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Preface
Forord

The aim of NOMESCO is partly to es-
tablish a basis for comparable medical
statistics in the Nordic countries, partly
to initiate development projects of rele-
vance to medical statistics as well as fol-
low international trends in questions of
medical statistics.

In this publication NOMESCO presents
the latest available data from the health
statistics of the Nordic countries.

Only few changes have been made in re-
lation to the previous versions of the pre-
sent publication.

Section B, which is this year’s theme sec-
tion, deals with the development in the
consumption of medicines in the 1990s.

On the NOMESCO homepage at

www.nom-nos.dk you will find supple-
mentary information, including detailed
data on discharges and causes of death.

Nordic Medico-Statistical Committee
(NOMESCO)

PREFACE

Malseetningen for NOMESKO er dels at
skabe grundlag for sammenlignelig me-
dicinalstatistik i de nordiske lande, dels at
tage initiativ til udviklingsprojekter med
medicinalstatistisk relevans og endelig at
folge den internationale udvikling i me-
dicinalstatistiske spergsmal.

I denne publikation offentligger NO-
MESKO de senest tilgeengelige data fra
de nordiske landes sundhedsstatistik.

I forhold til de forrige udgaver af publi-
kationen er der kun foretaget fa eendrin-
ger.

Sektion B, der er arets temasektion, om-
handler udviklingen i medicinforbruget i
1990’ erne.

Pa NOMESKO'’s hjemmeside pa
www.nom-nos.dk findes der supplerende
informationer, blandt andet detaljerede
data om udskrivninger og dedsarsager.

Nordisk Medicinalstatistisk Komité
(NOMESKO)
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CHAPTER1

ORGANIZATION OF HEALTH SERVICES

Organization of health services
Organiseringen af sundhedsvcesenet

Introduction

In the Nordic countries, the health service
is a public matter.

All countries have well-established sys-
tems of primary health care. In addition to
systems of general practice, preventive
services are provided for mothers and in-
fants, as well as school health care and
dental care for children and young people.
Likewise, preventive occupational health
services and general measures for the pro-
tection of the environment exist in all
countries.

The countries generally have a well-
developed hospital service with advanced
specialist treatment.

Specialist medical treatment is also offered
outside of hospitals.

The health services are provided in accor-
dance with legislation, and they are largely
financed by public spending or through
compulsory health insurance schemes.

In all countries, however, a certain
amount is charged for treatment and
pharmaceutical products.

Salary or cash allowances are payable to
employees during illness. Self-employed
people have the possibility of insuring
themselves in case of illness.

12

Indledning

I de nordiske lande er sundhedsvasenet et
offentligt anliggende.

Alle landene har et veletableret primeert
sundhedsvaesen. Som supplement til den
almindelige leegepraksis er der iveerksat fo-
rebyggende initiativer over for medre og
spaedbern og etableret skolesundhedsord-
ninger og skoletandplejeordninger for
bern og unge. Der er ligeledes etableret
forebyggende bedriftssundhedstjenester
og almindelige foranstaltninger til miljobe-
skyttelse i alle landene.

Som helhed har landene et veludbygget
sygehusvaesen med en hgjt udviklet spe-
cialistbehandling.

Speciallzegebehandling tilbydes ogsa uden
for sygehusene.

Ydelserne i sundhedsveesenet gives i hen-
hold til love, og de fleste af dem er offent-
ligt finansieret eller finansieret gennem
lovpligtige sygeforsikringsordninger.

Der skal dog erleegges en vis egenbetaling
for legemidler og i en vis udstraekning og-
sé for behandling.

Under sygdom far lenmodtagere enten
udbetalt en kontantydelse eller lon. Selv-
steendige erhvervsdrivende har mulighed
for at forsikre sig ved sygdom.



Current and future changes in
the health services

DENMARK: The economic agreement
for 2000 between the Government and
the counties included a number of over-
all objectives concerning the health care
field for the period 2000-2002. The
overall objectives concern quality, wait-
ing periods, user satisfaction, informa-
tion and use of resources. As to waiting
periods, the objective is that all non-
emergency patients in need of surgery
must be treated within three months by
the end of 2002.

In the economic agreement for 2000-
2002 effort are concentrated on the hos-
pital structure. The Government and the
counties want a hospital structure where
the individual hospital units serve a lar-
ger population base than previously, e.g.
with a view to improving professional
and organizational routines. The aim is
therefore to concentrate treatment within
the various specialties to large functional
units. A functional unit must be able to
carry out the main part of the tasks of a
main specialty as to diagnostics, treat-
ment, nursing, medical supplementary
and further training as well as related re-
search, professional development, quality
development and ensurance, apart from
highly specialized treatment that should
only be performed in a few places coun-
trywide. The aim is thus not to concen-
trate all hospital treatment in large hospi-
tals and shut down the small hospitals.

In the budget agreement for 2000, DKK
495 million were allocated to enhance ac-
tivities in the cancer area for the period
2000-2002. The purpose of this extra
appropriation is both to increase activi-
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Igangvaerende og kommende
eendringer i sundhedsvasenet

DANMARK: I gkonomiaftalen for 2000
mellem regeringen og amterne indgik en
reekke overordnede maélsaetninger for
sundhedsomradet i en tredrig udviklings-
plan, der deekker perioden 2000-2002.
De overordnede mal vedrorer kvalitet,
ventetider, brugertilfredshed, informati-
on og ressourceudnyttelse. Vedrerende
ventetider er mélsaetningen, at alle ikke-
akutte kirurgiske patienter inden udgan-
gen af 2002 skal behandles inden for tre
maneder.

I gkonomiaftalen for 2000-2002 koncen-
treres indsatsen bl.a. omkring sygehus-
strukturen. Regeringen og amterne eon-
sker en sygehusstruktur, hvor de enkelte
sygehusenheder betjener et storre befolk-
ningsgrundlag end i dag, bl.a. med hen-
blik pa at forbedre faglige og organisato-
riske rutiner. Der arbejdes derfor hen i
mod at samle behandlingen inden for de
forskellige specialer i storre, funktions-
baerende enheder. Den funktionsbaren-
de enhed skal kunne varetage hovedpar-
ten af et grundspeciales opgaver vedre-
rende diagnostik, behandling, pleje, laege-
lig videre- og efteruddannelse samt til
disse opgaver herende forskning, faglig
udvikling, kvalitetsudvikling og

-sikring, idet der ses bort fra hejt specia-
liseret behandling, der kun ber varetages
fa steder i landet. Mélet er séledes ikke at
samle al sygehusbehandling pé store sy-
gehuse og nedlegge de smé sygehuse.

I aftalen om finansloven for 2000 blev
der afsat 495 mill. DKK til en styrket
indsats pa kreeftomradet i perioden
2000-2002. Formélet med denne merbe-
villing er bade at oge aktiviteten med
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ties with a view to reducing waiting peri-
ods and to improve the treatment qual-
ity. The effort to increase the quality of
the Danish cancer treatment is aimed
both at investing in equipment and an
improved organization of work in the
hospitals.

The national cancer plan was published
in March 2000 on the basis of recom-
mendations from the cancer steering
group. This group follows the develop-
ment within the cancer area and evalu-
ates the need for measures with a view to
prevention, examination, treatment and
post-treatment of cancer. The cancer
plan includes a number of recommenda-
tions concerning increased preventive
measures, screening, improved training
of health staff, increased capacity for ex-
amination and treatment, rehabilitation,
palliative treatment, organization, re-
search and regional analyses.

As from September 2001 the treatment
guarantee will be extended to include all
life-threatening diseases. The guarantee
will thus be extended to include all life-
threatening cancers as opposed to the
previous four selected types of cancer.
Apart from cancer, a number of heart
diseases are covered by the guarantee. In
case a county is unable to offer examina-
tion or treatment within the given time
limit, a patient must be offered treatment
at a public or private hospital somewhere
else in the country or abroad.

From February 2001, new rules come
into force making it possible to refer pa-
tients to research-related treatment
abroad. In case there are no relevant
treatment available in Denmark, it must
be possible to refer a patient to research-
related treatment abroad, but only if the

14
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henblik pé at reducere ventetider og at
forbedre behandlingskvaliteten. Indsat-
sen for at hgjne kvaliteten i den danske
kreeftbehandling malrettes bade mod in-
vesteringer 1 apparatur og en bedre ar-
bejdstilretteleeggelse pa sygehusene.

Den nationale kraeftplan blev offentlig-
gjort i marts 2000 pa baggrund af anbe-
falinger fra kreeftstyregruppen. Kraeftsty-
regruppen felger udviklingen pé kraeft-
omradet og vurderer lobende behovet for
tiltag med hensyn til forebyggelse, ud-
redning, behandling og efterbehandling
af kraeft. Kraeftplanen indeholder bl.a. en
reekke anbefalinger vedrerende oget fo-
rebyggelse, screening, forbedret uddan-
nelse af sundhedsfagligt personale, aget
kapacitet til udredning og behandling,
rehabilitering, palliativ behandling, orga-
nisering, forskning og regionale analyser.

Fra september 2001 udvides behand-
lingsgarantien til at omfatte alle livstru-
ende sygdomme. Dermed udvides garan-
tien til at omfatte alle livstruende kreeft-
sygdomme i modsatning til ferhen fire
udvalgte former for kraeft. Udover kreeft
er visse hjertesygdomme omfattet af ga-
rantien. Hvis et amt ikke kan tilbyde un-
dersogelse eller behandling inden for de
givne tidsfrister, skal patienten tilbydes
behandling pa et offentligt eller privat
sygehus et andet sted her i landet eller 1
udlandet.

Fra februar 2001 tradte nye regler i kraft,
som giver mulighed for at henvise pati-
enter til forskningsmaessig behandling i
udlandet. Er der ikke relevante behand-
lingsmuligheder hjemme, skal der vaere
mulighed for at henvise patienter til
forskningsmessig behandling i udlandet.



research-related treatment comply with
the generally acknowledged requirements
to scientific experiments. The research-
related treatment must furthermore be
performed in co-operation with a Danish
hospital.

In December 1999, the Ministry of
Health published a national strategy for
the use of I'T in the hospital sector 2000-
2002. A widespread introduction of elec-
tronic patient records (EPR) at hospitals
is deemed to be the I'T initiative most
suitable to support effectively the infor-
mation exchange and communication of
patient-related data. The use of EPR is
to ensure exchange of record information
according to national standards, with the
aim of improving quality, effectiveness,
service and coherence in the treatment of
patients so that patient records are sup-
ported and tied together across institu-
tions and sectors.

The aim is to cover a considerable part
of the hospitals with EPR by the end of
2003. The IT strategy continues the pre-
vious IT initiatives of the Ministry of
Health. The action plan for the EPR and
the MedCom project — the Danish health
data net was made permanent as from
January 2000.

In May 2000, the Commission for the
Registration of Specialists submitted the
report ““The Future Specialist”. The
Commission was given the task to exam-
ine the organization of the medical fur-
ther training and submit proposals for
improvements. The recommendations of
the Commission include suggestions
about the contents and organization of
the specialist training, including a more
flexible further training, a broader defini-
tion of the specialist competence as well

ORGANIZATION OF HEALTH SERVICES

Dog alene hvis den forskningsmaessige
behandling opfylder de almindeligt aner-
kendte krav til videnskabelige forsog.
Den forskningsmeessige behandling skal
endvidere forega i samarbejde med et
dansk sygehus.

Sundhedsministeriet udsendte i decem-
ber 1999 en national strategi for I'T 1 sy-
gehusveasnet 2000-2002. En udbredt
indferelse af elektroniske patientjournaler
(EPJ]) pa sygehusene vurderes som det
IT-initiativ, der mest afgerende kan un-
derstotte effektiv informationsudveksling
og kommunikation af patientrelaterede
data. EPJ skal sikre udveksling af journal-
information efter nationale standarder,
hvilket har til formal at fremme kvalitet,
effektivitet, service og sammenheng i pa-
tientbehandlingen, sdledes at patientfor-
lob pa tveers af institutioner og sektorer,
understottes og bindes sammen.

Det er malseetningen, at et veesentligt ud-
snit af sygehusene skal veere dekket af
EPJ inden udgangen af 2003. I'T-
strategien videreforer Sundhedsministe-
riets tidligere I'T-initiativer: Handlings-
planen for EP] og MedCom projektet —
det danske sundhedsdatanet, der fra ja-
nuar 2000 er gjort permanent.

Speciallegekommissionen afgav i maj
2000 betaenkningen "Fremtidens Special-
leege". Kommissionen havde til opgave at
gennemga tilretteleeggelsen af den laegeli-
ge videreuddannelse og komme med for-
slag til forbedringer. Kommissionens an-
befalinger omfatter bl.a. forslag om spe-
ciallegeuddannelsens indhold og opbyg-
ning, herunder en mere fleksibel videre-
uddannelse, en bredere definition af spe-
ciallegekompetencen samt en ny specia-
lestruktur. I overensstemmelse med Spe-

15



as a new specialist structure. In accor-
dance with the recommendations of the
Danish Specialists’ Commission, the
Danish Government has furthermore
carried through a new organizational
framework for the medical further train-
ing in the shape of establishment of a na-
tional as well as three regional councils
for the further training of doctors.

In May 1999, the Government published
the Public Health Programme 1999-
2008. The programme is a broad pre-
ventive programme describing a number
of preventive measures in areas of vital
importance to the public health. The
overall objectives of the Public Health
Programme are: 1) a longer life with a
better quality, and 2) social equality in
health. In the Budget Agreement for
2001 means have been allocated to the
implementation of and follow-up on the
Public Health Programme.

In the Spring 1999 the Government set
up a committee to analyze the organiza-
tion of the sale of pharmaceuticals. In
July 2000 the Committee published its
report as a basis for a decision on the fu-
ture organization of the pharmaceutical
sector in Denmark. The report presents a
number of possibilities for modernization
of the pharmaceutical sector with a view
to improving its services to the citizens.

As from March 2000 the rules governing
reimbursement of medicine were
changed. In the new system, which is
based on need, reimbursement depends
on a patient's annual consumption of
medicine, whereas it was previously based
on the type of medicine. According to the
new rules, a person over 18 years will only
be entitled to reimbursement after having
bought for DKK 500 within a period of

16
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ciallegekommissionens anbefalinger har
den danske regering endvidere gennem-
fort en ny organisatorisk ramme for den
leegelige videreuddannelse i form af etab-
lering af et nationalt samt tre regionale
rad for laegers videreuddannelse.

Maj 1999 offentliggjorde regeringen Fol-
kesundhedsprogrammet 1999-2008.
Folkesundhedsprogrammet er et bredt
forebyggelsesprogram, der beskriver en
raekke forebyggelsesindsatser pa omrader
af central vigtighed for folkesundheden.
Folkesundhedsprogrammets to overord-
nede mal er 1) leengere liv med bedre
livskvalitet, og 2) social lighed i sundhed.
I finanslovsaftalen for 2001 er der bl.a.
afsat midler til gennemforelse af og op-
folgning pa Folkesundhedsprogrammet.

I foraret 1999 nedsatte regeringen et ud-
valg, der skulle analysere organiseringen
af leegemiddelsalget. Juli 2000 blev ud-
valgets rapport offentliggjort som grund-
lag for en beslutning om den fremtidige
organisering af apotekervasenet i Dan-
mark. Rapporten opstiller en lang rekke
muligheder for at modernisere apoteks-
sektoren med henblik pa at forbedre sek-
torens servicering af borgerne.

Fra marts 2000 @ndredes reglerne for
medicintilskud. I det nye behovsafthan-
gige tilskudssystem afhanger tilskuddet
af den enkelte patients arlige medicinud-
gifter, 1 modsetning til tidligere, da det
var bestemt af medicintypen. I felge de
nye regler modtager personer over 18 ar
forst tilskud til keb af tilskudsberettiget
medicin efter en udgift pa 500 DKK in-
den for en periode pa ét ar. Herefter oges



one year. After that, reimbursement will
increase progressively, beginning at 50 per
cent. There is a ceiling on the annual user
charges concerning the chronically ill.

In connection with the budget agreement
1999 it was decided to enable a combina-
tion of the existing financing system and
an activity-based system. The aim is to
encourage productivity improvements at
the same time as the control of the expen-
diture development is maintained. By us-
ing the combined model, hospitals are in
principle provided with a basic grant cor-
responding to 90 per cent of the antici-
pated total grant. Besides, there is a set-
tlement per treated patient, equal to 10
per cent of the costs of the treatment in
question.

Since the end of 1998 it has been possi-
ble to obtain information via the Internet
about waiting periods and operations
performed at the national hospitals. The
information include the most common
treatment and is a means to assist pa-
tients in their choice of hospital.

FINLAND: As from 2001 the reim-
bursement scheme will be extended to
cover dental treatment. As from 1 Janu-
ary 2001, the health insurance scheme
will reimburse one dental examination
per calendar year. Furthermore, 60 per
cent of the costs are reimbursed within
the framework of the rates fixed by the
Social Security Institute. Dental regula-
tion will only be reimbursed if such regu-
lation is necessary in order to avoid other
illnesses. The costs of dentures and
technical dental measures are not cov-
ered by the reimbursement system.

ORGANIZATION OF HEALTH SERVICES

tilskuddet progressivt startende fra 50
pct. Tilskudssystemet indeholder et loft
over "kronikeres" arlige egenbetaling.

I forbindelse med finanslovaftalen for
1999 blev det besluttet at give mulighed
for at kombinere det eksisterende ram-
mestyrede finansieringssystem med et
aktivitetsbaseret. Formalet er at tilskynde
produktivitetsforbedringer samtidig med
at kontrollen med udgiftsudviklingen be-
vares. Ved den kombinerede model far
sygehusene principielt en grundbevilling
svarende til 90 pct. af den forventede
samlede bevilling. Derudover en afreg-
ning pr. behandlet patient svarende til 10
pct. af omkostningerne for den pageel-
dende behandling.

Siden udgangen af 1998 har det veeret
muligt at indhente oplysninger om vente-
tider og udferte operationer pa landets
sygehuse via internettet. Oplysningerne
omfatter de mest almindelige behand-
lingstyper og er et middel til at hjelpe
patienterne i deres sygehusvalg.

FINLAND: I 2001 udvides ordningen
med tilskud til tandbehandling. Fra den
1.1. 2001 skal sygeforsikringen give til-
skud en gang pr kalenderar for en tandlee-
geundersegelse. Desuden gives der et til-
skud pa 60 pct. af udgifterne, inden for
rammerne af Folkpensionsanstaltens fast-
satte takster. Der gives kun tilskud til
tandregulering hvis en tandregulering er
nedvendig for at undga andre sygdomme.
Udgifter til proteser og tandtekniske for-
anstaltninger er ikke omfattet af tilskuds-
systemet.
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Reimbursement is granted to everyone
born in 1956 or later. As from 1 April
2001 the reimbursement system will also
cover people born in 1946 or later.

In 2000, a so-called cost ceiling of FIM
3,500 was introduced for user charges
within the municipal social and health
care sector. From 2001 onwards the cost
seiling is tied to the calendar year instead
of a period of 12 months.

ICELAND: One of the main issues in
the Ministry of Health and Social Secu-
rity in 2000 was the organization of the
Landspitali - University Hospital, which
was created by the merging of two of the
largest hospitals in Iceland, both in Reyk-
javik. Changes in the internal organiza-
tion have proceeded according to plan.
Some clinics/specialities that were found
in both hospitals were merged, whereas
others will remain in their previous loca-
tions. The basis for the organizational
changes have mainly been of an eco-
nomic and financial nature.

Parts of the new hospital will be given a
more independent financial status, start-
ing with the laboratories being allowed to
sell their services to other hospital de-
partments as well as to institutions, other
hospitals and health care centres around
the country.

The license for the running of the health
care database was issued in January 2000
and the license holder initiated negotia-
tions with some hospitals and health care
centres soon after that. In December
2000 the first agreements were signed.

Althingi passed a Bill on patient insur-
ance in May 2000. It includes a compul-
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Tilskuddet gives til alle som er fodt i
1956 eller senere. Fra og med den 1.4.
2001 udvides tilskudssystemet saledes at
det derefter geelder alle som er fodt i
1946 eller senere.

12000 blev der indfert et sakaldt udgifts-
loft pa 3.500 FIM for brugerbetaling in-

den for den kommunale social- og sund-
hedsforsorg ar 2000. Fra og med 2001 er
udgiftsloftet bundet til kalenderaret i ste-
det for en periode af 12 maneder.

ISLAND: En af hovedarbejdsopgaverne
i Sundheds- og socialforsikringsministe-
riet 1 2000 har veeret organiseringen af
Landspitali- universitetshospitalet- som
blev etableret ved at sammenlaegge de to
storste hospitaler i Island, der begge er
placeret i Reykjavik. A2ndringer i den in-
terne organisation er sket som planlagt.
Nogle klinikker/specialer, der tidligere
fandtes pa begge hospitaler, er sammen-
lagt, mens andre vil forblive i de tidligere
lokaliteter. Grundlaget for de organisato-
riske a&endringerne har hovedsageligt vee-
ret okonomiske og financielle.

En del af det nye hospital vil f4 en mere
uafheengig finansiel status. I forste om-
gang er det laboratorierne som kan salge
deres serviceydelser til andre hospitalsaf-
delinger, til institutioner, andre hospitaler
samt sundhedscentre rundt i landet.

Licensen til sundhedsdatabasen blev ud-
stedt i januar 2000 og licensiheendehave-
ren pabegyndte umiddelbart herefter
forhandlinger med nogle hospitaler og
sundhedscentre. I December 2000 blev
de forste aftaler underskrevet.

Parlamentet vedtog en ny lov om pati-
entforsikring i maj 2000. Med loven ind-



sory insurance for all health staff in Ice-
land. All official employees will be cov-
ered by the state whereas privately em-
ployed health staff must pay for their
own insurance which in defined cases
will cover possible mishaps without hav-
ing to bring the case to court. The Act on
Patient Insurance is in many ways similar
to the legislation in the other Nordic
countries.

A new Act on biobanks came into force
on 1 January 2001. The objective of the
Act is to set a framework for the collec-
tion, keeping, handling and utilization of
biological samples from human beings, in
such a way that confidentiality is ensured,
the interests of donors of biological sam-
ples is safeguarded, and so that the utiliza-
tion of the biological samples serves the
purposes of science and medicine, and is
conductive to the public good. Further-
more, the material should not be used if it
has been kept for too long.

The government has accepted and put
forward a Bill on a new National Health
Plan running until the year 2010. The
Plan has a problem-orientated approach
and its development is closely related to
that of the WHO revised strategy, Health
for all (Health21). Priority areas until the
year 2010 include alcohol and tobacco
prevention, addressing the needs of chil-
dren and adults as well as the elderly, re-
ducing mental health problems, inci-
dence and mortality from cardiovascular
diseases, cancer and the number of acci-
dents. A report on how the plan proceeds
will be presented annually.

NORWAY': During the first quarter of
2001 all of the Norwegian population
was invited to participate in the adopted

ORGANIZATION OF HEALTH SERVICES

fores en obligatorisk forsikring for alt
sundhedspersonale i Island. Alt offentligt
ansat sundhedspersonale vil fa deres for-
sikring betalt af staten mens privat ansat
sundhedspersonale selv ma betale for
forsikringen, som i definerede tilfaelde
betaler for fejlbehandling, uden at sagen
skal bringes for retten. Patientforsikrings-
loven er pa mange méder lig med den
lovgivning der findes i de andre nordiske
lande.

Pr 1. januar 2001 tradte der en ny lov om
biobanker i kraft. Formalet med loven er
at fa fastlagt regler for indsamling, opbe-
varing, behandling og udnyttelse af biolo-
gisk materiale fra mennesker. Det skal ske
pa en sadan made at fortrolighed sikres,
samt at donors interesser i det biologiske
materiale er sikret, ligesom udnyttelsen af
det biologiske materiale skal tjene medi-
cinske videnskabelige formal og tjene be-
folkningens bedste. Desuden skal man
undlade at anvende materialet hvis det har
vaeret opbevaret for leenge.

Regeringen har vedtaget og fremsendt et
forslag til parlamentet om en ny national
sundhedsplan frem til 2010. Planen er
indrettet problemorienteret og udviklin-
gen 1 planen felger WHO’s reviderede
strategi for sundhed i Europa (Sundhed
21). De prioriterede omrader frem til
2010 omfatter forebyggelse mod alkohol
og tobak. At tilgodese bern, voksne og
2ldres behov, reducere de mentale sund-
hedsproblemer, forekomst samt dedelig-
hed forarsaget af hjerte-karsygdomme,
cancer og antallet af ulykker. Der vil ar-
ligt blive udarbejdet en statusopgerelse i
forhold til planen.

NORGE: I forste kvartal af 2001 blev
hele den norske befolkning inviteret til at
deltage 1 den vedtagne fastleegeordning.
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so-called regular-GP scheme. Everyone
was given the opportunity to choose a
regular general practitioner from a list of
all general practitioners in his/her mu-
nicipality. Everyone participating in the
scheme will be provided with a GP dur-
ing the second quarter of 2001. The
scheme will be launched as from July
2001. Patients may choose a different
GP twice a year at the most, and are enti-
tled to a second opinion from another
regular GP free of charge. The scheme is
based on a desire to enhance the relation
between GP and patient with a view to
contributing to a professionally good
medical offer.

As from 1 January 2001, the choice of
hospital is free for all. That implies that a
patient may choose where he or she
would like to be treated. If the need arise
for emergency treatment, patients are not
entitled to choose hospital. This new
scheme eliminates previous geographical
limitations to choice of hospital, as the
choice was previously limited to the hos-
pitals within a certain geographical area.
The new scheme enhances patients’
choice and personal preferences, so that
for example family ties and waiting lists
for the necessary treatment may influ-
ence patients’ choice of hospital. Free
choice of hospital does not entitle pa-
tients to choose level of treatment, as for
example a more specialized kind of
treatment than applies to good medical
practice. The free choice of hospital ap-
plies to public hospitals in Norway.

A new law has been adopted laying down
the legal framework for pharmacies
which allows for a much higher degree of
competition and market-related adapta-
tions than previously. A new kind of
forces have gained foothold in the market
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Alle indbyggere har faet mulighed for at
veelge en fastleege ud fra oversigter over
de almenleger der findes i den kommune
man bor i. Alle der vaelger at deltage i
ordningen vil fa tildelt en leege i lobet af
2. kvartal 2001. Hele ordningen iveerk-
seettes fra og med juli 2001. Patienterne
har mulighed for at skifte laege op til to
gange om aret, samt ret til en nyvurde-
ring (second opinion) hos en anden fast-
leege uden at skulle betale yderligere.
Grundlaget for ordningen er et gnske om
at styrke relationen mellem almenlegen
og patienten med det formal at bidrage til
et fagligt godt almenmedicinsk tilbud.

Fra og med 1. januar 2001 er der indfert
frit sygehusvalg for alle. Dette indebzerer
at man selv kan velge hvilket sygehus
man vil lade sig behandle pa. Hvis der
opstar behov for gjeblikkelig hjeelp har
patienterne ikke ret til at veelge sygehus.
Den nye ordning fjerner tidligere geogra-
fiske begraensninger for valg af sygehus.
Tidligere var valget begreenset til de sy-
gehuse man tilherte ud fra en geografisk
inddeling. Den nye ordning styrker pati-
entens valgmuligheder og personlige
preferencer, sa for eksempel familicer til-
knytning og ventetider for den enskede
behandling kan fa indflydelse pa valget af
sygehus. Frit sygehusvalg giver ikke ret
til at veelge behandlingsniveau, for ek-
sempel en mere specialiseret type be-
handling end det som er galdende for
god medicinsk praksis. Det frie sygehus-
valg geelder offentlige sygehuse i Norge.

Der er vedtaget en ny lov der saetter
rammerne for apotekervirksomheden, og
som abner for en langt sterre konkurren-
ce og markedsmeessig tilpasning end tid-
ligere. Der er kommet en raekke nye akto-
rer ind pa markedet, ved at blandt andre



as foreign companies have established
pharmacies in Norway (i.e. pharmacy
chains). It is not yet known whether or
not this will have a positive effect on the
service level and result in more reason-
able prices on pharmaceutical products
as a result of increased competition in
the market.

The Government has submitted a pro-
posal to the Norwegian Parliament as to
the State taking over ownership of all hos-
pitals from the present owners, i.e. the 19
counties. It has been planned that the Par-
liament decide on the proposal during the
first half of 2001. Should the Parliament
be in favour of the proposal, the State will
assume ownership of the hospitals as from
the turn of the year 2001/2002. From the
beginning of the Parliament’s discussion
of the proposal, there seemed to be a po-
litical majority in favour of the State as-
suming responsibility for the hospital sec-
tor in Norway. The reason for changing
the ownership of hospitals is i.a. to ensure
equal hospital treatment to all of the
population. By means of supervision it has
been found that there are variations in the
offers, and there has been both a political
and a professional wish to reduce these.
The proposal aims at ensuring the cohe-
sion between the national responsibility
for the development of the service level
(equivalent offers), ownership of the ser-
vice production (hospitals) and the fi-
nancing system. Besides, it is a general
impression that one owner (the State)
would be better suited than 19 different
owners (the counties) to handle the organ-
izational challenges of today’s complex
administration of the hospital sector.

SWEDEN: As from 1 January 2001 the
Act on Limitation of the county councils
right to leave the running of emergency
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udenlandske selskaber har etableret apo-
tekervirksomhed 1 Norge (det vil sige
apotekerkaeder). Det vides endnu ikke
om forbrugerne vil opleve det som en
positiv effekt pa serviceniveauet og rime-
ligere leegemiddelpriser som felge af oget
konkurrence pa markedet.

Regeringen har fremlagt et forslag for
Stortinget der gar ud pa at staten overta-
ger ejerskabet af sygehusene fra de nu-
veerende ejere, som er de 19 fylkeskom-
muner (amtskommuner). Det er planlagt
at Stortinget skal tage stilling til forslaget
i forste halvar af 2001. Hvis Stortinget
tilslutter sig forslaget vil staten overtage
ejerskabet til sygehusene fra arsskiftet
2001/2002. Som det ser ud ved indled-
ningen til Stortingets behandling af for-
slaget, synes der at veere politisk flertal
for at staten overtager ansvaret for syge-
husdriften i Norge. Grunden til at eendre
ejerskabet til sygehusene er blandt andet
at sikre et ligeveerdigt sygehustilbud for
hele befolkningen. Det er pa flere mader,
blandt andet gennem tilsynet, fundet va-
riationer i de tilbud der gives, som der
savel fra politisk som fagligt hold er et
enske om at reducere. Forslaget tager
sigte pa at sikre sammenhangen mellem
det nationale ansvar for udviklingen af
serviceniveauet (ligeveerdige tilbud), ejer-
skabet til serviceproduktionen (syge-
husene) og finansieringssystemet. Det er
desuden opfattelsen at en ejer (staten) vil
have bedre forudsatninger end 19 for-
skellige ejere (fylkeskommunerne) for at
handtere de organisatoriske udfordrin-
ger, som dagens komplekse sygehusdrift
indebeerer.

SVERIGE: Fra og med 1. januar 2001
geelder loven om indskraenkning i lands-
tingenes ret til at overlade driften af akut-
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hospitals to others is in effect. It is an Act
that temporarily puts a stop to the sale of
emergency hospitals. It implies that the
county councils cannot transfer the re-
sponsibility for the running of emergency
hospitals to interest groups who intend to
run a commercial business. The Act shall
apply until the end of 2002. During that
period of time a report must be drawn
up to clarify the consequences of the
prohibition of sale.

A new action plan for the development
of the health sector was adopted by the
Parliament in November 2000. The ac-
tion plan puts priority to areas such as
public health, nursing and care of the
elderly, psychiatry and a considerable ex-
tension of providers of health services.

A report concerning co-operation between
local authorities and Parliament suggested
in its final recommendation that the mu-
nicipalities and the counties must have a
right to set up a common board with the
aim of performing common tasks within
the nursing and care sectors.

A survey is being made as to the future re-
imbursement of dental treatment. The
survey is first and foremost intended to
present suggestions about maximum user
payment for the elderly, as well as on the
price development within dental treat-
ment. In the second phase, the current re-
imbursement system must be evaluated,
including staff conditions and use of the
various types of qualifications in the area.

The Committee for Publicity and Confi-
dence in the administration published a
partial report in January on the public
access principle and the new techniques.
One of the proposals imply in practice
that the public is entitled to receiving
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sygehuse til andre. Det er en lov som
midlertidigt skal stoppe salget af akutsy-
gehuse. Loven indebarer at landstingene
ikke kan overdrage ansvaret for driften af
akutsygehuse til interessenter der har til
hensigt at drive kommerciel virksomhed.
Loven geelder til udgangen af 2002. I lg-
bet af denne periode skal der udferdiges
en udredning der skal kKlarleegge hvilke
konsekvenser forbudet mod salg far.

En ny handlingsplan for udviklingen af
sundhedsvaesenet blev vedtaget af rigs-
dagen i november 2000. Handlingspla-
nen prioriterer omraderne primeaert
sundhedsvaesen, pleje og omsorg for al-
dre, psykiatrien og en betydelig udvidelse
af udbydere af sundhedsydelser.

En udredning vedrerende samarbejde
mellem kommuner og landsting har i sin
slutbetaenkning foreslaet at kommunerne
og landstingene skal have ret til at etable-
re feelles neevn for at lose feelles opgaver
inden for pleje og omsorgsomradet.

Der pagar en udredning om fremtidig til-
skud til tandbehandling. Udredningen
skal i forste omgang komme frem med
forslag om maksimal egenbetaling for
eldre, samt se pa prisudviklingen inden
for tandbehandlingen. I anden fase skal
det nuveerende tilskudssystem evalueres,
herunder personaleforhold samt anven-
delse af de forskellige typer af kompeten-
ce pa omradet.

Komiteen for offentlighed og fortrolig-
hed i forvaltningen afleverede i januar en
delbeteenkning om offentlighedsprincip-
pet og den nye teknik. Et af forslagene
indeberer i praksis at offentligheden har
ret til at modtage elektronisk lagrede op-



electronically saved information from the
public authorities, not only as print-outs,
but also in electronic form.

Organization and responsi-
bility for the health sector

DENMARK: Responsibility for the
health service is very decentralized. The
main principles are as follows: The State
is responsible for legislation, supervision
and guidelines; county councils are re-
sponsible for hospital service, health in-
surance and special nursing homes,
whereas municipalities are responsible
for health care, home nursing, nursing
homes, and child and school health care.

County councils and municipalities have
the operational responsibility.

In the event of ordinary illness, the use of
the health service by citizens is based on
a century-long tradition for family doc-
tors. The formal rules have been drawn
up in accordance in the health insurance
scheme, so that primary contact is al-
ways, in principle, with the general prac-
titioner. Only in emergency cases one
may, alternatively, turn to the hospitals.

Likewise, consultations with dentists are
made with privately practising dentists.
The service is only a public matter
within some parts of the dental care
scheme for children.

Health care during pregnancy is under
the responsibility of county councils. All
pregnant women are offered regular ex-
aminations, according to need, with a
general practitioner, specialist or mid-
wife.
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lysninger fra offentlige myndigheder, ik-
ke kun i form af udskrifter, men ogsa i
elektronisk form.

Organisering og ansvar for
sundhedsvirksomheden

DANMARK: Ansvaret for sundhedsva-
senet er bygget op over en meget decen-
tral organisation. Hovedprincipperne er
folgende: Staten er ansvarlig for lovgiv-
ning, tilsyn og retningslinier; amterne for
sygehusveasen, sygesikring og specielle
plejehjem, mens kommunerne er ansvar-
lige for sundhedspleje, hjemmepleje, ple-
jehjem samt berne- og skolesundhedstje-
neste.

Driftsansvaret pahviler amter og kommu-
ner.

Ved almindelig sygdom er borgernes be-
nyttelse af sundhedsvasenet baseret pa en
arhundredlang tradition for familieleeger.
De formelle regler er udformet i overens-
stemmelse hermed i sygeforsikringsloven,
saledes at primarkontakten altid princi-
pielt rettes til den alment praktiserende
leege. Kun i skadestilfeelde kan man som
alternativ henvende sig til sygehusene.

P4 samme méde foregér konsultationer
med tandleger hos privatpraktiserende
tandleeger. Servicen er kun et offentligt
anliggende inden for visse dele af berne-
tandplejen.

Svangerskabshygiejnen tilretteleegges un-
der amternes ansvar. Alle gravide tilby-
des efter behov regelmessige undersogel-
ser hos en alment praktiserende lege,
specialleege og jordemoder.
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Child health care is linked to the health
administration of the municipalities, and
is provided according to the statutes for
visiting nurse schemes, whereas health
examinations of children are carried out
by general practitioners according to
agreement with the health insurance
scheme.

Home-nursing schemes are linked to mu-
nicipalities providing treatment free of
charge following referral from a physician.

The immunization programmes are laid
down by the Ministry of Health and are
carried out by general practitioners, gen-
erally in connection with routine health
examinations of children.

Advice concerning family planning is
also provided, as every person or family
is entitled to receive advice on questions
of family planning. The advice is given
either by the general practitioner or by a
special department (particular outpatient
clinic). Also midwives and visiting nurses
may, within their range of competence,
advise families. Contraceptive measures
are, as a general rule, not subsidised.

School and occupational health services are
provided according to statutes. Municipali-
ties are responsible for school health ser-
vice, which is carried out by visiting nurses
and physicians. Occupational health service
is organized within the framework of com-
panies and is led by committees consisting
of employees and employers.

As a main rule, patients may contact
general practitioners, dentists, emergency
wards and emergency and ambulance
services without prior referral.

24

ORGANIZATION OF HEALTH SERVICES

Bornesundhedsplejen, der gives i hen-
hold til loven om sundhedsplejerskeord-
ninger, er knyttet til kommunernes sund-
hedsforvaltning, mens helbredsunderso-
gelser af bern udferes af de alment prak-
tiserende leeger efter overenskomst med
sygesikringen.

Hjemmesygeplejerskeordningerne er li-
geledes knyttet til kommunerne, der yder
vederlagsfri pleje efter leegehenvisninger.

Vaccinationsprogrammerne fastlegges af
Sundhedsministeriet og udferes af de
praktiserende leeger, fx i forbindelse med
helbredsundersggelser af bern.

Der ydes ogsa radgivning vedrerende
familieplanleegning, idet enhver person
eller familie har ret til rddgivning i fami-
lieplanleegningsspergsmal. Radgivningen
gives enten af den praktiserende laege el-
ler af en specialafdeling (seerligt ambula-
torium). Ogsa jordemedre og sundheds-
plejersker kan radgive familier inden for
deres kompetenceomrade. Der gives som
hovedregel ikke offentlige tilskud til pree-
ventionsmidler.

Skole- og bedriftssundhedstjenesten er
reguleret ved lov. Kommunerne har an-
svaret for skolesundhedstjenesten, som
varetages af sundhedsplejersker og leeger.
Bedriftssundhedstjenesten er tilrettelagt 1
virksomhedsregi og ledes af udvalg med
repreesentanter for bade arbejdstagere og
arbejdsgivere.

Som hovedregel kan patienter henvende
sig uden henvisning til alment praktise-
rende leger, tandleger, skadestuer samt
leegevagten og ambulancetjenesten.



The hospital service is placed organisa-
tionally under the counties, and the
county councils are the responsible au-
thorities. The counties own most of the
hospitals. The hospitals in the City of
Copenhagen and Frederiksberg munici-
pality, and Rigshospitalet are merged
into the Joint Metropolitan Hospital Ser-
vice. There are a few private hospitals
which have a set agreement of usership
with the county of location, whereas a
few private hospitals operate quite inde-
pendently of the public hospital service.

Specialist hospitals are not organized
separately. There are no health centres or
similar institutions with wards in Den-
mark.

Almost all practising specialist physicians
work according to agreement with the
health insurance scheme and receive the
majority of their patients on referral from
general practitioners. There are, how-
ever, certain exceptions to this rule, such
as practising eye and ear specialists.

Ordinary nursing homes are run by mu-
nicipalities, but there are a significant
number of private (independent) nursing
homes which receive residents according
to agreement with the municipality of
their location. Certain specialised nursing
homes are run by the counties, for ex-
ample psychiatric nursing homes.

Pharmacies are organized as a liberal
trade, but are subsequently also super-
vised by government regulation. The
state regulates the amount and the geo-
graphical placement of pharmacies, their
tasks, and the profit margin on medicine.

ORGANIZATION OF HEALTH SERVICES

Sygehusvasenet herer organisatorisk un-
der amterne og Hovedstadens Sygehus-
feellesskab, og det er amtsradene og be-
styrelsen for Hovedstadens Sygehusfzel-
lesskab, der er den ansvarlige myndig-
hed. Amterne ejer de fleste af sygehuse-
ne. Sygehusene i Kebenhavn og Frede-
riksberg kommuner samt Rigshospitalet,
er samlet i Hovedstadens Sygehusfzlles-
skab. Der er enkelte private sygehuse,
som har en fast benyttelsesaftale med det
amt hvori de ligger, mens nogle fa4 min-
dre, private sygehuse fungerer helt uaf-
haengigt af det offentlige sygehusvesen.

Specialsygehusene er ikke seerskilt orga-
niseret. Der findes ingen sundhedscentre
eller lignende institutioner med senge-
pladser 1 Danmark.

Praktiserende specialleeger arbejder for
flertallets vedkommende efter aftale med
sygesikringen og modtager de fleste af de-
res patienter efter henvisning fra alment
praktiserende leeger. Der er dog visse und-
tagelser fra denne regel. Det gaelder fx
gjen- og erespecialerne i praksissektoren.

De almindelige plejehjem drives af
kommunerne, men der eksisterer et be-
tydeligt antal private (selvejende) pleje-
hjem, der modtager beboere i henhold til
aftaler indgaet med beliggenhedskom-
munerne. Visse specialplejehjem drives
af amterne. Det geelder fx psykiatriske
plejehjem.

Apotekerne er organiseret som liberalt
erhverv, men er undergivet en indgaende
statslig regulering. Staten regulerer antal-
let og placeringen af apoteker, deres op-
gaver samt avancen pa leegemidler i apo-
tekerleddet.
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FAROE ISLANDS: In 1995, the Dan-
ish Act concerning central administration
of the health care was introduced at the
Faroe Islands. The Danish Act concern-
ing the medical officers etc. also applies
to the Faroe Islands. The Faroe Islands
Act concerning health care came into
force in 1996 and according to that Act
the Faroe Islands’ home rule sets out
rules concerning tasks, benefits and ad-
ministration. The hospital structure and
its organization, specialist fields and their
organization as well as the primary health
service and its organization largely follow
Danish principles. The same applies to
nursing homes, home nurses and home
help as well as dental treatment.

GREENLAND: The most important
piece of legislation in Greenland is the
Government’s guidelines concerning the
running and organization of the health
service, the guidelines for services to be
provided by the health service, the home
rule statutes concerning user charges and
the 1996 statute concerning the tasks of
the Chief Medical Officer.

The health service is organized in 16
health districts and one central hospital,
Dronning Ingrid’s Hospital in Nuuk
where some of the specialized treatment
is given. Specialist expertise, that cannot
be provided for at Dronning Ingrid’s
Hospital, is given in Denmark. Each dis-
trict has a health care centre.

In a district health care centre all com-
mon diseases are treated, much like in a
multi-physician general practice in
Denmark. The centres also take care of
uncomplicated births, minor surgical
procedures, common complaints regard-
ing internal medicine and district psy-
chiatry. According to the population size,
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FAROERNE: Den danske lov om
sundhedsvasenets centrale styrelse tradte
i kraft for Feergerne 1 1995. Desuden er
den danske lov om embedslegeinstituti-
onen m.v. geldende pd Fergerne. Lov
om sundhedsveaesenet pa Feergerne blev
sat i kraft i 1995 hvorefter Feeroernes
hjemmestyre fastseetter regler om sund-
hedsvasenets opgaver, ydelser og admi-
nistration. Hospitalsstrukturen og -
organisationen, speciallegeordninger og
deres organisation samt det primeere
sundhedsvaesen og dets organisation fol-
ger 1 alt vaesentligt danske forhold. Det
samme gor sig geldende for plejehjem,
hjemmesygepleje og hjemmehjalp samt
tandbehandling.

GRONLAND: Den vigtigste lovgivning
i Gronland er landstingets forordning om
sundhedsvasenets styrelse og organisati-
on, forordningen om sundhedsvasenets
ydelser, hjemmestyrets bekendtgerelse
om brugerbetaling samt bekendtgerelsen
fra 1996 om embedslegeinstitutionens
virke.

Sundhedsvasenet er organisereti 16
sundhedsdistrikter og ét landssygehus,
Dronning Ingrids Hospital i Nuuk, hvor-
til der er tilknyttet en del specialleeger.
Specialer som ikke findes pa landssyge-
huset behandles i Danmark. Der er et
sundhedscenter i hvert distrikt.

I et distriktssundhedscenter behandles al-
le almindeligt foreckommende sygdomme,
nogenlunde svarende til en sterre laege-
praksis i Danmark. Centrene varetager
ligeledes de ukomplicerede fedsler, min-
dre kirurgiske indgreb, almindelig fore-
kommende internmedicinske problem-
stillinger samt distriktspsykiatri. Centre-



the centres have a number of beds of
admitted patients. In the event of more
complicated courses of illness, patients
are transferred to the central hospital in
Nuuk or to Denmark.

Due to increasing difficulties in recruit-
ing broadly trained physicians who can
manage the broad spectre of tasks, a re-
organisation of the health service in
Greenland is under consideration aiming
for larger regional hospitals. Some of the
existing hospitals on the coast will there-
fore in the future be transformed into
medical stations which may be managed
by general practitioners.

In several health districts there is a nurse
in the large villages of about 300 inhabi-
tants. In these villages there are village
clinics with one single emergency bed
run by a nurse (station nurse).

There is one health assistant and one
emergency bed in all small villages. In
the small villages with less than 70 in-
habitants, there is a medicine-storage
manager (village health worker) who
administers the sale of the medicine pre-
scribed by a doctor from the district hos-
pital.

Permanent positions have been created for
somatic home nursing, district psychiatric
home nursing and health care in the seven
largest medical districts, including the clinic
in Nuuk. In the small health districts there
is a combined somatic and district psychiat-
ric home nursing scheme as well as health
care. In the three smallest towns and at the
nursing stations, these tasks are performed
by nurses and/or health care assistants, who
are working at the nursing stations or the
district hospitals.
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ne har efter befolkningens sterrelse et an-
tal senge til indlagte patienter. Ved mere
komplicerede sygdomsforleb overflyttes
patienterne til landssygehuset i Nuuk el-
ler til Danmark.

