidence of cancer. This is
followed by a presentation of treatment provided outside hospitals and in hospitals
according to diagnostic group and in connection with major surgical procedures. Fol-
lowing this, data on accident occurrences and discharges from hospitals due to acci-
dents are presented. Finally data on consumption of pharmaceutical products are
presented.
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3.1 Diseases related to lifestyle

This section deals with a number of diseases that can be related to the lifestyle and
social behaviour of people in the population and that can be treated either outside
hospitals or in hospitals.

T