Pa baggrund af tiltagende vanskeligheder
med at skaffe bredt uddannede laeger,
som kan varetage det brede spektrum af
arbejdsopgaver, arbejdes hen imod en
omorganisering af det grenlandske sund-
hedsvesen, med storre regionssygehuse.
En del af de eksisterende sygehuse pa ky-
sten, vil derfor i fremtiden blive omdan-
net til leegestationer, som vil kunne be-
mandes med alment praktiserende laeger.

I flere sundhedsdistrikter er der store
bygder med ca. 300 indbyggere, hvor der
er normeret en sygeplejerskestilling. Der
er 1 disse bygder bygdekonsultationer
med en enkelt nedseng, som ledes af en
sygeplejerske (stationssygeplejerske).

I alle mindre bygder er der normeret en
sundhedshjelper, hvor der er et konsul-
tationsrum og en enkelt nedseng. I de
mindre bygder med under 70 indbyggere
er der ansat en medicinaldepotforvalter
(bygdesundhedsarbejder), som admini-
strerer udleveringen af medicin som or-
dineres af leegen fra distriktssygehuset.

Der er normerede stillinger til somatisk
hjemmesygepleje, distriktspsykiatrisk
hjemmesygepleje og sundhedspleje i de 7
starste leegedistrikter inkl. leegeklinikken 1
Nuuk. I de mindre sundhedsdistrikter er
der kombineret somatisk- og distriktspsyki-
atrisk hjemmesygepleje samt sundhedsple-
je. I de 3 mindste byer samt pa sygepleje-
stationerne varetages disse omrader af sy-
geplejersker og/eller sundhedsmedhjalpere,
som er ansat pa sygeplejestationer og di-
striktssygehusene.
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In each health district, there is one or
several dental clinics staffed by dentists
and dental nurses. In relation, a number
of districts have employed dental techni-
cians. In the villages, where there are no
dental clinics, the population is served
several times a year by a mobile dental
service. The systematic offer includes
school children. All others are treated in-
dividually.

FINLAND: Municipalities have respon-
sibility for health services. The responsi-
bility of municipalities is laid down in the
Public Health Act (1972), in the Special-
ist Treatment of Diseases Act (1989),
and in the Treatment of the Mentally Il
Act (1990).

In the Public Health Act and its statutes,
the tasks are listed which belong under
the municipal public health work. Here it
is stated that municipalities are responsi-
ble for:

e Guidance and preventive health care,
including children’s health, educa-
tional campaigns, advice concerning
contraceptive measures, general
health care surveys and screening.

e Treatment of illnesses requiring medical
attention, nursing, medical rehabilita-
tion and first aid. Treatment of general
illnesses are given at health care centres
either in form of outpatient treatment
(home nursing), or at inpatient wards.

Moreover the municipalities must provide
services for the mentally ill, as can rea-
sonably be offered by health care centres.

Dental care includes information and pre-

vention as well as dental examination and
treatment. Dental examination and treat-
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Der er desuden én eller flere tandklinik-
ker med tilherende tandleger, klinikassi-
stenter og tandplejere i hvert sundheds-
distrikt. I nogle sundhedsdistrikter er der
ogsa ansat laboratorietandteknikere. I
bygderne, hvor der ikke er tandklinikker,
betjenes befolkningen nogle gange om
aret ved hjeelp af mobilt tandplejeudstyr.
Det systematiske tilbud omfatter skole-
bern. Alle andre behandles individuelt.

FINLAND: Det er kommunerne, der har
ansvaret for sundhedsvasenet. Kommu-
nernes ansvar for sundhedsvasnet er
fastsat i Folkesundhedsloven (1972), 1
Loven om specialiseret sygdomsbehand-
ling (1989) og i Loven om behandling af
mentalt syge (1990).

I Folkesundhedsloven og dennes forord-
ninger opregnes de arbejdsopgaver, der
herer under det kommunale folkesund-
hedsarbejde. Heri fastsaettes det, at
kommunerne har ansvaret for:

e Radgivning og sundhedsforebyggelse,
som omfatter berns sundhed, oplys-
ningsarbejde, rddgivning angiende
svangerskabsforebyggelse, sundheds-
undersggelser og screening.

e Sygdomsbehandling som omfatter lae-
geundersggelser og pleje samt medi-
cinsk rehabilitering og forstehjeelp.
Den almindelige sygdomsbehandling
gives ved sundhedscentrene, pa senge-
afdelinger eller som hjemmesygepleje.

Kommunerne skal desuden serge for, at
mentalt syge far ydelser, som med rime-
lighed kan tilbydes i sundhedscentrene.

Tandbehandlingen omfatter oplysning og
forebyggelse samt undersogelse og behand-
ling af teender. Undersogelse og behandling



ment is first and foremost to be given to
those born in 1956 (after April 1, 2001,
1946) and later, as well as to veterans. At
the health centres, dental care is also pro-
vided for adults, particularly in rural mu-
nicipalities. Most dental treatment for
adults is provided by dentists in private
practice. Young people under the age of 19
are entitled to dental care free of charge.

Municipalities must also ensure that pa-
tient transport and occupational health
services are available. Employers may or-
ganise the occupational health service
themselves or they may enter into agree-
ment with a health centre or with others
working with occupational health service.

Physicians working in health centres are
mainly specialized general practitioners. In
the public health service system, patients
need a referral for specialist services, with
the exception of emergencies. In private
clinics, the physicians are mostly special-
ists. Patients need no referral to visit these
private specialists. Physicians working in
private clinics may send their patients ei-
ther to public or private hospitals with a
referral.

The specialized central and regional
hospitals are run by federations of mu-
nicipalities. In mental health care, more
and more emphasis is placed on outpa-
tient treatment, and the use of institu-
tions is decreasing.

In 1999, there were more than 22,000
beds in the health centres, primarily for
the treatment of elderly people.

ALAND: According to the home rule for
Aland, the islands have their own legisla-
tion for the health sector except for ad-

ministrative interventions regarding per-
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af teender skal forst og fremmest gives til
personer der er fodti 1956 (efter 1. april
2001, 1946) og senere samt til krigsvetera-
ner. Ved sundhedscentrene, iser i land-
kommunerne, gives der desuden tandbe-
handling til voksne. Det meste af voksen-
behandlingen udferes af privatpraktiseren-
de tandleeger. Unge under 19 ar har ret til
tandbehandling uden brugerbetaling.

Kommunerne skal desuden tilvejebringe
sygetransport og serge for etableringen af
bedriftssundhedstjenester. Arbejdsgiver-
ne kan selv organisere bedriftssundheds-
tjenesten, eller de kan indgé aftale med et
sundhedscenter eller andre der arbejder
med bedriftssundhedstjenesten.

Leeger, der arbejder ved sundhedscentre-
ne, er normalt alment praktiserende speci-
alister. I det offentlige sundhedssystem
skal patienterne have en henvisning til en
specialist, dog ikke i akutte tilfaelde. De
fleste af de leeger som arbejder i private
Klinikker er specialister. Patienterne behe-
ver ingen henvisning for at opsege disse
specialister. Laeger der arbejder i privatkli-
nikker kan henvise patienter til enten pri-
vate eller offentlige hospitaler.

De specialiserede centrale og regionale
hospitaler styres af en sammenslutning af
kommuner. Inden for den psykiatriske
behandling bliver der lagt storre og sterre
veegt pd ambulant behandling og brugen
af institutioner er saledes faldende.

11999 var der over 22.000 senge ved
sundhedscentrene, primeaert til behand-
ling af aeldre.

ALAND: P4 grund af sit selvstyre har
Aland sin egen lovgivning for sundheds-
vesenet, dog med undtagelse af bl.a.
administrative indgreb i den personlige
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sonal freedom, contagious diseases, cas-
tration and sterilisation, abortion, as-
sisted reproduction, forensic medicine,
and general rules for companies offering
health care services.

The task, structure and organization of
the public health sector are regulated
according to the Act for the Health Sec-
tor. This Act is a general Act which can
be supplemented by public decree. De-
tailed rules concerning the sector are
described annually in a sector plan.
Measures not stated in the Aland legis-
lation, or which do not come under
separate legislation, follows Finnish leg-
islation.

The whole public health service comes
under an overall organization called
Aland’s Health Care Organization
(AHS). The organization is governed by
a politically elected board.

The Government of Aland has the over-
all responsibility that the population re-
ceives necessary treatment. The role of
the municipalities is limited to financing
certain defined treatments. Specialist
treatment including psychiatric treatment
is one of two sectors in AHS.

Services that cannot be provided for locally
may be bought from contractors in Finland
and Sweden including private practitioners,
private institutions and university hospitals.

The Aland hospitals are specialised insti-
tutions with both outpatient and in-
patient treatment.

Specialised treatment outside the hospi-
tals is provided as consultative services
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frihed, smitsomme sygdomme, kastrering
og sterilisation, svangerskabsafbrydelse,
kunstig befrugtning, retsmedicinske un-
dersogelser, samt regelsaettene for virk-
somheder der udbyder sundhedsydelser.

Det offentlige sundhedsvasens forplig-
tigelser, struktur og organisation, regu-
leres i landskabsloven om sundhedsvee-
senet. Loven er en rammelov, som efter
behov kan suppleres med bekendtgorel-
ser. Detaljerede bestemmelser om virk-
somheden beskrives hvert ar i en virk-
somhedsplan. Forhold som ikke herer
under dlandsk lovgivning, eller som ikke
har egen lovgivning, tilpasses finsk lov-
givning.

Hele det offentlige sundhedsvesen, er
underordnet en samlet organisation,
Alands hilso- och sjukvard (AHS). Or-
ganisationen ledes af en politisk valgt sty-
relse.

Landskapsstyrelsen er hovedansvarlig og
har ansvaret for at befolkningen far den
nedvendige sygdomsbehandling. Kom-
munernes ansvar og indflydelse er be-
greenset til visse nermere afgraensede fi-
nansieringsforpligtigelser. Den speciali-
serede sygdomsbehandling, inkl. behand-
lingen af psykiatriske patienter udger den
ene af to enheder i AHS.

Service som ikke kan produceres af egne

enheder kebes af producenter i Finland og
Sverige, enten hos privatpraktiserende, pri-
vate institutioner eller universitetssygehuse.

De élandske sygehuse er specialiserede insti-
tutioner, der udferer savel ambulant behand-
ling og behandling af indlagte patienter.

Specialleegevirksomheden uden for syge-
husene eksisterer i form af konsultativ bi-



for the primary health care and for pri-
vate general practitioners.

The primary health care is the other sector
under the AHS. The structure corre-
sponds functionally as well as ideologically
to the Finnish public health care. Advice
concerning contraceptives and counselling
for mothers and infants functions as in
Finland. Immunization programmes are
voluntary and the recommendations are as
in Finland. Physiotherapy under the AHS
is a shared function both for the primary
health care and the hospitals. As a sup-
plement a number of private physiothera-
pists are used by the public sector.

Dental treatment is part of the primary
health care and the youngest age groups
have the highest priority together with
certain risk groups and preventive meas-
ures. If possible, other patient groups are
also treated. The private sector is well es-
tablished with a high capacity and pro-
vide an important supplement.

ICELAND: The health care sector is
regulated according to the health act of
1990. Apart from that, the most impor-
tant laws are:

e The Act on Physicians

e The Act on Patients Rights

e The Act concerning Social Security
e The Act on Communicable Diseases.
The administration of the health service
is divided between the Government and
regional and local boards. The role of the
Government is, however, significantly
larger than that of the local and regional
boards, where particularly the regional
boards play a very limited role.

There are three types of hospitals: Two
highly specialized hospitals of which one
is placed in Reykjavik (created by merg-
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stand til den offentlige primare behand-
ling og til de privatpraktiserende leger.

Det primare sundhedsveesen er den an-
den resultatenhed inden for AHS. Struk-
turen svarer ideologisk og driftsmeessigt til
det finske folkesundhedsarbejde. Radgiv-
ning vedrerende preevention, radgivning
til medre og smabern fungerer som i Fin-
land. Vaccinationsprogrammer er frivilli-
ge, og anbefalingerne svarer til de finske.
Fysioterapien inden for AHS er en felles-
funktion for bade primaersektoren og sy-
gehusene. Som et supplement er der et
antal private fysioterapeuter som ogsa an-
vendes af det offentlige.

Tandbehandlingen er en del af det primaere
sundhedsveaesen. Behandling af de yngre al-
dersgrupper og visse risikopatientgrupper
samt forebyggende foranstaltninger har ho-
jeste prioritet. Safremt det er muligt be-
handler man ogsa andre patienter. Den pri-
vate sektor er kapacitetsmaessigt veludbyg-
get og udger et vigtigt supplement.

ISLAND: Sundhedsvesenets arbejde re-
guleres af sundhedsloven fra 1990. Der-
udover er de vigtigste love:

e ILov om legevirksomhed,

e Tov om patientrettigheder,

e Lov vedrerende social sikring,

e Lov om smitsomme sygdomme.
Formelt er forvaltningen tredelt mellem
staten, regionale styrelser og lokale styrel-
ser. Statens rolle er dog betydeligt storre
end de lokale og regionale styrelsers. Iser
de regionale styrelser har en meget be-
grenset funktion.

Der er tre typer sygehuse: to hojt specia-
liserede sygehuse, hvoraf et findes i Rey-
kjavik, (oprettet efter sammenlegningen
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ing the two largest hospitals), and one in
Akureyri; regional hospitals with a cer-
tain degree of specialization, and local
hospitals. The local hospitals also func-
tion as old-age and nursing homes. Other
health institutions include rehabilitation
hospitals and clinics for alcohol abusers.

Patients are free to contact a specialist,
whereas treatment in a hospital requires
a referral either from a physician in the
primary health care or from a specialist.
There are both private practising special-
ists and specialists connected to the hos-
pitals.

The primary health care is run from
health centres and to a minor degree also
by private general practitioners. The
health centres have responsibility for
general treatment and care, examina-
tions, home nursing as well as preventive
measures such as family planning, ma-
ternity care and child health care, school
health care, immunization, etc.

Physiotherapy is partly provided at the
health centres, but mostly by private
practising physiotherapists.

The health care centres provide home
nursing, whereas home help is part of the
municipal social service system.

Most of the nursing and old-age homes
function as private foundations. They are
run by municipalities, charity organisa-
tions etc. They are partly financed by user
charge, but the major part of financing is
provided by the Government either
through the national pension scheme, as is
the case for the old age homes, or through
the health insurance scheme, as is the case
for the nursing homes.
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af de to sterste sygehuse), og et i Akurey-
ri, regionale sygehuse med en vis specia-
lisering og et antal lokale sygehuse. De
lokale sygehuse fungerer for det meste
ogsa som alderdoms- og sygehjem. Af
andre institutioner kan navnes revalide-
ringssygehuse og alkoholklinikker.

Patienter kan henvende sig direkte til en
specialist, mens behandlingen pa et sy-
gehus krever henvisning, enten fra en
leege 1 det primeere sundhedsveasen eller
fra en specialist. Der findes bade selv-
steendige praktiserende specialister og
specialister, der er tilknyttet hospitalerne.

Det primare sundhedsvaesen drives fra
sundhedscentre, men ogsa delvist af pri-
vatpraktiserende leeger. Sundhedscentre-
ne har ansvaret for bl.a. den primeere lee-
gebehandling og sygepleje, undersegel-
ser, hjemmesygepleje, praeventive foran-
staltninger sdsom familieplanlaegning,
medre- og bernepleje, skolesundhedsple-
je, vaccinationer o.l.

En vis del af fysioterapien foregar gen-
nem sundhedscentrene, men det meste af
behandlingen varetages af privatpraktise-
rende fysioterapeuter.

Hjemmesygeplejen drives fra sundheds-
centrene mens hjemmehjalpen gives gen-
nem det kommunale sociale servicesystem.

De fleste pleje- og alderdomshjem funge-
rer som selvejende institutioner. De dri-
ves af kommuner, frivillige organisatio-
ner o.l. De finansieres delvis ved bruger-
betaling; men den storste del af finansie-
ringen kommer dog fra staten, for alder-
domshjemmenes vedkommende gennem
pensionsforsikringen, for plejehjemme-
nes vedkommende gennem sygeforsik-
ringen.



Dental treatment is normally carried out
by private practising dentists. In Reyk-
javik there is a school dental service.
Such service is also provided at some of
the health centres, which supply clinical
facilities for private practising dentists.

NORWAY: The activities within the
various areas of service and in relation to
different staff groups (professions)
within the health service are regulated by
the present legislation at the various ad-
ministrative levels (e.g. municipalities
and counties).

The most important legislation of rele-
vance to the health sector is the follow-
ing: Act on the Municipal Health Ser-
vices, Act on the Specialized Health Ser-
vices, Act on Establishment and Imple-
mentation of a Mental Health Security
Service (Act on Mental Health Care),
Act on Dental Treatment, Act on Gov-
ernment Supervision of the Health Ser-
vices and Act on Social Security.

The hospitals can be divided according
to the variety and complexity of the
treatment given (e.g. number of speciali-
ties at the hospital) and the size of the in-
stitution (e.g. number of beds in relation
to the population in the region with the
right to be treated). Thus the following
division can be used:

Local hospitals, Central hospitals, Regional
hospitals (with connection to universities)
and hospitals covering the whole country.

The 19 county councils run, own, and
have the responsibility for the hospitals. In
addition, the Government owns and runs
a limited number of hospitals/institutions
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Tandbehandlingen udferes for det meste
af privatpraktiserende tandlaeger. Der
findes en skoletandplejeordning i Reyk-
javik. En tilsvarende ordning findes ogsa
ved nogle af sundhedscentrene i den ov-
rige del af landet. Her er der indrettet
klinikker som kan anvendes af privat-
praktiserende tandleger.

NORGE: Aktiviteten inden for de enkel-
te serviceomrader og i forhold til forskel-
lige grupper af arbejdstagere (pro-
fessioner) inden for sundhedsvasenet re-
guleres af den eksisterende lovgivning pa
det pageeldende forvaltningsniveau (fx
kommune eller fylkeskommune).

De vigtigste regelsaet med betydning for
sundhedsveaesenet er: LL.ov om sundheds-
vaesenet i kommunerne; LLov om specia-
listhelsetjenesten, LLov om etablering og
gennemforelse af psykisk helsevern
(psykisk helsevernsloven), LLov om tand-
behandling; L.ov om statslig tilsyn med
sundhedsvasenet og LLov om social sik-
ring.

Sygehusene kan opdeles efter mangfol-
digheden og kompleksiteten af den be-
handling som gives (fx antal specialiteter
pa det pagaeldende sygehus) samt stor-
relsen af institutionen (fx antal pladser
som afspejler den befolkningssterrelse
som man har ansvaret for at servicere) og
der kan anvendes felgende inddeling:

Lokalsygehuse; Centralsygehuse; Regi-
onssygehuse (med universitetstilknyt-
ning) og landsdakkende institutioner.

De 19 fylkeskommuner ejer og har an-
svaret for driften af sygehusene. Derud-
over ejer og driver staten et begraenset
antal sygehuse/institutioner som pa man-
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which mostly provide services in connec-
tion with national functions.

County councils also have responsibility
for offering the population specialised
services including specialised treatment.
Specialised treatment is given both at
outpatient clinics, in hospitals, and by
private practising specialists. The county
councils have also responsibility for labo-
ratory services and ambulance services.
Air-ambulance service, however, is un-
der the responsibility of the Government.

The governmental institutions also offer
health services such as examinations,
treatment and advice to the other parts of
the health sector.

The county councils must offer dental
treatment to persons under the age of 21,
to mentally disabled persons and persons
who are offered service by the municipal
health care sector.

Pharmacies are mainly privately owned,
but are subject to strict public control.

The municipalities have the responsibil-
ity for primary health care, including
both preventive and curative treatment
such as:

e Promotion of health and prevention
of illness and injuries and in relation
to that organizing and running school
health services, health centres, child
health care by health visitors, mid-
wives and physicians. Health centres
offer pregnancy check-ups, control
and provide vaccinations according to
the recommended immunization pro-
grammes.
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ge omrader har opgaver der er tilknyttet
de landsdakkende funktioner.

Det er ogsa fylkeskommunerne som har
ansvaret for at tilbyde befolkningen spe-
cialiserede sundhedsydelser, inkl. special-
leegeordninger. Speciallegeydelserne gi-
ves bade fra sygehusenes ambulatorier og
af privatpraktiserende specialleger. Am-
terne har desuden ansvaret for driften af
medicinske laboratorier og ambulancer.
Luftambulancer er dog et statsligt anlig-
gende.

Ved de statslige institutioner gives der
ogsa specialiserede sundhedsydelser i
form af undersogelser og behandling
samt rad og vejledning til de ovrige dele
af sundhedsvasenet.

Fylkeskommunerne skal tilbyde tandbe-
handling til personer under 21 r, til psy-
kisk udviklingsheemmede og til personer
der modtager tilbud fra den kommunale
pleje- og omsorgstjeneste.

Apotekerne er hovedsageligt privat drev-
ne, men er underlagt en omfattende
statslig kontrol.

Det er kommunerne som har ansvaret
for det primeere sundhedsveasen, som
omfatter bade forebyggende og kurativ
behandling med henblik pa:

e Sundhedsfremme og forebyggelse af
sygdomme og skader, herunder at or-
ganisere og drive skolesundhedsvae-
senet og sundhedscentrene samt bor-
nesundhedspleje udfert af sundheds-
plejersker, jordemedre og leeger.
Sundhedscentrene skal tilbyde svan-
gerskabsopfelgning og -kontrol samt
vaccinationer efter de anbefalede vac-
cinationsprogrammer.



e Diagnosing, treatment and rehabilita-
tion. This includes the responsibility
for general medical treatment (in-
cluding medical home visits) physio-
therapy and nursing (including health
visitors and midwives).

e Nursing and care in and outside insti-
tutions. Municipalities are responsible
for running nursing homes, home
nursing and other activities (e.g. home
help). The health services in and out-
side institutions are, to a varying de-
gree, organized jointly within the same
municipal department for treatment
and care.

In recent years, the individual services
have been increasingly integrated into
the municipal service.

SWEDEN: The most important act is
The Act for Health Care and Treatment
(HSL). Other important statutes include
the Act concerning Active Health Per-
sonnel and the Act Concerning Injuries
to Patients.

The primary health care is run by 18
county councils and three regions. Dur-
ing a trial period (1991-1996), some
municipalities had the overall responsi-
bility for primary health services. Three
out of 289 municipalities continued the
trial in 1997- 2000, and the law allows
for continuation of the trial until the end
of 2001. The experiment will be contin-
ued by two municipalities during 2001.

The primary health services include
health centres employing general practi-
tioners, mother and child centres, district
health care, district physiotherapy, visit-
ing nurses and public dental care. The
purpose of the primary health service is
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e Diagnosticering, behandling og reva-
lidering. Dette omfatter ansvaret for
den almindelige leegebehandling (inkl.
leegevagtordninger), fysioterapi og
sygepleje (inkl. sundhedsplejersker og
jordemedre).

e Pleje og omsorg i og uden for instituti-
onerne. Kommunerne har ansvaret for
driften af sygehjemmene, hjemmesy-
gepleje og andre ordninger (fx hjem-
mehjalp). Sundhedsydelserne i og
uden for institutionerne er i varierende
grad forankret i en faelles organisatorisk
enhed i form af en felles pleje- og om-
sorgsafdeling i kommunen.

De enkelte servicetilbud er i de seneste ar
i stigende grad blevet integreret i den
kommunale forvaltning.

SVERIGE: Den vigtigste lov er Hélso-
och sjukvardslagen (HSL). Andre vigtige
love er blandt andet Loven om erhvervs-
virksomhed inden for sundhedsomradet
samt Patientskadeloven.

Det primere sundhedsvasen drives af de
18 landsting og tre regioner. I en forsegs-
periode, 1991-1996, var nogle kommu-
ner hovedansvarlige for det primeere
sundhedsvasen. Tre (ud af 289 kom-
muner) fortsatte forseget 1 1997- 2000.
Loven abner mulighed for at fortseette
med forsggene indtil udgangen af 2001.
To kommuner fortseetter forseget i labet
af 2001.

Det primaere sundhedsveaesen omfatter
sundhedscentre med almenmedicinske
leeger, berne- og medrecentre, distrikts-
sygepleje, distriktsfysioterapi, sygdoms-
behandling 1 hjemmet og offentlig tand-
pleje. Det primere sundhedsvasen har
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to work for public health within a geo-
graphically defined area.

School health services, home help, as
well as preventive measures all come un-
der the municipalities which also have
the responsibility for the local nursing
homes and part of the home nursing ser-
vices.

The county and regional councils still
have the responsibility for both out-
patient and in-patient psychiatric treat-
ment. However, within psychiatry there is
a trend towards increased collaboration
with other parties. Thus the municipalities
have, since 1995, assumed greater respon-
sibility for housing of psychiatric patients
as well as for general care and support.

The occupational health service falls un-
der the labour inspection authority. The
majority of physicians employed in oc-
cupational health service are linked to
individual companies.

The National Board of Health and Wel-
fare has issued a general recommenda-
tion for immunization of children.

Privately produced, but publicly financed
health care and nursing exists on a limited
scale. There are a few private hospitals
and private nursing homes. About 25 per
cent of all medical consultations are at
general practitioners. In addition, there are
physiotherapists in private practice. Half
of the dentists are private practitioners.
The act concerning the fees, etc. of gen-
eral practitioners and privately practising
physiotherapists sets the conditions gov-
erning the rights of physicians and physio-
therapists to establish private practices be-
ing financed by the county councils.
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til opgave at arbejde for hele befolknin-
gens sundhed inden for et afgraenset ge-
ografisk omrade.

Skolesundhedsveaesenet og hjemmehjael-
pen horer, ligesom det lokale miljo- og
sygdomsforebyggende arbejde, under
kommunerne, der ogsa har ansvaret for
de lokale sygehjem og en del af hjemme-
sygeplejen.

Landstingene og regionerne har ligesom
tidligere ansvaret for den psykiatriske be-
handling sével inden for som uden for sy-
gehusene. Ogsa inden for psykiatrien pagar
der en udvikling hen imod et storre samar-
bejde med andre aktorer. Dette har blandt
andet medfert at kommunerne fra og med
1995 fik et udstrakt ansvar for boligforhold,
stotte og omsorg til psykiatriske patienter.

Bedriftssundhedstjenesten betragtes som
en del af arbejdstilsynet. Sterstedelen af
leegerne 1 bedriftssundhedstjenesten er
tilknyttet de enkelte arbejdspladser.

Socialstyrelsen udarbejder den alminde-
lige vejledning for vaccination af bern.

Privatproduceret men offentligt finansie-
ret sygdomsbehandling udeves kun i be-
grenset omfang. Ud over et fatal private
sygehuse findes der ogsa private syge-
hjem. Ca. 25 procent af alle leegebesog
foregar hos privatpraktiserende leger.
Der findes endvidere privatpraktiserende
fysioterapeuter. Inden for tandplejen er
halvdelen af tandleegerne privatpraktise-
rende. Loven om vederlag m.v. til pri-
vatpraktiserende leeger og fysioterapeuter
fastsaetter leegers og fysioterapeuters mu-
ligheder for at praktisere med finansie-
ring fra landstingene.



The hospitals are run by the
county/regional councils.

The provincial hospitals comprise both
more specialised hospitals covering the
whole province and hospitals covering only
part of the province. Medical treatment is
provided in most areas of specialization,
partly at hospital wards, partly at the outpa-
tient clinics. Psychiatric treatment, which is
often divided into sectors, comes under the
provincial hospital services. More compli-
cated and specialized treatment is provided
by the regional hospital service. The county
and regional councils cooperate in six
treatment regions, each with at least one re-
gional hospital.

Supervision of the health services

DENMARK: Supervision of the health
service is based partly on the legislation
governing the central government of the
health service and partly on special legis-
lation, first and foremost concerning the
different groupings of medical staff (the
Physicians’ Act, the Nursing Act, etc.).
Supervision is partly carried out by the
National Board of Health and partly by
medical officers.

The medical officers are employed by in-
stitutions for medical officers of which
there is one in every county and one in
the City of Copenhagen. These institu-
tions are state-run and thus independent,
politically and administratively, of
county and municipal authorities which
have responsibility for services rendered
by the health service to the general pub-
lic. In this way, the medical officers may
function as independent advisors and
supervisors at all levels and are author-
ised to take necessary measures either by
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Sygehusene drives af landstingene og re-
gionerne.

Lenssygehusene omfatter sdvel mere spe-
cialiserede sygehuse, der daekker hele le-
net, som sygehuse, der deekker dele af le-
net. Sygdomsbehandlingen foregar inden
for de fleste specialer dels ved sygeafde-
linger (sluten vard), dels i ambulatorier
(O6ppen vard). Psykiatrisk behandling, som
ofte er sektoropdelt, henregnes under
lenssygehusveesenet. Mere kreevende og
specialiseret sygdomsbehandling foregar
pa de regionale sygehuse. Landstingene
og regionerne samarbejder i seks behand-
lingsregioner, hver med mindst ét regions-
sygehus.

Tilsyn med sundhedsvasenet

DANMARK: Tilsynet med sundheds-
veaesenet er dels baseret pa loven om
sundhedsvasenets centralstyrelse, dels pa
seerlovgivning, forst og fremmest om de
forskellige grupper af medicinsk persona-
le (I,egeloven, sygeplejeloven, m.fl.). Til-
synet udferes dels af Sundhedsstyrelsen,
dels af embedslegerne.

Embedslegerne er ansat ved embedslee-
geinstitutionerne, som der er én af i hvert
amt, samt én 1 Kebenhavns Kommune.
Disse institutioner er statslige og saledes
politisk og administrativt uathengige af
amter og kommuner, der har ansvaret for
sundhedsvasenets betjening af befolk-
ningen. Embedslaegerne kan saledes fun-
gere som uafthengige radgivere og er til-
synsforende pa alle niveauer. Institutio-
nerne er bemyndiget til at foretage det
fornedne, enten i form af patale eller ved
videregivelse af sagens behandling til de
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consultation or by handing over further

treatment of a case to central authorities.
The institutions are attached to the Na-

tional Board of Health, professionally as
well as financially.

The supervision of medical staff and
their professional activity is carried out
by the National Board of Health in close
collaboration with the local medical offi-
cers. Decisions concerning individuals
may in such cases be appealed to the re-
sponsible minister or possibly the courts.

The Patient Complaint Board handles
complaints concerning authorized health
staff. Following preliminary treatment of
the cases (hearings of the parties, profes-
sional assessment, etc.) by the medical
officer, a final decision is reached by the
Patient Complaint Board.

In connection with the statutory planning
of the preparation of guidelines and the
debates about adhering to them, the su-
pervision of the activities of the health
service is primarily carried out through a
collaboration between the decentralised
authorities. The daily activity is further-
more monitored through submission, by
counties and municipalities, of specified
budgets and accounts as well as statistical
data to various centralised registers. Only
in exceptional cases is it necessary to
demand supervision concerning specific
questions.

FAROE ISLANDS: The rules for the
supervision of the health service is, by and
large, the same as in Denmark both con-
cerning who has the responsibility for the
supervision (the chief medical officer) and
regarding which areas including supervi-
sion and procedures for complaints.
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centrale tilsynsmyndigheder. Séavel fagligt
som budgetmeessigt er embedslegeinsti-
tutionerne knyttet til Sundhedsstyrelsen.

Tilsynet med det medicinske personale
og deres professionelle virksomhed udfe-
res af Sundhedsstyrelsen i teet samarbej-
de med de lokale embedsleger. Afgorel-
ser vedrerende enkeltpersoner kan i sa-
danne sager indankes for den ansvarlige
minister og eventuelt domstolene.

Klager over autoriseret sundhedsperso-
nale indgives til Patientklagensevnet. Ef-
ter forbehandling af sagerne (parts-
heringer, faglig vurdering m.v.) hos em-
bedslaegen treffes den endelige afgerelse
af Patientklagenavnet.

Tilsynet med sundhedsvasenets virk-
somhed udferes primeert som et samar-
bejde mellem de decentrale myndigheder
i forbindelse med det lovbestemte plan-
leegningsarbejde om udformning af vej-
ledende retningslinier og i en dialog om
disses efterfolgelse. Desuden folges den
lobende aktivitet gennem amternes og
kommunernes indberetning af specifice-
rede budgetter og regnskaber og statisti-
ske data til forskellige centrale registre.
Der er kun undtagelsesvis anledning til at
rejse tilsynssager om konkrete spergsmal.

FAROERNE: Reglerne for tilsyn med
sundhedsvasenet er i alt vaesentligt iden-
tiske med forholdene 1 Danmark, bade
hvad angar hvem der forer tilsynet (Em-
bedslegen/Landsleegen), hvilke omrader
der fores tilsyn med samt vedrerende
klageadgange/muligheder.



GREENLAND: The Greenland Board
of Health, an independent institution
under the Greenland Home Rule Gov-
ernment, carries out health care supervi-
sion. The Board of Health advise and as-
sist, the Greenland Home Rule Govern-
ment, and other authorities in questions
of health. Supervision includes health
care institutions, health staff, municipal
and other institutions. Health care com-
plaints are addressed in writing to the
Greenland Board of Health, who evalu-
ate the complaint and subject it to a hear-
ing before forwarding it to the Danish
Patient Complaint Board in Copenhagen
who then effect the final processing,
hearing and verdict. Health care service
complaints and questions concerning
compensation are evaluated by the De-
partment of Health.

FINLAND: The supervision of the
health care system in Finland is organ-
ised in a less official and formal way than
in other Nordic countries. There are no
officials specialised in supervising the
system. These duties are disseminated
through the health care system.

The most important channels for nation-
wide supervision of the health and social
services are legislation and its related
statutes. Besides, the Government each
year ratifies nation-wide plans for the
health and social sector covering the pe-
riod of the government. The general
planning, co-ordination and supervision
of the statutory services rest with the
Ministry of Social Affairs and Health.
Planning, co-ordination and supervision
in the regions rest with the regional
councils. The chief medical officer and
the forensic medical officer act as medi-
cal advisors to the Department of Health
and Social Affairs within the regional
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GRONLAND: Tilsynsmyndigheden er
Embedslaegeinstitutionen i Grenland
som er en sundhedsfagligt uathengig in-
stitution under Greonlands Hjemmestyre.
Embedslaegeinstitutionen yder radgiv-
ning og anden bistand i sundhedsfaglige
sporgsmal til Landsstyret og andre myn-
digheder. Tilsynsomraderne er sund-
hedsvaesenets institutioner, sundhedsfag-
lige personer samt kommunale og andre
institutioner. Sundhedsfaglige klager ret-
tes skriftligt til Embedslaegeinstitutionen,
som vurderer, forbereder og sagsfremstil-
ler klagen, for den videresendes til Sund-
hedsvesenets Patientklagenzevn i Ko-
benhavn som foretager den endelige be-
handling, hering og afgerelse. Klager
over service samt krav om erstatninger
behandles af Direktoratet for Sundhed.

FINLAND: Tilsynet med sundhedsvae-
senet er 1 Finland organiseret mindre
formelt end i de andre nordiske lande.
Der er ingen som officielt er autoriseret
til at fore tilsyn med sundhedsvesenet.
Arbejdsopgaverne er spredt ud i hele
sundhedssystemet.

De vigtigste kanaler til den landsdeek-
kende styring af social- og sundhedsvee-
senet er lovgivning og dertil herende
forordninger. Regeringen godkender
desuden hvert ar de landsdaeekkende
planer for social- og sundhedsomradet
for den kommende regeringsperiode.
Den generelle planleegning, styring og
tilsynet med de lovpligtige ydelser pa-
hviler social- och hélsovardsministeriet.
Planlegning, styring og tilsyn inden for
lenene pahviler lensstyrelserne. Em-
bedslaegerne og retsleegerne fungerer
som leegelige radgivere for social- och
hilsovardsministeriets regionale admini-
stration. Hertil kommer seks statslige in-
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administration. In addition, there are six
governmental institutions who contribute
to the supervision of the health services.

A nation-wide body for the protection of
patients rights has been established. The
body may assess whether the services of
individual municipalities are up to re-
quired standards. If the body finds that
the service system is deficient for reasons
owing to the municipalities, then it may
recommend how and within what time
limit the deficiency must be rectified.

Patients have many possibilities to ex-
press their complaints about the treat-
ment or service they received. The sim-
plest and most direct way is to express
dissatisfaction to the treating physician.
The other possibility is to contact the
physician in charge of leading the treat-
ing unit or health centre. If an external
authority is needed to solve the com-
plaints, the two possibilities are the Chief
District Medical Officer and the Na-
tional Authority of Medico-Legal Affairs.
Both of these are capable of giving rep-
rimands, or if needed sanctions.

ALAND: Supervision of health staff is
done according to Finnish law and is
administered by the Government of
Aland.

Complaints concerning treatment can ei-
ther be addressed, as in Finland, to the
institution giving the treatment or the na-
tional authorities — or to the Government
of Aland. In Aland, the patient ombuds-
man is employed by the Government of
Aland and is thus independent of the re-
spective institutions of treatment. The
patient ombudsman may table questions
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stitutioner som medvirker ved tilsynet
med sundhedsvasenet.

Der er oprettet et landsdeekkende grund-
rettighedsneevn (grundskydds-ndmnd).
Neaevnet kan vurdere hvorvidt de enkelte
kommuners service lever op til kravene.
Hvis nevnet finder, at kommuners ser-
vicesystem er mangelfuldt, og at kom-
munerne berer ansvaret herfor, kan
navnet anbefale kommunen hvordan
manglerne skal udbedres og indenfor
hvilken tidsramme det skal ske.

Patienterne har mange muligheder for at
klage over den behandling eller service
som de har modtaget. Den mest simple
made er at give udtryk for sin utilfreds-
hed overfor den leege som har staet for
behandlingen eller henvende sig til den
leege som leder afdelingen eller sund-
hedscentret. Hvis det er nedvendigt med
ekstern assistance for at lose problemet
kan patienten enten henvende sig til em-
bedslegen eller Rattsskyddscentralen for
hélsovarden. Begge har muligheder for at
komme med udtalelser og sanktioner hvis
det er pakraevet.

ALAND: Tilsynet med sundhedsperso-
nalet sker efter finsk lovgivning og fore-
tages lokalt af Landskapsstyrelsen.

Klager over behandlingen kan — som i
Finland — enten indgives til de respektive
behandlingsinstitutioner eller til de nati-
onale myndigheder — eller til Landskaps-
styrelsen. P4 Aland er patientombuds-
manden ansat af Landskapsstyrelsen og
er saledes uathaengig i forhold til de re-
spektive behandlingsinstitutioner. Pati-
entombudsmanden kan tage principielt



of principal significance in the “Patients
Board of Trust” where the questions
may be discussed and form the basis for
decisions, although the committee can-
not decide individual cases.

ICELAND: The Director General of
Public Health has overall responsibility
for supervision of health institutions,
health staff, prescription of medicine,
treatment of substance abusers and con-
trol of all public health services.

The District Medical Officer carries out
supervision in the district on behalf of
the administration. The State Drug In-
spectorate supervises pharmacies and
pharmaceutical products.

Complaints concerning the health ser-
vices are addressed to the Director Gen-
eral of Public Health and the District
Medical Officers who evaluate the com-
plaints and make decisions. However, the
institutions involved must also be in-
formed about the complaints. In case of
conflict, the case must be discussed by a
special board (consisting of three persons
appointed by the Supreme Court).
Complaints can also be forwarded di-
rectly to this board.

NORWAY: According to regulations,
every institution providing health ser-
vices is obliged to establish an internal
supervisory system to ensure that the in-
stitution is run in accordance with the
statutes and guidelines.

The National Board of Health and the
Regional Medical Officers (one Regional
Medical Officer in each county) is re-
sponsible for overall supervision of the
health services. The Regional Medical
Officers carry out supervision of the en-
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vigtige spergsmal op i “fortroligheds-
naevnet” hvor spergsmalene kan diskute-
res og danne grundlag for afgerelser,
men navnet kan ikke afgere de enkelte
sager.

ISLAND: Sundhedsdirektoren forer fag-
ligt tilsyn med sundhedsinstitutionerne,
sundhedspersonalet, ordination af leege-
midler (recepter), misbrugsbekempelse
og kontrol med alle offentlige sundheds-
foranstaltninger.

Distriktsoverlegerne forer tilsyn med
sundhedsarbejdet i distriktet p4 admini-
strationens vegne. Lagemiddeltilsynet
forer det farmaceutiske tilsyn med apote-
ker og legemidler.

Sundhedsdirektoren og distriktsleegerne
modtager klager vedrerende sundheds-
vaesenet og foretager de nedvendige un-
dersogelser og treffer afgerelserne.
Sundhedsinstitutionernes ledelse skal
dog gores bekendt med klagen. Opstar en
konflikt kan sagen tages op i et seerligt
navn (navnet bestar af tre personer som
er udpeget af Hojesteret). Klager kan og-
sa ga direkte til nevnet.

NORGE: Efter reglerne har enhver virk-
somhed som udbyder sundhedsydelser
pligt til at etablere et internt kontrolsy-
stem med henblik pa at sikre at virksom-
heden drives i overensstemmelse med lo-
ve og forskrifter.

Statens helsetilsyn og fylkesleegerne (en
fylkesleege i hver fylkeskommune) forer
den overordnede faglige tilsyn med
sundhedstilstanden og sundhedsvesenet.
Fylkeslegeembedet forer tilsyn med hele
sundhedsvasenet og alt sundhedsperso-
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tire health service and the health staff.

The supervisory authorities also act as
complaints board. The Norwegian Board
of Health and the Regional Medical Of-
ficers process complaints against both in-
stitutions and individual health workers.
Initially, the Regional Medical Officers
evaluate the complaints and may, in the
event of irregularities being found, direct
criticism against the parties involved.

If there are grounds for introducing more
serious sanctions against an institution or
staff, the complaint may be forwarded to
the Norwegian Board of Health. If the
institution is run unacceptably the Nor-
wegian Board of Health may order
changes to rectify conditions.

If the health staff break the rules, the
Norwegian Board of Health may forward
a reprimand or warning, or suspend or

recall authorization/approval as health
staff.

Patients may also forward their com-
plaints to the person in charge of an in-
stitution (e.g. the municipal board as to
health services according to the Act on
Municipal Health Services) or to the
Norwegian Patient Insurance Board, in
case of claims for compensation as a
consequence of treatment in the public
health service. The Act on Patient Rights
that came into force at the beginning of
2001, enhances patients’ possibilities to
complain in relation to previously, by
mentioning the possibility of complain-
ing and a patient’s various rights.

SWEDEN: The county and regional
councils are responsible for offering
qualified health care for residents in their
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nale.

Tilsynsmyndigheden er ligeledes pati-
entklageinstans. Statens helsetilsyn og
fylkesleegerne behandler klager bade ret-
tet mod institutioner/virksomheder og
den enkelte sundhedsmedarbejder. I for-
ste omgang er det fylkeslaegerne som be-
handler klagerne, og de kan i tilfeelde af,
at der konstateres afvigelser fra regelsaet-
tene rette kritik mod de aktuelle aktorer.

Hyvis der er et grundlag for at benytte
strengere sanktioner mod virksomheden
eller sundhedspersonalet oversendes kla-
gen til Statens helsetilsyn. Statens helse-
tilsyn kan, hvis virksomheden drives
uforsvarligt, paleegge den at rette forhol-
dene.

Hyvis sundhedspersonalet ikke overholder
regelsettene kan Statens helsetilsyn give
sundhedspersonalet en tilrettevisning el-
ler advarsel, eller den kan suspendere el-
ler tilbagekalde autorisation/godkendelse
som sundhedsmedarbejder.

Patienterne vil ogsa kunne klage til den
ansvarlige for virksomheden (fx kommu-
nalbestyrelsen nér det geelder de nod-
vendige sundhedsydelser efter lov om
sundhedsvasenet i kommunerne) eller til
Norsk patientskadeerstatning, hvis der er
tale om erstatning som felge af behand-
ling i det offentlige sundhedsveaesen. Lov
om patientrettigheder, der geelder fra og
med 2001, styrker patienternes klagead-
gang i forhold til tidligere ordninger,
blandt andet ved at klageordningen be-
skrives og ved at forskellige rettigheder
omtales.

SVERIGE: Det er landstingene og regi-
onerne som har ansvaret for at tilbyde en
god sygdomsbehandling for indbyggerne



area. They are also responsible for public
dental care (primarily for children and
young persons).

Through legislation, the Government
sets out the framework and supervises all
activities.

The National Board of Health and Wel-
fare is the central supervising authority
for health and hospital services. Accord-
ing to the Act concerning Active Health
Personnel, the National Board of Health
and Welfare has overall supervision ex-
cept for health services provided by the
army. The board has six county offices.
In addition to the National Board of
Health and Welfare, there are several
central supervising authorities within en-
vironmental and health protection.

The municipalities have, according to legis-
lation on the support and service of par-
ticularly disabled persons, the overall re-
sponsibility for the mentally disabled. The
county and regional councils only take ac-
tion in specific matters e.g., when advice
and personal support require special
knowledge about the life conditions for per-
sons with severe permanent disabilities.

The agencies with the overall responsibil-
ity for the health service have their own
impartial (patient) boards. Patient com-
plaints may be referred to these institution-
ally independent boards. The main pur-
poses of such boards are twofold: to sup-
ply sound information and to ensure solu-
tions that patients can come to terms with.

The National Medical Disciplinary
Board (HSAN) is an independent Gov-
ernment authority processing complaints
against staff.
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i deres omrader. De har ligeledes ansva-
ret for den offentlige tandpleje (forst og
fremmest for bern og unge).

Gennem lovgivning fastleegger staten
rammerne for virksomheden og ferer til-
syn med den.

Socialstyrelsen er statens centrale tilsyns-
myndighed for sundheds- og sygehusvae-
senet. | folge loven om erhvervsvirksom-
hed indenfor sundhedsomradet er Soci-
alstyrelsen tilsynsmyndighed for hele
sundhedsvasenet, med undtagelse af
sundhedsydelser inden for forsvaret. Sty-
relsen har seks regionale kontorer. Som
et supplement til Socialstyrelsen er der et
antal centrale tilsynsmyndigheder inden
for milje- og sundhedsbeskyttelse.

Ansvaret for de psykisk udviklingsheemme-
de er jf. loven om stette og service til visse
funktionssvigt 1 hovedsagen henlagt til
kommunerne. Landstingene og regionerne
har kun ansvaret for den seerlige, aktiveren-
de radgivning og anden personlig stotte,
som kraever serlig indsigt 1 problemer og
livsbetingelser for personer med store og
permanente funktionsnedszettelser.

De hovedansvarlige for sundhedsvasenet
har egne upartiske neevn (patientnaevn)
som er uafhengige af behandlingssteder-
ne og hvortil man kan henvise klager fra
patienterne. Hovedformalet med naevne-
ne er at de skal bidrage med god infor-
mation og at sikre lgsninger som patien-
terne er indforstdede med.

Sundhedsveaesenets ansvarsnavn
(HSAN) er en uafthengig statslig myn-
dighed som efterprover klager over
sundhedspersonale.
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Financing of
the health services

In the Nordic countries, the health ser-
vices are mainly financed by the public
authorities. In Iceland, contributions are
primarily made by the Government,
while financing in the other countries
mainly consists of county and/or mu-
nicipal taxes with general grants from the
Government. In the Nordic countries,
the Government issues a general grant to
the counties and/or municipalities. With
the exception of Greenland, citizens in
the Nordic countries contribute directly
to financing, partly through insurance
schemes, partly by paying user charges.
A financing model has been established
in Norway concerning the somatic hospi-
tals (as from 1 July 1997) combining
general grants and unit price financing.
The unit price financing is based on the
principle that a service producer (i.e. the
hospital) is paid on the basis of services
rendered. The scheme implies that the
State reimbursed a certain percentage of
the average DRG expense (Diagnosis
Related Groups) in connection with
treatment of patients in the counties.
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Finansiering af
sundhedsvasenet

I de nordiske lande finansieres sundheds-
vaesenet hovedsageligt af det offentlige. I
Island er det primert staten, der bidra-
ger, mens finansieringen i de gvrige lan-
de stammer fra amtskommunale og/eller
kommunale skatter samt bloktilskud fra
staten. I de nordiske lande yder staten et
generelt bloktilskud til amter og/eller
kommuner. Med undtagelse af Grenland
bidrager borgerne i de nordiske lande di-
rekte til finansieringen, dels gennem for-
sikringsordninger, dels ved brugerbeta-
ling. For Norges vedkommende er der
etableret en finansieringsmodel for de
somatiske sygehuse (fra 1. juli 1997) som
kombinerer bloktilskud og stykprisfinan-
siering. Stykprisfinansieringen bygger pa
det princip, at en serviceproducent (det
vil sige sygehuset) far indtegter beregnet
ud fra udferte serviceopgaver. Ordnin-
gen indebarer, at staten refunderer en vis
procentandel af de gennemsnitlige DRG-
udgifter (Diagnose Relaterede Grupper)
ved amtskommunal patientbehandling.



Charges for health care as per
January 1, 2001

Consultation with physician

DENMARK: As appears from the over-
view, there are no user charges in Den-
mark, the Faroe Islands and Greenland.

FINLAND: The following charges may
be levied in connection with outpatient
treatment at health centres:

e A fixed annual charge of max. FIM
120 within one year or:

e A fixed sum per visit of max. FIM 60
The charge is only levied at the first
three visits at the same health centre
in the course of one calendar year.

The charges do not apply to persons un-
der 15 years of age.

Reimbursements of private physicians’
fees are based on fixed charges where the
National Social Insurance Institution re-
imburses 60 per cent of the physicians’
fee. However, in most cases the actual
charge is higher and thus also the actual
reimbursement is less than 60 per cent.

ALAND: For medical consultations
within the primary health service in con-
sultations or in connection with home
visits, there is a user charge of FIM 50.
Outside the opening hours the charge is
FIM 120. There is no charge for children
under 12 years in the primary health care
system or in connection with outpatient
treatment. A maximum user charge of
FIM 1,500 for doctor’s home visits and
outpatient treatment, or a total of FIM
3,500 within one calendar year, after
which there is no charge for the remain-
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Egenbetaling for sundheds-
ydelser pr. 1. januar 2001

Legebesog

DANMARK: Som det fremgdr af over-
sigten er der ingen egenbetaling 1 Dan-
mark, pd Fereerne og i Grenland.

FINLAND: I forbindelse med den pri-
mere leegebehandling ved sundhedscent-
rene kan der opkraeves folgende betaling:

e En fast rlig betaling pé hejst 120 FIM
inden for et ar, eller:

e Et fast belob pr. besog, dog hejst
60FIM. Belabet skal kunne betales for
de forste tre besgg pa et og samme
sundhedscenter i labet af samme kalen-
derar.

De nzevnte beleb opkraeves ikke af perso-
ner under 15 ar.

Tilskud til behandling hos en privatprak-
tiserende leege er baseret pa et fast egen-
betalingsbelagb. Folkpensionsanstalten re-
funderer 60 pct. af leegens honorar. I de
fleste tilfeelde er egenbetalingen dog stor-
re og refusionen derfor mindre end 60
procent.

ALAND: Egenbetaling for legebesog in-
den for det primere sundhedsvasen i
konsultationen eller ved hjemmebesog er
50 FIM. Uden for abningstiden er det
120 FIM. Der betales ikke for bern un-
der 12 ari det primare sundhedsvasen
og ved ambulant behandling. Der er ind-
fort maksimal egenbetaling pa 1.500
FIM for leegebesog og ambulant behand-
ling eller samlet 3.500 FIM indenfor et
kalenderar hvorefter der ikke betales den
resterende del af dret med undtagelse af
kortvarig institutions/hospitalsophold
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der of the year, with the exception of
short-term stays in institutions/hospitals
where the charge is reduced from FIM
125 per day to FIM 70 per day. The ac-
tivities included in the maximum user
charge have been fixed beforehand. If
there is a waiting period of 45 minutes or
more in connection with a scheduled
visit, within opening hours, the user
charge will be reimbursed.

ICELAND: Prophylactic health care
consultations for pregnant women and
mothers with infants as well as school
health care are free of charge.

The charge for consultation with a special-
ist is either ISK 1,400 plus 40 percent of
the remaining costs of the consultation,
max. ISK 5,000 or ISK 500 plus one third
of the remaining 40 percent, though max.
ISK 5,000. The reduced charge applies to
pensioners, disabled and long-term unem-
ployed people and children under 18. The
same rates also apply to outpatient special-
ist treatment in hospitals and emergency
wards.

Insured people pay ISK 1,000 for each
laboratory test and for each X-ray treat-
ment. The charge is ISK 300 for the group
entitled to a reduced rate.

User charge for persons who have been
continuously unemployed for a period of 6
months or longer is the same as for pen-
sioners.

NORWAY: There is a user charge for
medical consultations with general prac-
titioners, specialists and outpatient
treatment at hospitals. The health insur-
ance offers full reimbursement for treat-
ment of children under the age of 7
years, treatment of industrial injuries,
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hvor betalingen reduceres fra 125 FIM
pr dogn til 70 FIM pr degn. De aktivite-
ter som medregnes i den maksimale
egenbetaling er fastlagt pa forhand. Hvis
der er en ventetid pd 45 minutter eller
mere ved en aftalt besgg, indenfor ab-
ningstiden, tilbagebetales egenbetalingen.

ISLAND: Lagebesog af forebyggende
karakter for gravide, nye medre og deres
bern samt skolesundhedsplejen er uden
egenbetaling.

Egenbetalingen for besgg hos en specialist
er enten 1.400 ISK plus 40 pct. af de reste-
rende udgifter dog max. 5,000 ISK, eller
500 ISK og en tredjedel af de resterende 40
pct. dog max. 5.000 ISK. Pensionister,
handicappede og langtidsarbejdslese samt
bern under 18 ar betaler efter reducerede
takster. Egenbetalingen for specialistbe-
handling er den samme ved hospitalernes
ambulatorier og skadestuer.

Forsikrede betaler 1.000 ISK for laborato-
rieprever og rentgenbehandling. Egenbeta-
lingen er dog kun 300 ISK for patienter,
som har ret til et reduceret belob.

Egenbetaling for personer som har veret
arbejdslese i en samlet periode pa 6 mane-
der eller mere er den samme som for pensi-
onister.

NORGE: Der er egenbetaling for laege-
besog hos bade almene leger og special-
leeger, samt ambulant behandling ved sy-
gehusene. Folketrygden yder fuld refusi-
on ved behandling af bern under 7 ar,
ved behandling af arbejdsskader, krigs-
skader, svangerskab/fodsler og i enkelte



User charges for consultations with physician
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Are there consistent Size of user charge Deviations User charge in rela-
rules for the whole tion to total cost of
country? consultation
Denmark  Yes - No -
Faroe Yes - No -
Islands
Greenland  Yes - No -
Finland Yes Public FIM 0-120 No charges for children under
Private min. 40 per cent 15 years of age
Aland Yes FIM 50 Public, no charge for children
under 12 years; Free treatment
after the payment of FIM 1,500
Iceland Yes ISK 700 -1,600 in pri-  I1SK 300 - 600 for children un-  Varies
mary care, other rules  der 18 years of age, and for
for specialized care pensioners, disabled and long-
term unemployed
Norway Yes NOK 110 in primary No Approx. 35 per cent
care, NOK 185 in spe-
cialized care
Sweden No SEK 100- 250 SEK 260 for emergency consul- ..

tations at hospitals in the
county council of Uppsala

Egenbetaling for leegebesgg

Er der ensartede reg- Egenbetalingens storrel- Afvigelser Egenbetalingens
ler i hele landet? se andel af de samlede
udgifter til leegebe-
s@g
Danmark  Ja - Nej -
Fergerne  Ja - Nej -
Grgnland  Ja - Nej -
Finland Ja Offentlig 0 - 120 FIM,  Ingen betaling for bgrn under
Privat mindst 40 pct. 15 ar
Aland Ja FIM 50 Ingen egenbetaling for bgrn un- ..
der 12 ar; Fri behandling nar der
er betalt 1.500 FIM
Island Ja 700 - 1.600 ISK hos al- 300- 600 ISK for bgrn under 18 Varierende
men leege, andre regler  ar og for pensionister, handi-
for besgg hos specialist. cappede og langtidsarbejdslgse
Norge Ja 110 NOK hos almen lae- Nej Ca. 35 pct.
ge. 185 NOK hos speci-
alleeger
Sverige Nej 100 - 250 SEK 260 SEK ved akut besgg pa sy-

gehuse i Uppsala ldns landsting
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war injuries, pregnancy and childbirth,
and, in certain other cases (e.g. treatment
of dangerous contagious diseases, psy-
chotherapy for persons under the age of
18 years, and treatment of prison in-
mates). There may also be user charges
for physiotherapy, psychologist, and for
treatment of patients in nursing homes.

SWEDEN: Local authorities (county and
regional councils) set the charges them-
selves. For medical consultations in pri-
mary health care or with a private general
practitioner, the user charge varies from
SEK 100 to 150, whereas it varies from
SEK 150 to 250 for medical consultations
with specialists (in hospitals or in private
practice).

In most of the county/regional councils,
children and young people under the age of
20 years may consult the outpatient clinic
free of charge. In the remaining areas, the
limit to payment of user charges varies
from 7 years to the calendar year in which a
person turns 20 years.

Reimbursement of
pharmaceutical products

DENMARK: Reimbursement of phar-
maceutical products in Denmark, are not
stipulated with fixed percentages, since
reimbursement depends on the amount
of medicine used by the individual pa-
tient. Reimbursement percentages in-
crease proportionally with the needs of
the patient.

Reimbursable pharmaceutical products
are products with a documented and
valuable therapeutic effect on well-
known indications, where the price of the
product stands reasonable in comparison
to its therapeutic value.
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andre tilfzelde (fx behandling af farlige,
smitsomme sygdomme, psykoterapeutisk
behandling af personer under 18 ar og
behandling af indsatte i feengsler). Der
kan ogsa opkraeves egenbetaling for be-
handling ved fysioterapeut, psykolog og
af patienter pa sygehjem.

SVERIGE: De lokale myndigheder
(landstingene og regionerne) fastsaetter selv
taksterne. For laegebesog i det primaere
sundhedsveesen eller hos husleegen varierer
egenbetalingen fra 100 til 150 SEK, mens
den varierer fra 150 til 250 SEK ved lege-
besog hos specialister (ved sygehusene eller
hos privatpraktiserende leeger).

I de fleste landsting/regioner kan bern og
unge under 20 ar ga til ambulant lege-
behandling uden brugerbetaling. I de re-
sterende varierer greensen for at der ikke
opkraeves brugerbetaling mellem 7 ar og
det kalenderar hvor man fylder 20 ar.

Tilskud til
leegenmudler

DANMARK: Tilskuddene i Danmark er
ikke forsynet med en fast procentsats, da
tilskuddet aftheenger af storrelsen af den
enkelte patients legemiddelforbrug. Pro-
centsatsen stiger 1 takt med patientens
leegemiddelforbrug

Leaegemidler med tilskud er legemidler
med en sikker og veerdifuld terapeutisk
effekt pa en velafgraenset indikation, hvor
leegemidlets pris star i rimelig forhold til
dets behandlingsmessige veerdi.



User charges for pharmaceutical products
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Are there consis- Size of user charge Deviations User charge in relation
tent rules for the to total cost of phar-
whole country? maceutical products
Denmark  Yes Reimbursement: No 31,5 per cent
0,50,75,85 and 100 pct
in respect to the size of
the patient's consump-
tion of drugs
Faroe Yes As in Denmark No
Islands
Greenland  Yes - No -
Finland Yes FIM 50 and 50 per cent  For certain diseases, FIM 25 49 per cent (1999)
of the cost exceeding and 0/25 per cent of the cost
FIM 50 exceeding FIM 25 is paid
Aland Yes As in Finland As in Finland -
Iceland Yes ISK 1,550+ 65/80 per Pensioners and disabled: Approx. 49 per cent
cent of the remaining ISK 550 + 50 per cent of
cost, but max. the remaining cost, but max.
ISK 3,100 /4,500 ISK 950/1,250.
Norway Yes 36 per cent maximum For children below 7 years:
NOK 360 per recipe No user charge
Sweden Yes SEK 0-1,800 -

Egenbetaling for leegemidler

Er der ensartede  Egenbetalingens Afvigelser Egenbetalingens andel
regler i hele starrelse af de samlede udgifter
landet? til leegemidler
Danmark Ja Tilskud: 0,50,75,85 og Nej 31.5 pct.
100 pct. afheengig af
stgrrelsen af den enkelte
patients leegemiddelfor-
brug
Fergerne  Ja Som i Danmark Nej
Grgnland  Ja - Nej -
Finland Ja 50 FIM og 50 pct. af det  Ved visse sygdomme betales 49 pct. (1999)
belgb som overskrider 50 25 FIM og 0/25 pct. af det
FIM belgb som overskrider 25 FIM.
Aland Ja Som i Finland Som i Finland -
Island Ja 1,550 ISK + 65/80 pct. af Pensionister og handicappede: Ca. 49 pct.
den resterende pris, dog 550 ISK +50 pct. af den reste-
hgjst rende pris, dog hgjst
3,100/4,500 ISK 950/1,250 ISK
Norge Ja 36 pct. maksimum For bgrn under 7 ar: Ingen
360 NOK pr. recept egenbetaling
Sverige Ja 0-1.800 SEK -
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Individually based subsidy may be ob-
tainable by submitting an application
through one’s own doctor to the National
Pharmaceutical Board.

The National Board of Medicine stipu-
lates a reference price for each group of
pharmaceutical products covered by the
scheme. The reference price forms the
basis for the calculation of the subsidy
given. For new pharmaceutical products,
the subsidy is calculated on the basis of
the average price of the product in other
EU countries.

A current speciality rate is being worked
out covering prices for all pharmaceuti-
cal products on the market.

FAROE ISLANDS: A sickness insur-
ance fee is still payable on the Faroe Is-
lands. The fee covers part of the medical
expenses. Besides, direct user charges of
25-50 per cent of the costs of the reim-
bursable medicine are payable. Pension-
ers are reimbursed user charges exceed-
ing a certain amount. The same applies
to people who have been granted a
medicine license in accordance with the
Health Care Act.

GREENLAND: All pharmaceutical
products are distributed through the
health service except for certain non-
prescription drugs. These are, on a
strictly limited basis, available from cer-
tain general stores. Non-prescription
products are, to a varying degree, dis-
tributed by district health services.

FINLAND AND ALAND: There are
three payment categories for prescribed
medicine, and reimbursement is calcu-
lated separately for each purchase and
for each refund category.
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Der kan opnaés individuelt tilskud til lee-
gemidler uden generelt tilskud ved at
indsende ansegning til Lege-
middelstyrelsen gennem egen laege.

Leaegemiddelstyrelsen udarbejder en refe-
rencepris for hver af de laegemiddelgrup-
per, der er omfattet af referenceprissy-
stemet. Referenceprisen er den pris, der
leegges til grund for beregning af tilskud.
For nye leegemidler beregnes tilskuddet
pa grundlag af gennemsnittet af prisen
pa legemidlet i andre EU-lande.

Der udarbejdes lebende en specialitets-
takst, som omfatter priser pa alle mar-
kedsferte farmaceutiske specialiteter.

FAROERNE: Der betales fortsat syge-
kassekontingent pa Feergerne som deaek-
ker en del af medicinudgifterne. Derud-
over er der ogsa direkte brugerbetaling
pa 25 til 50 pct. af udgifterne til den til-
skudsberettige medicin. Pensionister far
refunderet brugerbetalingen over et vist
beleb. Det samme geelder personer der
har faet medicinbevilling efter forsorgs-
loven.

GRONLAND: Al medicin distribueres
gennem sundhedsvasenet, bortset fra
héndkebsmedicin der i steerkt begraenset
omfang forhandles fra enkelte dagligva-
rebutikker. Hindkebsmedicin udleveres i
varierende grad fra sundhedsvasenet i
distrikterne.

FINLAND OG ALAND: Der er tre be-

talingskategorier for receptpligtige laege-

midler, og refusionen er beregnet separat
for hver indkeb og hver kategori.



Some new and expensive drugs (e.g. for
dementia and multiple sclerosis) are in
specified cases paid by the hospital or
municipality. The accepting of the new
drugs on the reimbursement schemes is
not automatic and many drugs are first
marketed without any reimbursement.
The health economics have been given
more and more weight in the licensing
process of new drugs.

Besides medicines, certain nutrients used
in the treatment of a number of diseases
as well as ointments used in the treat-
ment of chronic skin diseases are also
subsidised.

As a main rule, the health insurance
scheme fully reimburses the expenditure
on prescribed medicine exceeding FIM
3,450 in the course of one calendar year.

ICELAND: Some pharmaceutical prod-
ucts for the treatment of certain diseases
are paid entirely by the health insurance

scheme, for other kinds patients pay the

full cost themselves.

In special individual cases, reimburse-
ment by the health insurance scheme
may cover more of the medicine costs
than is described above.

There is also a reference price system.
For generic drugs of the same form,
strength and package size, the reim-
bursement is calculated in relation to the
maximum reference price, i.e. the lowest
priced generic product. The present ref-
erence price list covers about 20 per cent
of the registered drugs.

NORWAY: Most pharmaceutical prod-
ucts are reimbursed according to a sys-
tem based on diagnoses and approved
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Nogle nye og meget dyre medikamenter
(for eksempel mod demens og sklerose)
bliver i seerlige tilfeelde betalt af hospitalet
eller kommunen. Der forekommer ingen
automatisk accept af nye medikamenter 1
refusionssystemet og mange medikamen-
ter bliver markedsfert uden tilskud.
Sundhedsekonomerne har féet storre og
storre indflydelse pa hvilke medikamen-
ter der skal gives tilskud til.

Ud over medicin kan der ogsa gives til-
skud til kost for nogle behandlingskrae-
vende sygdomme ligesom til salver ved
behandling af kroniske hudsygdomme.

Som hovedregel deekker sygeforsikringen
de udgifter til receptpligtige leegemidler
som overskrider et belgb pa 3.450 FIM i
lobet af et kalenderar.

ISLAND: Laegemidler til behandling af

visse sygdomme betales fuldt ud af syge-
forsikringen. For andre typer af medicin
betaler patienterne selv det fulde beleb.

I seerlige, individuelle tilfeelde kan refusi-
onen fra sygesikringen vere hojere og
egenbetalingen dermed lavere end det
fremgar af oversigten.

Der findes desuden et referenceprissy-
stem. For synonympraparater med
samme form, styrke og forpakning, be-
regnes tilskuddet i forhold til den maksi-
male referencepris, forstdet som den la-
veste pris pa synonympreparatet. Den
nuvarende referenceprisliste deekker ca.
20 pct. af de registrerede leegemidler.

NORGE: De fleste leegemidler refunde-
res efter et system baseret pa diagnoser
og godkendte praparater foreskrevet af
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products prescribed by a physician. A
condition is long-term need for the
product, equipment or accessories.

SWEDEN: A new rebate system for pre-
scribed pharmaceutical products was in-
troduced in 1997. The rebate is calculated
according to the value of the products
bought. For purchases of up to SEK 900
over a 12 month period, the user pays all.
A discount is given for exceeding costs.
For costs between SEK 900 and 1,700,
there is a 50 per cent rebate. Between
SEK 1,700 and 3,300 the rebate is 75 per
cent, and between SEK 3,300 and 4,300
the rebate is 90 per cent. When products
have been purchased for a sum of SEK
4,300, the ceiling of user charge has been
reached. At this level, the patient will have
paid SEK 1,800 and receives a free pass for
the rest of the 12 months period. The
scheme covers rebate approved medicines
on prescription including contraceptives
and accessories for stoma. Insulin is free of
charge.

Treatment at hospitals

As appears from the overview, there are no
user charges for hospitalization in Den-
mark, the Faroe Islands, Greenland, Ice-
land and Norway. In Iceland and Norway,
however, there is a charge for specialist
polyclinic treatment at hospitals, cf. the sec-
tion on consultations with physician.

FINLAND AND ALAND: Patients pay a
charge for admission to hospital, psychiat-
ric ward or health centre. There is a basic
charge of FIM 150 which can be levied if
the hospitalization period last at least three
days. If a new hospitalization period starts
within 12 days, no basic charge can be
levied. In short-term treatment there is a
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en leege. Udgangspunktet er at man lang-
varigt har behov for legemidlet, medi-
cinsk udstyr eller forbrugsvarer.

SVERIGE: I 1997 blev der indfort et
nyt rabatsystem for leegemidler pa recept.
Rabatten udregnes efter veerdien pa de
leegemidler som kebes. For indkeb op til
900 SEK i en 12 maneders periode beta-
ler man selv det hele. P4 udgifter derud-
over ydes der rabat. For udgifter mellem
900 SEK og 1.700 SEK gives der 50 pct.
rabat. Mellem 1.700 og 3.300 SEK er
rabatten 75 pct. og for udgifter mellem
3.300 SEK og 4.300 SEK er rabatten 90
pct. Nar der er kebt leegemidler for 4.300
SEK har man néet op pa egenbetalingens
maksimum. Patienten har ved dette ni-
veau selv betalt 1.800 SEK og far sa til-
delt et frikort for resten af 12 maneders
perioden. Ordningen omfatter rabatbe-
rettigede leegemidler pa recept, inkl. P-
piller og brugsartikler til stomier. Insulin
er gratis.

Behandlinger ved sygehuse

Som det fremgar af skemaet er der ingen
brugerbetaling for sygehusophold i
Danmark, pa Fereerne, i Gronland, Is-
land og Norge. Dog betales der i Island
og Norge for ambulant specialistbehand-
ling ved hospitaler, jvf. afsnittet om lee-
gebesog.

FINLAND OG ALAND: Patienterne
betaler for indleeggelse pa hospital, psy-
kiatrisk afdeling eller sundhedscenter.
Der findes et basisbelgb pa 150 FIM
som ydes hvis hospitalsopholdet er under
tre dage. Hvis et nyt hospitalsophold
starter inden 12 dage betales der intet ba-
sisbelagb. For korttidsbehandling betales



charge of FIM 135 per ward day. The re-
habilitation charge is FIM 50 per ward
day and the maximum user charge for day
surgery is FIM 400. On Aland, FIM 40 is
payable per day of treatment in connec-
tion with medical rehabilitation. A ceiling
has been introduced for the maximum user
charge of FIM 3,500 during one calendar
year, after which services are free of charge
for the rest of the year, with the exception
of short-term stays in institutions/hospitals
where the user charge will be reduced from
FIM 125 per day to FIM 70 per day.

SWEDEN: As per 1998, the county and
regional councils may set the user
charges for admitted patients at various
levels in relation to income levels and
may thus subsequently decide to reduce
user charges.

The user charge is max. SEK 80 per day,
but the payment varies between treatment
boards. Some county and regional coun-
cils differentiate user charge according to
income, others according to age or to age
and number of treatment days. Some have
chosen a flat lower user charge with a ceil-
ing for the size of the total user charge.

Except for four, all county and regional
councils have agreed that children and
young people under the age of 20 years
receive free medical treatment (for three
county councils the age limit is 19, and
for oneitis 17).
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der 135 FIM pr behandlingsdag. Beta-
ling for revalidering er 50 FIM pr be-
handlingsdag og den maksimale betaling
for dagkirurgi er 400 FIM. Pa Aland be-
tales der ved medicinsk revalidering 40
FIM pr behandlingsdag. Der er indfort et
loft pa den maksimale egenbetaling pa
3.500 FIM i lebet af et kalenderar, hvor-
efter ydelser er gratis resten af aret, bort-
set fra kortvarige institutions/hospitals-
ophold hvor egenbetalingen reduceres
fra 125 FIM pr degn til 70 FIM pr degn.

SVERIGE: Fra og med 1998 kan lands-
tingene og regionerne selv fastsaette
egenbetalingen for indlagte patienter i
forskellige niveauer, baseret pa indkomst-
intervaller, og kan pa det grundlag be-
slutte at nedseette egenbetalingen.

Egenbetalingen er hgjst 80 SEK pr. dag
men betalingen varier mellem behand-
lingsnaevnene. Nogle landsting og regioner
differentierer egenbetalingen efter ind-
komst, andre efter alder eller alder og antal
behandlingsdage. Nogle har valgt en ens-
artet, lavere egenbetaling med et loft over
den samlede egenbetalings storrelse.

Alle landsting og regioner pa neer fire har
besluttet at der skal ydes gratis sygdoms-
behandling til bern og unge under 20 ar
(tre landsting har fastsat graensen til det
kalenderar hvor de fylder 19 ogiet
landsting er det gratis til og med 17 ar).
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User charges for hospitalization
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Are there consistent Size of user charge Deviations User charge in rela-
rules for the whole tion to total cost of
country? hospitalization
Denmark  Yes - No -
Faroe Yes - No -
Islands
Greenland  Yes - No -
Finland Yes FIM 150 per visitand ~ Payment for long-term stay ac- 8 per cent (1999)
FIM 135 per day in cording to means
short term care
FIM 400 for day surgery
Aland Yes FIM 120 per visitand ~ Payment for long-term stay ac- ..
FIM 125 per day in cording to means
short term care.
Iceland Yes - No -
Norway Yes - No -
Sweden No SEK 0 - 80 per day Anticipatory pensioners under

the age of 40 only pay half for
the first 30 days of each sick-
ness period

Egenbetaling for indleeggelse pa sygehus

Er der ensartede reg- Egenbetalingens stgrrel- Afvigelser Egenbetalingens
ler i hele landet? se andel af de samlede
udgifter til indleeg-
gelse pa sygehus
Danmark  Ja - Nej -
Fergerne  Ja - Nej -
Grgnland  Ja - Nej -
Finland Ja 150 FIM pr besgg og Betaling for langtidsophold ef- 8 pct.(1999)
135 FIM pr sengedag for ter betalingsevne
korttidsophold
400 FIM for dagkirurgi
Aland Ja 120 FIM pr besgg og Betaling for langtidsophold ef-
125 FIM for korttidsop- ter betalingsevne
hold
Island Ja - Nej -
Norge Ja - Nej -
Sverige Nej 0-80 SEK/dag Fgrtidspensionister under 40 ar

betaler kun det halve i de forste
30 dage af hver sygdomsperiode
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Reimbursement of
dental treatment

DENMARK: Reimbursement is given
by the public health insurance scheme.
Adults pay between 30 and 65 per cent
of the agreed fees. No subsidy is granted
for fixed gold restorations and dentures.

Besides this, approximately one million
Danes are covered by a private insurance
scheme according to which reimburse-
ments may be obtained for both subsi-
dised and unsubsidised treatment.

Children and young people under 18
years of age receive free municipal dental
care including orthodontics. Elderly peo-
ple who live in a nursing home or in their
own home with several aides are offered
supportive dental care for which there is a
maximum annual charge of 300 DKK.

Apart from the general rules mentioned
above, local authorities may reimburse
necessary dental treatment according to
social regulations.

On 1 April 2000 the new Act on Dental
Care enters into force. According to this
Act, local authorities reimburse dentures in
case of detrimental or disfiguring effects of
injuries caused by accidents.

In addition, the county offers specialized or
highly specialized dental care to children
and young people with dental problems,
which would lead to a permanent func-
tional reduction if left untreated.

The county must furthermore grant a
special reimbursement of dental care to
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Tilskud til
tandbehandling

DANMARK: Tilskuddet til tandbe-
handling gives fra den offentlige sygesik-
ring. Voksne betaler mellem 30 og 65
pct. af de overenskomstfastsatte beta-
lingstakster. Der ydes ikke tilskud til
guldarbejder og proteser.

Derudover er ca. 1 million danskere deekket
af en privat forsikringsordning, hvorefter
der kan opnas tilskud til bAde behandlinger,
som den offentlige sygesikring yder tilskud
til, samt til behandlinger, der ikke er deekket
af den offentlige sygesikring.

Der er vederlagsfri kommunal tandpleje,
herunder tandregulering, for bern og unge
under 18 ar. Aldre personer, der bor pa
plejehjem eller i eget hjem med mange
hjeelpeforanstaltninger, tilbydes omsorgs-
tandpleje, for hvilken der maksimalt op-
kreeves DKK 300 pr. ar.

Ud over ovenneaevnte generelle regler kan
kommunerne yde stotte til nedvendig
tandbehandling i henhold til den sociale
lovgivning.

Fra 1. april 2000 treeder den ny tandpleje-
lov i kraft. I henhold til denne yder kom-
munen stotte til tandproteser i tilfzelde af
funktionelt adeleeggende eller vansirende
folger af ulykkesbetingede skader.

Herudover skal amtet tilbyde specialiseret
eller hejt specialiseret tandpleje til bern og
unge med odontologiske lidelser, der ube-
handlede medferer varig funktionsnedseet-
telse.

Amtet skal endvidere yde et seerligt tilskud
til tandpleje for kraeftpatienter, der enten pa
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cancer patients, who either due to radia-
tion of head and neck, or due to chemo-
therapy suffer considerable documented
dental problems, as well as to persons
who due to the Sjogren Syndrome suffer
considerable documented dental prob-
lems. Besides, the county must as from 1
January 2002 offer special dental care to
persons who due to a mental disorder or
learning difficulties cannot make use of
the existing dental care schemes within
child or youth dental care, adult dental
care or the dental care within the health
care scheme. In connection with these
services the county may charge user
payment of a maximum of DKK 1,300
annually.

Oral and maxillo-facial surgery is carried
out at the hospitals and is paid for by the
counties.

FAROE ISLANDS: The same rules
apply as in Denmark.

GREENLAND: All public dental care is
free of charge. Outside of the dentist's
working hours he or she may offer treat-
ment against payment.

FINLAND: The sickness insurance
scheme reimburses one annual dental
examination to everyone born in 1956 or
later. In addition, 60 per cent of the
treatment costs are reimbursed within
the rates fixed by the Social Security In-
stitute. Orthodontic treatment is only re-
imbursed if this is necessary to avoid
other illnesses. Expenditure on dentures
and dentistry is not included in the reim-
bursement scheme. As from 1 April
2001, the reimbursement scheme will be
extended to the effect that it will apply to
everyone born in 1946 or later.
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grund af stralebehandling i hoved og hals-
region eller pa grund af kemoterapi har be-
tydelige dokumenterede tandproblemer
samt til personer, der pa grund af Sjegrens
Syndrom har betydelige dokumenterede
tandproblemer. Endelig skal amtet fra 1. ja-
nuar 2002 tilbyde specialiseret tandpleje til
personer, der pa grund af sindslidelser eller
psykisk udviklingsheemning ikke kan ud-
nytte de eksisterende tandplejetilbud i ber-
ne- og ungdomstandplejen, voksentandple-
jen eller 1 omsorgstandplejen. For disse
ydelser kan amtet opkreeve en egenbetaling
pé maksimalt DKK 1.300 arligt.

Tand-, mund- og keebekirurgisk behand-
ling udferes pa sygehusene og betales af
amterne.

FAROERNE: Man folger de samme
regler som i Danmark.

GRONLAND: Al offentlig tandpleje er
gratis. Udenfor tandlegens arbejdstid,
kan denne tilbyde behandling mod beta-
ling.

FINLAND: Sygeforsikringen giver til-
skud til alle der er fodt i 1956 eller senere
til en arlig tandleegeundersogelse. Desu-
den refunderes 60 pct. af behandlings-
udgifterne indenfor de af Folkpension-
sanstalten fastsatte takster. Der gives kun
tilskud til tandregulering hvis dette er
nedvendigt for at undga andre sygdom-
me. Udgifter til proteser og tandtekniske
foranstaltninger er ikke omfattet af til-
skudssystemet. Fra og med den 1.4.
2001 udvides tilskudssystemet saledes at
den derefter geelder for alle der er fodt i
1946 eller senere.



Laboratory and X-ray examinations or-
dered by a dentist are also refundable, as
well as drugs prescribed by a dentist and
the costs of travelling to visit a dentist
under the same terms as procedures ap-
plying to medical prescriptions and travel
costs when visiting a physician.

ALAND: All public dental treatment for
persons under 19 years of age is free of
charge. For others a dental visit costs the
same as in Finland, with additional and
preset rate expenses covering examina-
tions, etc. not included. Adjustment of
teeth and prosthetics are charged accord-
ing to actual expenses. Cf. the Finnish
rules for appointments made at private
practicing dentists.

ICELAND: The health insurance offers
reimbursement for dental treatment. Ex-
cept for gold and porcelain inlays,
bridges and orthodontics, there is a 75
per cent reimbursement for dental treat-
ment of children under the age of 18
years. Orthodontics may be refunded by
up to ISK 100,000. Long-term illness
and old age as well as disability pension-
ers get their costs fully or partially cov-
ered. For this group, 50, 75 or 100 per
cent coverage may apply to costs of den-
tal treatment, except gold and porcelain
inlays and bridges.

For treatment, including orthodontics, of
congenital malformations, greater
anomalies such as split palate and apla-
sies, accidents and illness, payments are
made according to special rules. There is
no subsidy for dental treatment for the
rest of the population.

NORWAY: Adults pay for their own
dental treatment. Dental treatment, ex-
cept for orthodontics, is free of user
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Udgifterne til laboratorie- og rentgenun-
dersogelser rekvireret af en tandlege, re-
ceptudskrivning samt rejseudgifter ved
tandleegebesog kan refunderes efter de
samme regler som for recepter udskrevet
af leeger og rejseudgifter ved leegebesog.

ALAND: Al offentlig tandbehandling for
personer under 19 ar er gratis. For andre
koster et besgg det samme som i Finland
med tilleeg for udgifter til de enkelte for-
anstaltninger og undersegelser efter saer-
lige takster. For tandregulering og prote-
ser betales de faktiske udgifter. For besog
hos private tandleeger gaelder de samme
regler som i Finland.

ISLAND: Sygeforsikringen yder refusi-
on til tandbehandling. Bortset fra guld-
og porcelenskroner, broer og tandregule-
ring ydes der 75 pct. til tandbehandling
af born i alderen under 18 ar. Tandregu-
lering kan refunderes med op til 100.000
ISK. Langtidssyge samt alders- og inva-
lidepensionister far ligeledes deekket de-
res udgifter helt eller delvist. Der kan til
denne gruppe ydes 50, 75 eller 100 pct.
daekning af udgifterne til tandbehandling,
dog ikke for guld- og porcelenskroner el-
ler broer.

For behandling (inkl. ortodonti) af med-
fodte misdannelser, storre anomalier som
fx ganespalte, samt for aplasier, ulykker
og sygdom betales efter saerlige regler.
Der ydes ikke tilskud til tandbehandling
for den evrige del af befolkningen.

NORGE: Voksne betaler normalt selv
for tandbehandling. Tandbehandling,
bortset fra tandregulering, for unge un-
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charges for people under the age of 18
years. The same applies to certain other
groups: e.g. mentally retarded, elderly,
long-term ill and disabled people.

SWEDEN: There is free dental treat-
ment for children and young people un-
der the age of 20 years.

All persons aged 20 years or more re-
ceive a reimbursement from the dental
treatment insurance for maintenance
treatment. As to dentures and dental cor-
rections, only the part of the costs ex-
ceeding the maximum amount of SEK
3,500 is reimbursable. This rule is to be
repealed for prosthetics. There is a free
price system for dental treatment which
means that dentists set the cost of the
various types of treatment themselves. It
is also possible to make a two-year
agreement on treatment at a fixed price.
For some more complicated forms of
treatment, a fixed maximum price has
been set.

Persons who need extensive dental care
as a result of diseases or disability are
given a subsidy from the dental treat-
ment insurance which is twice the
amount of what normally given for main-
tenance treatment.

In addition to free dental treatment for
children and young persons, the county
and regional councils are responsible for:

e  Surgical dental treatment carried out
in hospital

e Dental treatment which is a part of
the time-limited treatment of disease

e Dental treatment for certain elderly
or disabled people who have difficul-
ties maintaining oral hygiene.
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der 18 ar er uden egenbetaling. Det
samme geelder for visse andre grupper:
fx psykisk udviklingsheemmede, eldre.
langtidssyge og handicappede.

SVERIGE: Born og unge under 20 ar
har gratis tandbehandling.

Alle personer som er 20 ar eller eldre far
et tilskud fra tandbehandlingsforsikrin-
gen for den bevarende behandling. Nar
det gaelder proteser og tandregulering gi-
ves der kun tilskud for den del af udgif-
terne som overskrider karensbelgbet pa
3.500 SEK. Denne regel er ved at blive
afskaffet for proteser. Der er fri prisdan-
nelse pa tandbehandling hvilket medferer
at tandleegerne selv bestemmer prisen for
de enkelte behandlingstyper. Det er ogsa
muligt at indga en toarig aftale om be-
handling til fast pris. For nogle mere om-
fattende behandlingsformer er der fastsat
en maksimal egenbetaling.

Personer som har behov for udvidet
tandpleje som folge af sygdomme eller
handicap gives der et tilskud fra tandbe-
handlingsforsikringen som er dobbelt sa
hejt som den man normalt giver til den
bevarende tandbehandling.

Ud over gratis tandbehandling til bern og
unge har landstingene og regionerne an-
svaret for:

e Kirurgisk tandbehandling som udfe-
res ved et sygehus

e Tandbehandling der er led i en syg-
domsbehandling i en begreenset periode

e Tandbehandling til visse 2ldre og
handicappede som har svert ved at
klare mundhygiejne.



For patients belonging to one of the
above groups the same user charge rules
apply as for general outpatient medical
treatment, i.e. maximum of SEK 900 for
a twelve month period.

Maximum charges

DENMARK, FAROE ISLANDS AND
GREENLAND: There are no rules for
maximum user charges.

FINLAND: If the total costs for phar-
maceutical products exceed FIM 3,450
per year or if travelling costs exceed FIM
935 per year, the Social Insurance Insti-
tute will reimburse the exceeding costs. If
the capability to pay taxes has decreased
due to sickness a special tax relief may be
applied. The amount of the tax relief is
calculated on the basis of the person’s
and his/her family’s ability to pay taxes.

User charges for a long-term stay in an in-
stitution or a hospital cannot exceed 80 per
cent of a patient’s/resident’s net income.
The same charge is payable in all kinds of
institutions within the social and health care
sector. Those admitted to a long-term stay
in an institution must at least have a dispos-
able amount of FIM 450 per month for
personal necessities. Persons receiving a
war supplement may keep that part of the
amount that is in excess of the FIM 450.

The so-called pay loft of FIM 3,500 is ap-
plied by the Municipal social and welfare
sector. Once the loft is exceeded, the user
may more or less take advantage of services
free of charge. The loft applies to medical
services in primary health care, physiother-
apy, outpatient treatment, day surgery and
short term institutional stays within the so-
cial and health sectors. Dental care, patient
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For patienter som herer til en af oven-
navnte grupper gaeelder samme egenbeta-
lingsregler som i den ambulante almene
sygdomsbehandling, dvs. hgjest 900
SEK for en tolv maneders periode.

Maksimal egenbetaling

DANMARK, FAROERNE OG
GRONLAND: Der findes ingen regler
om maksimal egenbetaling.

FINLAND: Hvis den maksimale egenbeta-
ling for medicin udger 3.450 FIM pr. ar og
hvis udgifterne til transport i forbindelse med
behandling overstiger 935 FIM pr. ér, vil
Folkpensionsanstalten dekke det oversky-
dende beleb. Hvis evnen til at betale skat er
nedsat pa grund af sygdom gives der en
seerlig skattelettelse. Skattelettelsens storrel-
se beregnes i forhold til den pageldendes
eller dennes families muligheder for at beta-
le skat.

Egenbetalingen for langtidsophold pé insti-
tution/hospital kan hgjest udgere 80 pct. af
patientens/beboerens nettoindkomst. Det er
den samme betaling som opkraves pa alle
typer af institutioner indenfor social- og
sundhedssektoren. De der er indskrevet til
et langvarigt institutionsophold skal mindst
rade over et dispositionsbeleb pa 450 FIM
pr maned til personlige fornedenheder.
Personer der modtager krigstillaeg, beholder
dette beleb ud over de 450 FIM.

Det sdkaldte udgiftsloft pa 3.500 FIM er
taget i anvendelse for det kommunale soci-
al- og sundhedsvasen. Nar loftet overskri-
des kan den pageeldende i det store og hele
benytte tilbuddene uden betaling. Loftet
omfatter leegeydelser i den primeere sektor
ved helsecentrene, fysioterapi, behandlings-
forleb, besog 1 ambulatorium, dagkirurgi
samt korttids institutionsophold indenfor
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transport, certificates, laboratory tests and
radiological examinations carried out on re-
ferral from private practicing physicians are
still paid for. Income regulated payments
are not included in the maximum amount.
The maximum amount follows the calen-
dar year since 2001. Payments made for
children under 18 years of age are con-
ferred to the maximum amount of the per-
son who has paid the costs.

ALAND: The rules for maximum user
charges for medicines and transport to and
from treatment are the same as in Finland.
For treatment of illness, there is a maxi-
mum user charge for medical visits and
outpatient treatment of no more than FIM
1,500, or a total of FIM 3,500 during one
calendar year, after which all services are
free of charge for the remaining part of the
year, with the exception of short-term stays
in institutions/hospitals, for which the
charge will be reduced from FIM 125 per
day to FIM 70 per day. As part of the
maximum user charge, payment for outpa-
tient treatment and services received out-
side the county are also included. Dental
treatment, treatment in wards, and x-ray
and laboratory examinations are not in-
cluded. User charges may be deducted
from municipal tax.

ICELAND: Within the present system,
patients 18-70 years of age are reimbursed
if costs exceed 12,000 ISK in the course
of one calendar year. The same applies to
children under 18 years of age if charges
exceed 6,000 ISK. Patient charges ex-
ceeding 3,000 ISK are reimbursed for the
following groups: 60-70 year old senior
citizens receiving a full basic pension, sen-
ior citizens above 70, disabled persons,
and individuals who have been continually
unemployed for 6 months or longer.
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social- og sundhedsveesenet. Der betales
fortsat for tandbehandling og sygetrans-
port, attester, laboratorieundersogelser og
radiologiske undersegelser som udfores ef-
ter henvisning fra en privatpraktiserende
leege. Indkomstregulerede betalinger med-
regnes ikke i maksimumsbelabet. Maksi-
mumsbelebet er regnet i forhold til et ka-
lenderar siden 2001. Betaling for bern un-
der 18 ar medregnes i maksimumsbelgbet
hos den der har betalt for det.

ALAND: Reglerne for den maksimale
egenbetaling for medicin og transport til og
fra behandling er den samme som i Fin-
land. Ved sygdomsbehandling er der en
maksimal egenbetaling ved leegebesag og
ambulant behandling pa hejest 1.500 FIM
eller samlet 3.500 FIM 1i lgbet af et kalen-
derar hvorefter al service er gratis den reste-
rende del af aret med undtagelse af kortva-
rige institutions/hospitalsophold hvor beta-
lingen reduceres fra 125 FIM pr degn til 70
FIM pr degn. Til den maksimale egenbeta-
ling medregnes ogsa betaling for ambulant
behandling og ydelser som er modtaget
uden for landskabet. Derimod medregnes
bl.a. tandbehandling, behandling pa hospi-
talsafdelinger, rontgen- og laboratorieun-
dersogelser ikke. Egenbetalingen kan fra-
traekkes i kommuneskatten.

ISLAND: I det nuvaerende system refun-
deres egenbetalingen for personer i alde-
ren 18-70 ar, hvis den i lebet af ét kalen-
deréar overstiger 12.000 ISK. Det samme
geelder for bern under 18 ar hvis egenbe-
talingen overstiger 6.000 ISK. For folgen-
de grupper refunderes egenbetalingen hvis
den overstiger 3.000 ISK pr. ar: Pensioni-
ster 60-70 ar med fuld grundpension,
pensionister 70 ar og eeldre, handicappede
og personer, der har veret arbejdslase
uafbrudt i 6 maneder eller leengere.



If there is one or more children under the
age of 18 in one family, they count as
one person in relation to the cost ceiling.

When the cost ceiling has been reached,
an insured person will receive a rebate
card which guarantees full or partial re-
imbursement for the rest of the year, ac-
cording to certain rules.

The cost ceiling scheme covers the fol-
lowing services: Consultation by a gen-
eral practitioner or a specialist, home
visit by a physician, outpatient treatment
at hospitals or emergency wards as well
as laboratory examinations and X-ray
treatment. The scheme does not cover
treatment for in vitro fertilization.

NORWAY: Under the present scheme,
reimbursement is granted for charges
that exceed a certain annual amount.
The system covers all those insured, both
adults and children, who are living per-
manently or temporarily in the country.
Thus a cost ceiling is imposed in connec-
tion with the charges for medical care,
psychological treatment, necessary
pharmaceutical products and transport
paid for by the National Insurance
Scheme. When the ceiling is reached, pa-
tients will receive a card granting them
full reimbursement from the National In-
surance Scheme for the rest of the year.
The cost ceiling for one of the parents
extends to children under the age of 16.
As per January 1 2001, the cost ceiling
was NOK 1,450 per year. No charges
are levied for children under the age of 7.

SWEDEN: From January 1 1997, spe-
cial maximum user charges for general
medical treatment and for pharmaceuti-
cal products have been introduced.
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Hyvis der er ét eller flere bern under 18 ar
i samme familie, regnes de som én per-
son 1 forhold til udgiftsloftet.

Nar udgiftsloftet er naet, vil den sikrede
4 tildelt et rabatkort, som indeberer fuld
eller delvis refusion for egenbetalingen i
resten af aret efter visse naermere fastsat-
te regler.

Ordningen om udgiftsloft omfatter fol-
gende ydelser: Besog hos alment prakti-
serende leege eller specialleege, besog af
leege 1 hjemmet, ambulant behandling pa
hospitaler og skadestuer, samt laborato-
rieundersggelser og rentgenbehandling.
Ordningen omfatter ikke behandling for
in vitro fertilisering.

NORGE: I det nuvzerende system ydes
der refusion for egenbetaling, hvis denne
overstiger et vist belgb arligt. Ordningen
omfatter alle sikrede, sidvel voksne som
bern, der er bosat eller opholder sig i
landet. Folgende ydelser er omfattet af
ordningen om udgiftsloft: Legehjalp,
psykologbistand, vigtige leegemidler og
rejser, som Folketrygden betaler for.
Egenbetalingen for de ydelser, der er om-
fattet af ordningen om udgiftsloft, note-
res pa et kvitteringskort. Nar udgiftsloftet
er naet, tildeles patienten et frikort, hvor-
efter Folketrygden yder fuld refusion for
udgifterne i resten af aret. Bern og unge
under 16 ar er omfattet af udgiftsloftet
hos én af forzldrene. Pr. 1. januar 2001
var udgiftsloftet 1.450 NOK pr. ar. Boern
under 7 ar er fritaget for egenbetaling.

SVERIGE: Siden 1. januar 1997 har der
veeret saerskilte takster for maksimal
egenbetaling for henholdsvis almindelig
legebehandling og laegemidler.
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The user charge for consultation with a
general practitioner or a specialist or for
medical treatment and the user charge
payable for articles used in connection
with incontinence are added up. If the
user charges, over a 12 month period,
together exceed SEK 900, or a lower
amount fixed by the county council, a
medical card entitling the holder to free
medication is issued. The card is valid
for the remaining part of the period.

If the user charge for prescribed pharma-
ceutical products exceeds SEK 1,800, a
medical card entitling the holder to free
medication is issued. The card gives ac-
cess to pharmaceutical products free of
charge for the remaining part of the 12
month period.

If one of the parents or the parents to-
gether have several children under the
age of 18 years, the children are exempt-
ed from paying user charges when the
total purchase of pharmaceutical prod-
ucts for them exceeds the fixed maxi-
mum user charges. In some county and
regional councils there is also a maxi-
mum user charge for ptient transport.
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Egenbetalingen for konsultationer hos
almenmedicinsk laege eller specialist, for
medicinsk behandling og for artikler, der
anvendes ved inkontinens, sammental-
les. Hvis den samlede egenbetaling over
en 12-méaneders periode overstiger 900
SEK (eller et lavere belob, fastsat af
Landstinget), udstedes der et frikort. Fri-
kortet gaelder for den resterende del af
perioden.

Hyvis egenbetalingen for leegemidler pa
recept overstiger 1.800 SEK, udstedes et
frikort. Frikortet giver ret til keb af lee-
gemidler uden egenbetaling i den reste-
rende del af 12-maneders perioden, reg-
net fra det forste legemiddelindkeb.

Hyvis én eller begge foraldre tilsammen
har flere bern under 18 ar, er bernene
fritaget for egenbetaling safremt leege-
middelindkebet til dem samlet overstiger
det fastlagte maksimum for egenbetaling.
Nogle landsting og regioner har ogsa
fastsat regler om maksimal egenbetaling
for sygetransport.



CHAPTER 11

Population and fertility

Befolkning og fertilitet

Introduction

This chapter begins with a general de-
scription of the population and trends in
population development followed by a
more detailed description of fertility,
births, infant mortality and contraceptive
methods.

Population and
population trends

The population structure varies some-
what between the Nordic countries,
Sweden having the oldest and Greenland
the youngest population. The 0-14-year-
olds’ share of the total population de-
creased at the end of the 1980s and at
the beginning of the 1990s but is now in-
creasing. Especially the oldest age groups
65 years or more by now make up a
growing proportion of the population,
whereas the share of the total population
comprised by the 15-64 year-olds re-
mains largely unchanged.

The development in population growth
varies considerably between the Nordic
countries with Iceland, the Faroe Islands
and Greenland having the highest
growth rate throughout the period, with a
significant fall, however, from 1995 to
1999. However, the net migration has in

POPULATION AND FERTILITY

Indledning

I dette kapitel gives der forst en generel
beskrivelse af befolkningen i de nordiske
lande, efterfulgt af en naermere beskrivel-
se af fertilitet, fadsler, speedbernsdede-
lighed og praevention.

Befolkning og
befolkningsudvikling

Sammensatningen af befolkningen er
noget forskellig fra land til land. Sverige
har den eldste og Grenland den yngste
befolkning. De 0-14-ariges andel af den
samlede befolkning faldt i slutningen af
1980’erne og i begyndelsen af 1990’erne,
men er nu igen begyndt at stige. Seerligt
de eldste aldersklasser 65 ar og derover
udger efterhdnden en stigende andel af
befolkningen, hvorimod de 15-64-ariges
andel af den samlede befolkning stort set
er uendret.

Udviklingen i befolkningstilvaeksten vari-
erer en del de nordiske lande imellem.
Fodselsoverskuddet har hele perioden
igennem veret storst i Island, Faereerne
og Grenland, dog med et markant fald
fra 1995 til 1999. Nettomigrationen har
dog i nogle 4r medfert en reduktion i den
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some years caused a reduction in the
population of the Faroe Islands and has
contributed to reducing the overall in-
crease of population in Greenland and
Iceland. Conversely, the net migration
has contributed to the increase in the to-
tal growth of population in the other
countries which has also been the case in
Iceland and the Faroe Islands in 1999.

Life expectancy in the Nordic countries
has increased significantly, and even if
women live longer, the difference be-
tween the life expectancies of men and
women has been reduced.
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feeroske befolkning og har veret medvir-
kende til at begreense den samlede be-
folkningstilveekst i Grenland og Island.
Omvendt har nettomigrationen medvir-
ket til at oge den samlede befolkningstil-
vaekst i de gvrige lande, hvilket ogsé er
tilfeldet for Island og Feeroerne i 1999.

Den forventede levetid i Norden er for-
oget markant, og selv om kvinder gene-
relt lever leengst, er forskellene mellem
mands og kvinders forventede levetid
blevet reduceret.
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Table 2.1 Mean population 1985-1999
Middelfolketallet 1985-1999

Denmark  Faroe  Greenland  Finland  of which Iceland Norway Sweden

Islands Aland
(1,000)
Males
Meend
1985 2,519 24 29 2,374 12 121 2,053 4,124
1990 2,533 25 30 2,419 12 128 2,097 4,228
1995 2,580 23 30 2,487 12 134 2,155 4,361
1998 2,621 23 30 2,513 13 137 2,192 4,374
1999 2,630 23 30 2,520 13 139 2,208 4,378
Females
Kvinder
1985 2,595 22 24 2,529 12 120 2,099 4,226
1990 2,607 23 26 2,567 12 127 2,144 4,331
1995 2,648 21 26 2,621 13 133 2,204 4,466
1998 2,684 22 26 2,641 13 137 2,239 4,477
1999 2,692 22 26 2,646 13 138 2,254 4,480
Males and
females
Meend og
kvinder
1985 5114 46 53 4,903 24 241 4,153 8,350
1990 5,140 48 56 4,986 24 255 4,241 8,559
1995 5229 44 56 5,108 25 267 4,359 8,827
1998 5,304 45 56 5,153 26 274 4,431 8,851
1999 5322 45 56 5,165 26 277 4,462 8,858

Source: The central statistical bureaus
Kilde:  De statistiske centralbureauer
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Figure 2.1 Mean population by sex and age as percentage of the total population
1999
Middelfolketallet efter ken og alder i pct. af hele befolkningen 1999
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Figure 2.2 Mean population 1985 and 1999 distributed by age groups 0-14,
15-64, 65-79 and 80+ years

Middelfolketallet 1985 og 1999 fordelt efter aldersgrupperne 0-14, 15-64,
65-79 og 80+ ar
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Table 2.2 Vital statistics per 1,000 inhabitants 1985-1999
Befolkningens bevaegelser pr. 1.000 indbyggere 1985-1999

Live births Deaths  Natural increase  Net migration Population increase

Levendefgdte Dade Fodselsoverskud  Nettomigration Befolkningstilveekst
Denmark
1985 10.5 11.4 -0.9 1.9 1.0
1990 12.3 11.9 0.5 1.6 2.1
1995 13.3 12.1 1.3 55 6.7
1999 12.5 11.1 1.4 1.7 3.1
Faroe Islands
1985 16.2 7.4 8.8 -1.7 7.1
1990 19.9 7.5 12.4 -22.3 -9.9
1995 14.7 8.3 6.4 -13.4 -7.0
1999 13.9 8.9 5.0 8.4 13.4
Greenland
1985 21.4 8.2 13.2 . 8.8
1990 22.6 8.4 14.2 -10.6 3.6
1995 20.1 8.7 11.4 -8.3 3.1
1999 16.9 8.6 8.3 -5.6 2.7
Finland
1985 12.9 9.8 3.0 0.5 3.5
1990 13.2 10.1 3.1 1.4 45
1995 12.3 9.6 2.7 0.6 3.3
1999 11.2 9.6 1.6 0.5 2.1
Aland
1985 12.2 10.2 1.9 -1.2 0.7
1990 14.8 9.3 5.6 8.6 14.2
1995 13.4 10.2 3.2 -2.3 0.9
1999 11.2 11.6 -0.4 3.6 3.2
Iceland
1985 16.0 6.9 9.1 -2.3 6.8
1990 18.7 6.7 12.0 -2.7 9.3
1995 16.0 7.2 8.8 -5.3 3.5
1999 14.8 6.9 79 4.0 11.9
Norway
1985 12.3 10.7 1.6 1.5 3.2
1990 14.4 10.9 3.5 0.4 3.9
1995 13.8 10.4 3.5 1.5 49
1999 13.3 10.1 3.2 4.3 7.4
Sweden
1985 11.8 1.3 0.5 1.3 1.9
1990 14.5 1.1 3.4 4.1 7.4
1995 11.7 10.6 1.1 1.3 2.4
1999 10.0 10.7 -0.7 1.6 0.8

Source: The central statistical bureaus
Kilde:  De statistiske centralbureauer
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Table 2.3  Average life expectancy 1986-1999
Middellevetiden 1986-1999

Males Meaend Females Kvinder

Age 0 15 45 65 80 0 15 45 65 80
Denmark
1986-90 71.9 57.8 29.7 14.1 6.4 77.7 63.4 34.5 17.9 8.1
1991-95 725 58.3 30.1 14.2 6.4 77.8 63.5 345 17.7 8.1
1997/98 73.6 593 31.0 14.7 6.6 78.6 642  35.1 18.0 8.5
1998/99 74.0 59.6 31.2 149 6.6 78.8 64.3 35.2 18.1 8.5
Faroe Islands
1986-90 72.8 59.2 30.1 145 6.7 79.6 65.5 36.3 18.2 7.7
1991-95 733 592 311 14.8 6.8 80.3 66.0 379 19.0 8.5
1996-00 75.2 60.7 32.2 15.5 7.0 81.4 66.8 37.4 19.4 8.8
Greenland
1986-90 60.7 48.5 24.6 10.6 4.4 68.4 53.8 28.7 13.7 5.4
1991-95 623 49.6 255 10.4 4.8 68.3 55,5  28.0 12.6 5.4
Finland
1986-90 70.7 564 288 13.6 6.1 788 644 353 17.6 7.5
1991-95 72.1 57.7 30.0 14.2 6.3 79.7 65.2 36.1 18.2 7.7
1998 735 59.0 309 14.9 6.5 80.8 66.3 37.1 19.1 8.2
1999 73.7 59.2 31.2 15.2 6.6 81.0 66.5 37.3 19.3 8.2
Aland
1986-90 76.6 62.3 33.8 17.0 7.5 83.5 68.7 39.2 214 10.0
1991-95 787 642 351 17.9 8.5 84.8  70.1 406 218 9.8
Iceland
1986-90 750 60.7 325 15.8 7.3 80.1 65.8 36.6 19.1 8.8
1991-95 76.3 619 334 16.4 7.3 80.8 66.3 37.0 19.3 8.7
1997/98 770 625 338 16.5 7.4 815 670 377 19.8 8.7
1998/99 775 62.9 34.1 16.7 7.1 81.4 66.8 375 19.5 8.4
Norway
1986-90 73.1 59.0 30.8 145 6.5 79.7 65.5 36.3 18.6 8.1
1991-95 744 601 31.6 15.0 6.5 80.4 66.0 36.8 19.0 8.3
1998 75.5 61.0 32.7 15.7 6.8 81.3 66.7 375 19.6 8.6
1999 756 612 327 15.7 6.6 81.1 66.6 374 19.5 8.5
Sweden
1986-90 744 601 31.7 15.1 6.5 80.2 65.8 36.7 18.9 8.2
1991-95 75.6 61.2 32.6 15.7 6.8 81.0 66.5 37.3 19.4 8.6
1998 769 624 335 16.3 7.0 819 673 380 200 8.9
1999 77.1 62.5 33.7 16.5 7.0 81.9 67.3 37.9 19.9 8.8

Source: The central statistical bureaus
Kilde:  De statistiske centralbureauer
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Figure 2.3 Life expectancy for newborn 1900, 1950 and 1999
Middellevetiden for nyfedte 1900, 1950 og 1999
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Fertility, births, infant
mortality, and
contraception

In recent years, the overall development
in fertility rates has resulted in Sweden
having the lowest fertility rates in the
Nordic countries, while they remain high
in the Faroe Islands, Greenland and Ice-
land, particularly regarding the youngest
age groups.

Internationally, the Nordic countries are
characterized by having a very low peri-
natal mortality. Greenland has the high-
est among the Nordic countries. The
other countries lie relatively close to each
other.

Greenland also has the highest mortality
rate for the first year of life. Iceland has
the lowest mortality rate for the first year
of life in 1999.

The sale of contraceptives varies sub-
stantially between the Nordic countries,
but a certain levelling of differences has
taken place in the course of time.

The use of sterilization as a means of
birth control also varies considerably be-
tween the Nordic countries. In most of
the countries no permission for steriliza-
tion is required if the person is aged 25
or more.

There are no comparable Nordic statis-
tics about the contraceptive use of coils
and condoms.

Since the middle of the 1970’s, induced
abortion has been available in most of
the Nordic countries. In Sweden, it is a
requirement that the abortion takes place
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Fertilitet, fodsler,
spedbernsdedelighed
og pravention

Udviklingen i den samlede fertilitet har i
de seneste ar fort til, at fertilitetsraterne 1
Sverige nu er de laveste i Norden, mens
det fortsat er hgje rater pa Feergerne,
Grenland og i Island, navnlig i de yngste
aldersklasser.

Internationalt er de nordiske lande ken-
detegnet ved at have en meget lav perina-
tal mortalitet. Greonland ligger hojest
blandt de nordiske lande. De gvrige lan-
de ligger relativt taet.

Gronland har ligeledes den hgjeste dede-
lighed for det forste levear. Island har
den laveste dedelighed i det forste levear
i1999.

Omsetningen af praeventionsmidler vari-
erer veesentligt mellem de nordiske lande;
men der er med tiden sket en vis udlig-
ning af forskellene.

Anvendelse af sterilisation som praven-
tionsmiddel varierer ligeledes betydeligt
mellem de nordiske lande. I de fleste af
landene behgver man ingen tilladelse til
at lade sig sterilisere efter det fyldte 25.

ar.

Der findes ingen sammenlignelig nordisk
statistik om brugen af spiraler og kon-
domer som praventionsmiddel.

I de fleste af de nordiske lande har der
siden midten af 1970’erne veeret adgang
til svangerskabsafbrydelse. I Sverige er
det en betingelse, at det sker for udgan-



before the end of the 18th week of gesta-
tion, while in the other Nordic countries
it must be performed before the end of
12th week of gestation. Induced abor-
tion, however, can also be carried out af-
ter the 12th and 18th week of gestation,
respectively, but in that case only follow-
ing special evaluation and permission.

In Denmark, Greenland, Norway and
Sweden, it is solely up to the pregnant
woman to decide whether an abortion is
to be performed, while in the Faroe Is-
lands, Finland, Aland and Iceland per-
mission is required. Such permission is
given on the basis of social and/or medi-
cal criteria.

There is a certain divergence between
the countries regarding abortion rates. In
some of the countries, there is an in-
crease and in others a decrease both re-
garding the total abortion rate and the
number of abortions per 1,000 live
births.

POPULATION AND FERTILITY

gen af den 18. graviditetsuge, mens
svangerskabsafbrydelsen i de gvrige nor-
diske lande skal ske inden udgangen af-
den 12. svangerskabsuge. Provokeret
abort kan dog ogsé foretages efter hen-
holdsvis 12. og 18. svangerskabsuge;
men da forst efter saeerlig vurdering og til-
ladelse.

I Danmark, Grenland, Norge og Sverige
er det alene op til den gravide kvinde at
afgere, om der skal foretages et abortind-
greb, mens der pa Feregerne, i Finland,
Aland og Island kraeves en tilladelse. En
sddan gives ud fra sociale og/eller medi-
cinske kriterier.

Der er en vis spredning mellem landene
med hensyn til abortraterne. I nogle af
landene kan der spores en stigning og i
andre et fald bade hvad angér den sam-
lede abortrate og for aborter pr. 1.000 le-
vendefodte.
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Table 2.4  Live births and fertility rate 1986-1999
Levendefgdte og fertilitetsrate 1986-1999

Number of Live births per 1,000 females by age Total
live births Levendefgdte pr. 1.000 kvinder i alderen fertility rate
Antal 15-19 20-24 25-29 30-34 35-39 40-44 45-49 Samlet
levendefadte fertilitet
Denmark
1986-90 59,032 9.2 721 1274 772 236 3.4 0.1 1,565
1991-95 67,778 8.8 65.4 138.6 100.5 34.0 4.8 0.2 1,762
1998 66,170 7.7 53.6 1283 108.4 40.6 5.9 0.2 1,724
1999 66,232 8.0 53.6 126.7 1103 43.2 6.0 0.2 1,735
Faroe Islands
1986-90 860 354 134.7 170.0 111.3 478 9.0 0.3 2,525
1991-95 753 28.4 126.0 1642 117.2 51.6 10.7 0.4 2,493
Greenland
1986-90 1,168 753 1392 1129 774 36.5 7.5 0.2 2,245
1991-95 1,177 79.6 150.0 130.3 87.0 40.1 9.3 0.6 2,284
Finland
1986-90 62,552 123 70.2 126.0 856 33.2 7.5 0.4 1,676
1991-95 65,050 109 71.0 1342 1014 392 7.7 0.4 1,822
1998 57,108 9.2 595 1169 100.3 44.1 8.8 0.5 1,700
1999 57,574 96 613 117.0 1023 46.4 9.2 0.4 1,735
Aland
1986-90 316 8.8 721 1348 946 346 7.8 - 1,763
1991-95 324 84 61.4 133.8 104.1 444 6.7 0.2 1,795
Iceland
1986-90 4,415 30.6 115.2 136.1 99.7 427 7.7 0.2 2,161
1991-95 4,497 248 100.7 137.7 108.4 52.1 9.9 0.2 2,169
1998 4,178 24.1 88.5 1315 104.8 49.7 10.6 0.2 2,048
1999 4,100 23.7 883 122.6 103.4 52.6 8.3 - 1,994
Norway
1986-90 56,862 178 93.2 1369 852 273 4.4 0.2 1,824
1991-95 60,196 15.2 82.6 137.7 100.2 37.2 5.6 0.2 1,879
1998 58,352 124 68.7 1282 1050 433 6.9 0.2 1,814
1999 59,298 11.7 683 1293 1103 44.1 7.0 0.2 1,845
Sweden
1986-90 111,738 12.1 89.9 1456 99.8 36.2 6.2 0.3 1,950
1991-95 116,052 109 81.3 1428 1075 428 7.7 0.3 1,966
1998 89,028 6.5 50.8 1054 926 40.0 7.3 0.3 1,511
1999 88,173 6.8 48.7 1034 94.1 407 7.5 0.3 1,503
Source: The central statistical bureaus
Kilde: De statistiske centrabureauer
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Figure 2.4 Total fertility rate 1986-1999
Samlet fertilitetsrate 1986-1999
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Figure 2.5 Infant mortality per 1,000 live births 1986-1999
Dgdelighed i forste levear pr. 1.000 levendefpdte 1986-1999
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Table 2.5  Stillbirths and infant mortality” 1986-1999
Dgdfedte og dedelighed i farste levear” 1986-1999

Number Per 1,000 births Deaths per 1,000 live births
Antal Pr. 1.000 fgdte Dgde pr. 1.000 levendefadte
Stillbirths  Infant Stillbirths ~ Perinatal First24 1-6 7-27 Total under
Dgdfgdte deaths  Dgdfgdte deaths hours days  days 1 year
Dade i Perinatalt Forste  1-6 7-27 | alt under
1. levear dgde 24 timer dage  dage 1ar

Denmark
1986-90 287 467 4.8 8.6 2.2 1.6 0.9 7.9
1991-95 314 403 4.6 7.0 1.9 1.3 0.7 5.0
1996 324 376 4.8 8.0 2.0 1.3 0.6 5.6
Faroe Islands
1986-90 3 8 3.9 10.6 5.6 1.1 0.0 9.0
1991-95 3 7 4.5 6.6 2.1 4.0 0.5 9.0
Greenland
1986-90 9 37 9.2 22.8 9.2 4.5 0.9 19.7
1991-95 5 33 4.0 21.9 12.1 5.8 1.2 28.5
Finland
1986-90 203 372 3.3 6.4 1.7 1.8 0.8 59
1991-95 190 307 2.9 5.7 1.6 1.1 0.6 4.8
1999 177 208 3.1 5.1 1.2 0.9 0.6 3.6
Aland
1986-90 1 1 3.2 5.0 - 1.9 0.6 4.4
1991-95 1 1 3.7 4.9 - 1.2 - 3.7
Iceland
1986-90 14 26 3.2 6.8 1.9 1.8 0.4 6.0
1991-95 12 22 2.7 52 1.2 1.3 0.5 4.8
1999 19 10 4.6 5.8 0.2 1.2 0.2 2.4
Norway
1986-90 269 441 4.7 7.9 2.2 1.1 0.9 7.8
1991-95 257 322 43 7.0 1.7 1.1 0.7 53
1999 241 232 4.0 6.1 1.3 0.8 0.6 3.9
Sweden
1986-90 425 661 3.8 6.9 1.3 1.8 0.7 5.9
1991-95 392 583 3.4 5.8 1.1 1.3 0.7 5.0
1999 339 297 3.8 5.6 0.9 0.9 0.5 3.4
1 Computed by year of death. 1 Opgjort efter dgdsar.
2 Preliminary figures. 2 Forelgbige tal.

Source: D: Danmarks Statistik; FI: Hagstova Fgryoar; G: Embedslageinstitutionen; FeA: Statistikcentralen;
Kilde:  I: Hagstofa Islands; N: Statistisk sentralbyra; S: Statistiska centralbyran
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Table 2.6  Stillbirths and deaths during first year of life per 1,000 births 1985-1998,
with birthweight 1,000 grams and more, total figures and rates per 1,000
births"”

Dgdfedte og dade i Igbet af farste levear med en fodselsveegt pa 1.000
gram og mere, i alt og pr. 1.000 fadte 1985-1998"

Number Per 1,000 births Deaths per 1,000 live births
Antal Pr. 1.000 fodte Dgde pr. 1.000 levendefadte
Stillbirths  Infant Stillbirths First 1-6 7-27 28days Total under
Dgdfedte  deaths Dgdfedte 24 hours days days to1year 1year
Dgde i Forste 1-6  7-27 28dage |altunder
1. levear 24 timer dage dage til1ar 1ar
Denmark
1985 212 350 3.9 1.3 1.3 09 3.0 6.5
1990 262 382 4.1 0.9 1.3 0.7 3.1 6.1
1995 282 330 4.0 1.0 1.9 06 1.3 4.7
1996 284 270 4.2 1.0 0.9 0.6 1.5 4.0
Finland
1985 199 327 3.2 1.1 1.5 0.8 1.8 5.2
1990 193 276 29 0.9 09 05 1.8 4.2
1995 189 175 3.0 0.7 05 05 1.1 2.8
1998 145 144 2.6 0.5 08 05 0.7 25
Iceland
1985 10 17 2.6 0.5 1.1 03 2.1 4.0
1990 12 20 2.5 0.4 1.1 0.4 2.3 4.2
1995 7 13 1.6 0.9 0.7 - 1.4 3.0
1998 8 7 1.9 0.7 0.5 - 0.5 1.7
Norway
1985 249 326 4.9 1.0 1.2 0.5 3.7 6.4
1990 242 276 4.0 0.9 06 03 2.6 4.5
1995 177 182 29 0.7 0.7 0.4 1.3 3.0
1997 190 170 3.2 0.6 08 04 1.0 29
Sweden
1985 318 514 3.3 1.1 1.6 0.7 2.1 5.3
1990 391 566 3.2 0.8 1.0 05 2.4 4.7
1995 318 299 3.1 0.6 0.7 05 1.2 3.0
1998 290 292 3.4 0.7 1.0 0.6 1.1 3.4
1 Computed by year of birth. 1 Opgjort efter fodselsar.

Source: Birth and Infant Mortality in the Nordic Countries. NOMESCO; Copenhagen 1993. )
Kilde: ~ D: Sundhedsstyrelsen; F: Statistikcentralen og STAKES; I: Islands fadselsregister & Hagstofa Islands;
N: Medisinsk fodselsregister, Universitetet i Bergen; S: Medicinska fodelseregistret, Socialstyrelsen
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Table 2.7 Sterilizations 1985-1999
Sterilisationer 1985-1999

Denmark”  Faroe  Greenland  Finland Of which Iceland? Norway  Sweden

Islands Aland

Males
Meend
1985 4,348 3 558 - 31 2,525 1,624
1990 3,543 8 596 - 28 2,070 1,697
1995 5,256 3 4 800 - 87 2,697 1,507
1998 5477 3 19 1,918 1 143 3,151 1,344
1999 5,884 7 11 1,795 2 200 3.416 1,463
Females
Kvinder
1985 5919 10 . 8,675 8 595 7,490 6,224
1990 5,080 46 . 12,887 8 543 6,166 6,338
1995 4,815 60 67 10,554 31 553 4,525 5919
1998 5374 45 76 9,593 38 563 4,699 5475
1999 5,395 57 86 9,037 27 560 4,761 4,931
Total
| alt
1985 10,267 13 . 9,233 8 626 10,015 7,848
1990 8,533 54 . 13,483 10 571 8,236 8,035
1995 10,071 63 71 11,354 31 640 7,222 7,426
1998 10,851 48 95 11,511 39 706 7,850 6,819
1999 11,279 64 97 10,832 29 760 8,177 6,394
[1999]
Per 1,000
of the age
Pr. 1.000
i alderen
Males
Meend
25-34 3.4 . 0.6 1.1 - 1.4 1.9 0.3
35-44 9.2 . 1.4 2.7 0.6 4.4 6.4 1.4
45-54 2.1 . 0.0 0.9 0.5 0.9 2.0 0.6
Females
Kvinder
25-34 5.3 . 6.7 7.1 3.5 7.0 3.8 1.8
35-44 8.2 . 11.3 16.7 9.9 22.3 10.2 6.0
45-54 0.5 . 1.1 1.0 1.5 3.3 0.8 0.5
1 Includes sterilizations performed at hospitals. The 1 Omfatter sterilisationer udfert pa sygehuse. Tallene

figures for 1985 and 1990 concerning men include for 1985 og 1990 for meaend omfatter kun

only sterilizations performed during hospitalization. sterilisationer, der er udfgrt under indleeggelse.

2. Figures for 1998 and 1999 are preliminary. Rates re- 2 1998 og 1999 er forelgbige tal, Raterne er for 1997.
fer to 1997.

Source: D:Sundhedsstyrelsen; Fl: Landsleeknin; G: Embedsleegeinstitutionen; F et A: STAKES;
Kilde:  I: Landlaeknisembeettid; N: Statistisk sentralbyra; S: Socialstyrelsen
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Table 2.8  Sales of oral contraceptives per 1,000 females aged 15-44 years 1985-
1999. DDD per 1,000 women 15-44 years per day
Omsatning af p-piller pr. 1.000 kvinder i alderen 15-44 ar 1985-1999.
DDD pr. 1.000 kvinder i alderen 15-44 ar pr. dag

Denmark  Faroe  Greenland  Finland  Aland  Iceland Norway  Sweden

Islands
1985 277 . . 177 . 194 164 260
1990 269 105 . 222 . 197 171 226
1995 280 214 143 201 257 226 198 289
1998 318 229 170 199 277 251 206 310
1999 319 209 167 221 288 253 216 313

Source: D: Legemiddelstyrelsen; Fl: Landsapotekarin; G: Embedsleegeinstitutionen; F & A: Likemedelsverket;
Kilde:  I: Sundheds-og socialforsikringsministeriet; N: Norsk Medisinaldepot; S: Apoteket AB (fd
Apoteksbolaget)

Figure 2.6 Abortions per 1,000 live births 1986-1999
Aborter pr. 1.000 levendefgdte 1986-1999

Per 1,000 live births
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1 ] 1991-1995
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Source: Table 2.9
Kilde: ~ Tabel 2.9
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Table 2.9 Number of induced abortions 1986-1999
Antal fremkaldte aborter 1986-1999

Number of Abortions per 1,000 females by age Total Abortions per
abortions Aborter pr. 1.000 kvinder i alderen abortion rate" 1,000 live births
Antal 15-19 20-24 25-29 30-34 35-39 40-44 45-49 Samlet Aborter pr. 1.000
aborter abortrate”  levendefadte
Denmark
1986-90 20,828 163 30.2 250 18.6 13.1 5.9 . 550.5 353.3
1991-95 18,513 16.3 246 228 186 120 50 04 498.0 273.0
1998 16,600 143 20.7 200 180 12.7 50 0.5 441.7 250.9
1999 16,271 140 204 187 185 135 47 04 . 245.7
Faroe Islands
1986-90 81 . . . . . . . . 94.0
1991-95 57 . . . . . . . . 75.9
Greenland
1986-90 978  113.1 121.0 841 620 313 11.1 1.5 2,121.0 829.0
1991-95 949 102.6 119.7 889 551 279 122 0.7 20355 821.4
Finland
1986-90 12,791 16.8 18.7 12.1 9.5 8.1 50 0.8 355.0 209.5
1991-95 10,611 11.6 158 128 9.7 7.0 3.5 05 304.6 152.6
1998 10,744 126 149 139 118 7.7 3.0 0.2 320.5 188.1
1999 10,819 135 15,6 13.7 110 7.7 29 03 323.5 187.9
Aland
1986-90 51 3.7 139 107 7.8 7.3 42 06 241.0 160.0
1991-95 61 183 149 11.2 10.7 105 5.3 0.8 358.5 194.4
Iceland?
1986-90 687 144 17.7 129 10.6 8.7 46 04 3453 156.6
1991-95 762 147 214 143 11.0 8.3 4.5 0.4 373.0 169.7
1998 901 241 232 162 11.0 9.1 3.8 0.2 437.6 215.7
1999 947 214 250 19.1 127 9.4 3.6 0.2 457.3 231.0
Norway
1986-90 15,701 21.7 289 205 143 101 43 05 501.6 276.9
1991-95 14,779 18.5 26.5 21.1 15.0 9.6 3.6 0.4 473.4 2455
1998 14,028 18.7 257 19.1 15.1 9.6 33 03 464.0 240.4
1999 14,251 18.6 264 19.6 155 10.1 3.8 0.2 471.0 240.3
Sweden
1986-90 36,165 23.0 326 256 19.7 156 74 09 621.8 324.3
1991-95 33,708 19.4 294 253 208 146 65 0.8 584.3 290.8
1998 31,008 185 264 232 202 153 6.1 0.6 551.5 348.3
1999 30,712 184 266 225 204 149 58 0.6 546.0 348.3

1 The number of legal abortions performed on 1,000 1 Det antal fremkaldte aborter, som 1.000 kvinder ville
women provided they lived to be 50 years, calculated have faet udfert, forudsat de levede til de var 50 ar,

from the age-specific abortion rates of the current beregnet ud fra de aldersspecifikke abortrater i
period. observationsaret.
2 1998 and 1999 premilary figures. 2 1998 og 1999 forelgbige tal.

Source: D:Sundhedsstyrelsen; Fl: Landsleeknin; G: Embedsleegeinstitutionen; F & A: STAKES:
Kilde:  I: Landleeknisembaettio; N: Statistisk sentralbyrd og Statens helsetilsyn (1995); S: Socialstyrelsen
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CHAPTER III

Morbidity, medical treatment and

accidents

Sygelighed, sygdomsbehandling og ulykker

Introduction

In the Nordic countries statistical data
concerning morbidity are insufficient.
This chapter begins with a description of
a number of diseases that may be related
to the life style/social behaviour of the
population, followed by the appearance
of new cancer incidence. Then follows
an analysis of treatment provided outside
of hospitals followed by a description of
treatment in hospitals broken down by
diagnose groups. Information about the
most frequent surgical procedures is also
given followed by a description of injur-
ies treated at hospitals.

Diseases related to life style

This section deals with a number of dis-
eases that may be related to the life
style/social behaviour of the population,
and which may be treated outside of the
hospitals and/or at the hospitals.

Although the number of smokers in the
Nordic countries has been decreasing
during recent years, there continues to be
large differences in the number of smok-
ers. This applies to both men and
women. The number of tobacco users
remains the highest in Denmark and the

Indledning

De nordiske lande har mangelfulde stati-
stiske oplysninger nar det geelder sygelig-
hed i befolkningen. I dette kapitel omta-
les forst et antal sygdomme der kan rela-
teres til befolkningens livsstil/sociale ad-
feerd, efterfulgt af forekomsten af nye til-
feelde af cancer. Herefter belyses den be-
handling der gives udenfor sygehusene,
efterfulgt af en belysning af behandling
ved sygehusene fordelt pa diagnosegrup-
per og ved vigtige kirurgiske indgreb.
Herefter omtales ulykkesforekomst og
personer indlagt pa sygehuse pa grund af
ulykker.

Sygdomme relateret til
livsstil

I dette afsnit belyses et antal sygdomme
som kan henfores til befolkningernes
livsstil/sociale adfserd og som enten be-
handles uden for sygehusene og/eller in-
denfor sygehusene.

Selvom antallet af rygere i de senere ar er
faldene i de nordiske lande, er der dog
fortsat store forskelle i antallet af rygere,
béde hos maend og kvinder. Der findes
fortsat flest tobaksbrugere i Danmark og
de feerreste i Sverige, hvor kun 19 pct. af
befolkningen i dag er daglige rygere.
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lowest in Sweden, where only 19 per
cent of the population are daily smokers.
This behavioural pattern can among
things be seen from the occurrence of
new incidents of lung cancer, as can be
seen from Figure 3.1.

When it comes to the consumption of al-
cohol the statistics fall short, as the avail-
able data are taken from the sales figures.
From this can be seen that the largest
consumption/sale can be found in Den-
mark and Greenland, followed by Fin-
land, whereas the consumption stays ap-
proximately at a permanent level in the
other countries. Accordingly, there are
also more treatment periods/discharges
for liver diseases caused by alcohol in
Denmark and Finland.

There are significant differences in the
prevalence of diagnosed cases of both
hepatitis B and C which may, however,
be partly due to differences in registra-
tion practise. Regarding diagnosed cases
of tuberculosis, some countries show an
increase, others a decrease.

The occurrence of both hepatitis and tu-
berculosis can mainly be found among
refugees/immigrants in the Nordic coun-
tries. They are, however, diseases that
are relatively often seen among misusers
living under adverse conditions.

The pattern for the spreading of
HIV-infection may be distinguished ac-
cording to relatively clear lines. Denmark
has an incidence along the lines of other
countries on the north-western European
continent (Holland and Germany), while
Norway, Sweden and Iceland have a
lower incidence and a pattern of spread-
ing which is strikingly and increasingly
similar to that of the United Kingdom.
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Dette adfeerdsmenster afspejler sig
blandt andet i forekomsten af nye tilfael-
de af lungecancer som det fremgar af fi-
gur 3.1.

Nar det geelder forbruget af alkohol er
statistikken mangelfuld, idet de tilgeenge-
lige data er hentet fra varestatistikken.
Heraf fremgar det at det storste for-
brug/salg findes i Danmark og Grenland
efterfulgt af Finland mens forbruget sa
nogenlunde er pa samme niveau i de ov-
rige lande. Tilsvarende findes der ogsa
fleste behandlingsperioder/udskrivninger
for alkoholiske leversygdomme i Dan-
mark og Finland.

Der er markante forskelle i forekomsten
af diagnosticerede tilfeelde af bade hepa-
titis B og C. En del af forskellene kan dog
tilskrives forskelle i registreringspraksis.
For sa vidt angar diagnosticerede tilfeelde
af tuberkulose spores der i nogle lande en
stigning, i andre et fald.

Forekomsten af savel hepatitis som tu-
berkulose findes isaer hos flygtnin-
ge/indvandrere 1 de nordiske lande, men
det er ogsa sygdomme som er relativt
hyppigt foreckommende blandt misbruge-
re med darlige levevilkar.

Monstret for udbredelse af HIV-smitte
adskiller sig efter relativt klare linier.
Danmark har en forekomst, der ligger pa
linie med andre lande pé det nordvesteu-
ropaiske kontinent (T'yskland og Hol-
land), mens Norge, Sverige og Island har
en lavere forekomst og et smittemenster,
der er pafaldende ens og mere ligner det,
man finder i Storbritannien. Finland har
den laveste forekomst af HIV-smitte i det
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Finland has the lowest incidence of all
countries in the ‘old’ Western Europe. It
may be noted, however, that with the ex-
ception of Sweden there is again a rise in
certified cases of HIV in the Nordic
countries.

Chlamydia infection is without doubt the
most common among the sexually trans-
mitted diseases in the Nordic countries,
and it is at the same time the most com-
mon cause of infertility among women.
The disease is often without symptoms.

A marked fall in the incidence of the tra-
ditional sexually transmitted diseases,
gonorrhoea and syphilis, is seen in all
countries over a period of 20 years.
There are, however, certain notable dif-
ferences where Greenland is radically
distinguished from the other countries.

‘gamle’ Vesteuropa. Her er det dog veerd
at bemearke, at det med undtagelse af
Sverige igen er en stigning i paviste nye
tilfzelde af HIV i de nordiske lande.

Chlamydiainfektion er helt givet den
hyppigst foreckommende blandt de sek-
suelt overforte sygdomme i de nordiske
lande, og det er samtidig den almindelig-
ste arsag til infertilitet hos kvinder. Syg-
dommen er ofte asymptomatisk.

For de traditionelle kenssygdomme, go-
norré og syfilis, er der — malt over en
20-ars periode — sket en markant ned-
gang i alle lande. Der er dog visse igjne-
faldende forskelle, hvor Grenland skiller
sig helt ud fra de evrige lande.

83



MORBIDITY, MEDICAL TREATMENT AND ACCIDENTS

Table 3.1 Percentage of non daily-smokers by sex 1999
Ikke daglige-rygere procentvis efter kgn 1999

Denmark”  Faroe Finland  Iceland  Norway  Sweden
Islands

Non-smoking males as percentage
of men 15 years and above

Meend, ikke-rygere, i pct. af meaend
15 ar 0g derover 63 62 73 75 66 81

Non-smoking females as percent-

age of females 15 years and above

Kvinder, ikke-rygere, i pct. af

kvinder 15 ar og derover 66 58 80 75 68 81

1 1998. 1 1998.

Source: D:Tobaksskaderadet; F: Folkhalsoinstitutet; |: Tobaksskaderadet;
Kilde: ~ N:Statens Tobaksskaderad; S: Statistiska centralbyran

Figure 3.1 Age-standardized rates (WSP) for new cases of lung cancer per
1.000,000 inhabitants 1998
Alderstandadiserede rater (WSP) for nye tilfeelde af lungecancer pr. 1.000.000
indbyggere 1998

Per 1,000,000
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200 T
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Source: Table 3.8 and 3.9
Kilde: ~ Tabel 3.8 og 3.9
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Table 3.2 Alcoholic beverages in litres of 100 per cent pure alcohol per capita aged
15 years or over 1985-1999
Alkoholiske drikke i liter 100 pct. ren alkohol pr. indbygger 15 ar og derover

1985-1999
Denmark Faroe  Greenland  Finland Aland Iceland Norway  Sweden
Islands

1985 12.1 6.6 18.5 8.0 6.3 4.3 5.1 6.1
1990 11.6 6.7 15.5 9.5 7.1 5.3 5.0 6.4
1995 12.1 6.3 12.6 8.3 5.8 4.8 4.8 6.1
1998 11.6 6.6 13.3 8.6 6.0 5.6 . 5.8
1999 11.6 6.6 13.2 8.7 6.2 5.9 5.5 6.1
Source: D, Fl, G I N& S: The Central Statistical Bureaus De statistiske centralbureauer

Kilde:  F & A: STAKES; S: Socialstyrelsen (-1993), Alkoholinspektionen (1994-)

Figure 3.2 Discharges from somatic hospitals. Alcoholic liver disease per 100,000

Source:
Kilde:

inhabitants 1999
Udskrivninger fra somatiske sygehuse. Alkoholisk leversygdom pr. 100,000
indbyggere 1999

Per 100,000 inhabitants
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Table 3.24
Tabel 3.24
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Table 3.3 Diagnosed cases of acute hepatitis B and C per 100,000 inhabitants by
sex 1989-1999
Diagnosticerede tilfeelde af akut hepatitis B og C pr. 100.000 indbyggere efter
kon 1989-1999

Denmark Faroe  Finland"  Aland® Iceland" Norway — Sweden?
Islands

M F M+F M+F M+F M F M F M F
Hepatitis B
1989 . . . 2.1 . 189 3.2 . . 39 23
1990 27 13 2.7 4.0 . 367 165 1.8 1.3 37 23
1995 28 1.4 2.8 2.2 3.9 1.5 52 34 12 46 2.1
1998 26 1.1 - 4.8 - 36 73 75 31 20 10
1999 1.5 0.8 - 4.9 - 108 137 77 29 31 18
Hepatitis C
1989 . . . 0.0 . 150 40 . . . .
1990 . . . 1.2 . 102 24 . . 70 35
1995 03 0.1 0.3 26.6 11.9 216 82 09 05 460 19.2
1998 06 03 - 2.3 3.9 189 95 0.5% 39.0 20.0
1999 03 0.2 2.2 2.4 7.8 36.0 224 0.6Y 35.1 171
1 Both acute and chronic. 1 Bade akutte og kroniske.
2 Hepatitis C: Both acute and chronic. Hepatitis B: acute. 2 Hepatitis C: Bdde akutte og kroniske. Hepatitis B: akutte.
3 Both males and females. 3 Tal for bade meaend og kvinder.

Source: D: Statens Seruminstitut; FI: Landsleeknin; G: Embedsleegeinstitutionen; F & A: Folkhélsoinstitutet;
Kilde:  I: Landlaeknisembaettid; N: Statens Institutt for Folkehelse; S: Smittskyddsinstitutet

Table 3.4 Diagnosed cases of tuberculosis per 100,000 inhabitants 1985-1999
Diagnosticerede tilfeelde af tuberkulose pr. 100.000 indbyggere 1985-1999

Denmark  Faroe  Greenland Finland Aland Iceland  Norway  Sweden

Islands
Males
Meend M+F
1985 6.5 16.7 . . . 5.8 109 9.7
1990 8.2 44 63.2 . 27.7 9.4 7.6 8.1
1995 9.8 - 94.3 14.5 79 45 6.4 6.5
1998 1.1 2.2 93.6 13.1 7.8 2.9 5.7 5.0
1999 11.4 4.3 86.8 11.9 3.9 4.3 6.4 5.8
Females
Kvinder
1985 5.6 4.6 . . . 49 6.7 7.1
1990 55 - 109.8 . . 5.5 5.7 49
1995 7.5 95 76.8 115 . 45 4.5 6.3
1998 8.9 - 118.4 11.2 . 9.5 53 5.1
1999 8.8 9.1 141.5 99 . 4.3 59 5.4

Source: See Table 3.3
Kilde:  Se tabel 3.3
I: Islands tuberkuloseregister; N: Statens helseundersgkelser
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Table 3.5 Confirmed new cases of HIV 1986-1999
Paviste nye tilfeelde af HIV 1986-1999

Denmark ~ Faroe  Greenland  Finland ~ Of which  Iceland  Norway Sweden

Islands Aland
Males
Meaend
1986-90 . 2 3 53 - 7 116 383
1991-95 245 1 4 53 1 6 81 213
1998 149 - 10 49 1 5 65 168
1999 184 - 3 104 - 7 94 138
Females
Kvinder
1986-90 . - 1 8 - 1 36 78
1991-95 82 - 4 18 - 2 31 102
1998 62 - 7 32 1 3 33 82
1999 100 - 5 39 - 5 53 79
Total
| alt
1986-90 . 2 4 61 - 8 152 461
1991-95 327 1 8 71 1 8 112 315
1998 211 - 17 81 2 8 98 250
1999 284 - 8 143 - 12 147 217

Source: See Table 3.3
Kilde:  Se tabel 3.3

Table 3.6  Notified cases of gonorrhoea and syphilis per 100.000 inhabitants aged
15 years or over 1999
Anmeldte tilfeelde af gonorré og syfilis pr. 100.000 indbyggere 15 ar og
derover 1999

Denmark  Faroe Greenland  Finland Aland  Iceland Norway Sweden

Islands
Gonorrhea
Gonorré 3.4 - 1,655 6.0 - 2.4 53 49
Syphilis
Syfilis 0.3 - 3.0 3.3 - 1.9 1.5 0.4

Source: See Table 3.3
Kilde:  Se tabel 3.3

87



MORBIDITY, MEDICAL TREATMENT AND ACCIDENTS

Table 3.7 Diagnosed cases of chlamydia per 100,000 inhabitants 1989-1999
Diagnosticerede tilfeelde af chlamydia pr. 100.000 indbyggere 1989-1999

Denmark  Faroe  Greenland  Finland ~ Aland  Iceland” NorwayZ] Sweden

Islands
Males M+F M+F
Meaend
1989 . 102 . 197 323 326 . 252
1990 . 82 . 190 374 285 . 230
1995 124 67 . 138 95 368 157 131
1998 134 71 2,424 158 136 411 2842 154
1999 153 95 2,632 162 198 451 2972 169
Females
Kvinder
1989 . . . 321 . 395 . 466
1990 . . . 308 . 313 . 414
1995 370 . . 224 . 428 276 192
1998 347 . 4,203 252 . 690 . 216
1999 367 . 4,414 247 . 735 . 231
1 Notified cases. For 1998 and 1999 cases verified by 1 Anmeldte tilfeelde. For 1998 og 1998 er det tilfeelde
laboratories. der er verificeret via laboratorier.
2 Figures for 1998 and 1999 refer to both men and 2 Tallene for 1998 og 1999 er for bade mend og
women. kvinder.

Source: See Table 3.3
Kilde:  Se tabel 3.3
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Cancer diseases

The Nordic countries have population
based cancer registers with centralised
coding and classification.

The causes of cancer are both external
and internal factors which produce
changes in the DNA material. Stimu-
lants, dietary factors, as well as occupa-
tional and environmental exposure have
been shown to be cancer inducing.

The incidence of cancer increases by
age. and cancer is a rare disease before
the age of 30 where the incidence
reaches 300 cases per 1,000,000 inhab-
itants. At the age of 70, the correspond-
ing figure is approx. 10,000 cases per
1,000,000 inhabitants. The annual num-
ber of cancer cases increases in all Nor-
dic countries, and this trend remains af-
ter adjusting for differences in popula-
tion size and age structure.

The trend for cancer diseases in the
Nordic countries remains analogous for
most forms of cancer, but there are inter-
esting differences. In general, the num-
ber of cases has increased with time, with
a few exceptions of decreasing incidence,
namely cancer of the lip, oesophagus,
stomach and cervix, the latter however
with the exception that the incidence in
Greenland has remained stable. The evi-
dent decrease in the incidence of cancer
of the cervix is related to the public
screening programmes to detect early
cancerous growths and the ensuing
treatment. The trend in cancer of the oe-
sophagus among Danish and Swedish
males has changed to a slight increase
over recent years, contrary to the other
Nordic countries. For cancer of the oe-

Cancersygdomme

De nordiske lande har befolkningsbase-
rede cancerregistre med centraliseret
kodning og Kklassifikation.

Arsagerne til kreft er biade ydre og indre
faktorer, som medferer ndringer i ar-
vemassen. Nydelsesmidler, kostfaktorer,
visse erhvervseksponeringer og faktorer i
miljeet, har vist sig at veere kreeftfremkal-
dende.

Kreeftforekomsten gges med stigende al-
der, og kraeft er en sjelden sygdom for
30-ars-alderen, hvor incidensen nar 300
tilfeelde per 1.000.000 indbyggere. Ved
70-ars-alderen er det tilsvarende tal om-
kring 10.000 tilfeelde per 1.000.000 ind-
byggere. Det arlige antal kraefttilfeelde
oges 1 samtlige nordiske lande, og denne
tendens er stadig til stede, nar der korri-
geres for forskelle i befolkningssterrel-
serne og alderssammensatningen.

Udviklingen i kreeftsygdommene i de
nordiske lande er analog for de fleste
kraeftformer, men der er interessante for-
skelle. Generelt er antallet af kreefttilfeelde
gennem tiden eget, med fa undtagelser
hvor forekomsten er faldende. Det geel-
der for leebekraeft, spiserorskraeft, kreft i
mavesakken og kreeft i livmoderhalsen —
for sidstnaevntes vedkommende med den
undtagelse, at forekomsten i Grenland er
forblevet pa samme niveau som tidligere.
Den viste nedgang i forekomsten af liv-
moderhalskraft i de nordiske lande, skal
ses 1 sammenhaeng med befolkningsbase-
ret screening for forstadier og tidlig
kreeft, og disses behandling. Udviklingen
i spisergrskreeft blandt danske og svenske
mend er 1 de seneste ar, i modsaetning til
de ovrige nordiske lande, vendt til en
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sophagus, both alcohol and tobacco con-
sumption are known to be major risk fac-
tors.

Breast and prostate and colorectal cancer
is increasing in almost all countries. Die-
tary factors are probably significant for
this development, but for breast and
prostate cancer also hormonal factors
play an important role. Testis cancer is
increasing in all countries, but the inci-
dence is particularly high in Denmark.
Of some concern is the high incidence
and large increases in tobacco related
cancers such as cancer of the lung and
bladder in Denmark, Iceland, Norway
and Sweden. One notes, however, that
lung cancer among Finnish, Norwegian
and Swedish males is decreasing.

Differences in cancer incidence between
the Nordic countries and the autono-
mous areas the Faroe Islands, Greenland
and Aland must be judged with caution
as the population sizes and number of
cases are much smaller, giving rather un-
stable rates.
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svag stigning. For spiserorskraefts ved-
kommende er bade alkohol- og tobaks-
forbrug erkendte storre risikofaktorer.

Bryst- og prostatacancer samt colorektal
cancer stiger i naesten alle lande. Kostfak-
torer er formentlig af vaesentlig betyd-
ning for denne udvikling, men for bryst-
og prostatacancer spiller hormonelle fak-
torer ogsa en vigtig rolle. Forekomsten af
testikelkraeft stiger i alle lande, men fore-
komsten er specielt hoj i Danmark. Be-
kymrende er den hoje incidens og sterke
stigning i forekomsten af tobaksrelatere-
de kreeftformer, sisom lunge- og blaere-
cancer i Danmark, Island, Norge og Sve-
rige. Det skal dog bemerkes, at lunge-
kreeft blandt finske, norske og svenske
meend er faldende.

Forskelle i kreeftforekomst mellem de
nordiske lande og de autonome omrader
Fzeroerne, Gronland og Aland ma be-
demmes med forsigtighed, da befolknin-
gernes storrelse 1 disse omrader er sma,
hvilket forer til ustabile incidensrater.
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Table 3.8 Age-standardized rates (WSP) for new cases of cancer per 1,000,000
inhabitants 1986-1998 Males
Aldersstandardiserede rater (WSP) for nye tilfeelde af cancer pr. 1.000.000
indbyggere 1986-1998 Mand

140-204 178 177 181 151 153 162-163 190 204

Total Testis Prostate Bladder Stomach Colon Lungs Melanoma  Leukaemia

| alt Testikler ~Prostata Blere ~ Mave Tyktarm  Lunger  of the skin  (0-14
Melanom  year-olds)

i hud Leukaemi
(0-14-arige)

Denmark
1986-90 3,331 91 317 284 105 225 567 86 56
1991-95 3,379 98 301 286 85 228 522 97 51
1998 3,399 97 312 271 73 227 490 98 45
Faroe
Island
1999 2,953 148 205 279 273 408 254 124 -
Greenland
1986-90 2,754 25 56 114 115 141 614 - -
1991-95 3,613 36 65 101 276 215 1.151 6 131
Finland
1986-90 2,612 23 392 153 182 126 564 79 47
1991-95 2,679 30 522 161 147 139 490 77 53
1998 2,710 35 752 153 119 141 333 76 58
Aland
1986-90 2,820 44 575 249 182 188 401 131 -
1991-95 2,912 63 661 146 111 130 459 88 -
Iceland
1986-90 2,871 52 609 205 226 219 359 30 56
1991-95 2,837 67 702 209 172 180 343 43 19
1998 2,889 63 705 224 126 247 272 98 28
Norway
1986-90 2,693 71 457 202 145 221 362 129 47
1991-95 2,877 82 561 215 122 242 371 149 38
1997 3,082 93 672 220 107 259 370 159 51
1998 3,017 98 738 211 94 252 363 141 44
Sweden
1986-90 2,543 44 532 175 112 171 252 104 41
1991-95 2,652 49 600 179 95 181 241 111 46
1997 2,674 60 647 174 81 189 226 120 49
1998 2,736 46 739 163 74 184 224 117 51

Numbers refer to ICD-10 for Faroe Islands, all other WSP = World Standard Population.
countries ICD-7 rev.

Source: Hakulinen et al. (1986); Tulinius et al. (1992); Engeland et al. (1993); Prener et al. (1991)
Kilde: ~ The cancer registers in the Nordic countries
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Table 3.9 Age-standardized rates (WSP) for new cases of cancer per 1,000,000
inhabitants 1986-1998 Females
Aldersstandardiserede rater (WSP) for nye tilfeelde af cancer pr. 1.000.000
indbyggere 1986-1998 Kvinder

140-204 170 171 181 151 153 162-163 190 204
Total Mamma  Cervix  Bladder Stomach Colon Lungs Melanoma  Leukaemia
| alt Bryst uteri Bleere  Mave Tyktarm  Lunger  of the skin  (0-14
Livmo- Melanom  year-olds)
derhals i hud Leukaemi
(0-14-arige)
Denmark
1986-90 3,076 733 157 78 53 211 256 114 50
1991-95 3,244 794 135 82 41 206 281 128 48
1998 3,399 829 114 72 35 210 303 124 22
Faroe
Islands
1999 2,895 830 46 - 12 125 338 40 -
Greenland
1986-90 2,529 337 404 9 89 92 519 - -
1991-95 3,650 630 369 30 96 177 551 - 94
Finland
1986-90 2,146 645 36 31 102 116 80 67 49
1991-95 2,268 722 36 35 84 122 87 64 57
1998 2,324 792 56 36 63 119 97 57 64
Aland
1986-90 2,260 623 91 15 57 67 85 72 -
1991-95 2,556 680 67 82 133 97 103 98 -
Iceland
1986-90 2,727 820 86 68 101 169 270 65 64
1991-95 2,804 744 88 49 85 148 322 85 27
1998 2,763 882 90 61 31 150 259 156 37
Norway
1986-90 2,259 558 122 52 71 196 117 153 42
1991-95 2415 616 127 55 59 216 149 161 32
1997 2,650 714 121 63 49 222 177 180 42
1998 2,507 684 126 56 48 227 163 132 44
Sweden
1986-90 2,639 690 81 48 58 159 102 114 42
1991-95 2,547 746 77 47 46 159 126 111 31
1997 2,542 781 81 52 41 150 128 126 47
1998 2,685 831 69 49 36 157 134 115 31

Numbers refer to ICD-10 for Faroe Islands, all other WSP = World Standard Population.
countries ICD-7 rev.

Source: Hakulinen et al. (1986); Tulinius et al. (1992); Engeland et al. (1993); Prener et al. (1991)
Kilde: ~ The cancer registers in the Nordic countries
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Medical treatment outside
of hospitals

In the Nordic countries, the responsibil-
ity for the primary health service is
rooted in the public sector.

However, the degree of decentralisation
varies, also regarding the relationship be-
tween private general practitioners and
those publicly employed within the pri-
mary health sector.

There are also differences in the level of
integration of medical treatment, nurs-
ing, physiotherapy, etc. Similar differ-
ences are also found for home nursing
and home help.

The registration practice for medical
consultations differs substantially from
country to country.

Normally, patients visit the physician in
his/her practice. But in all countries prac-
tice also includes telephone consulta-
tions, home visits by a physician, and
treatment in emergency wards.

In 1997, NOMESCO carried out a trial
survey for reasons of contact between
patient and general practitioners in the
five Nordic countries. The results of this
survey was included in Section B of this
report in 1998. Even though the results
should be regarded with some reserva-
tion, the report substantiates conditions
already known, namely that registration
practice differs between the Nordic
countries on the basis of varying rules for
payment and organisational differences.
All contacts in Denmark are registered as
medical contacts due to the system of

Behandling uden
for sygehuse

I de nordiske lande er ansvaret for det
primaere sundhedsvasen forankret i den
offentlige sektor.

Men graden af decentralisering varierer,
hvilket ogsa geelder for forholdet mellem
privatpraktiserende og offentligt ansatte
leeger i1 det primere sundhedsvasen.

Der er endvidere forskel pa integrations-
graden af legebehandling, sygepleje, fy-
sioterapi m.v.. Lignende forskelle findes
ogsa for hjemmesygeplejen og hjemme-

hjeelpen.

Registreringspraksis for leegebesog er
meget forskellig fra land til land.

Det er det mest almindelige, at patienter-
ne opseger leegen i leegekonsultationen,
men i alle landene praktiseres der ogsa
via telefonkonsultationer, leegebesog i
hjemmet og skadestuebehandling.

1 1997 gennemforte NOMESKO en pi-
lotundersogelse om kontaktarsagerne i
almen praksis i de fem nordiske lande.
Resultaterne af denne undersogelse var
medtaget som Sektion B i denne rapport
1 1998. Selv om de fundne resultater ma
tages med forbehold, underbygger rap-
porten de kendte forhold om at registre-
ringspraksis er forskellig i de nordiske
lande hvilket dels afspejler betalingsreg-
lerne og dels organisatoriske forskelle.
Alle kontakter i Danmark registreres sa-
ledes som leegekontakter, pa grund af be-
talingssystemet, mens en del af kontak-
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payment, whereas part of the contacts in
the other countries figure as registered or
non-registered contacts with other health
staff. These conditions contribute to the

incomparability of statistics between the

Nordic countries.

All Nordic countries have recommended
immunization programmes with some
differences in vaccination against tuber-
culosis, whooping cough and the choice
of vaccination against measles and ru-
bella, respectively.

The gathering of data on immunization
varies a lot from country to country and
none of the countries have immunization
registers covering the country as a whole.
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terne i de andre lande er registrerede/ikke
registrerede kontakter med andet sund-
hedspersonale. Blandt andet disse for-
hold ger at statistikken om leegebesog ik-
ke er sammenlignelig mellem de nordiske
lande.

Alle nordiske lande har anbefalede vacci-
nationsprogrammer med visse forskelle 1
vaccination mod tuberkulose, kighoste og
valget af vaccine mod henholdsvis mees-
linger og rede hunde.

Dataindsamlingen for vaccinationerne
varierer meget fra land til land, og ingen
af landene har vaccinationsregistre der
deekker hele landet.
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Table 3.10 Medical consultations” 1999
Leegekonsultationer” 1999

Denmark? Finland Aland Iceland®  Sweden?

Total number of consultations

(millions)

Konsultationer i alt (mill.) 26.5 22.0 0.1 1.4 26.1

of which: heraf:

Consultations with general

practitioner

Besgg hos alment praktiserende

lzege i konsultationen 18.0 12.5 0.0 0.7 12.0

Consultations with specialist

Besag hos specialist 8.5 9.5 0.1 0.7 14.1

Consultations pr capita

Besag pr person 5.0 43 3.7 5.0 29

1 Excl. consultations by telephone, home visits by 1 Ekskl. telefonkonsultationer, leegebesgg i hjemmet.
physicians. Consultations at specialist include Bespg hos specialister omfatter ogsa ambulant
ambulatory treatment in hospitals. behandling pa sygehuse.

2 1998. 2 1998.

3 1997. 3 1997.

4 Incl. home visits, excl. medical consultations in 4 Inkl. hjemmebesgg, eksl. leegebesgg i de kommuner
municipalities where experiments with municipal hvor der pagar forssg med kommunal primaer
primary health care is carried out. In 1999 this sundhedstjeneste. | 1999 drejede det sig om 250.000
amounted to 250,000 medical consultations in three leegebesgg i tre kommuner.

municipalities.

Source: D:Sundhedsstyrelsen; F &t A: STAKES; |: Landlaeknisembeettio;
Kilde:  S:Landstingsférbundet og Socialstyrelsen
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Table 3.11 Recommended immunization schedules as at January 1, 2001
Denmark Finland Iceland Norway Sweden
BCG - < 7 days - Risk groups: First  Risk groups
week of life.
Negatives: 13-14
years
Pertussis 3,5and 12 3,4,5and 20-24 3,5, 12 months 3,5and 11-12 3,5and 12
months months and 5 years months months
Tetanus 3,5and 12 3,4,5and 20-24 3,5,12 months,5 3,5and 11-12 3,5and 12
months and months, 11-13 years and 14 years months, 11-12 months, 10 years
5 years years years
Diphtheria 3,5and 12 3,4,5and 20-24 3, 4, 12 months 3,5and 11 3,5and 12
months and months, 11-13 and 5 years months, 11-12 months, 10 years
5 years years years
Polio IPV: 3, 5 and IPV: 6, 12 and 20- IPV:3,5,12 IPV:3,5and 11 IPV:3,5and 12
12 months 24 months + 6, 11 months and 14 months, 6-8 and  months, 5-6 years
OPV: 2,3 and and 16-18 years  years 14 years
4 years
Measels, 15 months. 14-18 months and 18 months and 9 15 months and 18 months and 12
Mumps, Rubella 12 years 11-13 years years 12-13 years years
Rubella, only ~ Women in the - Seronegative girls: Seronegative -
fertile age 12 years women in the
fertile age
Measles, only - - - - -
Haemophilus 3, 5 and 4,6 and 14-18 3,5and 12 3,5and 11 3,5and 12
influensae b 12 months months months months months

IPV = Inactivated polio vaccine

OPV = Oral polio vaccine

Source: The WHO/EPI

D: Statens seruminstitut;
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F: National Public Health Institute;
I: Landlaeknisembeettid; N:The National Institute of Public Health;
S: The National Board of Health and Welfare

The Faroe Islands, Greenland and Aland have the same immunization schedules
as Denmark and Finland respectively. In Greenland, however, BCG is included.
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Tabel 3.11 Anbefalede vaccinationsprogrammer pr. 1. januar 2001

Danmark Finland Island Norge Sverige
Tuberkulose - < 7 dage - Risikogrupper: Risikogrupper
Forste leveuge
Negative: 13-14
ar
Kighoste 3,500 12 3,4,500 3,5, 12 maneder 3,509 11-12 3,500 12
maneder 20-24 maneder  og 5 ar maneder maneder
Stivkrampe 3,500 12 3,4,500 3,5,12 méneder, 5 3,509 11-12 3,500 12
maneder og 5ar  20-24 maneder,  arog 14 ar, maneder, samt maneder, 10 ar
11-13 ar 11-12 ar
Difteri 3,509 12 3,4,509 3,4, 12 maneder 3,509 11 3,509 12
méaneder og 5ar  20-24 méaneder, og 5 ar maneder samt 11- maneder, 10 ar
11-13 ar 12 ar
Polio IPV: 3, 509 IPV: 6, 12 og IPV:3, 5,12 IPV: 3, 509 IPV: 3,509 12
12 maneder 20-24 maneder + maneder og 14 ar 11 maneder, maneder, 5-6 ar
OPV: 2,3 09 6,11 09 16-18 ar 6-8 arog 14 ar
4ar

Meeslinger,fare 15 maneder,

syge,rgde 12 ar

hunde

Rade hunde,  Kvinder i den
alene fertile alder
Meeslinger, -

alene

Haemophilus 3,509 12
influensae b maneder

14-18 maneder og
11-13 ar

4,609 14-18

maneder

18 maneder
og 9 ar

Seronegative
piger: 12 ar

3, 5, 12 maneder

15 méneder og
12-13 ar

Seronegative
kvinder i den
fertile alder

3,500 11
maneder

18 maneder og
12 ar

3,500 12
maneder

IPV = Inaktiveret polio vaccine
OPV = Oral poliovaccine

Kilde: ~ WHO/EPI

D: Statens Seruminstitut;

Feerperne, Gronland og Aland har de samme vaccinationsprogrammer som
henholdsvis Danmark og Finland. Vaccination mod tuberkulose er dog
inkluderet i Grgnland.

F: Folkhalsoinstitutet;

N: Statens institutt for folkehelse; S: Socialstyrelsen

I: Landlaeknisembeettio;
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Table 3.12 Children under the age of two immunized according to immunization
schedules (per cent) 1999
Born under to ar vaccineret i henhold til det anbefalede vaccinationsprogram

(pct.) 1999

Denmark  Faroe Islands ~ Finland” Iceland Norway Sweden
BCG
Tuberkulose - - 99 - - 14
Pertussis
Kighoste 99 99 98 99 95 99
Tetanus
Stivkrampe 99 99 98 99 95 99
Diphtheria
Difteri 99 99 98 99 95 99
Polio
Polio 99 99 98 99 91 99
Rubella
Rede hunde 92 93 98 95 93 96
Measles
Maeslinger 92 93 98 95 93 96
1 1998. 1 1998.

Source: WHO/EPI; D: Statens Seruminstitut; F: Folkhilsoinstitutet; |: Landlaeknisembeettio;
Kilde:  N: Statens helsetilsyn; S: Smittskyddsinstitutet
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Medical treatment
in hospitals

In this section, data concerning treatment
in hospitals are stated along with data
from selected diagnosis groups and with
data on surgery calculated according to 14
main surgery groups. The statistics based
on diagnosis are first shown with the total
number of discharges from hospitals, the
average number of days spent there, as
well as patients who have been treated
during the year, broken down by the ICD-
10's main chapters. Then follow tables on
discharges and the average time of hospi-
talisation for 12 selected diagnosis groups.
On the NOMESCO homepage at
www.nom-nos.dk you will find detailed
data on the total number of discharges
broken down by the 61 groups in the
Nordic abbreviated list of morbidity.

The statistics from the patient registers in
the five Nordic countries show some large
differences among the countries that can-
not solely be attributed to differences in
the patterns of illnesses, for which reason
NOMESCO in 2000 performed a validity
study of the diagnosis-related patient sta-
tistics. The results of the study were in-
cluded as a theme section in the 2000 ver-
sion of the present publication. As to
2002, a similar study has been planned of
the procedure/surgery statistics.

What can be seen from the diagnosis-
related statistics is that there is a certain
variation in the diagnostics and the cod-
ing among the Nordic countries, in spite
of the fact that they use the same classifi-
cation. In the validity study different di-
agnostics cultures, differences in the
medical treatment and differences in the
way in which treatment is organized was
emphasized.

Behandling
ved sygehuse

I dette afsnit gives der data for behand-
lingen ved sygehuse med data fra udvalg-
te diagnosegrupper og med data for ope-
rationer opgjort efter 14 hovedoperati-
onsgrupper. Den diagnosebaserede stati-
stik vises forst med det samlede antal ud-
skrivninger, den gennemsnitlig liggetid,
samt patienter der er behandlet i lobet af
aret, fordelt efter ICD-10"s hovedkapit-
ler. Herefter kommer tabeller om ud-
skrivninger samt den gennemsnitlige lig-
getid for 12 udvalgte diagnosegrupper.
Pa NOMESKO’s hjemmeside pa
www.nom-nos.dk findes der detaljerede
data om det samlede antal udskrivninger
fordelt pa de 61 grupper i den nordiske
forkortede morbiditetsliste.

Statistikken fra patientregistrene i de fem
nordiske lande viser en del store forskelle
mellem landene som ikke alene kan til-
skrives forskelle 1 sygdomsforekomsten
hvorfor NOMESKO i 2000 gennemferte
et validitetsstudium af den diagnoserela-
terede patienstatistik. Resultaterne derfra
var medtaget som temasektion i 2000
udgaven af denne publikation. For 2002
er der planlagt et tilsvarende studie af
procedure/operationsstatistikken.

Det der kan konstateres ved den diagno-
serelaterede statistik er, at der er en vis
variation i diagnosticeringen og kodnin-
gen mellem de nordiske lande til trods
for at man anvender den samme klassifi-
kation. I validitetsstudiet blev der peget
pa forskellige diagnostiske kulturer, for-
skelle i den medicinske behandling samt
forskelle i den made hvorpa behandlin-
gen er organiseret.
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The quality of the data found in the pa-
tient files may play an important part in
the statistics, such as representativity,
completeness and reliability. The general
picture in this relation is that the Nordic
data show a high degree of coverage. In
order to make the figures as comparable
as possible, the data shown in the present
publication are from somatic hospital
wards in general hospitals and special
somatic clinics. As to Norway, it is, how-
ever, not possible to list data from hospi-
tal wards, only from hospitals, which
makes the Norwegian data underesti-
mated in relation to the data from the
other countries.

It should be noted, however, that the statis-
tics concerning discharges, average time of
hospitalization as well as patients treated
during the year have been calculated ac-
cording to main diagnosis/diagnosis group.
This means that the patient statistics do
not show all of the individual cases of ill-
ness at the time of admittance, but only
the diagnosis that was the main reason for
the patient's admittance to/treatment in a
hospital. The concept main diagnosis has
been well defined by the WHO, but there
is a certain variation among the Nordic
countries as to how the main diagnosis
should be interpreted. In the national sta-
tistics there are both supplementary diag-
noses and sub-diagnoses, but as the extent
of them differ in the national systems of
registration, statistics counting number of
cases of the individual diagnoses will not
produce a comparable picture.

Another important aspect is changes in
the statistics in connection with change
of classification. This has been described
in detail in Chapter 5 together with the
causes of death. Today, all five Nordic
countries use the ICD-10, for which rea-
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Det som kan spille en veesentlig rolle for
statistikken er kvaliteten af de data der
findes i patientregistrene, sdsom reprae-
sentativitet, fuldsteendighed og palidelig-
hed. Her er det generelle billede at de
nordiske data har en hej deekningsgrad.
For at gore tallene sa sammenlignelige
som muligt er de data der vises i denne
publikation fra somatiske hospitalsafde-
linger pa almindelige sygehuse samt so-
matiske specialsygehuse. For Norges
vedkommende er det imidlertid ikke mu-
ligt at give data fra sygehusafdelinger
men kun sygehuse i sin helhed, hvilket
gor at de norske data er underestimerede
sammenlignet med de andre lande.

Det som man imidlertid méa vere op-
merksom pé er, at statistikken om ud-
skrivninger, gennemsnitlig liggetid samt
personer der er behandlet i lobet af aret
er opgjort efter hoveddiagnose/diagnose-
gruppe. Det betyder at patientstatistikken
ikke viser alle forekomster af de enkelte
sygdomstilfeelde ved indleggelse, men
kun den diagnose der var hovedarsagen
til at den pageldende blev indlagt/be-
handlet ved et hospital. Begrebet hoved-
diagnose er veldefineret af WHO, men
der findes en vis variation mellem de
nordiske lande i hvorledes hoveddiagno-
sen tolkes. I de nationale statistikker fin-
des der savel tilleegsdiagnoser samt bi-
diagnoser, men da omfanget af disse er
forskellige i de nationale registreringssy-
stemer, vil statistik der teller forekom-
sten af de enkelte diagnoser ikke give et
sammenligneligt billede.

Et andet vaesentligt aspekt er endringer i
statistikken ved Klassifikationsskiftet.
Dette er omfattende beskrevet i kapitel 5
sammen med dedsarsagerne. I dag an-
vender alle 5 nordiske lande ICD-10
hvorfor det kun er i de historiske data der
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son it is only in the historic data that
comparability fails. The present tables
3.13-3.15 calculated according to the
main chapters in the ICD-10, are for in-
stance not quite comparable with the
previous corresponding tables calculated
according to the main chapters in the
ICD-9.

When evaluating the statistics it is impor-
tant to note that diagnoses stated may be
wrong, just as a wrong code may have
been used for a correctly stated diagno-
sis. Nordic studies show, however, that
when it comes to the main diagnosis, va-
lidity is good.

Introduction of the diagnosis-related
groupings (DRG@G) has in several coun-
tries been seen to influence the diagnos-
tics in hospitals, e.g. by the fact that the
registration of more sub-diagnoses and
the choice of main diagnosis has been
changed in certain cases.

One last aspect is the countries' different
way of organizing their hospital sectors,
including differences in the treatment
practice. Differences are typically seen in
the extent of out-patient treatment or
whether or not treatment takes place dur-
ing hospitalization. More and more pro-
cedures are now performed during day
surgery, and this will in the long run in-
fluence the diagnosis statistics.

Tables 3.26 -3.28 include information on
groups of surgical operations selected
because of their frequency and because
the scope of operation is affected to a
varying degree by differences in medical
practice between the countries.

For a more complete picture Table 3.29
covers the most frequent procedures car-

kan komme brist i sammenligneligheden.
De nuvarende tabeller 3.13-3.15 opgjort
efter ICD-10"s hovedkapitler kan ek-
sempelvis ikke helt sammenlignes med de
tidligere tilsvarende tabeller opgjort efter
ICD-9's hovedkapitler.

Ved vurderingen af statistikken skal man
ogsa vaere opmarksom pa, at der kan vee-
re oplyst forkert diagnose ligesom der
kan veere anvendt forkert kode til korrekt
oplyst diagnose. Nordiske studier viser
dog, at nar det geelder hoveddiagnosen er
der en god validitet.

Indferslen af de diagnoserelaterede
grupperinger (DRG) har i flere lande
vist sig at pavirke diagnostiseringen ved
sygehusene, blandt andet ved at flere bi-
diagnoser registreres og valget af hoved-
diagnose i visse tilfaelde aendres.

Et sidste forhold der ger sig geeldende er
landenes forskelle 1 organiseringen af sy-
gehusveasenet og herunder ogsa forskelle
i behandlingspraksis. Her kan der typisk
veere forskelle med hensyn til omfanget
af ambulant behandling eller om behand-
lingen foregar under indleggelse. Flere
og flere procedurer foretages nu under
dagkirurgi og det vil pa lidt leengere sigt
pavirke diagnosestatistikken.

Tabellerne 3.26-3.28 indholder oplys-
ninger om udvalgte operationsgrupper.
som er udvalgt fordi de er hyppigt fore-
kommende og fordi operationsomfanget i
forskellig grad pavirkes af forskelle i me-
dicinsk praksis i landene.

For at f4 et mere fuldkomment billede er
der i tabel 3.29 medtaget de mest fore-
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ried out without admission. At present
data are available only for Denmark,
Finland and Norway.

In order to get a more complete picture,
the 14 groups have been included, bro-
ken down by sex, and in some cases by
age, in Tables 3.30-3.43. In that way, the
differences between the countries appear
more clearly.

Comparisons of operations between
various geographic areas are however
difficult, and the comparisons contain a
number of potential sources of error
which may in principle be the same as
mentioned for diagnose related statistics.

In addition, there are differences from

country to country in the way in which
operations at hospitals are counted.
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kommende indgreb som sker uden ind-
leeggelse - dagkirurgisk. I gjeblikket er der
kun tilgeengelige data for Danmark, Fin-
land og Norge.

For at fa et mere komplet billede, er de
14 grupper medtaget fordelt pa ken og i
visse aldersgrupper i tabellerne 3.30-
3.43. Heraf fremgar forskellene mellem
landene tydeligere.

Sammenligninger af operationer mellem
geografiske omrader er imidlertid van-
skelige og indeholder en raekke potentiel-
le fejlkilder, som i princippet er de sam-
me som er nevnt for den diagnoserelate-
rede statistik.

Hertil kommer, at der er forskelle fra
land til land i maden hvorpa operationer
ved sygehuse telles.
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Figure 3.3 Discharges in total for three major diagnostic groups, per 1,000
inhabitants 1999
Udskrivninger i alt og for tre hoveddiagnosegrupper, pr 1.000 indbyggere 1999
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200
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Table 3.13 Discharges from hospitals* by main diagnostic groups, per 1,000
inhabitants 1999

Denmark  Faroe” Finland®  Aland?
Islands

Certain infectious and parasitic diseases 49 3.9 4.8 6.6
Neoplasms 20.5 18.1 21.1 27.9
Diseases of blood and blood-forming organs and 2.1 3.1 1.7 1.4
certain disorders involving the immune mechanism
Endocrine, nutritional and metabolic diseases 4.7 5.6 3.0 3.7
Mental and behavioural disorders 2.6 9.0 2.3 3.6
Diseases of the nervous system 4.6 53 8.1 12.0
Diseases of the eye and adnexa 1.8 3.6 8.9 3.4
Diseases of the ear and mastoid process 1.3 3.0 3.1 3.7
Diseases of the circulatory system 25.9 22.1 28.3 26.9
Diseases of the respiratory system 16.2 13.8 16.7 23.4
Diseases of the digestive system 16.3 25.4 16.1 18.8
Diseases of the skin and subcutaneous tissue 2.6 29 2.7 1.9
Diseases of the musculo-skeletal system and 10.2 14.5 20.5 19.5
connective tissue
Diseases of the genito-urinary system 10.1 10.9 12.0 16.1
Pregnancy, childbirth and the puerperium 17.3 20.0 16.9 15.9
Certain conditions originating in the perinatal period 1.7 0.6 1.5 2.2
Congenital malformations, deformations and 1.9 1.7 2.3 3.1
chromosomal abnormalities
Symptoms, signs and abnormal clinical and 12.1 10.3 12.8 14.9
laboratory findings, not elsewhere classified
Traumas and poisonings 18.6 18.1 17.3 20.0
Patients without symptoms or diseases 15.3 29.6 4.0 43
Total 190.6 222.0 204.2 229.3

*Comprises somatic wards in ordinary hospitals and in specialized somatic hospitals

1 Include wards in psychiatric hospitals wards.
2 Excl. of wards in psychiatric hospitals or in non-specialized departments in health centres.
3 1994.
4 Figures are for discharges, not for concluded treatments of patients in wards.
Source: The national in-patient registers
I: The Ministry of Health and Social Security
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Udskrivninger fra sygehuse* efter hoveddiagnosegrupper, Tabel 3.13

pr. 1.000 indbyggere 1999

Iceland®  Norway®  Sweden
3.8 4.5 Visse infektions- og parasiteere sygdomme
17.2 16.9 Svulster
1.0 1.2 Sygdomme i blod og bloddannende organer og
visse lidelser i forbindelse med immunsystemet
2.2 3.5 Endokrine, ernaerings- og stofskiftesygdomme
1.9 1.7 Psykiske og adfeerdsmeessige lidelser
4.5 4.8 Sygdomme i nervesystem
2.1 1.3 Sygdomme i gje og gjenomgivelser
0.8 1.0 Sygdomme i gre og processus mastoideus
23.1 28.6 Sygdomme i kredslgbsorganer
13.4 11.5 Sygdomme i andedraetsorganer
11.1 12.9 Sygdomme i fordgjelsesorganer
1.6 1.2 Sygdomme i hud og underhud
9.7 8.5 Sygdomme i knogler, beveegelsessystem
og bindevaev
7.9 8.0 Sygdomme i urin- og kensorganer
16.0 12.6 Svangerskab, faedsel og barsel
2.0 1.5 Visse arsager til sygdomme i perinatalperioden
2.2 1.4 Medfedte misdannelser og kromosomanomalier
10.9 15.4 Symptomer og abnorme fund ikke klassificeret
andetsteds
16.9 15.8 Traumer og forgiftninger
6.4 4.5 Patienter uden symptomer eller sygdomme
178.3 154.9 157.0 | alt

* Omfatter somatiske afdelinger ved almindelige sygehuse og ved somatiske specialsygehuse

1 Tallene inkluderer psykiatriske hospitalsafdelinger.
2 Eksl. psykriatriske hospitalsafdelinger eller ikke-specialiserde afdelinger pa sundhedscentraler.

3 1994

4 Opggrelsen vedrgrer udskrivninger fra sygehuse, ikke afsluttede behandlinger ved afdelinger.

Kilde:  Landspatientregistrene

I: Heilbrigdis- og tryggingamalaraduneytio
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Table 3.14 Average length of stay in hospitals* by main diagnostic groups 1999

Denmark  Faroe”  Finland®  Aland?

Islands
Certain infectious and parasitic diseases 5.3 39 6.0 5.1
Neoplasms 6.7 5.4 5.1 6.9
Diseases of blood and blood-forming organs and 5.5 3.4 4.3 4.6
certain disorders involving the immune mechanism
Endocrine, nutritional and metabolic diseases 6.7 8.0 5.9 6.6
Mental and behavioural disorders 6.3 34.9 8.6 5.9
Diseases of the nervous system 6.5 6.8 4.4 4.7
Diseases of the eye and adnexa 2.9 3.2 1.4 2.5
Diseases of the ear and mastoid process 2.8 0.7 1.8 2.7
Diseases of the circulatory system 7.5 8.6 6.0 6.9
Diseases of the respiratory system 5.5 5.8 4.4 4.5
Diseases of the digestive system 5.0 3.0 4.1 4.2
Diseases of the skin and subcutaneous tissue 6.2 48 5.3 3.7
Diseases of the musculo-skeletal system and 7.5 6.7 4.4 6.0
connective tissue
Diseases of the genito-urinary system 4.1 29 3.4 3.7
Pregnancy, childbirth and the puerperium 3.4 4.9 3.6 3.9
Certain conditions originating in the perinatal period 10.8 2.0 9.4 5.1
Congenital malformations, deformations and 4.2 3.3 43 15.9
chromosomal abnormalities
Symptoms, signs and abnormal clinical and 3.5 3.5 3.0 2.9
laboratory findings, not elsewhere classified
Traumas and poisonings 6.2 6.2 5.6 4.0
Patients without symptoms or diseases 3.8 10.2 2.3 2.6
Total 5.6 7.1 4.5 5.1

* Definition, see Table 3.13

1 Inkl. psychiatric hospital wards.
2 Excl. of wards in psychiatric hospitals or in non-specialized departments in health centres.
3 1994

Source: See Table 3.13
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Gennemsnitlig liggetid ved sygehuse* efter hoveddiagnosegrupper 1999 Tabel 3.14

Iceland? Norway Sweden
6.2 5.1 Visse infektions- og parasitaere sygdomme
8.3 7.5 Svulster
5.5 5.4 Sygdomme i blod og bloddannende organer og visse lidelser i
forbindelse med immunsystemet
6.2 6.7 Endokrine, ernaerings- og stofskiftesygdomme
5.2 7.2 Psykiske og adfeerdsmeessige lidelser
5.0 6.0 Sygdomme i nervesystem
4.2 3.0 Sygdomme i gje og gjenomgivelser
3.1 2.7 Sygdomme i gre og processus mastoideus
6.6 6.8 Sygdomme i kredslgbsorganer
5.7 5.2 Sygdomme i dndedreetsorganer
5.6 4.8 Sygdomme i fordgjelsesorganer
7.7 7.2 Sygdomme i hud og underhud
7.2 6.9 Sygdomme i knogler. beveegelsessystem
og bindevaev
48 44 Sygdomme i urin- og kensorganer
4.4 33 Svangerskab, fadsel og barsel
11.5 10.7 Visse arsager til sygdomme i perinatalperioden
5.6 4.7 Medfgdte misdannelser og kromosomanomalier
2.9 2.7 Symptomer og abnorme fund ikke klassificeret andetsteds
5.4 5.9 Traumer og forgiftninger
8.3 5.4 Patienter uden symptomer eller sygdomme
6.3 6.0 5.5 | alt

* Definition, se tabel 3.13

1 Inklusiv psykiatrikse hospitalsafdelinger.

2 Ekskl. psykiatriske hospitalsafdelinger eller ikke-specialiserede afdelinger pa sundhedscentraler.

3 1994,
Kilde:  Se tabel 3.13
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Table 3.15 Patients treated in hospitals* during 1999 by main diagnostic groups,
per 1,000 inhabitants

Denmark Faroe” Finland?
Islands

Certain infectious and parasitic diseases 4.0 3.4 4.1
Neoplasms 10.0 8.8 10.0
Diseases of blood and blood-forming organs and certain 1.3 1.8 1.1
disorders involving the immune mechanism
Endocrine, nutritional and metabolic diseases 3.5 4.7 2.4
Mental and behavioural disorders 2.0 7.5 1.9
Diseases of the nervous system 3.4 4.0 6.0
Diseases of the eye and adnexa 1.5 3.4 7.7
Diseases of the ear and mastoid process 1.2 2.9 2.8
Diseases of the circulatory system 16.1 19.7 18.3
Diseases of the respiratory system 11.8 12.3 13.0
Diseases of the digestive system 12.3 21.7 13.1
Diseases of the skin and subcutaneous tissue 2.2 2.6 2.1
Diseases of the musculo-skeletal system and 8.2 13.2 16.4
connective tissue
Diseases of the genito-urinary system 8.0 10.0 10.1
Pregnancy, childbirth and the puerperium 14.9 19.5 14.4
Certain conditions originating in the perinatal period 1.5 0.4 1.3
Congenital malformations, deformations and chromosomal 1.2 1.4 1.6
abnormalities
Symptoms, signs and abnormal clinical and laboratory 10.5 9.2 10.9
findings, not elsewhere classified
Traumas and poisonings 15.3 16.1 14.1
Patients without symptoms or diseases 12.9 17.2 3.7
Total 141.9 180.0 131.6

* Comprises somatic wards in ordinary hospitals and in specialized somatic hospitals.
1 Inkl. psychiatric hospital wards.
2 Excl. of wards in psychiatric hospitals or in non-specialized departments in health centres.

3 The figures cover treatment at the same hospital. If a patient is transferred to another hospital, it causes a new
treatment period.

Source: See Table 3.13
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Patienter behandlet ved sygehuse” i lgbet af 1999, efter Tabel 3.15

hoveddiagnosegrupper, pr. 1.000 indbyggere

Aland? Norway? Sweden
5.7 3.5 4.0 Visse infektions- og parasiteere sygdomme
11.6 10.2 8.4 Svulster
1.0 0.8 0.9 Sygdomme i blod og bloddannende organer og visse
lidelser i forbindelse med immunsystemet
3.0 1.9 2.7 Endokrine, ernaerings- og stofskiftesygdomme
2.6 1.7 1.5 Psykiske og adfeerdsmeessige lidelser
9.3 3.7 3.7 Sygdomme i nervesystem
2.9 1.9 1.1 Sygdomme i gje og gjenomgivelser
3.1 0.7 0.9 Sygdomme i gre og processus mastoideus
19.2 17.9 18.3 Sygdomme i kredslgbsorganer
18.4 1.1 8.8 Sygdomme i andedreetsorganer
15.1 9.4 10.3 Sygdomme i fordgjelsesorganer
1.7 1.4 1.0 Sygdomme i hud og underhud
15.7 8.5 6.9 Sygdomme i knogler, beveegelsessystem og bindeveev
13.0 6.9 6.7 Sygdomme i urin- og kensorganer
13.4 14.4 11.0 Svangerskab, fadsel og barsel
2.0 2.0 0.9 Visse drsager til sygdomme i perinatalperioden
1.7 1.7 0.9 Medfgdte misdannelser og kromosomanomalier
13.0 9.9 13.2 Symptomer og abnorme fund ikke klassificeret
andetsteds
16.8 15.3 12.9 Traumer og forgiftninger
3.8 5.3 40 Patienter uden symptomer eller sygdomme
143.0 128.2 118.1 | alt

* Omfatter somatiske afdelinger ved almindelige sygehuse og ved somatiske specialsygehuse.

1 Inklusiv psykriatiske hospitalsafdelinger.
2 Ekskl. psykiatriske hospitalsafdelinger eller ikke-specialiserede afdelinger pa sundhedscentraler.
3 Tallene deekker behandling ved et sygehus. Hvis en patient overflyttes til et andet sygehus, er der tale om

en ny behandlingsperiode.

Kilde:  Se tabel 3.13
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Table 3.16 Discharges and average length of stay in hospitals*. Malignant neoplasm

of breast, females 1999

Udskrivninger og gennemsnitlig liggetid ved sygehuse®. Kreeft i bryst. kvinder

1999
Denmark  Faore  Finland  Aland” Iceland® Norway Sweden
Islands
Discharges Udskrivninger
Total | alt 10,369 158 8,701 73 497 6,553 12,734
Per 100,000 females of the age
Pr. 100.000 kvinder i alderen
0-24 2 - 1 - - 0.0 1
25-44 158 561 154 138 300 124 119
45-64 830 1,575 713 1,689 1,060 648 575
65+ 766 1,516 582 555 765 615 560
Total rate
Samlet rate 385 721 329 560 375 290 284
Average length of stay
Gennemsnitlig liggetid 6.0 1.6 4.7 5.0 8.2 7.0 5.1
1 Average 1997-1999. 1 Gennemsnit for arene 1997 til 1999.
2 1994. 2 1994.

The table includes ICD-9: 174-175 and ICD-10: C50.
Tabellen omfatter ICD-9: 174-175 og ICD-10: C50.
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Table 3.17 Discharges and average length of stay in hospitals*. Malignant
neoplasm of larynx, trachea, bronchus and lung 1999
Udskrivninger og gennemsnitlig liggetid ved sygehuse*. Kreeft i strubehoved,

luftrgr, bronkie og lunge 1999

Denmark  Faroe  Finland  Aland” Iceland® Norway Sweden
Islands
Discharges Udskrivninger
Males Meend
Total | alt 6,153 22 5,737 38 233 4410 6,066
Per 100,000 males of the age
Pr. 100.000 meend i alderen
0-24 - - - - - - 1
25-44 20 - 14 - 29 14 10
45-64 378 93 353 419 349 309 178
65+ 1,041 625 1,132 1,414 1,039 958 607
Total rate
Samlet rate 234 94 229 304 175 199 138
Females Kvinder
Total | alt 4,727 49 1,791 18 197 2,239 3,984
Per 100,000 females
of the age
Pr. 100.000 kvinder i alderen
0-24 - - - - - 3 -
25-44 23 - 12 - 35 10 11
45-64 323 703 109 209 390 191 153
65+ 513 467 207 352 555 296 243
Total rate
Samlet rate 176 224 68 123 149 99 89
Average length of stay
Gennemsnitlig liggetid 7.3 4.1 6.4 9.0 9.4 10.0 9.2
1 Average 1997-1999. 1 Gennemsnit for arene 1997 til 1999.
2 1994, 2 1994.
The table includes ICD-9: 161-162 and ICD-10: C32-C34. Source: * Definition, see Table 3.13
Tabellen omfatter ICD-9: 161-162 og ICD-10: C32-C34. Kilde:  * Definition, se tabel 3.13
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Table 3.18 Discharges and average length of stay in hospitals*. Acute myocardial
infarction 1999
Udskrivninger og gennemsnitlig liggetid ved sygehuse*. Akut hjerteinfarkt 1999

Denmark  Faroe  Finland  Aland”  Iceland? Norway Sweden
Island

Discharges ~ Udskrivninger

Males. Total  Meend. | alt 6,887 72 7,183 42 377 7,485 16,730
Per 100,000 males of the age
Pr. 100.000 meend i alderen

0-44 20 7 19 27 20 26 16

45-64 391 352 370 280 607 474 398

65+ 1,185 1,911 1512 1,787 1.607 1,644 1,825

Total rate

Samlet rate 262 306 285 333 283 228 382
Females, Total Kvinder, | alt 3,928 31 5,095 28 159 4441 10,875

Per 100,000 females of the age
Pr. 100.000 kvinder i alderen

0-44 7 - 3 - 4 5 5
45-64 112 64 84 73 126 119 127
65+ 665 817 946 1,056 771 946 1,058
Total rate
Samlet rate 146 . 193 218 120 196 243
Average length of stay
Gennemsnitlig liggetid 6.7 8.0 8.3 8.6 10.7 7.7 6.7
1 Average 1997-1999. 1 Gennemsnit for arene 1997 til 1999.
2 1994. 2 1994.
The table includes ICD-9: 410 and ICD-10: 121-122. Source: * Definition, see Table 3.13
Tabellen omfatter ICD-9: 410 og ICD-10: 121-122. Kilde: * Definition, se tabel 3.13
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Table 3.19 Discharges and average length of stay in hospitals*. Cerebrovascular
diseases 1999
Udskrivninger og gennemsnitlig liggetid ved sygehuse*. Karsygdomme i hjerne
1999

Denmark  Faroe  Finland  Aland” Iceland® Norway —Sweden
Islands

Discharges Udskrivninger

Males Meend

Total | alt 12,878 93 10,399 56 197 7910 22,394
Per 100,000 males of the age

Pr. 100.000 mzend i alderen

0-44 39 20 46 54 19 29 30
45-64 559 463 555 559 170 351 410
65-79 2,225 2,406 1,915 1,682 959 1,635 2,159
80+ 3,874 2,321 2,705 2,854 1,394 3,281 4,128
Total rate
Samlet rate 490 396 413 448 148 357 511
Females Kvinder
Total | alt 12,278 76 9,076 53 316 7,467 21,958
Per 100,000 females
of the age
Pr. 100.000 kvinder i alderen
0-44 40 - 36 - 38 29 29
45-64 349 341 270 438 281 235 269
65-79 1,528 1.251 1,213 1,158 1.362 992 1,426
80+ 3,147 3,052 1,988 2,356 1.203 2,506 3,420
Total rate
Samlet rate 456 347 343 406 238 330 490
Average length of stay
Gennemsnitlig liggetid 16.8 23.7 11.2 13.5 16.5 10.5 12.8
1 Average 1997-1999. 1 Gennemsnit for arene 1997 til 1999.
2 1994, 2 1994,
The table includes ICD-9: 430-434. 436-438 and ICD-10: 160-169. Source: * Definition, see Table 3.13
Tabellen omfatter ICD-9: 430-434 og ICD-10: 160-169. Kilde: * Definition, se tabel 3.13
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Table 3.20 Discharges and average length of stay in hospitals*. Asthma, bronchitis,
emphysema and other chronic obstructive pulmonary disease 1999
Udskrivninger og gennemsnitlig liggetid ved sygehuse®. Astma, bronkit,
emfysem og anden obstruktiv lungesygdom 1999

Denmark  Faroe  Finland  Aland” Iceland® Norway —Sweden

Islands
Discharges Udskrivninger
Total | alt 30,754 175 20,009 113 1,034 15363 27,236
Per 100,000 of the age
Pr. 100.000 i alderen
0-4 899 1,426 598 1,301 598 686 654
5-14 172 255 139 248 155 124 16
15-24 68 54 126 213 51 64 26
25-64 271 197 204 168 175 162 540
65-74 2,285 637 1,299 994 1,623 1,148 993
75+ 2,331 1,192 1,563 1,814 2,473 1,307 1,294
Total rate
Samlet rate 578 385 387 442 389 343 307
Average length of stay
1 Average 1997-1999. 1 Gennemsnit for arene 1997 til 1999.
2 1994, 2 1994.
The table includes ICD-9: 490-493. 496 and ICD-10: J40-J46. Source: * Definition, see Table 3.13
Tabellen omfatter ICD-9: 490-493. 496 og ICD-10: J40-J46. Kilde: * Definition, se tabel 3.13

Table 3.21 Discharges and average length of stay in hospitals®. Cervical and other
intervertebral disc disorders 1999
Udskrivninger og gennemsnitlig liggetid ved sygehuse®. Diskuprolaps i halsens
ryghvirvler og andre ryghvirvier 1999

Denmark  Faroe  Finland  Aland” Iceland® Norway Sweden

Island
Discharges Udskrivninger
Total | alt 7,283 50 8,141 44 646 5,190 3,608
Per 100,000 of the age
Pr. 100.000 i alderen
0-24 14 6 21 31 37 15 4
25-44 188 196 236 209 387 188 67
45-64 237 149 266 301 492 202 65
65+ 111 163 105 168 187 59 28
Total rate
Samlet rate 137 110 158 173 243 116 41
Average length of stay
Gennemsnitlig liggetid 8.1 11.8 4.3 6.9 5.2 5.9 6.3
1 Average 1997-1999. 1 Gennemsnit for arene 1997 til 1999.
2 1994. 2 1994.
The table includes ICD-9: 722 and ICD-10: M50-M51. Source: * Definition, see Table 3.13
Tabellen omfatter ICD-9: 722 og ICD-10: M50-M51. Kilde: * Definition, se tabel 3.13
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Table 3.22 Discharges and average length of stay in hospitals*. Osteoporosis and
osteomalacia, females 1999
Udskrivninger og gennemsnitlig liggetid ved sygehuse®. Osteoporose og osteo-
malaci, kvinder 1999

Denmark Faroe  Finland Aland” Iceland® Norway —Sweden
Islands

Discharges Udskrivninger

Females Kvinder

Total | alt 1,520 13 361 9 . 691 1,594
Per 100,000 females of the age

Pr. 100.000 kvinder i alderen

0-44 2 7 1 - . 1 0
45-64 16 43 5 - . 8 3
65-74 135 235 35 154 . 66 32
75-79 331 258 78 378 . 171 105
80+ 536 421 117 667 . 289 208
Total rate
Samlet rate 56 59 14 72 . 31 18
Average length of stay
Gennemsnitlig liggetid 13.9 13.2 9.6 7.5 . 9.1 12.8
1 Average 1997-1999. 1 Gennemsnit for arene 1997 til 1999.
2 1994. 2 1994.
The table includes ICD-9: 268.2. 733.0-733.1 and ICD-10: M80-M83. Source: * Definition, see Table 3.13
Tabellen omfatter ICD-9: 268.2. 733.0-733.1 og ICD-10: M80-M83. Kilde:  * Definition, se tabel 3.13
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Table 3.23 Discharges and average length of stay in hospitals*. Fracture of neck of
femur 1999
Udskrivninger og gennemsnitlig liggetid ved sygehuse*. Brud af lar 1999

Denmark  Faroe  Finland ~ Aland”  Iceland® Norway —Sweden
Island

Discharges Udskrivninger

Males Meend

Total | alt 3,436 33 2,277 11 83 2,746 6,461
Per 100,000 males of the age

Pr. 100.000 mzend i alderen

0-44 12 13 13 4 2 8 6
45-64 77 74 75 20 62 67 58
65-74 336 314 270 243 247 277 313
75-79 924 176 586 306 288 764 809
80+ 2,104 2,321 1,578 1,712 1,470 2,195 2,201
Total rate
Samlet rate 131 140 90 91 62 126 148
Females Kvinder
Total | alt 8,716 50 5,525 25 237 6,989 15,816
Per 100,000 females
of the age
Pr. 100.000 kvinder i alderen
0-44 4 - 5 - 1 3 3
45-64 89 38 52 10 59 81 62
65-74 578 528 312 123 498 517 480
75-79 1,518 1,677 1.010 505 1,504 1,393 1,374
80+ 3,771 2,526 2,640 2,434 3,089 3,426 3,663
Total rate
Samlet rate 324 228 209 192 179 314 353
Average length of stay
Gennemsnitlig liggetid 14.6 18.7 9.8 10.0 14.9 11.0 11.4
1 Average 1997-1999. 1 Gennemsnit for arene 1997 til 1999.
2 1994, 2 1994,
The table includes ICD-9: 820 and ICD-10: 572.0-572.2. Source: * Definition, see Table 3.13
Tabellen omfatter ICD-9: 820 og ICD-10: S72.0-572.2. Kilde: * Definition, se tabel 3.13

116



MORBIDITY, MEDICAL TREATMENT AND ACCIDENTS

Table 3.24 Discharges and average length of stay in hospitals®. Alcoholic liver
disease 1999
Udskrivninger og gennemsnitlig liggetid ved sygehuse*. Alkoholisk
leversygdom 1999

Denmark  Faroe  Finland  Aland” Iceland® Norway Sweden
Islands

Discharges  Udskrivninger

Males Meend

Total | alt 1,662 6 1,379 5 20 391 1,331
Per 100,000 males of the age

Pr. 100.000 mzend i alderen

0-44 16 - 15 4 6 3 5
45-64 164 93 141 120 4 51 67
65+ 87 37 68 59 99 29 69
Total rate
Samlet rate 63 26 55 43 15 18 30
Females Kvinder
Total | alt 1,010 1 720 1 23 271 745
Per 100,000 females
of the age
Pr. 100.000 kvinder i alderen
0-44 1 - 9 5 3 3 3
45-64 86 21 58 21 50 30 36
65+ 55 - 128 14 49 22 30
Total rate
Samlet rate 38 5 27 10 17 12 17
Average length of stay
Gennemsnitlig liggetid 9.0 2.6 7.9 8.1 9.0 10.2 9.3
1 Average 1997-1999. 1 Gennemsnit for arene 1997 til 1999.
2 1994, 2 1994,
The table includes ICD-9: 571.0-571.6; 571.9 and ICD-10: K70; K74. Source: * Definition, see Table 3.13
Tabellen omfatter ICD-9: 571.0-571.6; 571.9 og ICD-10: K70; K74. Kilde: * Definition, se tabel 3.13
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Table 3.25 Discharges and average length of stay in hospitals*. Non-alcoholic liver
disease 1999
Udskrivninger og gennemsnitlig liggetid ved sygehuse®. lkke-alkoholisk
leversygdom 1999

Denmark  Faroe  Finland  Aland”  Iceland® Norway —Sweden
Islands

Discharges  Udskrivninger

Males Meend

Total | alt 624 3 500 1 20 340 712
Per 100,000 males of the age

Pr. 100.000 mzend i alderen

0-44 10 13 13 - 11 9 8
45-64 42 - 28 10 16 22 21
65+ 52 37 34 39 37 33 41
Total rate
Samlet rate 24 13 20 8 15 15 16
Females Kvinder
Total | alt 708 6 663 1 24 381 822
Per 100,000 females
of the age
Pr. 100.000 kvinder i alderen
0-44 13 45 14 2 14 10 11
45-64 41 64 38 31 21 27 22
65+ 49 29 41 - 37 29 34
Total rate
Samlet rate 26 27 25 10 18 17 18
Average length of stay
Gennemsnitlig liggetid 7.8 7.9 54 11.0 6.8 7.2 7.2
1 Average 1997-1999. 1 Gennemsnit for arene 1997 til 1999.
2 1994.1CD-9: 571.8 not included. 2 1994.1CD-9: 571.8 ikke inkluderet.

The table includes ICD-9: 570; 571.8; 572-573 and ICD-10: K71-K73; K75-K77.  Source: * Definition, see Table 3.13
Tabellen omfatter ICD-9: 570; 571.8; 572-573 og ICD-10: K71-K73; K75-K77. Kilde: * Definition, se tabel 3.13
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Table 3.26 Fourteen major surgical procedure groups, total numbers 1999
Fjorten store operationsgrupper, i alt 1999

NCSP Denmark Faroe Finland of which Norway Sweden
cades Island Aland”

FNA; FNB;  Coronary bypass operations,
FNC; FND; excl. PTCA
FNE Bypass operationer af koronarkar,

ekskl. PTCA 3,387 - 20868 3 3,779 5947
FNG 02; Percutaneous expansion of
FNG 05 coronary artery (PTCA)

Perkutan coronar angioplastik

(PTCA) 4,375 - 2,351 1 4,835 6,135
BAA 20-60 Operations on thyreoidea

Thyreoideaoperationer 1,679 2 2,050 7 1,081 2,146
KAS 00-20 Kidney transplant

Nyretransplantation 168 - 168 1 205 271
LCC 10-20; Hysterectomy
LCD; LCE  Hysterektomi 6,057 30 10,199 36 4,600 9,512
KED 22-72 Prostatectomy TURP

Prostatektomi TURP 4,994 24 3,448 16 4,713 7,845
KEC Prostatectomy, open

Prostatektomi, aben 95 - 713 2 298 680
NFB; NFC  Total hip replacement

Total hofteledsplastik 7.947 49 4,703 27 7,572 12,516
HAC 10-25; Mastectomy (women)
HAC 99 Ablatio mammae (kvinder) 2,805 13 2,051 8 2,093 2,904
HAB Partial excision of mammary

gland (women)

Resektion af mammae (kvinder) 2,879 14 3,315 9 1,619 3,850
JEA Appendectomy

Appendektomi 7,569 54 8,712 36 5335 11,8532
ABC 01-26 Disc operations

Disk-operationer 2,110 9 4,176 19 2,560 2,043
JKA 20-21  Cholecystectomy

Kolecystektomi 5,280 27 9,458 32 2,902 10,145
MCA Caesarean section

Kejsersnit 9,390 86 8,949 49 8,038 11,707

The NCSP codes refer to NOMESCO Classification of Surgical Procedures. Version 1.5. NOMESCO 59:2001.

1 Average 1997-1999.
2 Incl. en passent operations.

Source: D:Sundhedsstyrelsen; F & A: STAKES:; N: Norsk pasientregister;

Kilde:  S: Socialstyrelsen

1 Gennemsnit for arene 1997 til 1999.

2 Inkl. en passent-operationer.
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Table 3.27 Fourteen major surgical procedure groups, per 100,000 inhabitants 1999
Fjorten store operationsgrupper, pr. 100.000 indbyggere 1999

NCSP Denmark Faroe Finland Aland” Norway Sweden
codes Island
FNA; FNB;  Coronary bypass operations, excl.
FNC; FND; PTCA
FNE Bypass operationer af koronarkar,
ekskl. PTCA 64 - 56 12 84 67
FNG 02; Percutaneous expansion of

FNG 05 coronary artery (PTCA)
Perkutan coronar angioplastik

(PTCA) 78 - 46 4 108 69
BAA 20-60 Operations on thyreoidea

Thyreoideaoperationer 32 4 40 27 24 24
KAS 00-20 Kidney transplant

Nyretransplantation 3 - 3 4 5 3
LCC 10-20; Hysterectomy?
LCD; LCE  Hysterektomi? 225 137 386 277 203 212
KED 22-72 Prostatectomy TURP’

Prostatektomi TURP? 190 102 137 123 213 179
KEC Prostatectomy, open”

Prostatektomi, dben? 4 - 28 15 13 16
NFB; NFC  Total hip replacement

Total hofteledsplastik 149 108 91 104 169 141
HAC 10-25; Mastectomy (women}?
HAC 99 Ablatio mammae (kvinder)? 104 59 78 62 93 65
HAB Partial excision of mammary gland

(womenp! , 107 64 125 69 72 86

Resektion af mammae (kvinder)?
JEA Appendectomy

Appendektomi 142 119 169 138 119 134
ABC 01-26 Disc operations

Disk-operationer 40 20 81 73 57 23
JKA 20-21  Cholecystectomy

Kolecystektomi 99 59 183 123 65 114
MCA Cuesarean section®

Kejsersnit* 142 137 155 158 136 124

The NCSP codes refer to NOMESCO Classification of Surgical Procedures. Version 1.5. NOMESCO 59:2001

1 Average 1997-1999. 1 Gennemsnit for drene 1997 til 1999
2 Per 100,000 females. 2 Pr. 100.000 kvinder.

3 Per 100,000 males. 3 Pr. 100.000 mend.

4 Per 1,000 live births. 4 Pr. 1.000 levendefadte.

Source: See Table 3.26
Kilde:  Se tabel 3.26
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Table 3.28 Surgical procedures in connection with cancer diagnoses, total and per
100,000 inhabitants 1999
Operationer i forbindelse med kreeftdiagnoser, i alt og pr. 100.000 indbyggere
1999

NCSP Denmark  Faroe  Finland  Aland”  Norway Sweden
codes Islands

Total 1alt

LCC 10-20; Hysterectomy
LCD; LCE  Hysterektomi
(ICD-9: 180-184;
ICD-10: C51-58) 1,151 2 781 3 870 2,969

KED 22-72  Prostatectomy, TURP
Prostatektomi, TURP

(ICD-9: 185; ICD-10: C61) 945 3 370 2 985 2,803
KEC Prostatectomy, open

Prostatektomi, aben

(ICD-9: 185; ICD-10: C61) 92 - 554 1 289 1,883

HAC 10-25; Mastectomy (women)
HAC 99 Ablatio mammae (kvinder)

(ICD-9: 174; 1CD-10: C50) 2,657 12 1,803 7 1,912 670
HAB Partial excision of mammary

gland (women)

Resektion af mammae (kvinder)

(ICD-9: 174; ICD-10: C50) 1,326 5 1,262 2 1,043 1,499

Per 100.000 inhabitants
Pr. 100.000 indbyggere

LCC 10-20; Hysterectomy?
LCD; LCE  Hysterektomi?
(ICD-9: 180-184;
ICD-10: C51-58) 43 9 30 23 38 66

KED 22-72  Prostatectomy, TURP”
Prostatektomi, TURP?

(ICD-9: 185; ICD-10: C61) 36 13 15 15 44 63
KEC Prostatectomy, open’

Prostatektomi, 3ben?

(ICD-9: 185; ICD-10: C61) 4 - 22 8 13 42

HAC 10-25; Mastectomy (women)’
HAC99  Ablatio mammae (kvinder)?

(ICD-9: 174; ICD-10: C50) 99 55 68 54 85 15
HAB Partial excision of mammary

gland (women)

Resektion af mammae (kvinder)?

(ICD-9: 174; ICD-10: C50) 49 23 48 15 46 34
The NCSP codes refer to NOMESCO Classification of Surgical Procedures. Version 1.5. NOMESCO 59:2001.
1 Average 1997-1999. 1 Gennemsnit for arene 1997 til 1999
2 Per 100,000 females. 2 Pr. 100.000 kvinder.
3 Per 100,000 males. 3 Pr. 100.000 meend.
Source: See Table 3.26
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Kilde: Se tabel 3.26
Table 3.29 Twelve surgical procedures partly carried out in day surgery in hospitals
1999
Carpal tunnel  Cataract Tonsillectomy  Inguinal and  Chole- Curettage
decompression  surgery with or femoral her- cystectomy  and excision
Dekompression Katarakt- without ade-  nia laparoscopic  of
og lysis af me- operation noidectomy Brok- Laparoskopisk endometrium
dianus nerve Resektion pa  operationer  cholecystek- in uterus and
tonsiller og tomi cervix uteri
adenoidt veev Udskrabninger
NCSP ACC51 CJC, CID, CJE, EMBT0,EMB20,E  JAB, JAC JKA21 LCAT0-16,
codes CJFoo, CJF10 MB30 LCB28, LCB32,
LDA10
Denmark
Number of
procedures 3,057 22,376 7,597 12,195 4,132 10,812
Of which
day surgery 2,134 18,915 1,097 4,658 242 6,515
Day surgery
(per cent) 69.8 84.5 14.4 38.2 5.9 60.3
Finland
Number of
procedures 4,434 33,676 9,701 12,461 9,000 8,447
Of which
day surgery 3,650 25,089 1,018 4,191 223 5,337
Day surgery
(per cent) 82.3 74.7 10.5 33.6 25 63.2
Norway
Number of
procedures 3,788 23,480 14,780 7,204 2,312 5,252
Of which
day surgery 3,506 20,084 6,703 3,488 166 3,074
Day surgery
(per cent) 92.6 85.5 45.4 48.4 7.2 58.5

Source: See Table 3.26
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Tolv kirurgiske indgreb, der delvist gennemfores som dagkirurgi pa Tabel 3.29

sygehuse 1999

Termination of Female Removal of ~ Knee Arthroscopic ~ Vein legation
pregnancy sterilization ~ implanted arthroscopy  operationson and stripping
Abort- Sterilisation af devices from  Artroskopi meniscus of  Fjernelse af
operationer  kvinder bone knee areknuder
Fjernelse af Artroskopisk
osteosyntese menisk-
operation
LCH LGA NAU, NBU, NGAT11 NGDO1, PHB13-14, NCSP-
NCU, NDU, NGD11, PHD koder
NEU, NFU, NGD21, NGD91
NGU, NHU
Danmark
Indgreb
17,736 5,395 10,244 8,888 7,409 10,585 ialt
Heraf dag-
12,581 3,177 4,538 5,486 4,612 3,326 kirurgi
Dag-kirurgi
70.9 58.9 44.3 61.7 62.2 31.4 (pct.)
Finland
Indgreb
7,489 7,438 6,004 6,203 10,207 10,603 ialt
Heraf dag-
6,686 5,065 3,390 4,030 7,296 4,846 kirurgi
Dag-kirurgi
89.3 68.1 56.5 65.0 71.5 45.7 (pct.)
Norge
Indgreb
13,447 5,135 6,152 4,485 7,750 5,264 ialt
Heraf dag-
12,860 4,095 1,728 3,282 6,078 3.714 kirurgi
Dag-kirurgi
95.6 79.5 28.1 73.2 78.4 70.6 (pct.)

Kilde: Se tabel 3.26
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Table 3.30 Coronary bypass operations, excl. PTCA, by sex and age 1999
Coronar bypass operation, ekskl. PTCA efter kgn og alder 1999

Denmark” Finland Norway Sweden

Age Alder M F M F M F M F
<45 77 22 48 8 72 14 86 21
45-54 374 91 325 43 488 61 586 110
55-64 820 178 655 168 861 174 1,289 275
65-74 1,049 301 827 377 1,051 341 1,691 567
75-84 303 163 224 184 478 228 864 428
85+ 7 2 6 3 5 6 18 12
Totall alt 2,629 757 2,085 783 2,955 824 4,534 1.413
In per cent
| procent
<45 29 2.9 2.3 1.0 2.4 1.7 1.9 1.5
45-54 14.2 12.0 15.6 5.5 16.5 7.4 12.9 7.8
55-64 31.2 23.5 31.4 21.5 29.1 211 28.4 19.5
65-74 39.9 39.8 39.7 48.1 35.6 41.1 37.3 40.1
75-84 11.5 21.5 10.7 23.5 16.2 27.7 19.1 30.3
85+ 0.3 0.3 0.3 0.4 0.2 0.7 0.4 0.8
Totall alt 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
1 The distribution between sexes and age groups is 1 Fordelingen pa ken og alder er skgnnet.

estimated.

NCSP codes covered: FNA; FNB; FNC; FND; FNE.

Tabel 3.31 Percutaneous expansion of coronary artery (PTCA) by sex and age 1999
Perkutan coronar angiplastik (PTCA) efter ken og alder 1999

Denmark Finland Norway Sweden
Age Alder M F M F M F M F
<45 248 85 110 29 274 39 232 67
45-54 831 169 468 125 948 182 914 254
55-64 1,077 317 561 189 1,192 277 1.441 454
65-74 797 390 415 245 965 381 1,272 549
75-84 274 163 106 95 361 203 542 315
85+ 10 14 2 6 10 3 22 16
Total | alt 3,237 1,138 1,662 689 3,750 1,085 4,423 1,655
In per cent
| procent
<45 7.6 7.4 6.6 4.2 7.3 3.6 5.2 4.0
45-54 25.7 14.9 28.2 18.1 253 16.8 20.7 15.3
55-64 333 27.9 33.8 27.4 31.8 25.5 32.6 27.4
65-74 24.6 343 25.0 35.6 25.7 35.1 28.8 33.2
75-84 8.5 14.3 6.4 13.8 9.6 18.7 12.3 19.0
85+ 0.3 1.2 0.1 0.9 0.3 0.3 0.5 1.0
Totall alt 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

NCSP codes covered: FNG 02; FNG 05.
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Tabel 3.32 Operations on thyreoidea by sex and age 1999
Thyreoideaoperationer, fordelt pa kan og alder 1999

Denmark Finland Norway Sweden
Age Alder M F M F M F M F
<15 4 4 1 7 1 1 7 9
15-24 5 51 6 45 3 43 10 98
25-44 96 616 58 438 40 352 119 669
45-54 93 349 88 559 38 236 92 385
55-64 54 203 81 328 29 127 76 282
65-74 36 111 60 243 36 100 58 180
75-84 16 36 21 108 12 56 25 123
85+ - 5 - 7 2 5 2 11
Totall alt 304 1.375 315 1,735 161 920 389 1,757
In per cent
| procent
<15 1.3 0.3 0.3 0.4 0.6 0.1 1.8 0.5
15-24 1.6 3.7 1.9 2.6 1.9 4.7 2.6 5.6
25-44 31.6 44.8 18.4 25.2 24.8 38.3 30.6 38.1
45-54 30.6 25.4 27.9 322 23.6 25.7 23.7 21.9
55-64 17.8 14.8 25.7 18.9 18.0 13.8 19.5 16.1
65-74 11.8 8.0 19.0 14.0 22.4 10.9 14.9 10.2
75-84 5.3 2.6 6.7 6.2 7.5 6.1 6.4 7.0
85+ - 0.4 - 0.4 1.2 0.5 0.5 0.6
Totall alt 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

NCSP codes covered: BAA 20-60.
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Tabel 3.33 Kidney transplant by sex and age 1999
Nyretranspaltationer, fordelt pa ken og alder 1999

Denmark” Finland Norway Sweden
Age Alder M F M F M F M F
<15 5 5 9 3 1 3 3 2
15-24 10 2 4 3 3 1 1 9
25-44 44 27 38 17 35 28 54 34
45-54 32 17 32 15 33 18 50 30
55-64 21 4 24 12 29 14 41 20
65-74 - 1 7 4 25 4 15 2
75-84 - - - - 7 4 - -
85+ - - - - - - - -
Totall alt 112 56 114 54 133 72 174 97
In per cent
| procent
<15 4.5 8.9 7.9 5.6 0.8 4.2 1.7 2.0
15-24 8.9 3.6 3.5 5.6 23 1.4 6.3 9.3
25-44 39.2 48.2 33.3 31.5 26.3 38.9 31.0 35.1
45-54 28.6 30.4 28.1 27.8 24.8 25.0 28.8 31.0
55-64 18.8 7.1 21.1 22.2 21.8 19.4 23.6 20.6
65-74 - 1.8 6.1 7.4 18.8 5.6 8.6 2.0
75-84 - - - - 5.3 5.6 - -
85+ - - - - - - - -
Totall alt 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
1 The distribution between sexes and age groups is 1 Fordelingen pa ken og alder delvist skennet.

partially estimated.

NCSP codes covered: KAS 00-20.
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Tabel 3.34 Hysterectomy by age, females 1999
Hysterektomi, kvinder fordelt pa alder 1999

Age Alder Denmark Faroe Islands Finland Norway Sweden
<30 52 - 38 36 56
30-39 753 3 846 458 785
40-49 2,493 24 4,376 1,855 3,272
50-59 1,472 3 2,926 1,318 2,863
60-69 659 - 1,202 483 1,228
70-79 502 - 666 323 958
80-84 86 - 106 88 255
85+ 39 - 39 39 95
Total | alt 6,056 30 10,199 4,600 9,512
In per cent

| procent

<30 0.9 - 0.4 0.8 0.6
30-39 12.4 10.0 8.3 10.0 8.3
40-49 41.2 80.0 429 40.3 344
50-59 243 10.0 28.7 28.7 30.1
60-69 10.9 - 11.8 10.5 12.9
70-79 8.3 - 6.5 7.0 10.1
80-84 1.4 - 1.0 1.9 2.7
85+ 0.6 - 0.4 0.8 1.0
Total |l alt 100.0 100.0 100.0 100.0 100.0

NCSP codes covered: LCC 10-20; LCD; LCE.

Tabel 3.35 Prostatectomy TURP by age, males 1999
Prosta tektomi TURP, maend fordelt pa alder 1999

Age Alder Denmark Faroe Islands Finland Norway Sweden
<50 72 - 21 58 51
50-59 499 1 208 311 532
60-69 1,320 8 1,134 1,012 1,706
70-79 2,113 12 1,452 2,102 3,398
80-84 637 1 371 796 1,157
85+ 344 2 162 434 508
Total | alt 4,985 24 3,348 4,713 7,352
In per cent

| procent

< 50 1.4 - 0.6 1.2 0.7
50-59 10.0 4.2 6.2 6.6 7.2
60-69 26.5 333 33.9 215 23.2
70-79 42.4 50.0 43.4 44.6 46.2
80-84 12.8 4.2 11.1 16.9 15.7
85+ 6.9 8.3 4.8 9.2 6.9
Total | alt 100.0 100.0 100.0 100.0 100.0

NCSP codes covered: KED 22-72.
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Tabel 3.36 Prostatectomy, open by age, males 1999

Prostatektomi, aben, maend fordelt pd alder 1999
Age Alder Denmark Finland Norway Sweden
< 50 2 9 6 10
50-59 30 158 110 197
60-69 60 394 169 414
70-79 3 121 12 57
80-84 - 18 1 2
85+ - 13 -
Total | alt 95 713 298 680
In per cent
| procent
<50 2.1 1.3 2.0 1.5
50-59 31.6 22.2 36.9 29.0
60-69 63.2 55.3 56.7 60.9
70-79 3.2 17.0 4.0 8.4
80-84 - 2.5 0.3 0.3
85+ - 1.8 -
Totall alt 100.0 100.0 100.0 100.0
NCSP codes covered: KEC.
Tabel 3.37 Total hip replacement by sex and age 1999

Total hofteledplastik fordelt pd ken og alder 1999
Age Alder Denmark Faroe Islands Finland Norway Sweden

M F M F M F M F M F

<30 25 15 - - 10 13 15 26 10 23
30-39 54 47 - - 23 51 43 44 45 53
40-49 151 132 - 2 102 113 88 154 179 202
50-59 452 432 2 5 355 347 286 455 712 746
60-69 832 1,006 3 8 698 851 537 1,126 1,226 1,529
70-79 857 1,755 7 12 510 1,170 686 2,162 1,708 2,834
80-84 303 778 1 3 108 229 267 856 537 1,260
85+ 224 884 3 3 39 84 163 664 328 1,124
Total | alt 2,898 5,049 16 33 1845 2858 2085 5487 4,745 7,771
In per cent
| procent
<30 0.9 0.3 - - 0.5 0.5 0.7 0.5 0.2 0.3
30-39 1.9 0.9 - - 1.2 1.8 2.1 0.8 0.9 0.7
40-49 5.2 2.6 - 6.1 5.5 4.0 4.2 2.8 3.8 2.6
50-59 15.6 8.6 125 15.2  19.2 12.1 13.7 8.3 15.0 9.6
60-69 28.7 19.9 18.8 242 378 29.8 258 205 25.8 19.7
70-79 29.6 348 43.8 36.4 27.6 40.9 329 394 36.0 36.5
80-84 105 154 6.3 9.1 5.9 8.0 12.8 15.6 11.3 16.2
85+ 7.7 175 18.5 9.1 2.1 2.9 7.8 12.1 6.9 14.5
Totall alt 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

NCSP codes covered: NFB; NFC.
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Tabel 3.38 Mastectomy, females, by age 1999

Ablatio mammae, kvinder, fordelt pd alder 1999
Age Alder Denmark Faroe Islands Finland Norway Sweden
<20 - - 17 - 1
20-29 7 - 19 6 11
30-39 108 2 82 72 112
40-49 392 4 348 331 449
50-59 707 2 501 549 660
60-69 669 3 392 394 538
70-79 592 2 414 479 644
80-84 193 - 160 177 293
85+ 137 - 118 85 196
Totall alt 2,805 13 2,051 2,039 2,904
In per cent
| procent
<20 - - 0.8 - 0.0
20-29 0.3 - 0.9 0.3 0.4
30-39 3.9 15.4 4.0 3.4 3.9
40-49 14.0 30.8 17.0 15.8 15.5
50-59 25.2 15.4 24.4 26.2 22.7
60-69 239 23.1 19.1 18.8 18.5
70-79 21.1 15.4 20.2 229 22.2
80-84 6.9 - 7.8 8.5 10.1
85+ 49 - 5.8 4.1 6.7
Totall alt 100.0 100.0 100.0 100.0 100.0

NCSP codes covered: HAC 10-25; HAC 99.
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Tabel 3.39 Partial excision of mammary gland by age, females 1999
Resektion af mammae, kvinder, fordelt pa alder 1999

Age Alder Denmark Faroe Islands Finland Norway Sweden
<20 18 1 56 6 8
20-29 123 2 184 29 38
30-39 343 2 316 115 173
40-49 688 6 862 326 632
50-59 826 1 1,017 597 1,230
60-69 479 1 531 286 941
70-79 297 1 258 194 612
80-84 62 - 53 28 127
85+ 43 - 38 38 89
Totall alt 2,879 14 3,315 1,619 3,850
In per cent

| procent

<20 0.6 71 1.7 0.4 0.2
20-29 43 14.3 5.6 1.8 1.0
30-39 11.9 14.3 9.5 71 4.5
40-49 239 429 26.0 20.1 16.4
50-59 28.7 71 30.7 36.9 31.9
60-69 16.6 7.1 16.0 17.7 24.4
70-79 10.3 71 7.8 12.0 15.9
80-84 2.2 - 1.6 1.7 33
85+ 1.5 - 1.1 2.3 2.3
Total | alt 100.0 100.0 100.0 100.0 100.0

NCSP codes covered: HAB.
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Tabel 3.40 Appendectomy by sex and age 1999
Appendektomi fordelt pa ken og alder 1999

Denmark Faroe Islands Finland Norway Sweden
Age Alder M F M F M F M F M F
<10 437 394 3 6 292 266 260 201 583 477
10-19 950 922 11 5 973 1,006 597 544 1,583 1,298
20-29 662 655 5 2 796 910 621 573 1,187 1,086
30-39 506 526 3 1 720 745 461 435 942 817
40-49 335 449 5 3 552 594 292 289 618 688
50-59 307 421 4 1 400 431 215 247 500 642
60-69 185 285 4 - 249 264 132 146 295 372
70-79 136 246 - - 176 204 122 104 220 303
80-84 36 60 1 - 30 50 29 26 69 88
85+ 17 40 - - 18 36 13 28 26 59
Totall alt 3,571 3,998 36 18 4206 4,506 2,742 2593 6,023 5,830
In per cent
| procent
<10 12.2 9.9 8.3 333 6.9 5.9 9.5 7.8 9.7 8.2
10-19 26.6 23.1 306 278 23.1 223 21.8 21.0 26.3 223
20-29 18.5 164 139 11.1 18.9 20.2 22.6 22.1 19.7 18.6
30-39 14.2 13.2 8.3 5.6 17.1 16.5 16.8 16.8 15.6 14.0
40-49 9.4 11.2 139 16.7 13.1 13.2 10.6 11.1 10.3 11.8
50-59 8.6 105 111 5.6 9.5 9.6 7.8 9.5 8.3 11.0
60-69 5.2 71 11.1 - 5.9 5.9 4.8 5.6 4.9 6.4
70-79 3.8 6.2 - - 4.2 4.5 4.4 4.0 3.7 5.2
80-84 1.0 1.5 2.8 - 0.7 1.1 1.1 1.0 1.1 1.5
85+ 0.5 1.0 0.4 0.8 0.5 1.1 0.4 1.0

Totallalt  100.0 100.0 100.0 100.0 100.0 1000 1000 100.0 100.0 100.0

NCSP codes covered: JEA.
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Tabel 3.41 Disc operations by sex and age 1999
Disk-operationer fordelt pa kon og alder 1999

Denmark Faroe Islands Finland Norway Sweden
Age Alder M F M F M F M F M F
<10 - - - - - - 1 - - -
10-19 10 7 - - 31 34 17 13 13 17
20-29 116 77 1 1 277 136 169 102 129 58
30-39 345 209 - 2 713 447 421 284 329 249
40-49 321 273 - 1 797 555 471 387 265 253
50-59 270 202 1 1 431 310 262 198 243 182
60-69 102 92 1 - 168 131 88 78 104 84
70-79 32 47 - 1 65 65 37 25 56 38
80-84 1 4 - - 6 6 3 3 9 8
85+ 1 1 - - 1 3 - 1 1 5
Totall alt 1,198 912 3 6 2,489 1,687 1,469 1,091 1,149 894
In per cent
| procent
<10 - - - - - - 0.1 - - -
10-19 0.8 0.8 - - 1.2 2.0 1.2 1.2 1.1 1.9
20-29 9.7 8.4 333 16.7 11.1 8.1 11.5 9.3 11.2 6.5
30-39 28.8 229 - 333 286 265 28.7 26.0 286 279
40-49 26.8 29.2 - 16.7 32.0 329 32.1 35.5 23.1 28.3
50-59 22.5 222 333 16.7 17.3 18.4 17.8 18.1 21.1 20.4
60-69 8.5 10.1 333 - 6.7 7.8 6.0 71 9.1 9.4
70-79 2.7 5.2 - 16.7 2.6 39 2.5 2.3 4.9 43
80-84 0.1 0.4 - - 0.2 0.4 0.2 0.3 0.8 0.9
85+ 0.1 0.1 0.0 0.2 0.1 0.1 0.6

Totallalt  100.0 100.0 100.0 100.0 100.0 1000 1000 100.0 100.0 100.0

NCSP codes covered: ABC 01-26.
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Tabel 3.42 Cholesystectomy by sex and age 1999
Kolecystectomi fordelt pa ken og alder 1999

Denmark Faroe Islands Finland Norway Sweden
Age Alder M F M F M F M F M F
<30 62 653 1 2 84 482 35 383 129 896
30-39 175 892 - 9 250 1,008 77 333 338 1,212
40-49 243 649 1 4 479 1,123 107 321 523 1,107
50-59 303 816 1 4 688 1,350 190 473 705 1,524
60-69 242 533 1 2 777 1,207 129 294 667 1,120
70-79 242 316 - - 627 945 177 249 671 787
80-84 44 59 - 1 110 195 38 53 133 194
85+ 15 36 1 - 51 82 14 29 64 75
Totallalt 1,326 3,954 5 22 3,066 6,392 767 2,135 3,230 6915
In per cent
| procent
<30 4.7 16.5 20.0 9.1 2.7 7.5 4.6 17.9 4.0 13.0
30-39 13.2 22.6 - 409 8.2 15.8 10.0 15.6 10.5 17.5
40-49 18.3 164 20.0 18.2 15.6 17.6 14.0 15.0 16.2 16.0
50-59 229 206 200 18.2 224 211 248 222 218 220
60-69 18.3 13.5 20.0 9.1 253 18.9 16.8 13.8 20.7 16.2
70-79 18.3 8.0 - - 20.5 14.8 23.1 11.7 20.8 11.4
80-84 3.3 1.5 - 4.5 3.6 3.1 5.0 2.5 4.1 2.8
85+ 1.1 09 200 - 1.7 1.3 1.8 1.4 2.0 1.1

Totallalt  100.0 100.0 100.0 100.0 100.0 1000 1000 100.0 100.0 100.0

NCSP codes covered: JKA 20-21.

Tabel 3.43 Caesarean section, by age, females 1999
Kejsersnit, kvinder fordelt pd alder 1999

Age Alder Denmark Faroe Islands Finland Norway Sweden
<15 1 - - - 3
15-24 1,176 18 1,357 977 1,325
25-34 6,420 50 5,287 5,158 7,618
35-44 1,783 18 2,272 1,884 2,731
45+ 10 - 33 19 30
Total | alt 9,390 86 8,949 8,038 11,707
In per cent

| procent

<15 0.0 - - - 0.0
15-24 12.5 20.9 15.2 12.2 11.3
25-34 68.4 58.1 59.1 64.2 65.1
35-44 19.0 20.9 25.4 23.4 233
45+ 0.1 - 0.4 0.2 0.3
Totall alt 100.0 100.0 100.0 100.0 100.0

NCSP codes covered: MCA.
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Accidents

Patients hospitalized as a consequence of
accidents take up a substantial part of the
capacity at the hospitals.

While the statistics for causes of death
are highly developed in the Nordic coun-
tries, the registration of survivors follow-
ing accidents is still deficient and the
available data are difficult to compare. In
Denmark and Finland, there are register-
based data. In Norway, a register has
been established covering a cross- sec-
tion of about 10 per cent of patients ad-
mitted to hospitals. Iceland and Sweden
have no corresponding data available.

The vast majority of accidents in the
Nordic countries happens outside of
working hours. Of these, road accidents
make up a substantial part.

It is, however, not possible to produce
comparable statistics dividing accidents
into working hours and non-working
hours accidents.

But for patients admitted to hospitals, it
appears that accidents in residential areas
are most frequent, followed by accidents
in traffic areas. The third most frequent
place of accident is sports and leisure
grounds.

The discharges pattern following acci-

dents is very different for men and
women and for different age groups.
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Ulykker

Patienter indlagt pa grund af ulykker ud-
nytter en vaesentlig del af kapaciteten ved
sygehusene.

Mens statistikken over dedsarsager er
veludbygget i de nordiske lande, er regi-
streringen af overlevende efter ulykker
stadigveek mangelfuld, og de tilgeengelige
data er vanskelige at sammenligne. I
Danmark og Finland findes der register-
baserede data. I Norge er der opbygget et
register, som deekker ca. 10 pct. af de
indlagte patienter. Island og Sverige har
ikke tilsvarende tilgeengelige data.

Langt de fleste ulykker i de nordiske lan-
de sker uden for arbejdstiden. Af disse
udger trafikulykker en vesentlig del.

Det er imidlertid ikke muligt at fremskaf-
fe en sammenlignelig statistik, der opde-
ler ulykker inden for henholdsvis uden
for arbejdstiden.

For indlagte patienter fremgar det imid-
lertid, at ulykker i boligomrader er de
hyppigst forekommende, efterfulgt af
ulykker i trafikomrader. Det tredjehyp-
pigste ulykkessted er idraets- og sports-
omrader.

Udskrivningsmenstret efter ulykker er
meget forskelligt for meend og kvinder
— og for de enkelte aldersklasser.
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Table 3.44 Patients discharged after treatment for injuries incurred in accidents,

per 100,000 inhabitants, by place of accident 1999

Udskrivninger fra sygehuse efter behandling for skader padraget ved ulykker,

pr. 100.000 indbyggere efter ulykkessted 1999

Denmark Finland" Norway?
Place of occurrence
Sted
Transport area
Transportomrade 229 190 205
Residential area
Boligomrade 375 486 335
Industrial and workshop area
Produktions- og veerkstedsomrade 33 44 21
Retail, commercial and service area
Butiks-, handels- og liberalt erhvervsomrade 12 13 3
School, public premises and institutional area
Skole-, offentligt administrations- og institutionsomrade 50 84 87
Sports area
Idreets- og sportsomrade 57 72 76
Amusement, entertainment and park areas
Forlystelses- og parkomrade 15 30 6
Open countryside
Fri natur 38 38 40
Sea, lake and river
Hav- og sgomrade 5 5 4
Place, other and unspecified
Sted, andet og uspecificeret eller uoplyst 83 788 191
Total
lalt 898 1,749 972
1 1995. 1 1995.

2 Data from the injury register, which covers 3 urban 2 Data fra skadesregisteret, der deekker 3 bykommuner

municipalities and 5.1 per cent of the population. o0g 5,1 pct af befolkningen.

Source: Place of occurrence codes in: Classification for Accident Monitoring. 2nd revised edition. Nordic Medico-

Kilde:  Statistical Committee. Copenhagen 1990. pp. 18-25.
D: Sundhedsstyrelsen; F: STAKES; N: Statens institutt for folkehelse; S: Socialstyrelsen
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Table 3.45 Patients discharged after treatment for injuries incurred in accidents,
per 100,000 inhabitants, by sex and age 1999
Udskrivninger fra sygehuse efter behandling for skader padraget ved ulykker,
pr. 100.000 indbyggere efter kgn og alder 1999

Denmark Finland Norway Sweden”

Age Alder M F M F M F M F

0-14 880 613 972 633 849 583 1,112 745
15-24 1,183 518 2,167 851 1,076 541 1,368 694
25-64 790 441 2,027 1,216 706 476 997 621
65+ 1,418 2,700 4,169 5,459 1,796 3,533 2,952 4,646
Total
| alt 933 867 2,090 1,827 911 1,030 1,356 1,452
1 1997. 1 1997.
Source: The Inpatient Registers of the Nordic Countries; N: See tabel 3.44
Kilde:
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CHAPTER IV

MORTALITY AND CAUSES OF DEATH

Mortality and causes of death
Dadelighed og dodsarsager

The International Classification of Dis-
eases (ICD) is established by the World
Health Organization (WHO). Its main
use is as an instrument for statistical de-
scription of morbidity and mortality. The
classification groups diseases and causes
of death in a manner which is meaning-
ful for statistical overviews and analyses,
e.g., comparisons between countries or
years. ICD’s history goes back more than
a hundred years and the classification
has been revised approximately every ten
years in order to reflect developments
within medicine. The most recent, tenth
revision (ICD-10), was adopted by
WHO in 1990 but was not implemented
in most countries until several years later.
In the Nordic countries ICD-10 was in-
troduced for mortality coding in Den-
mark in 1994, in Finland, Iceland and
Norway in 1996 and in Sweden in 1997.

Revisions of the classification constitute
impediments to statistical comparisons
over time and between countries using
different versions of ICD. It is therefore
important to have an understanding of
the possible sources of errors which a
change in classification introduces in the
morbidity and mortality statistics and
how to handle these problems. Recent
revision changes have above all meant an
increase in the level of detail in ICD. A
great number of new diagnoses have

Den internationale sygdomsklassifikation
(ICD), som udarbejdes af Verdenssund-
hedsorganisationen (WHO), har som sin
vigtigste anvendelse at veere instrument
for statistiske beskrivelser af sygelighed
og dadelighed. Det er et system som pa
meningsfuld made grupperer sygdomme
og dedsarsager, sa der kan gives oversku-
elige statistiskse opstillinger og analyser,
som for ekempel sammenligninger mel-
lem forskellige lande over en tidsperiode.
ICD’s historie er over 100 ar, og klassifi-
kationen er blevet revideret ca. hvert ti-
dende ar for at den kan afspejle den me-
dicinske udvikling. Den seneste, tiende
revision (ICD-10) blev godkendt af
WHO 1 1990, men blev forst taget i brug
i de fleste lande adskillige ar senere. I de
nordiske lande blev ICD-10 taget i brug
til dedsarsagsregistrering i 1994 i Dan-
mark, i Finland, Island og Norge i 1996,
og 1 Sverige 1 1997.

Revision af klassifikationen vanskeliggor
statistiske sammenligninger over tid mel-
lem lande, nar de pa samme tid anvender
forskellige versioner af ICD. Det er der-
for vigtigt at forsege at forsta hvilke fejl-
kilder et Kklassifikationsskifte kan medfere
for analysen af morbiditets- og mortali-
tetsstatistikken samt hvorledes problemet
kan handteres. Det seneste klassifikati-
onsskifte har frem for alt medfort en sto-
re detaljeringsgrad i ICD. Der er medta-
get et stort antal nye diagnoser som folge
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been added as a result of developments
in medicine. Also, certain diseases or
groups of diseases have been transferred
between chapters in order to reflect new
medical knowledge.

Statistical analyses are carried out at ag-
gregate levels. One such level is the 21
chapters of ICD-10. With the switch to
ICD-10 the number of ICD chapters in-
creased from 17 to 21 due to the splitting
up of certain chapters. The basic struc-
ture of ICD has remained mainly the
same through the revisions and most
chapters have retained their names.
However, it is important to realize that
even if the name of a chapter is the same
in ICD-10 as in ICD-9 differences in
content may exist due to the transfer of
diagnostic codes between chapters. For
example, HIV and AIDS were prelimi-
narily placed among diseases of the im-
mune system in ICD-9 but was moved
to the chapter of infectious diseases in
ICD-10. Another example is the transfer
of transitory ischemic attacks from the
chapter of circulatory diseases in ICD-9
to the chapter of nervous system diseases
in ICD-10. Certain symptoms have also
been moved from the chapter of symp-
toms to so-called organ chapters.

Another potential source of error is the
fact that certain rules and guidelines for
the use of ICD are also changed in con-
nection with a new revision. With refer-
ence to mortality statistics, certain rules
for the selection of underlying cause of
death have been altered which may, for
example, affect the frequency of pneu-
monia as a cause of death. For morbidity
statistics, new rules for dual coding of
manifestation (asterisk code) and etiol-
ogy (dagger code) may also have an ef-
fect on the statistics. Beside changes in
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af den medicinske udvikling. Samtidig er
enkelte sygdomme og sygdomsgruppe-
ringer flyttet til andre kapitler for at det
bedre kan afspejle det medicinske vi-
densniveau.

Statistiske analyser foretages pa et aggre-
geret niveau. Dette niveau kan vere ka-
pitelinddelingen i ICD-10, som i alt be-
star af 21 kapitler. Ved overgangen fra
ICD-9 til ICD-10 steg antallet af kapitler
fra 17 til 21 ved at visse kapitler blev op-
delt. Grundstrukturen i ICD er dog i det
store og hele blevet bevaret uforandret
igennem de forskellige revisioner og de
fleste kapitler har beholdt det samme
navn. Det er imidlertid vigtigt at indse, at
selvom et kapitel hedder det samme 1
ICD-10 som i ICD-9, kan der findes for-
skelle ved at diagnoser er flyttet fra et ka-
pitel til et andet. Et eksempel er HIV og
AIDS som preliminert blev placeret
blandt immunsygdommene i ICD-9 men
blev placeret under infektionssygdomme
i ICD-10. Et andet eksempel er flytnin-
gen af cerebral transitorisk iskjeemi fra
cirkulationssystemets sygdomme i ICD-9
til nervesystemets sygdomme i ICD-10.
Visse symptomer er ogsa blevet flyttet
mellem symptomkapitlet og de sakaldte
organkapitler.

En anden fejlkilde er at visse regler og
anvisninger for brugen af ICD er andret
i forbindelse med klassifikationsskiftet.
Indenfor dedsarsagsstatistikken er for ek-
sempel visse regler for valg af den under-
liggende dedsarsag blevet eendret, hvilket
for eksempel kan pavirke frekvensen af
pneumoni som dedsarsag. For sygdoms-
statistikken kan de nye regler om dob-
beltkodning af bade manifestation (aste-
rixkoder) og @tiologi (daggerkoder) lige-
ledes pavirke statistikken. Ved siden af de
internationale regeleendringer kan de na-



the international rules, national rules of
applying the classification may also be
modified in connection with a classifica-
tion change, which will affect compari-
sons over time within a country and
comparisons between countries.

It is commonly believed that an auto-
matic translation of codes in different
versions of ICD can solve the problem of
classification shifts. This, however, is not
so easy to achieve. A direct, unambigu-
ous translation is possible only between
about one third of the codes in ICD-9
and ICD-10. What one needs to do, in-
stead, is to make the aggregated groups
of codes used for statistical presentations
as comparable as possible, so as to elimi-
nate some of the effects of the classifica-
tion shift. The so-called short lists used
in this publication for mortality and
morbidity statistics have been defined
both according to ICD-9 and ICD-10
for comparative purposes.

One must thus always keep in mind that
an observed difference over time or be-
tween countries may be the result of a
change in classification or other meth-
odological problems. One way of quanti-
fying the effect of a classification change
is so-called bridge coding. In such stud-
ies the same material of death certificates
or hospital records are coded twice inde-
pendently, first according to one classi-
fication and then according to the other.
The differences observed when compar-
ing the two sets of statistics give an indi-
cation of how much a certain group of
diseases (e.g., the ICD chapter on circu-
latory diseases) has increased or de-
creased as a result of the classification
shift itself. This type of studies demand a
great deal of resources and only a few,
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tionale tilpasninger andres i forbindelse
med et Klassifikationsskifte, hvilket bade
pavirker sammenligningerne over tid i
det samme land og sammenligninger
mellem flere lande.

Det er ikke usaedvanligt at tro, at en au-
tomatisk oversettelse af koderne i for-
skellige ICD versioner kan lgse proble-
merne ved et Klassifikationsskifte. Dette
er imidlertid ikke en nemt fremkommelig
vej. Kun for en trediedel af koderne i
ICD-9 0g ICD-10 er der en direkte og
entydig oversattelse mellem koderne. I
stedet for ber man straebe efter, at de ag-
gregrede grupper man anvender til stati-
stiske sammenligninger konstrueres sa
det er muligt at eliminere nogle af de
problemer, klassifikationseendringerne
har skabt. De sakaldte kortlister som an-
vendes 1 denne publikation for mortalitet
og morbiditet er defineret bade i relation
til ICD-9 og ICD-10 ud fra tanken om
sammenlignelighed.

Man ma imidlertid altid veere klar over at
en observeret forskel over tid eller mellem
lande kan veere effekten af et klassifikations-
skifte samt andre metodologiske problem-
stillinger. En made hvorpa man kan kvanti-
ficere betydningen af et klassifikationskifte
er den sakaldte “bridge kodning.” Dette in-
debaerer at man koder samme materiale, sa
som dedsattester og sygehusjournaler, to
gange, uatheengig af hinanden, forst efter
den tidligere klassifikation og derefter efter
den nye. De forskelle som fremkommer
nar man sidenhen sammenligner de stati-
stiske grupperinger baseret pa de to kod-
ninger, giver en opfattelse af hvor meget
en vis sygdomsgruppe (eksempelvis ICD-
kapitlet om cirkulationsorganernes syg-
domme) stiger eller falder som en direkte
folge af klassifikationsskiftet. Denne type
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limited bridge-coding studies have been
carried out on the shift between ICD-9
and ICD-10.

The coding method used in the various
countries is another factor of importance
to the comparability of causes of death in
several countries. What is shown in the
statistics is the underlying cause of death;
WHO has drawn up guidelines for the
choice of cause of death, i.e. the illness or
injury that initiates the chain of morbid
conditions leading directly to death, or
external circumstances in relation to an
accident or act of violence that caused
the deadly injury. The problem in con-
nection with comparability is, that in
some cases where two or more causes of
death have been stated on the death cer-
tificate, the choice of the underlying
cause of death will differ from country to
country, as the rules allow for different
interpretation.

In order to support the choice of the un-
derlying cause of death, a number of
automatic coding systems have been de-
veloped. The most widely used system is
the American programme, ACME
(Automated Classification of Medical
Entities). This system is used in Sweden.
The other Nordic countries use com-
puter-aided coding. Automatic coding
does not automatically result in a more
correct picture of the pattern of causes of
death than does manual coding, but will
provide more stability in the coding and
thus contribute to a better comparability
among more countries. However, several
other factors influence the comparability,
such as the type of information the statis-
tics producer has access to and the qual-
ity of that material (death certificates,
etc.).
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studier er dog ressourcekraevende og der
er kun gennemfert et fatal begraensede
bridge-kodnings-studier i forbindelse med
overgangen fra ICD-9 til ICD-10.

Et andet forhold af stor betydning for
sammenligneligheden af dedséarsagerne
mellem flere lande, er den kodningsprak-
sis, der er etableret i de enkelte lande.
Det som vises i statistikken er den under-
liggende dedsarsag, hvor WHO har ud-
arbejdet retningslinier for valget af den
underliggende dedsarsag, hvilket vil sige
den sygdom eller skade som starter raek-
ken af sygelige tilstande der leder direkte
til deden, eller ydre omsteendigheder ved
en ulykke eller voldshandling som var ar-
sag til den dedelige skade. Det problema-
tiske for sammenligneligheden er, at i
nogle tilfeelde, hvor der er opfort to eller
flere dedsarsager pa dedsattesten, bliver
valget af den underliggende dedsarsag
forskellig fra land til land, fordi reglerne
giver mulighed for forskellig fortolkning.

For at stotte valget af den underliggende
dedsarsag, er der udviklet flere automati-
ske kodningssystemer. Det mest anvendte
er det amerikanske program ACME (Au-
tomated Classification of Medical Enti-
ties). Blandt de nordiske lande anvendes
systemet af Sverige. I de andre nordiske
lande anvender man edb-stettet kodning.
Automatisk kodning giver ikke nedven-
digvis et mere korrekt billede af dedsar-
sagsmensteret end manuel kodning. Der-
imod vil automatisk kodning give en bedre
stabilitet i kodningen og dermed bidrage
til en bedre sammenlignelighed mellem
flere lande. Men der er ogsa flere andre
forhold der pavirker sammenlignelighe-
den, blandt andet hvilken type af informa-
tion statistikproducenten har tilgang til,
herunder kvaliteten pa dette materiale
(dedsattester og andre oplysninger).



Apart from the ICD rules governing
mortality coding allowing for interpreta-
tion, there is also the question of devel-
opment of national traditions in relation
to the choice of the underlying cause of
death, e.g. the use of the diagnosis group
“insufficiently defined conditions”
(codes 1469.1959,199; J960, ]969; P285.0;
R000-R948; R99). The use of these
codes as underlying cause of death is
more widely spread in Denmark than in
the other Nordic countries in situations,
where more specific causes of death are
also mentioned on the death certificate.

Cultural differences in the reporting of
certain conditions may also influence the
comparability. If for example doctors in
one country are far more reluctant to
state suicide on the death certificate than
are doctors in other countries, it may im-
pede the comparison. In several of the
Nordic countries, there are, however,
practices for contacting a doctor or a
hospital in cases where the external
causes of the injury are unclear. Such
quality-assurance practices contribute to
compensating for the lack of information
on the death certificate.

Another factor influencing the quality of
the statistics of the causes of death is the
decreasing number of autopsies. The use
of autopsies in connection with deaths
has been more than halved in the Nordic
countries during recent decades. Studies
have shown that in about 30 per cent of
the cases, the autopsy has caused the un-
derlying cause of death to be altered.

Considering the reservations made here
in relation to the comparability of the
causes of death over time and among the
countries, the data presented here should
obviously be interpreted with care. This
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Udover at ICD’s regler for mortalitets-
kodning giver plads for fortolkning kan
der ogsa vere tale om udvikling af natio-
nale traditioner for valget af den under-
liggende dedsarsag. Som eksempel kan
naevnes brugen af diagnosegruppen
“mangelfuldt definerede tilstande™ (ko-
derne 1469.1959,199; J960, J969; 285.0;
R000-R948; R99). Anvendelsen af disse
koder som underliggende dedsarsag er
mere udbredt i Danmark end i de andre
nordiske lande i situationer hvor der ogsa
er oplyst mere specifikke dedsarsager pa
dedsattesten.

Kulturelle forskelle i rapporteringen af
bestemte tilstande kan ogsé pavirke
sammenligneligheden. Hvis laeger i et
land er langt mere tilbageholdende med
at anvende for eksempel selvmord pa
dedsattesten, end laeger 1 andre lande,
kan det vanskeliggore sammenlignelighe-
den. I flere af de nordiske lande findes
der imidlertid rutiner for at kontakte lse-
gen eller sygehuset i de tilfzelde hvor de
ydre arsager til skaden er uklar. Sidanne
kvalitetssikringsrutiner er med til at
kompensere for de manglende informati-
oner pa dedsattesten.

En yderligere faktor der spiller ind pa
dedsarsagsstatistikkens kvalitet er de fal-
dende rater for obduktion. Anvendelsen
af obduktion ved dedsfald er mere end
halveret i de nordiske lande over de sene-
ste artier. Studier har vist, ati ca. 30 pct.
af tilfeldene med obduktion, har obduk-
tionen medfert at den underliggende
dedsarsag er blevet eendret.

Det er klart, at med de forbehold der er
taget her over for sammenligneligheden
af dedsarsagerne over tid og mellem lan-
dene, ma de praesenterede data fortolkes
med forsigtighed. Det vil iseer dreje sig
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is especially the case in connection with
small diagnosis groups in the European
short list that will be used in the present
publication in future. When it comes to
the largest groups, cardiovascular dis-
eases apart and cancer apart, the results
will be more reliable.

On the NOMESCO homepage at
www.nom-nos.dk you will find detailed
data on causes of death aggregated ac-
cording to the European short list.
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om mindre diagnosegrupper i den euro-
peiske forkortede liste, der fremover an-
vendes 1 denne publikation. Nar det dre-
jer sig om de helt store grupper, hjerte-
karsygdomme for sig og cancer for sig,
tegner der sig dog et noget mere stabilt
billede.

Pa NOMESKO'’s hjemmeside pa
www.nom-nos.dk findes der detaljerede
data om dedsarsager opgjort efter den
europaiske forkortede liste.
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Table 4.1 Deaths by sex and age per 100,000 inhabitants 1985-1999

Dgde efter kan og alder pr. 100.000 indbyggere 1985-1999
Age Alder Total Under 1 year” 1-14years  15-24 years  25-64 years 65+ years

| alt Under 1 ar"” 1-14 ar 15-24 ar 25-64 ar 65+ ar

Sex Ken M F M F M F M F M F M F
Denmark
1985 1,212 1,073 892 692 38 24 96 36 580 368 6,895 5,025
1990 1,230 1,141 852 633 34 22 74 34 539 349 6,985 5,242
1995 1,212 1,203 557 452 25 17 79 33 506 338 7,114 5724
1998 1,100 1,100 473 461 22 16 62 23 470 301 6,547 5,399
1999 1,097 1,130 496 349 20 13 73 25 455 308 6,578 5,554
Faroe Islands
1992 905 747 484 683 36 19 53 - 399 143 6,427 4,636
1998 945 744 - - - - 120 72 410 98 6,187 4,347
1999 903 857 299 661 - 61 180 - 338 204 6,199 4,726
Greenland
1991 889 675 3,056 2,467 146 61 701 167 781 510 7,875 6,403
1995 942 795 1,805 3,610 111 100 493 240 814 430 9,746 8,188
1999
Finland
1985 1,063 924 662 579 30 18 102 30 646 246 7,320 4,970
1990 1,035 976 567 581 27 17 135 51 615 237 6,731 4,979
1995 977 955 431 355 21 16 93 26 530 218 6,263 4,752
1998 975 938 451 373 16 12 79 34 519 212 5,855 4,589
1999 970 942 388 340 20 17 89 33 517 212 5,734 4,589
Aland
1985 1,094 952 1,342 775 - 52 - 119 442 135 6,631 4,406
1990 941 894 - - - - 294 62 344 113 5,368 4,211
1995 929 1,125 649 1,242 88 - 64 - 415 196 5,012 5,299
1998 983 877 - - 44 - - - 277 146 6,048 4,216
1999 1,110 1,202 647 - - - 67 74 388 276 6,472 5,565
Iceland
1985 730 638 1,133 411 47 21 151 14 426 247 5813 4,232
1990 712 625 548 554 36 17 114 28 374 179 5769 4,757
1995 733 705 717 488 38 47 85 29 298 203 5493 4,702
1998 685 645 188 342 16 27 69 34 239 167 5,293 4,289
1999 695 677 296 193 19 10 78 33 273 170 5,189 4,575
Norway
1985 1,158 981 1,035 675 34 23 103 38 505 247 6,534 4,679
1990 1,139 1,034 840 583 32 22 87 25 430 224 6,472 4,875
1995 1,068 1,006 491 314 22 16 86 30 361 200 6,393 4,858
1998 1,007 985 449 334 17 15 86 32 349 198 6,116 4,847
1999 1,015 1,009 447 338 15 13 91 32 337 199 6,301 5,041
Sweden
1985 1,213 1,041 737 644 21 17 76 32 468 250 6,328 4,642
1990 1,160 1,064 663 526 30 22 71 29 378 218 5930 4,553
1995 1,088 1,042 453 349 15 11 52 26 347 208 5942 4,631
1998 1,068 1,042 340 253 20 14 56 27 312 194 5948 4,719
1999 1,064 1,075 360 224 17 13 49 21 312 195 5952 4,898

1 Per 100,000 live births.

Source: The national central statistical bureaus.
Kilde: ~ De nationale centrale statistikbureauer.

1 Pr. 100.000 levendefadte.
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Table 4.2 Age-standardized rates (ESP) for the most frequent causes of death

Aldersstandardiserede rater (ESP) for de hyppigste dgdsarsager

Cause of death”
Dgdsarsag”

Per 100,000 inhabitants
Pr. 100.000 indbyggere

Denmark

Finland
1998

Iceland

1996

Norway
1997

Sweden
1998

(33]

Diseases of the
circulatory system
Sygdomme i
kredslgbsorganer
Males Meend
Females Kvinder

(7]

Maglignant neoplasms
Svulster

Males Meend
Females Kvinder

[59]

Accidents
Ulykker

Males Maend
Females Kvinder

[1-65]

All causes of death
Alle dedsarsager
Males Mend
Females Kvinder

494
263

257
153

79
27

1148
623

387
216

285
212

31
12

908
599

424
238

276
188

44

1005
618

418
244

201
144

32
14

912
579

1 Numbers in brackets refer to the European
shortlist for causes of death, cf. www.nom-

nos.dk

1 Tallene i parentes modsvarer Europeaeiske
forkortet dgdsarsagsliste, jf. www.nom-nos.dk.

ESP = European Standard Population, based on — United Nations World Population Prospects 1990,
New York, United Nations, 1991.

Source: European short list

Kilde:  Den europeeiske forkortede liste
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Table 4.3 Death rates from malignant neoplasms per 100,000 by age 1986-1998
Dgdeligheden af ondartede svulster pr. 100.000 efter alder 1986-1998
)

Denmark”  Faroe”  Greenland”  Finland Aland Iceland? Norway” Sweden

Islands

Males Meend

Age

Alder

0-14 1986-90 3.5 3.3 8.5 3.4 - 3.7 4.9 3.8
1991-95 4.4 7.5 - 3.4 - - 2.9 3.4
1998 4.5 - 13.0 2.9 - 6.0 4.0 3.8

15-34 1986-90 11.0 7.6 9.9 8.0 5.8 12.1 8.5 7.7
1991-95 8.4 10.8 15.1 7.3 - 7.0 7.8 7.9
1998 9.5 31.4 9.6 6.2 - 19.0 8.2 6.1

35-44 1986-90 41.7 51.6 45.9 32.1 39.9 36.3 33.5 28.6
1991-95 37.0 34.7 41.4 28.4 52.4 28.8 30.3 26.5
1998 37.2 - 40.8 27.7 55.5 29.5 27.9 21.2

45-54 1986-90 155.8 74.3 193.4 122.1 85.6 110.9 124.2 103.0
1991-95 145.7 120.4 202.7 110.0 103.7 104.6 119.5 98.6
1998 149.1 - 81.3 111.4 50.1 77.8 125.0 94.8

55-64 1986-90 548.1 305.6 861.3 451.6 341.1 3745 421.4 352.0
1991-95 514.3 296.5 682.4 392.5 278.7 345.0 404.9 339.1
1998 506.3 292.8 720.5 341.2 224.7 4541 378.4 302.1

65-74 1986-90 1,276.8 934.0 2,125.1 1,100.9 1,048.2 948.9 1,007.9 879.8
1991-95 1,284.9 992.8 1,993.3 1,025.1 1,014.6 947.7 1,005.8 887.7
1998 1,211.5  1,325.8 1,703.3 960.6 828.2 983.6 1,020.4 871.6

75+ 1986-90 2,369.8 2,1489 2,376.6  2,150.6  1,962.2 2,1000 2,116.6 1,885.9
1991-95 2,451.4 1,810.2 3,277.2  2,151.0 1,696.6 19353  2,183.8 1,871.7

1998 2,298.1  2,719,1 4566.2 2,077.7 2,306.6 2,564.6  2,252.5 1,977.2

Females Kvinder

Age

Alder

0-14 1986-90 3.7 3.6 3.0 3.2 - 3.2 3.4 3.4
1991-95 3.7 7.2 - 2.7 7.5 0.6 2.8 2.9
1998 3.7 - - 3.0 - 3.2 2.4 2.9

15-34 1986-90 9.3 5.7 17.4 8.4 5.8 6.3 7.6 7.2
1991-95 8.4 5.9 43 6.7 5.0 6.7 7.4 7.0
1998 9.0 18.3 10.9 6.6 - 9.7 8.7 6.9

35-44 1986-90 59.0 493 89.3 37.6 54.0 55.0 48.7 46.5
1991-95 57.0 66.8 89.2 36.7 423 43.2 48.9 40.1
1998 52.7 69.6 132.9 31.3 - 35.7 49.4 429

45-54 1986-90 201.0 101.3 327.2 116.9 118.3 176.2 145.3 133.0
1991-95 188.8 93.3 263.1 114.3 108.6 182.4 137.9 126.2
1998 185.1 77.0 286.2 119.1 151.7 122.5 146.9 115.5

55-64 1986-90 488.5 292.5 758.2 263.3 360.6 420.6 332.7 309.5
1991-95 476.9 315.0 844.9 252.8 270.5 389.8 320.2 307.6
1998 461.6 378.2 1,030.3 230.7 409.5 333.9 350.5 296.3

65-74 1986-90 804.9 616.8 874.6 539.5 580.3 644.3 572.7 580.3
1991-95 872.6 576.4 1,448.3 524.7 426.4 646.7 596.5 595.0
1998 903.2 281.2 2,104.1 504.2 371.1 920.4 624.2 569.9

75+ 1986-90 1,379.1 902.2 13255 1,146.0 1,151.8 1,177.7 1,138.6 1,084.4
1991-95 14112 12753 16159 1,106.1  1,105.0 1,226.3 1,121.6 1,063.7

1998 1,411.5 946.4 2,304.1 1,083,4 1,007.9 1,308.4 1,141.9 1,068.6
11998=1997 11998=1997
2 1998=1996 2 1998=1996
ICD 9 140-208 and ICD-10 CO00-C148.
Source: The National Registers for Causes of Death Kilde: De nationale dgdsérsagsregistre
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Table 4.4 Death rates from cardiovascular diseases per 100,000 by age 1986-1998
Dgdeligheden af hjerte-karsygdomme pr. 100.000 efter alder 1986-1998

Denmark”  Faroe”  Greenland”  Finland ~ Aland  Iceland®  Norway”  Sweden

Islands

Males Meend

Age

Alder

0-34 1986-90 3.2 7.1 8.4 5.9 . 1.9 3.7 4.0
1991-95 3.0 12.4 9.9 5.0 29 2.6 3.3 3.7
1998 3.1 8.6 11.0 29 17.6 1.3 2.4 29

35-44 1986-90 40.7 57.7 75.2 75.6 . 25.7 35.7 30.4
1991-95 31.9 47.1 57.9 63.2 26.2 20.5 329 29.7
1998 27.9 - 61.1 51.8 - 14.8 26.4 26.3

45-54 1986-90 177.6 149.7 255.8 292.0 " 163.6 190.5 147.9
1991-95 127.3 149.1 180.8 209.8 188.5 125.6 133.6 115.0
1998 114.5 131.5 108.4 186.8 150.2 84.3 111.4 101.2

55-64 1986-90 652.8 778.7 640.1 909.4 . 541.2 687.3 583.1
1991-95 522.7 444.8 641.0 709.2 528.1 431.7 518.0 466.8
1998 385.1 488.0 411.7 526.5 524.3 383.5 375.1 344.4

65-74 1986-90 1,780.9  2,090.3 2,246.,5 23113 . 1,409.1 1,857.4  1,754.7
1991-95 16104 1,775.6 1,682.5 1,926.2 1,388.4 1,321.7 1,601.6  1,485.2
1998 13236 132538 3,048.8 1,572.0 1,242.2 1,042.9 13128 1,2413
75+ 1986-90 5904.7 59923 7,4040 6,085.8 . 5300.0 56720 6,063.6
1991-95 5,602.6 6,596.8 8,680.2 58934 41202 52236 5280.5 5,636.5
1998 4,861.1 5,893.0 5479.5 51047 4,070.6 51479 5,028.6 5,143.0

Females Kvinder

Age

Alder

0-34 1986-90 2.2 0.0 7.1 3.0 - 1.9 1.7 2.2
1991-95 2.5 9.1 6.0 2.7 - 1.6 2.0 2.0
1998 1.7 9.5 6.0 2.7 - 1.4 1.3 1.8

35-44 1986-90 15.8 14.3 63.8 18.9 . 8.7 13.2 12.8
1991-95 15.7 13.2 61.3 15.8 25.4 8.6 9.0 11.4
1998 14.3 - 53.1 16.8 - 15.3 8.1 9.7

45-54 1986-90 61.3 48.6 163.6 61.0 . 41.8 43.4 42.8
1991-95 44.9 17.8 82.2 46.4 21.7 30.9 35.3 375
1998 39.9 38.5 40.9 42.8 50.6 47.6 27.4 32.8

55-64 1986-90 234.5 219.6 300.7 254.3 . 177.5 193.7 172.6
1991-95 208.0 110.1 410.4 178.5 90.2 121.0 156.7 149.5
1998 141.8 - 181.8 136.3 - 108.0 106.4 116.4

65-74 1986-90 820.1 912.7 1,351.7  1,086.3 “ 669.6 778.4 741.3
1991-95 774.4 641.4 1,357.8 845.3 454.9 570.7 684.1 629.6
1998 632.7 235.0 1,550.4 639.9 92.8 422.3 544.7 523.6

75+ 1986-90 4,692.3 5,093.4 5,498.3 5,045.8 . 4,266.6 4,358.6 4,772.0
1991-95 4,568.8 4,407.3 6,232.8 49123 3,854.6  4,043.6 4,131.3  4,464.4
1998 3,888.0 4,227.1 6,221.2  4,083.5 4,103.7 3,859.7 4,031.8  4,156.0

11998=1997 11998=1997

2 1998=1996 2 1998=1996

ICD-9: 390-398;401-405;410-438:440-459 and ICD-10: 100.0-1199; G45.0-G46.8;M30.0-M31.9.

Source: The National Registers for Causes of Death Kilde: De nationale dgdsarsagsregistre
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Table 4.5 Avoidable deaths per 100,000 inhabitants 1998
Undgaelige dgdsfald pr. 100.000 indbyggere 1998

ICD10 Denmark”  Faroe”  Greenland” Finland ~ Aland  Iceland® Norway” Sweden
codes Islands
Age
Alder
C53 1-74 Cancer in cervix uteri
Kraeft i livmoderhalsen® 2.7 2.7 56 0.8 - 24 2.0 2.4
C81 " Hodgkin's disease
Hodgkins sygdom 0.5 - - 0.3 - - 0.2 0.1
105-109 " Chronic rheumatic
heart disease 0.2 - - 0.5 - - 0.7 0.6
Kronisk reumatisk
hjertesygdom
E10- " Diabetes mellitus
E14 Sukkersyge 10.2 8.0 - 5.4 - 4.0 5.9 6.6
J00-  1-14 Diseases of the
J99 respiratory system
Sygdomme i 0.3 - 7.1 0.3 - - 0.6 0.4
andedraetsorganer
Ja5- " Asthma
Jae Astma 0.0 - - - - - 0.1 -
K35-  1-74 Appendicitis
K37 Blindtarmsbeteendelse 0.4 - - 0.1 - - - 0.1
K40- " Hernia
K46 Brok 0.6 - - 0.4 - - 0.1 0.2
110- " Hypertensive disease
115 Hypertensionssygdom 3.0 - 3.7 2.3 4.3 0.8 0.1 1.4
160- " Cerebrovascular
169 disease 26.6 23.9 50.1 30.8 13.0 16.3 22.3 24.1
Sygdom i hjernen
C33- " Malignant neoplasm of
C34 trachea, bronchus
and lung
Kreeft i luftrar, bronkie  48.2 29.2 44.6 26.5 26.0 28.2 29.5 22.5
og lunge
C15 " Malignant neoplasm
of oesophagus
Kreeft i spisesrgr 4.4 2.7 1.1 2.1 - 3.6 2.5 2.5
K70- " Chronic liver disease
K71: and cirrhosis
! Kronisk leversygdom
K73- o0g skrumpelever 16.7 5.3 3.7 12.2 - 0.8 5.5 5.4
K74
Vo1- " Motor vehicle traffic
V79: accidents 8.4 13.3 3.7 7.5 - 4.0 8.4 4.9
! Motortrafikulykker
V892
1 1998=1997. 1 1998=1997.
2 1998=1996. 2 1998=1996.
3 Per 100,000 females. 3 Pr. 100.000 kvinder.

Source: The National Registers of Causes of Death
Kilde: ~ De nationale dedsarsagsregistre
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Table 4.6 Deaths caused by AIDS, in total and per 100,000 inhabitants 1986-1999
Dgdsfald som fglge af AIDS, i alt og pr. 100.000 indbyggere 1986-1999

Denmark  Faroe  Greenland Finland”  Aland  Iceland Norway Sweden

Islands
Number
Antal
1986-90 81 - - 9 - 2 25 58
1991-95 217 1 2 25 1 4 56 132
1998 . - 4 8 - - 25 24
1999 . - 4 5 - 1 8 32
Per 100,000
inhabitants
Pr. 100.000
indbyggere
1986-90 1.6 0.0 0.7 0.2 0.8 0.7 0.6 0.7
1991-95 4.2 1.7 3.6 0.5 2.4 1.5 1.3 1.5
1998 . - 8.9 0.2 - - 0.6 0.7
1999 . - 7.1 0.1 - 0.4 0.2 0.4
1 Excluding foreigners. 1 Eksklusive udleendinge.

Source: D:Sundhedsstyrelsen; Fl: Landsleeknin; G: Embedsleaegeinstitutionen; FeA: Statistikcentralen;
Kilde:  I: Landleeknisembeettid; N: Statens Institutt for Folkehelse; S: Smittskyddsinstitutet

Figure 4.1 Deaths caused by AIDS 1986-1999
Dgdsfald som fglge af AIDS 1986-1999

Per 100,000 inhabitants
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Source: Table 4.6
Kilde: Tabel 4.6
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Table 4.7 Suicides per 100,000 inhabitants by sex and age 1985-1998
Selvmord pr. 100.000 indbyggere efter kgn og alder 1985-1998

Total Males Maend Total Females Kvinder

| alt 10-19 20-24 25-64 65+ | alt 10-19 20-24 25-64 65+
Denmark
1985 39.8 6.5 221 45.7 67.3 23.1 2.4 11.3 28.5 29.7
1990 36.3 4.9 20.2 41.3 58.9 18.2 1.2 5.7 19.8 31.0
1995 27.7 5.3 16.7 29.1 48.9 12.7 0.7 3.3 125 24.6
1997 24.7 7.4 14.1 23.8 50.3 10.9 2.8 5.0 10.9 18.3
Faroe Islands
1986-90 12.3 14.2 - 19.0 7.9 3.6 - - 6.0 6.5
1991-95 12.6 5.0 - 18.7 22.8 4.8 1.8 - 3.9 0.0
Greenland
1986-90 163.0 188.6 503.2 138.7 46.0 45.0 54.5 83.6 52.4 17.4
1991-95 130.7 206.0 351.6 124.9 102.0 31.8 58.9 66.0 34.5 -
Finland
1985 40.4 14.4 47.6 54.1 54.4 9.8 4.1 7.0 14.0 9.8
1990 49.3 20.6 60.3 63.9 64.2 12.4 2.6 15.8 16.7 13.7
1995 43.4 13.1 48.9 58.5 53.3 11.8 1.9 13.5 16.7 11.3
1998 38.3 12.4 35.9 50.8 51.5 10.1 3.5 10.2 13.6 10.8
Aland
1986-90 37.4 12.5 - 35.2 128.0 6.6 - - 6.6 16.6
1991-95 40.7 13.1 70.3 42.1 86.0 9.4 - 21.3 12.3 8.1
Iceland
1985 20.6 9.3 44.4 24.9 36.7 5.8 - - 12.9 -
1990 27.4 23.2 471 33.9 33.1 3.9 4.9 - 6.7 -
1995 16.4 9.3 18.9 24.3 14.8 3.7 - - 4.7 12.1
1996 20.8 14.1 18.8 31.7 14.5 3.7 4.9 - 4.6 5.9
Norway
1985 20.8 9.3 27.8 28.5 22.3 7.4 25 11.0 10.7 6.3
1990 23.2 10.4 27.1 33.0 33.0 8.0 4.6 4.3 10.3 1.1
1995 19.1 12.9 24.6 22.4 28.8 6.2 3.9 5.1 8.1 7.4
1997 17.8 8.8 24.4 21.2 28.2 6.6 3.1 3.4 9.3 7.2
Sweden
1985 25.0 2.5 19.6 32.8 39.7 11.5 1.6 9.9 14.4 17.3
1990 241 5.0 20.9 28.8 45.7 10.4 25 6.1 13.7 14.5
1995 21.5 5.8 16.2 27.4 35.1 9.3 2.0 6.6 11.5 14.2
1998 20.1 3.2 15.2 25.3 35.0 7.8 2.0 7.2 9.2 12.4
Source: The national registers for causes of death. ICD-9: E950-E959 and ICD-10: X600-X849.

Kilde: ~ De nationale dedsarsagsregistre
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Table 4.8 Deaths in accidents per 100,000 inhabitants by sex and age 1985-1998
Dgdsfald i ulykker pr. 100.000 indbyggere efter kgn og alder 1985-1998

Total Males Maend Total Females Kvinder

| alt 0-14 15-24 25-64 65+ | alt 0-14 15-24 25-64 65+
Denmark
1985 51.5 13.7 52.6 38.9 158.3 39.2 7.8 10.4 13.4 169.8
1990 48.7 10.7 34.5 32.6 183.1 41.0 6.3 11.0 115 177.9
1995 51.2 7.3 42.7 33.2 200.0 43.3 3.4 8.5 12.8 196.9
1997 47.7 8.3 38.2 311 189.9 443 2.8 7.0 9.9 216.8
Faroe Islands
1986-90 58.0 26.6 87.9 49.9 118.5 33.2 10.8 42.5 5.9 160.7
1991-95 51.2 7.0 46.1 54.7 138.3 21.7 7.6 5.4 11.7 93.8
Greenland
1986-90 137.4 91.7 128.6 154.3 251.9 48.8 39.3 - 59.8 -
1991-95 99.4 50.3 93.4 111.2 282.3 46.5 40.7 37.2 37.5 199.8
Finland
1985 66.5 13.6 37.6 74.4 186.7 29.7 5.4 8.1 15.8 122.8
1990 78.9 11.2 53.9 86.7 210.1 35.3 5.7 18.5 18.2 133.3
1995 72.6 7.0 33.2 81.7 199.4 32.0 3.6 7.4 16.3 125.5
1998 74.1 6.4 28.0 78.3 223.4 37.0 2.3 10.4 17.0 148.5
Aland
1986-90 57.8 26.5 47.0 64.1 89.6 36.1 9.6 36.9 9.9 124.3
1991-95 48.8 - 24.7 60.1 98.6 17.3 - - 6.2 72.7
Iceland
1985 40.4 18.5 54.6 445 55.0 14.2 3.2 18.9 3.7 73.5
1990 47.7 24.6 60.6 48.5 82.7 18.9 3.2 14.5 11.6 86.6
1995 51.5 26.9 47.0 56.3 96.4 35.2 34.6 14.6 31.1 78.5
1996 26.7 - 37.2 31.7 50.8 14.9 - 9.6 7.7 77.0
Norway
1985 59.8 13.2 54.0 49.2 178.7 39.3 8.1 1.3 13.1 165.1
1990 54.4 12.1 43.4 42.2 172.5 37.9 8.7 10.0 13.6 150.1
1995 44.7 7.3 38.3 30.9 161.9 31.8 3.6 9.7 7.9 140.3
1997 43.9 5.8 31.7 30.1 170.5 33.9 4.3 4.9 7.6 153.9
Sweden
1985 41.0 6.8 37.9 32.9 115.8 25.6 3.8 10.4 9.0 98.5
1990 41.2 5.7 35.1 31.2 124.3 26.5 4.3 12.4 8.4 99.4
1995 33.0 4.8 21.0 24.3 110.5 22.2 3.4 6.0 6.7 87.0
1998 34.3 4.6 25.1 23.2 120.6 22.5 3.5 8.8 6.2 89.0
Source: The national registers for causes of death. ICD-9: EB00-E949 and ICD-10: VO1-V99;W00-
Kilde: De nationale dgdsarsagsregistre. W99;X00-X59; Y40.0-Y89.9
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CHAPTERV

Resources
Ressourcer

Introduction

This chapter includes resources and use
of resources in the health sector. It begins
with an overview of the total health care
expenditures, followed by a description
of health staff, capacity and services at
hospitals.

Health care expenditure

During recent decades, the expenditures
on the health services have grown rap-
idly. However, the health services in re-
cent years have undergone rationaliza-
tion and efficiency-promoting processes,
and new methods of treatment have
come into use. These initiatives have
contributed to reducing the length of
hospital stays for younger patients. Con-
versely, new technology has made it pos-
sible to carry out surgical procedures on
older patients. In recent years a minor
fall in health care expenditures can be
detected.

There are, however, a number of diffi-
culties in connection with making inter-
national comparisons of health costs.
When the comparison is made in relation
to the GDP, the differences cover both
the differences in the GDP and the dif-
ferences in health costs. In addition, one
must expect fluctuations in the exchange

RESOURCES

Indledning

I dette kapitel gives der en samlet belys-
ning af ressourcer og ressourceforbruget
inden for sundhedsvesenet. Forst omta-
les de samlede sundhedsudgifter efter-
fulgt af sundhedspersonalet, kapacitet og
ydelser i sygehusvaesenet.

Sundhedsudgifter

Udgifterne til sundhedsvesenet er i de
seneste artier vokset hurtigt. Men, 1 de
senere ar har sundhedsvasenet gennem-
gdet rationaliserings- og effektiviserings-
processer, samtidig med at der er taget
nye behandlingsformer i brug. Disse til-
tag har veeret medvirkende til at reducere
liggetiden ved hospitalerne for yngre pa-
tienter. Modsat har ny teknologi gjort det
muligt at foretage kirurgiske indgreb pa
eldre patienter. I de senere ar kan der
spores et moderat fald i sundhedsudgif-
terne.

Det er dog forbundet med en rekke van-
skeligheder at foretage internationale
sammenligninger af sundhedsudgifterne.
Nar sammenligningen foretages i relation
til BNP, deekker forskellene savel over
forskellene 1 BNP som i sundhedsudgif-
terne. Dertil kommer fluktuationer i lan-
denes valutaer. Endelig er der strukturel-
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rates. Finally, there are structural differ-
ences in the health services of the indi-
vidual countries which also affect what is
included as health costs.

In order to get more comparable interna-
tional data on the health sector, the
OECD has performed a thorough revi-
sion of what should be included as health
costs, where the most important altera-
tion is that social services provided to the
elderly and the disabled are included as
expenditure under the health care sys-
tem. Consequently, the data differ con-
siderably from the data in the previous
reports. It should also be noted that the
OECD data differ considerably from the
information on health care costs pub-
lished by EUROSTAT which makes use
of the ESSPROS system.

In respect of some of the countries, the
OECD data also differ from what is na-
tionally defined as health care costs, but
as the OECD is often used as source for
international comparisons, NOMESCO
has decided to use OECD as source, in
order to avoid creating more methods of
calculation in relation to health care
Ccosts.
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le forskelle pa de enkelte landes sund-
hedsvaesener, hvilket blandt andet inde-
bearer forskelle i, hvad der medregnes
som sundhedsudgifter.

For at fa mere sammenlignelige interna-
tionale data pa sundhedsomradet, har
OECD foretaget en gennemgribende re-
vision af det som medtages som sund-
hedsudgifter, hvor den vaesentligste an-
dring er, at den sociale service til 2ldre
og handicappede medregnes som udgif-
ter under sundhedsvesenet. Derfor ad-
skiller de medtagne data sig veesentlig i
forhold til de tidligere udgivelser af den-
ne publikation. Ligeledes skal det be-
meerkes at OECD’s data adskiller sig vee-
sentlig fra de oplysninger om sundheds-
udgifter der publiceres af EUROSTAT
efter ESSPROS systemet.

OECD’s data adskiller sig ogsa for nogle
af landene, fra det som nationalt define-
res som sundhedsudgifter, men da
OECD oftest anvendes som kilde for in-
ternationale sammenligninger, har NO-
MESKO valgt at anvende OECD som
kilde for ikke at skabe endnu flere opge-
relsesmetoder af sundhedsudgifterne.
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Table 5.1 Health care expenditure (million KR/FIM) 1998
Udgifter til sundheds- og sygepleje (mio. KR/FIM) 1998

Denmark ~ Faroe” Greenlond Finland ~ Aland  Iceland Norway  Sweden
Islands

DKK DKK DKK FIM FIM ISK NOK SEK

Public

consumption

Offentligt

konsum 79,493 578 811 36,196 239 40,511 81,745 126,518

Private
consumption
Privat

konsum 17,538 59 - 11,236 16 7,571 16,986 24,461

Total health care

expenditure

Samlede udgifter

til sundheds-

og sygepleje 97,031 637 811 47,432 255 48,082 98,731 150,979

1 1999. 1 1999.

Source: OECD HEALTH DATA 2000 .
Kilde: FI: Feergernes Statistik; G: Direktoratet for Sundhed; A:Landskapsstyrelsen

Table 5.2 Health care expenditure (EURO/capita) 1998
Udgifter til sundheds- og sygepleje (EURO/capita) 1998

Denmark ~ Faroe” Greenlond Finland ~ Aland  Iceland Norway  Sweden
Islands

Public

consumption

Offentligt

konsum 1,995 1,727 1,925 1,172 1,560 1,847 2,183 1,620

Private

consumption

Privat

konsum 440 176 - 364 107 345 454 313

Total health care

expenditure

Samlede udgifter

til sundheds-

og sygepleje 2,435 1,970 1,932 1,536 1,679 2,192 2,637 1,933

1 1999. 1 1999.

Source: OECD HEALTH DATA 2000 .
Kilde:  FI: Feergernes Statistik; G: Direktoratet for Sundhed; A:Landskapsstyrelsen

153



RESOURCES

Table 5.3 Health care expenditure per capita and as percentage of GDP 1985-1998
Udgifter til sundheds- og sygepleje pr. indbygger og i pct. af BNP 1985-1998

Denmark  Faroe”  Greenland  Finland ~ Aland Iceland  Norway  Sweden

Islands
Total expenditure
per capita KR/FIM
1998
Samlede udgifter
pr. indbygger KR/FIM
1998 18,293 14,644 14,514 9,204 10,063 175,614 22,280 17,058
GDP (million KR/FIM)
1998
BNP (mio. KR/FIM)
1998 1,168,306 6,539 7,080 686,742 2 580,379 1,107,082 1,804,493
Expenditures in
1998- prices (million
KR/FIM)
Udgifter i 1998-
priser (mio. KR/FIM)
1985 78,208 . . 35,546 . 27,751 58,471 130,364
1990 81,599 - . 47,504 . 36,488 67,257 147,670
1995 88,261 557 672 43,906 229 39,279 78,803 140,564
1997 93,358 556 701 46,925 255 42,358 90,419 148,001
1998 97,031 643 814 47,432 257 48,082 98,731 150,979
Expenditure as
percentage of GDP
Udgifter i pct. af BNP
1985 8.8 . 95 7.2 2 7.3 6.7 9.0
1990 8.4 8.2 8.8 7.9 2 8.0 7.8 8.8
1995 8.2 10.4 9.4 7.5 2 8.2 8.0 8.4
1997 8.2 9.3 9.0 7.3 2 7.9 8.1 8.5
1998 8.3 10.1 11.5 6.9 2) 8.3 8.9 8.4
1 1998=1999. 1 1998=1999.
2 Aland included in Finnish data. 2 Aland er inkluderet i de finske tal.

Source: OECD HEALTH DATA 2000 .
Kilde:  FI: Feergernes Statistik; G: Direktoratet for Sundhed; A: Landskapsstyrelsen
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Health staff

The statistical information about the
staff load in the health service is very in-
complete, and it is therefore difficult to
give a comparable picture of the condi-
tions in the Nordic countries. For some
countries, the statistics include informa-
tion about the numbers employed,
whereas in other countries they include
information about the number of people
trained within the respective categories
of staffing.

In order to give a more accurate picture
of the staff load in the health services, the
number of physicians, nurses, assistant
nurses, midwives, and physiotherapists
has been converted into ‘man-years’, if
possible. The calculation shows the total
‘man-years’ and the number of ‘man-
years’ for employees at the hospitals.

Between the countries, there are signifi-
cant differences in staff load, both in to-
tal and within the individual categories of
staff.

RESOURCES

Sundhedspersonale

De statistiske oplysninger om personale-
forbruget i sundhedsveasenet er yderst
mangelfulde, og det kan derfor veere van-
skeligt at give et sammenligneligt billede
af forholdene i de nordiske lande. I nogle
lande indgdr saledes oplysninger om an-
tallet af erhvervsaktive i statistikken, og i
andre lande indeholder tallene ogsa op-
lysninger om antallet af uddannede inden
for de respektive personalekategorier.

For at give et mere preacist billede af per-
sonaleforbruget til sundhedsydelser, er
der, i det omfang det har vaeret muligt,
foretaget en omregning af antal laeger,
sygeplejersker, sygehjelpere, jordemadre
og fysioterapeuter til arsvaerk. Beregnin-
gen viser dels arsveerk i alt, dels antal ars-
veerk for ansatte ved sygehuse.

Der er betydelige forskelle i personale-
forbruget, bade totalt set og inden for de
enkelte personalekategorier mellem lan-
dene.
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Tabel 5.4  Active health personnel in total calculated as ‘man-years' 1999
Erhvervsaktivt sundhedspersonale i alt omregnet til drsveerk 1999
Denmark”  Faroe?  Greenland Finland® of which  Iceland 5 Norway” Sweden
Islands Aland

Physicians
Leeger 15,102 90 80 15794 59 841 12,463 25066
Dentists
Tandleeger 4,629 38 30 4,826 20 284 3,642 7,291
Qualified nurses
Sygeplejersker 37,934 247 222 70,418 253 1,736 41,405 81,942
Qualified
auxiliary nurses
Sygehjeelpere 36,172 79 216% 31,176 246 1,014 36,808 85,213
Midwives 9
Jordemgdre 1,032 18 229 4,025 6 137 1,415 .
Physiotherapists
Fysioterapeuter 5,000 17 12 9,784 18 286 4,952 8,125
Total
| alt 99,869 589 581 136,025 602 4,298 100,685 207,636

1 Physicians 1994; Dentists and qualified nurses 1996
Figurs for midwives and physioterapists are estimated.

2 Only physiotherapists employed at hospitals.

3 Qualified auxiliary nurses are health workers with
certain independent power.

4 In addition to midwives, health workers and birth
assistants assists at confinements.

5 The Finnish data have been registred for working
ages-not for people actually in employment, which
gives a large overestimation, especially for nurses.

6 1997.

7 Figures cover the municipal and county health care

service with the exception of dentists, where the data 7

used are from 1998.
8 Midwives incl. under Qualified nurses.

Oplysninger om lzaeger er fra 1994, tandleeger og sy-
geplejersker 1996 mens tallene for jordemegdre og
fysioterapeuter er skgnnede.

Fysioterapeuter omfatter kun hospitalsansatte.

3 Sygehjeelpere er sundhedsmedhjeelpere med selv-

steendig kompetence.

Ud over jordemgdre varetager sundhedsmedhjeelpere
og fedselsmedhjaelpere fadsler.

De finske data er registrerede i den erhvervsaktive
alder, ikke erhvervsaktive, hvilket iseer for sygeple-
jersker giver en stor overestimation.

1997.

Tallene deekker den kommunale og amtskommunale
sundhedsservice med undtagelse af tandleegerne
hvor de medtagne data er fra 1998.

8 Jordemgdre er inkluderet under sygeplejersker.

Source: D: Sundhedsstyrelsen; Fl: Sjukrahusstjorin; G: Personaledirektoratet; F: STAKES;
Kilde:  A:Landskapsstyrelsen; I: Landleeknisembeettio; N: Statistisk sentralbyré og Statens helsetilsyn;
S: Landstingsforbundet, Svenska Kommunférbundet, Statens Arbetsgivarverk og Privattandldkarna
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Table 5.5 Active health personnel employed in hospitals calculated as 'man-years' 1999
Erhvervsaktivt sundhedspersonale ansat ved sygehuse omregnet til arsvaerk
1999
Denmark”  Faroe?  Greenland®  Finland® of which lceland®  Norway®  Sweden
Islands Aland
Physicians
Leeger 9,665 63 80 6,800 36 555 7,673
Dentists
Tandleeger 42 1 30 52 - -
Qualified nurses
Sygeplejersker 27,166 275 222 183 1,274 24,095
Qualified
auxiliary nurses 13,519 51 216 162 746 6,538
Sygehjeelpere
Midwives
Jordemadre 283 18 22 6 109 1,146
Physiotherapists
Fysioterapeuter 1,700 17 12 7 98 1,022
Total
| alt 52,375 425 581 . 394 2,782 40,474
1 See Table 5.4. 1 Se tabel 5.4.
2 See Table 5.4. 2 Se tabel 5.4.
3 See Table 5.4. 3 Se tabel 5.4.
4 See Table 5.4. 4 Se tabel 5.4.
5 See Table 5.4. 5 Se tabel 5.4.
6 See Table 5.4. 6 Se tabel 5.4.

Source: See Table 5.4

Kilde:

Se tabel 5.4

F: Finlands Lakarférbund og Finska Tandldkarférbund
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Table 5.6 Active health personnel in total per 100,000 inhabitants calculated as ‘man-

years' 1999

Erhvervsaktivt sundhedspersonale i alt pr. 100.000 indbyggere omregnet til

arsvaerk 1999

Denmark” Faroe  Greenland® Finland®  Aland  Iceland? Norway5} Sweden
Islands

Physicians
Leeger 290 197 143 305 230 309 279 283
Dentists
Tandleeger 88 84 54 93 78 104 82 82
Qualified nurses
Sygeplejersker 721 764 395 1,361 987 637 928 925
Qualified
auxiliary nurses 687 174 384 602 958 372 825 962
Sygehjeelpere
Midwives 8
Jordemgdre 20 40 39 77 23 50 32
Physiotherapists
Fysioterapeuter 92 37 21 189 70 105 11 92
Total
| alt 1,898 1,296 1,037 2,630 2,346 1,578 2,257 2,343
1 See notes in Table 5.4. 1 Se noter til tabel 5.4.
2 See notes in Table 5.4. 2 Se noter til tabel 5.4.
3 See notes in Table 5.4. 3 Se noter til tabel 5.4.
4 See notes in Table 5.4. 4 Se noter til tabel 5.4.
5 See notes in Table 5.4. 5 Se noter til tabel 5.4.
6 See notes in Table 5.4. 6 Se noter til tabel 5.4.

Source: See Table 5.4
Kilde:  Se tabel 5.4
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Table 5.7 Active health personnel employed in hospitals per 100,000 inhabitants
calculated as ‘'man-years' 1999
Erhvervsaktivt sundhedspersonale ansat ved sygehuse pr. 100.000 indbyggere
omregnet til rsveerk 1999
Denmark”  Faroe  Greenland® Finland®  Aland Ieeland” Norway5} Sweden
Islands
Physicians
Leeger 184 138 143 131 140 204 172
Dentists
Tandleeger - 2 54 1 - -
Qualified nurses
Sygeplejersker 516 604 395 713 468 540
Qualified
auxiliary nurses 257 113 384 629 274 147
Sygehjeelpere
Midwives
Jordemgdre 5 40 39 23 40 26
Physiotherapists
Fysioterapeuter 32 37 21 27 36 23
Total
I alt 995 934 1,037 1,633 1,021 907

See notes in Table 5.4.
See notes in Table 5.4.

See notes in Table 5.4.

1
2
3 See notes in Table 5.4.
4
5

See notes in Table 5.4.

Source: See Table 5.4

Kilde:

Se tabel 5.4

g WN =

Se noter i tabel 5.4.
Se noter i tabel 5.4.
Se noter i tabel 5.4.
Se noter i tabel 5.4.
Se noter i tabel 5.4.
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Table 5.8 Working physicians by specialist group 1999
Erhvervsaktive leeger efter beskeeftigelsesomrade 1999

Denmark’  Faroe Greenland Finland of which Iceland?  Norway® Sweden?
Islands Aland

Physicians, total
Leeger i alt 15,389 90 80 14,700 59 884 14,950 27,500
of which:  heraf:

Hospital health service

Sygehuse 8,957 63 78 6,800 36 604 7,659 18,000
Non-hospital 6,432 27 7,900 23 280 5,854 9,500
health service

Sundhedsvaesen

uden for sygehuse

of which:  heraf:

General practitioners 3,814 27 - 4,270 18 174 3,714 5,000
Alment praktiserende
leeger

Practising specialists 907 - - 1,230 4 56 803 2,000
Praktiserende

specialleeger

Administrative medicine 317 - 2 350 1 16 260
Administrativ medicin

Medical research, 889 - - 1,250 - 34 593 500
education, etc.

Medicinsk forskning,

undervisning m.m.

Other medical work

Andet medicinsk arbejde 505 - - 800 - - 484 2,000
1 1997 preliminary figures. 1 1997 forelgbige tal.
2 1997. 2 1997.
3 Total number of doctors calculated as per 10.1.2000 3 Leeger i alt er opgjort 10.01.2000 og er inklusiv 1.437
and including 1,437 with unspecified job descriptions. med uoplyst stillingsbeskrivelse.

4 Members of the Swedish Doctor's Association as per 4 Medlemmer af Sveriges leegeforbund pr 1. januar 2000.
1 January 2000.

Source: D:Sundhedsstyrelsen; FI: Landsleeknin; G: Direktoratet for Sundhed; F: Finlands Lékarférbund;A:
Kilde:  Landskapsstyrelsen; I: Landlaeknisembeettid; N: Norsk Legeforening; S: Sveriges Lakarforound
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Figure 5.1 Inhabitants per working physician 1985-1999
Indbyggere pr. erhvervsaktiv leege 1985-1999
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Source: Table 5.8
Kilde: Tabel 5.8

Figure 5.2 Inhabitants per working dentist 1985-1999
Indbyggere pr. erhvervsaktiv tandleege 1985-1999
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Capacity and
services at hospitals

It is a trend in the Nordic countries that
small hospitals have been closed down,
and the resources have been gathered at
fewer hospitals. Normally this has in-
volved a division of work within the
most specialized areas. Often units have
been admistratively merged, not neces-
sarily causing fewer physical units. In
Norway the number of hospitals have
not been reduced during recent years,
but the existing hospitals have become
smaller.

It is also a trend in the Nordic countries
that psychiatric hospitals are being
closed down, however, at varying speed.

The structures in Finland, Iceland and
Greenland are somewhat different from
those in the other countries, because a
number of beds which are allocated to
the health centres in the tables are calcu-
lated as beds in other hospitals. Some of
these beds are similar to beds in nursing
homes and old age homes in the other
countries. For Finland and Iceland this
gives a larger number of beds in relation
to inhabitants than in the other coun-
tries.

For the tables covering hospitals, a divi-
sion has been made so that one may fol-
low the development for the various
types of hospitals.

Ordinary hospitals are hospitals with
several specialities and primarily provide
somatic short-term treatment, but also
include short-term psychiatric treat-
ment.
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Kapacitet og ydelser
1 sygehusvaesenet

Det er et kendetegn ved de nordiske lan-
des sygehusvaesen, at man i en arrekke
har nedlagt sygehuse, og ressourcerne er
blevet samlet pa feerre enheder, og oftest
med en arbejdsdeling pa de mest speciali-
serede omrader. Ofte er det tale om en
organisatorisk administrativ sammenleeg-
ning, som ikke ngdvendigvis behover at
medferer feerre fysiske enheder. I Norge
er der ikke nedlagt hospitaler de seneste
ar, men de eksisterende hospitaler er ofte
blevet mindre.

Det er ligeledes et kendetegn, at egentlige
psykiatriske hospitaler er under afvikling i
de nordiske lande, dog i forskelligt tempo.

I Gronland, Finland og Island er struktu-
ren dog lidt anderledes, idet der til sund-
hedscentrene er knyttet et antal senge-
pladser, som 1 tabellerne er rubriceret un-
der andre hospitaler. En del af disse sen-
gepladser er dog plejepladser, som i de
andre lande findes ved alderdoms- og ple-
jehjemmene. Dette medferer, iser for
Finland og Islands vedkommende, at man
far et betydeligt storre antal sengepladser i
forhold til befolkningen, end i de andre
lande.

I tabellerne over sygehuse er der foretaget
en opdeling, sdledes at man kan folge ud-
viklingen i de forskellige typer sygehuse.

Almindelige sygehuse er sygehuse med
flere specialer og beskeeftiger sig i hoved-
sagen med somatisk korttidsbehandling,
men inkluderer ogsa korttidspsykiatrisk
behandling.



The section on ‘Specialized hospitals’
includes hospitals which only have one
speciality within somatic treatment.

Psychiatric hospitals are hospitals which
only treat psychiatric patients. The sec-
tion for ‘Other hospitals’ includes hospi-
tals with geriatric and psychiatric nurs-
ing and/or long-term treatment at health
centres with mixed medical and surgical
wards.

The hospital beds are divided into
medical, surgical, psychiatric and other
treatment. It is clear that above all Fin-
land and Iceland, under the section of
‘Other’, include activities not included
by the other countries.

The tables which include information
about discharges and average length of
stay apply to admitted patients in ordi-
nary and specialist hospitals. This de-
limitation has been introduced to en-
hance comparability between the coun-
tries.

The trend is for the number of treat-
ment places and the average length of
stay to be reduced at the medical wards
in the ordinary hospitals. Within surgery
there is also a reduction in the number
of completed operations which is partly
due to a switch to day surgery. Day sur-
gery has been included in out-patient
treatment. Within psychiatric treatment
there has been some development to-
wards more out-patient treatment forms,
for which reason the number of psychi-
atric patients admitted has been re-
duced.

RESOURCES

Under rubrikken ‘Specialsygehuse’, er der
opregnet sygehuse, som kun har et enkelt
speciale inden for den somatiske behand-
ling.

Psykiatriske sygehuse er sygehuse, som
kun behandler psykiatriske patienter. Ru-
brikken ‘Andre sygehuse’ omfatter syge-
huse med geriatrisk og psykiatrisk pleje
og/eller langtidsbehandling ved helsecent-
rene med blandede medicinske og kirur-
giske afdelinger.

Sengepladserne ved sygehusene er fordelt
pa medicin, kirurgi, psykiatri og andet.
Det fremgar klart, at det forst og frem-
mest er Finland og Island som under ru-
brikken ‘Andet’ medregner aktiviteter,
som ikke medtages af de ovrige lande.

Tabellerne over udskrivninger og gen-
nemsnitlig liggetid omfatter indlagte pati-
enter ved almindelige sygehuse og speci-
alsygehuse. Denne afgrensning er foreta-
get for at fremme sammenligneligheden
mellem landene.

Tendensen er, at antallet af behandlings-
pladser og den gennemsnitlige liggetid
reduceres ved de medicinske afdelinger
pa de almindelige sygehuse. Inden for ki-
rurgien er der sket en reduktion 1 antallet
af gennemforte operationer, hvilket bl.a.
skyldes overgangen til dagkirurgi. Dagki-
rurgi er medtaget sammen med den am-
bulante behandling. Inden for den psykia-
triske behandling har der veeret en udvik-
ling hen imod mere ambulante behand-
lingsformer, hvorfor antallet af indlagte
psykiatriske patienter er blevet reduceret.
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Table 5.9 Number of hospitals by number of beds 1999
Sygehuse efter antal sengepladser 1999
Denmark  Faroe  Greenland  Finland Aland  Iceland” Norway  Sweden
Islands
Ordinary hospitals
Almindelige sygehuse
-199 27 2 1 50 1 4 41 32
200-499 20 1 - 15 - 1 17 24
500-799 4 - - 6 - 1 3 10
800+ 8 - 3 - - 3 10
Total | alt 59 3 1 74 1 64 76
Specialized hospitals
Specialsygehuse
-199 10 - - 11 - - 7 4
200-499 - - - - - - 1 -
500-799 - - - - - - - -
800+ - - - - - - - -
Total | alt 10 - - 11 - - 8 4
Psychiatric hospitals
Psykiatriske sygehuse
-199 10 - - 15 1 - 17 2
200-499 2 - - 9 - - - 1
500-799 - - 1 - - - -
800+ - - - 1 - _ -
Total |alt 12 - - 26 1 - 17 3
Other hospitals
Andre sygehuse
-199 - - 17 268 1 19 28 3
200-499 - - - 11 - - - -
500-799 - - - 2 - - - -
800+ - - - 1 - - -
Total 1alt - - 17 282 1 19 28 3
Hospitals, total
Sygehuse, i alt 81 3 18 393 3 25 17 86

Note: Ordinary hospitals are hospitals which mainly

treat patients with somatic diseases. Specialized
hospitals are hospitals with only one speciality.

Psychiatric hospitals are hospitals which only treat

patients with psychiatric disorders (excl. of psychiatric
nursing homes). Other hospitals include hospitals
providing long-term medical care as well as hospitals

which cannot be categorized in the above, e.g. the

Finnish health centres.
1 1996.

Anmcerkning: Ved almindelige sygehuse forstas
sygehuse, som overvejende behandler somatiske
patienter. Specialsygehuse er sygehuse med kun ét
speciale. Til psykiatriske sygehuse henregnes sygehuse,
der udelukkende behandler psykiatriske patienter (dog
ekskl. psykiatriske plejehjem). Andre sygehuse omfatter
langtidsmedicinske sygehuse og sygehuse, der ikke kan
kategoriseres i ovenstaende, fx de finske
hélsovardscentraler.

1996.

Source: D:Sundhedsstyrelsen; Fl: Sjukrahustjérin; G: Direktoratet for Sundhed; F: STAKES; A: Landskaps-
Kilde:  styrelsen; I: Heilbrigdis- og tryggingamalaraduneytid; N: Statistisk sentralbyra; S: Landstingsforbundet
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Figure 5.3 Number of ordinary hospitals by number of beds 1990 and 1999
Antal almindelige sygehuse fordelt efter antal senge 1990 og 1999
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Table 5.10  Authorized hospital beds by speciality 1999
Normerede sengepladser ved sygehuse efter specialer 1999
Denmark  Faroe  Greenland ~ Finland®  Aland  Iceland” Norway Sweden
Islands

Number
Antal
Medicine
Medicin 10,700 96 36 7,354 62 586 6,533 17,439
Surgery
Kirurgi 8,454 95 62 5,624 45 417 6,758 9,588
Psychiatry
Psykiatri 4,198 76 12 5,459 35 315 2937 5,306
Other
Andet - - 296" 20,834 98 1,114 972 -
Total
| alt 23,352 267 406 39,171 240 2432 17,200 32,333
Beds per 100,000
inhabitants
Sengepladser pr.
100.000 indbyggere
Medicine
Medicin 201 211 64 142 241 157 146 197
Surgery
Kirurgi 159 209 111 107 175 156 151 108
Psychiatry
Psykiatri 79 167 21 106 136 118 66 60
Other
Andet - - 724" 403 382 479 22 -
Total
| alt 438 587 920 758 935 910 385 365
1 Excl. patient hotel. 1 Ekskl. patienthotel.
2 The number of beds has been calculated by dividing 2 Antallet af senge er beregnet ved at dividere det

3

the total number of bed-days by 365.

Refers to 1995. Calculated from bed-days anda 90 3
per cent occupational rate. Beds in mixed medicine

and surgery wards at small hospitals are included

under "Medicine". "Other" consists of beds in

geriatric wards, for rehabilitation, and long-term care
in hospitals (incl. ordinary hospitals).

Source: D, Fl, G, F, A | and N: See Table 5.9

Kilde:

D, Fl, G, F, A | og N: Se tabel 5.9
S: Socialstyrelsen & Landstingsforbundet

166

totale antal sengedage med 365.

Vedrgrer 1995. Beregnet pa basis af sengedage og en
beleegningsprocent pa 90. Under "Medicin”
medregnes senge i blandede medicinske og kirurgiske
afdelinger ved de sma sygehuse. "Andet" omfatter
sengepladser i geriatri, genoptraening og langtidspleje
pé hospitaler (inkl. almindelige hospitaler).
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Table 5.11  Discharges, bed-days and average length of stay at wards in ordinary hospitals

and specialized hospitals 1999

Udskrivninger, sengedage og gennemsnitlig liggetid pa afdelinger ved

almindelige sygehuse og specialsygehuse 1999

Denmark  Faroe Greenland” Finland ~ Aland

Iceland? Norway Sweden

Islands
Discharges per 1,000 inhabitants
Udskrivninger pr. 1.000
indbyggere
Medicine Medicin 96 115 86 127 93 74 76
Surgery Kirurgi 99 133 . 120 91 88 78 68
Psychiatry ~ Psykiatri 7 8 3 10 12 7 5 8
Total I alt 203 255 223 216 230 195 157 152
Bed-days per 1,000 inhabitants
Sengedage pr. 1.000
indbyggere
Medicine Medicin 637 593 520 669 636 465 431
Surgery Kirurgi 450 640 . 390 304 433 423 307
Psychiatry  Psykiatri 271 494 61 386 445 381 226 172
Total lalt 1,358 1,727 1,268 1,296 1,418 1,786 1,114 910
Average length of stay
Gennemsnitlig liggetid
Medicine Medicin 7 5 6 5 7 6 6
Surgery Kirurgi 5 5 3 3 5 5 5
Psychiatry  Psykiatri . 63 . 37 38 52 44 22
Total | alt . 7 9 6 6 9 7 6

1 Figures for average length of stay only refer to
Dronning Ingrids Hospital.

1 Tallene for den gennemsnitlige liggetid omfatter
kun Dronning Ingrids Hospital.

2 Refers to 1998. Incl. patients who have been admitted 2 Vedrgrer 1998. Inkl. patienter, der har veeret indlagt

in small hospitals for less than 90 days. The total
comprises rehabilitation, geriatrics and long-term care
in ordinary hospitals.

Source: D, Fl, G, F, I and N: See Table 3.13.
Kilde: D, Fl, G, F, I og N: Se tabel 3.13.
A: STAKES; S: Socialstyrelsen

ved sma sygehuse i mindre end 90 dage. |

sumtotalerne medregnes revalidering, geriatri og
langtidspleje ved almindelige sygehuse.
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Figure 5.4 Average length of stay in somatic wards 1985-1999

Source:
Kilde:

Gennemsnitlig liggetid pa somatiske afdelinger 1985-1999
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Figure 5.5 Number of discharges from somatic wards, per 1,000 inhabitants 1985-

Source:
Kilde:

1999
Udskrivninger fra somatiske afdelinger pr. 1.000 indbyggere 1985-1999
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Table 5.12 Discharges from hospitals* by sex and age, per 1,000 inhabitants in the age
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group 1999
Udskrivninger fra sygehuse* efter kgn og alder, pr. 1.000 indbyggere i
aldersgruppen 1999
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Denmark  Faroe  Greenland Finland Aland  Iceland? Norway  Sweden
Island

Age Alder
Males
Meaend

0-14 126 226 169 136 192 106 96 77
15-44 86 104 136 94 83 71 68 54
45-64 186 249 213 194 175 150 136
65-69 367 376 404 436 385 300 295
70-74 471 603 465 527 585 476 375 403
75-79 584 685 686 682 659 479 511
80+ 682 594 754 808 828 602 665
Total
| alt 172 217 158 186 207 146 139 140
Females
Kvinder

0-14 97 174 149 106 150 92 76 62
15-44 208 317 } 426 187 178 214 154 128
45-64 171 234 208 188 199 143 127
65-69 294 602 308 310 302 228 229
70-74 359 421 820 409 466 402 284 306
75-79 434 466 513 481 500 356 401
80+ 547 564 562 702 629 465 541
Total

| alt 215 296 357 224 240 211 170 167

1 1994. Wards in specialized hospitals excl. psychiatry,
rehabilitation, geriatrics and nursing wards + small
hospitals, though only discharges for bed-days under
90 days.

specialized somatic hospitals.

Source: D, Fl, G, F, | and N: See Table 3.13
Kilde: D FI, G, F, 1 og N: Se tabel 3.13
A: STAKES; S: Socialstyrelsen

Comprises somatic wards in ordinary hospitals and in *

1 1994. Afdelinger ved specialiserede sygehuse eksl.
psykiatri, genoptreening, geriatri og sygepleje + sma
hospitaler. Dog kun udskrivninger ved

indleeggelsestider pa mindre end 90 dage.

Omfatter somatiske afdelinger ved almindelige

sygehuse og ved somatiske specialsygehuse.
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Table 5.13  Bed-days in hospitals* by sex and age, per 1,000 inhabitants in the age group
1999
Sengedage pd sygehuse® efter ken og alder, pr. 1.000 indbyggere i
aldersgruppen 1999

Denmark  Faroe  Greenland” Finland ~ Aland  Iceland? Norway Sweden

Islands

Age Alder

Males

Maend

0-14 559 702 703 402 829 530 419 356

15-44 319 629 306 247 260 275 249

45-64 995 1,897 } 851 991 883 1019 840 799

65-69 2,351 3,390 2,230 2,528 2,910 2,088 2,115

70-74 3,261 6,368 8 3,176 3,760 4,135 2,759 3,034

75-79 4454 7,290 4587 5031 3953 5983 3,721 4,169

80+ 5,658 7,153 8,147 5,261 8,938 4,907 5,812

Total

| alt 966 1,532 968 932 1,015 936 821 920

Females

Kvinder

0-14 473 539 686 324 471 475 349 302

15-44 701 1,218 592 640 859 644 551

45-64 935 1,674 } 1978 817 844 1131 836 747

65-69 2,089 3,276 1,634 1,990 2,394 1,644 1,667

70-74 2,850 4,904 2,335 3,325 3,835 2,205 2,586

75-79 3,877 7,001 8,161 3,317 3,309 5771 2,987 3,506

80+ 5373 9,420 4,614 5,344 7,711 4,101 5112

Total

| alt 1,223 1,936 1,851 1,027 1,245 1,298 1,024 1,116

1 Some women from villages are admitted to hospital 1 En del kvinder fra bygderne indleegges op til en
up to one month before expected birth. maned fer termin.

2 1994. Wards in specialized hospitals excl. Psychiatry, 2 1994. Afdelinger ved specialiserede sygehuse eksl.
rehabilitation, geriatrics and nursing wards + small psykiatri, genoptreening, geriatri og sygepleje + sma
hospitals, though only discharges for bed-days under hospitaler. Dog kun udskrivninger ved
90 days. indleeggelsestider pa mindre end 90 dage.

* Definition, see Table 3.13
* Definition, se tabel 3.13

Source: D, Fl, G, F, | and N: See Table 3.13
Kilde: D FI, G, F, 1 og N: Se tabel 3.13
A: STAKES; S: Socialstyrelsen
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ANNEMETTE ANKER NIELSEN

TEMA

Forbrug af leegemidler i Norden
Medicines consumption in the Nordic countries

1. General developmental
features of the past decade

Medicines consumption increased in all
Nordic countries through the nineties,
and for most countries the rise was
steeper towards the end of the decade.
The explanation lies in a combination of
several factors.

In all countries the share of elderly peo-
ple in the population is growing. Old
people often have a high demand for
medicines, as many diseases are related
to age. An increasing number of people
is thus in need of medicines.

During the past decade many new medi-
cines have been marketed, some more ef-
fective, some with fewer side effects,
some for the treatment of ailments previ-
ously untreatable, and some for the im-
provement of existing treatment meth-
ods. New medicines are often more ex-
pensive than the old, and as treatment
steadily shifts towards the use of new
medicines, the average treatment cost
and total expenses will rise. As these new
expensive medicines not only replace
previously existing treatment, but also at-
tract new consumer groups, the total
consumption rises.
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1. Generelle udviklings-
tendenser pa leegemiddel-
omradet i1 de seneste 10 ar

Forbruget af leegemidler har veeret stigen-
de i alle nordiske lande op igennem
1990’erne, og for de fleste landes ved-
kommende er stigningstakten blevet storre
mod slutningen af dette arti. Forklaringen
pa denne udvikling skal findes i en kom-
bination af flere forskellige faktorer.

I alle landene vokser andelen af aldre i
befolkningen. De @ldre har ofte et stort
behov for leegemidler, da mange syg-
domme er aldersrelaterede. Der bliver
derfor flere og flere personer, som har
brug for leegemidler.

Samtidig er der inden for de seneste 10 &r
blevet markedsfort mange nye leegemidler,
dels til behandling af sygdomme, som ikke
tidligere har kunnet behandles, dels er der
sket lobende forbedringer i de eksisterende
behandlingsmetoder i form af mere effekti-
ve leegemidler eller leegemidler med feerre
bivirkninger. De nye leegemidler er ofte dy-
rere end de eldre legemidler, og i den ud-
streekning forbrugsmensteret eendrer sig
over imod en stadig sterre anvendelse af
disse nye leegemidler, vil den gennemsnitli-
ge behandlingspris og de samlede udgifter
vokse. Udover at veere dyre er det karakteri-
stisk, at disse nye leegemidler ikke alene er-
statter en del af det eksisterende forbrug,
men ogsa tiltreekker nye brugere og dermed
1sig selv skaber et gget maengdeforbrug.



Medicines expenses therefore increased
through the nineties, and the rise in ex-
penditure exceeded that of the consump-
tion measured in amount of active sub-

stance.

Figure 1.1

1.200

1.100

1.000

900

800

700

600

500

TEMA

Derfor er udgifterne til legemidler ogsa

steget stodt op igennem 1990’erne, og

udgiftsstigningerne har veeret storre end
stigningerne i mengdeforbruget.

Sales of medicinal products in the Nordic countries 1990 - 1999, in volume,
DDD/1000 inhabitants per day

94

97

Denmark Finland Iceland Norway Sweden

98 99

173



Figure 1.2
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Sales of medicinal products in the Nordic countries 1990 - 1999 in phar-

macy retail prices (million Euro), 1999-prices
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Note: The sales in Finland is calculated in AIP. The sales in Sweden is without VAT.

Among the ailments which have become
relievable or curable during the past dec-
ade are AIDS, Alzheimer's disease, mul-
tiple sclerosis, certain viral diseases, and
several ailments connected with modern
lifestyle. Antismoking and antiobesity
preparations are expensive and widely
used medicines.

Among other medicines marketed in the
nineties, in several countries with the
partial replacement of older treatment
principles and a subsequent influence on
the development of expenses, are a new
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Af sygdomme, som det inden for de sidste
10 ér er blevet muligt at behandle eller
lindre, kan naevnes AIDS, Alzheimers
syndrom, dissemineret sklerose ligesom
visse virussygdomme nu kan behandles
medikamentelt. Endvidere har behandling
af en raekke livsstilssygdomme vundet stor
indpas. Fx er antirygemidler og slanke-
midler hyppigt anvendte — og meget ud-
giftskreevende — leegemidler.

Af andre leegemidler markedsfort i
1990’erne, som i flere af landene delvis
har erstattet aldre behandlingsprincip-
per, og som har haft betydning for ud-
giftsudviklingen, kan navnes en ny



group of antihypertensives called angio-
tensin II antagonists, the analgesic
tramadol, certain fatty acid derivatives
used in the treatment of epilepsy, suma-
triptan and other triptanes used against
migraine, the long-acting beta-2-agonist
sprays against asthma and chronic ob-
structive pulmonary disease (COPD),
several antipsychotic drugs, such as
clozapine, olanzapine, and risperidone
against psychoses, and finally a new me-
dicament against glaucoma, latanoprost,
marketed in 1997.

During the past decade new treatment
principles were made available and old
ones were improved. An evaluation of
consumer trends should however also in-
clude the mentioning of several medi-
cines marketed in the late eighties, with
great success in several treatment fields:
the serum lipid reducing agents, the pro-
ton pump inhibitors against stomach ul-
cer, and the selective serotonin reuptake
inhibitors (SSRIs) against depressions.
These substances have reached large
market shares within their respective
fields of disease treatment, with subse-
quent substantial rises in consumption
and expenses.

The large number of new medicines
marketed during recent years reflects an
increase in medical research activities,
strengthened by the technological devel-
opment in such fields as gene technology
and computer simulating programmes,
enabling faster isolation of potentially ac-
tive substances. Research is also going on
to improve the absorption and distribu-
tion of active substances in the body, that
is, to develop new administration forms.
Although the many new medicines may
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gruppe blodtrykssenkende leegemidler
angiosin IT antagonisterne, det smertestil-
lende middel tramadol, visse fedtsyre-
derivater som anvendes til behandling af
epilepsi, sumatriptan og andre triptaner
mod migrene, de langtidsvirkende be-
ta2-agonist sprays mod astma og kronisk
obstruktiv lungesygdom (KOL) og en
raekke antipsykotika som clozapin, olan-
zapin og risperidon. Endelig kan naevnes
et nyt legemiddel mod glaukom (gren
steer), latanoprost, som er markedsfort i
1997.

Udover de nye behandlingsformer, som
er blevet tilgeengelige eller forbedrede in-
den for de seneste 10 ar, kan en belys-
ning af forbrugsudviklingen i denne pe-
riode ikke se bort fra en reekke leegemid-
ler, der blev markedsfort i slutningen af
1980’erne og som med stor succes har
vundet indpas inden for flere behand-
lingsomrader. Her tenkes iseer pa de ko-
lesterolseenkende midler, protonpumpe-
heemmere mod mavesar og de selektive
serontonin genoptagelsesheemmere
(SSRI’ere) mod depressioner. Disse lae-
gemidler har opnéet meget store mar-
kedsandele inden for behandlingen af de
respektive sygdomme og forarsaget kraf-
tige forbrugs- og udgiftsstigninger.

De mange nye leegemidler markedsfort
inden for de senere ar afspejler en for-
aget forskningsindsats pa det medicinske
omrade. En forskningsindsats, der er
blevet styrket af den teknologiske udvik-
ling med bl.a. genteknologi og computer-
simuleringsprogrammer, som muliggor
hurtigere isolering af potentielle virk-
somme stoffer. Der forskes ogsa meget i
at forbedre den made, hvorpa et lege-
middel optages og frigives i kroppen.
Uden at underkende at de mange nye
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be important in the treatment of diseases
and in the improving of life quality, they
are also a challenge to the authorities
who administer medicines legislation, to
the doctors who are expected to pre-
scribe rationally, and to the politicians
who try to keep expenses low.

The increasing pressure of new medi-
cines from the pharmaceutical industry is
paralleled by a shortening of the time
limits allowed for authoritative proce-
dures for the granting of marketing au-
thorisations. This has led to improved
possibilities of entering medicines on the
various European markets and hence an
increased number of new medicines on
the Nordic market.

With Sweden and Finland entering the
EU and Norway and Iceland entering the
EEA (European Economic Area), an
unanimous granting of marketing au-
thorisations is in later years seen
throughout the Nordic countries, as all
countries now follow EU legislation in
this area. The EU legislation offers three
ways to a marketing authorisation:
Through the central procedure, through
the mutual recognition procedure, or
through the national procedure.

For all new medicines a marketing au-
thorisation may be applied for through
the central procedure. Certain new
medicines, i.e. biotechnologicals, must
use this procedure. A marketing authori-
sation granted through the central proce-
dure allows for marketing in all EU and
EEA countries. The professional han-
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leegemidler kan veere vigtige i patientbe-
handlingen og give syge storre livskvali-
tet, betyder denne udvikling ogsa et stort
pres pa myndighederne, som administre-
rer legemiddelomradet, pé leegerne, der
skal ordinere rationelt, og pa politikerne,
som forseger at holde udgiftsstigningen
nede.

Parallelt med det ogede pres fra laege-
middelindustrien for s vidt angéar udvik-
lingen af nye leegemidler, har eendrede
regler med hensyn til myndighedernes
sagsbehandlingstid i forbindelse med
godkendelser af legemidler og en lettere
adgang til at markedsfore legemidler pa
flere europaeiske markeder samtidigt, for-
steerket denne udvikling. I praksis har
dette betydet langt kortere sagsbehand-
lingstider og en stigning i antallet af nye
leegemidler p4 markederne i de nordiske
lande.

Med Sveriges og Finlands optagelse i EU
og Norges og Islands indgéelse af EQS-
aftalen, er der inden for de seneste ar sket
en ensretning af legemiddelgodkendel-
serne 1 alle nordiske lande, idet alle lan-
dene nu folger EU-reglerne pa omradet.
Disse regler omfatter i dag 3 mader at fa
godkendt et leegemiddel pé: den centrale
procedure, den gensidige anerkendelses-
procedure og den nationale procedure.

Alle nye leegemidler kan sege om mar-
kedsferingstilladelse gennem den centra-
le procedure. Visse nye leegemidler, nem-
lig de bio-teknologiske, skal anvende
denne procedure. En ansegning herigen-
nem forer i tilfeelde af godkendelse til, at
leegemidlet umiddelbart derefter kan
markedsferes i hele EU(EQS)-omradet.



dling of the applications is performed by
the EMEA, the European Agency for the
Evaluation of Medicinal products, which
must arrive at a decision within 210
days.

A marketing authorisation valid in one
EU country may form the basis for an
application for a marketing authorisation
by the mutual recognition procedure in
other EU countries, which have 90 days
to reach their conclusion. An application
via the mutual recognition procedure is
from 1st January 1998 compulsory for all
medicines for which a marketing authori-
sation in more than one EU country is
applied for, and where the central proce-
dure is not used. Most medicines granted
a marketing authorisation via the mutual
recognition procedure, are generics.

The national procedure is still employed
for applications concerning variations,
extension of indications, new administra-
tion forms, strengths, etc.

Pricing and reimbursement are still na-
tional decisions. In Sweden and Finland
prices are negotiated with the pharma-
ceutical industry, in Norway and Iceland
prices are fixed on the basis of prices in
the EU countries, whereas Denmark has
a free price formation. To keep medica-
ment expenditures down, the Nordic
countries have introduced efforts to
avoid steep increases in medicament
price levels.

There are large differences between the
reimbursement systems in the Nordic
countries. In Sweden almost all medi-
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Den faglige behandling af leegemidlet
sker 1 dette tilfeelde 1 Det Europeiske
Laegemiddelagentur (EMEA). Hele god-
kendelsesproceduren ma hejst vare 210
dage.

Ved ansegning efter den gensidige aner-
kendelsesprocedure danner en markeds-
foringstilladelse i et EU-land baggrund
for firmaets efterfolgende ansegning om
godkendelse i andre EU-lande, og disse
lande har 90 dage til at behandle en sa-
dan ansegning. Ansegning via den gen-
sidige anerkendelsesprocedure er per 1.
januar 1998 blevet obligatorisk for alle
leegemidler, der onskes godkendt i mere
end ét EU-land og som ikke sgges via
den centrale procedure. Langt hovedpar-
ten af de leegemidler, der godkendes via
den gensidige anerkendelsesprocedure,
er legemidler med samme indholdsstof,
synonyme leegemidler.

Den nationale procedure anvendes stadig
ved ansggning om variationer, indikati-
onsudvidelser, nye dispenseringsformer
og styrker m.m.

Prisfastseettelsen og beslutningen om hvor-
vidt et leegemiddel skal have tilskud er til
gengeaeld stadig et nationalt anliggende. I
Sverige og Finland forhandles der med in-
dustrien om leegemiddelpriserne, i Norge
og Island fastseettes priserne ud fra priserne
i de ovrige EU-lande, mens der i Danmark
indtil nu principielt har veret fri prisdan-
nelse. I et forseg pé at holde leegemiddel-
udgifterne nede er der i stort set alle nor-
diske lande indfort tiltag, der skal sikre at
prisniveauet ikke stiger for voldsomt.

Der er stor forskel mellem de nordiske

lande med hensyn til hvilke leegemidler,
som bliver tilskudsberettigede, og hvordan
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cines on prescription are reimbursed, ex-
cept for those cases where the authorities
and the pharmaceutical industry have
not agreed on the price. In Finland an
agreement on the price between authori-
ties and the pharmaceutical industry is
also a prerequisite for reimbursement.
However, all decisions on reimbursement
are followed up and re-evaluated. In
Norway certain diagnoses form the basis
for reimbursement decisions, in that
within each diagnose a certain selection
of medicines are reimbursed. It is thus
the doctor's diagnose which decides
whether or not the patient is reimbursed
his medicament expenses. In Iceland and
Denmark the reimbursement status for
an individual medicament is based on its
main indication, but other indications
may however also entitle to reimburse-
ment. The medicament's therapeutic ef-
fect, addictive potential, and risks of ex-
cess consumption are also factors con-
sidered. Price comparisons and health
economy analyses also form part of the
Danish considerations. In Iceland health
economy analyses are not considered
when reimbursement decisions are made.

Reimbursement inevitably increases
sales. Reimbursement systems and deci-
sions thus often determine whether or
not a pharmaceutical company chooses
to market a medicinal product in a given
country.

The rules and regulations for determining
the degree of reimbursement also differs
between the countries. In Sweden and
Denmark the reimbursement relates to the
patient's annual medicines expenses. Pa-
tients with high medicines expenses are
reimbursed a higher percentage of their
expenses. In Norway the reimbursement
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der ydes tilskud. I Sverige er stort set alle
receptpligtige leegemidler tilskudsberetti-
gede med mindre myndighederne og lee-
gemiddelfirmaet ikke kan blive enige om
en pris. I Finland skal der ogsé vaere opné-
et enighed om en pris for et legemiddel
kan opna tilskud. Dog sker der altid en ef-
terfelgende vurdering af, om et legemid-
del skal have tilskud eller ej. I Norge gives
der tilskud til en raekke godkendte diagno-
ser, og inden for hver diagnose til en raek-
ke godkendte leegemidler. Dermed er det
leegens diagnose, der er afgerende for om
en patient far tilskud eller ¢j. I Island og
Danmark er spergsmaélet om et leegemid-
dels tilskudsstatus ogsé en seerskilt beslut-
ning. I beslutningen tages der udgangs-
punkt i, hvilken hovedindikation leegemid-
let gives til, men tilskuddet gives ogsa til
andre indikationer. I overvejelserne indgar
der ogsé andre aspekter som leegemidlets
terapeutiske effekt, eventuel atheengighed
og risiko for unedigt overforbrug. Pris-
sammenligninger og sundhedsgkonomiske
analyser indgar endvidere i de danske
overvejelser. I Island indgar sundheds-
okonomiske overvejelser ikke 1 tilskuds-
vurderingerne.

Da tildeling af tilskud alt andet lige ska-
ber et storre salg, vil afgerelsen om,
hvorvidt et leegemiddel kan f4 tilskud, of-
te veere afgerende for, om et firma veelger
at markedsfore leegemidlet i det pagel-
dende land.

Reglerne for hvordan tilskuddet beregnes
er ogsa forskelligt mellem landene. I Sve-
rige og Danmark er tilskuddet athengigt
af patienternes arlige legemiddeludgifter.
Personer med heje leegemiddeludgifter
far et storre procentuelt tilskud. I Norge
beregnes tilskuddet som en fast procent-
del af leegemidlets pris, og i Island og



is calculated as a fixed percentage of the
medicament price. In Iceland and in Fin-
land the patient pays a fixed price before
the reimbursement is calculated as a per-
centage of surplus costs. A more specific
description of the various reimbursement
rules is included in Section A, chapter 1,
Organisation of health services.

2. Method

The figures used in this description of
the medicines consumption in the Nor-
dic countries are based on sales data.
Where in the sales chain the data are col-
lected, varies between the countries.
Norway, Finland, and Iceland supply
data from wholesalers to pharmacies and
hospitals, whereas Sweden and Denmark
supply data from pharmacy sales to indi-
vidual consumers and hospital sales to
individual departments.

Depending on where in the sales chain
data are collected, various levels of accu-
racy can be reflected in the resulting sta-
tistical representation. One extreme is the
total registration in Denmark of various
information on patients and prescrip-
tions collected whenever a medicament is
sold from a pharmacy. The other ex-
treme is pure wholesaler data, where not
even a split between sales to hospitals
and sales to ordinary pharmacies can be
made (Norway and Iceland). Sweden
more or less collects the same data as
Denmark. Information on patient sex
and age is collected, but National Insur-
ance numbers are omitted. It is thus im-
possible to produce statistics based on
patient level information. In Finland,
which also bases its statistics on whole-
saler data, information on patient age
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Finland betaler patienten et fast belob for
den procentuelle tilskudsandel beregnes.
En mere konkret gennemgang af de for-
skellige tilskudsregler kan ses i sektion A,
kapitel 1, Organisering af sundhedsvees-
net.

2. Metode

De data, som anvendes i denne beskri-
velse af legemiddelforbruget i de nordi-
ske lande, er baseret pé salgstal. Det vari-
erer dog landene imellem, hvor i salgs-
keeden data indsamles. I Norge, Finland
og Island er der tale om grossistal, dvs.
salget fra grossisterne til apotekerne og
sygehusene, mens data i Sverige og
Danmark er baseret pa apotekernes salg
til den enkelte forbruger. Pa sygehusene
dog til den enkelte afdeling.

Afheengig af hvor i salgskeeden data ind-
samles giver det forskellige muligheder
for detaileringsgrad i de statistiske opgo-
relser. Den ene yderlighed er Danmarks
totale registrering af en raekke patient og
receptoplysninger, hver gang apotekerne
seelger et legemiddel, og den anden yder
lighed rene grossisttal, hvor der end ikke
kan skelnes mellem om leegemidlerne
seelges til et almindeligt apotek eller til et
sygehus (Norge og Island). I Sverige re-
gistreres der stort set de samme oplys-
ninger som i Danmark. Patientens kon
og alder indsamles, men oplysningen om
patientens CPR-nummer gemmes ikke.
Muligheden for at lave individbaseret
statistik er dermed ikke til stede. I Fin-
land, hvor statistikken ogsa er baseret pa
grossisttal, indsamles der i forbindelse
med tilskudsgivningen oplysninger om
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and sex is collected as part of the reim-
bursement routine, so that reimburse-
ment expenses may be related to these
data. In no Nordic country is it possible
to relate the medicament consumption in
hospitals to patient sex or age.

Sex and age distributions can thus only
be made for Sweden, Denmark, and in
part for Finland (not amounts of active
substance). To achieve maximal compa-
rability the age and sex distributions are
based on sales of medicines liable to re-
imbursement. There is the problem,
however, as earlier mentioned, that the
selection of medicines liable to reim-
bursement varies between the countries.
This will be commented on in those ta-
bles where this situation bears conse-
quences for the interpretation of data.

There is also a difference between the
countries with respect to which medi-
cines are sold on prescription only and
which are sold over-the-counter. In
Norway and Denmark over-the-counter
medicines may also be sold on prescrip-
tion, so that special patient groups, such
as retirement pensioners or chronically ill
patients, may get their expenses reim-
bursed. Whether a medicament is sold
on prescription or over-the-counter may
influence the consumption.

Medicament expenses are as a rule ex-
pressed in pharmacy retail price (includ-
ing prescription fees). The pharmacy re-
tail price is the pharmacy purchase price
with the addition of profit and VAT.
Comparing medicines expenses not only
demands the considering of differing
medicament prices between countries,
but also the considering of differing
pharmacy profit rates and differing
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patientens alder og ken, og dermed er
det muligt at opdele udgifterne til til-
skudsberettigede leegemidler pé disse va-
riable. I ingen af de nordiske lande kan
forbruget pa sygehusene fordeles pa ken
og alder.

Kon og aldersfordelinger kan derfor kun
udarbejdes for Sverige, Danmark og til-
dels Finland (ikke mengdeforbruget).
For at fa den sterst mulige sammenligne-
lighed er der i ken og aldersfordelinger
taget udgangspunkt i det tilskudsberetti-
gede salg. Et problem i denne forbindelse
er dog, at det - som naevnt i indledningen
- ikke er de samme leegemidler, som er
tilskudsberettigede i de enkelte lande. I
de konkrete opgerelser vil det blive
nevnt, hvis dette forhold har konsekven-
ser for fortolkningen af tabellerne.

Om et leegemiddel er receptpligtigt eller
kan seelges 1 hdndkeb varierer i en vis ud-
streekning ogsd mellem landene. I Norge
og Danmark kan hindkebslaegemidler
dog ordineres pé recept, og der kan til
seerlige patientgrupper som pensionister
eller kronikere ydes tilskud fra det offent-
lige. Hvorvidt et leegemiddel seelges pa
recept eller i handkeb kan have konse-
kvenser for forbruget.

Laegemiddeludgifterne er som hovedre-
gel angivet i apotekernes udsalgspris
(AUP inkl. et eventuelt recepturgebyr).
AUP er apotekernes indkebspris (AIP)
palagt avance og moms. Nér legemid-
deludgifterne skal sammenlignes mellem
landene, boer det ske under hensyn til, at
ligesom priserne pa legemidlerne er for-
skellige landene imellem, varierer ogsa
sterrelsen pa apotekernes avance og



VAT:s. Differing medicines expenses
does thus not necessarily reflect differ-
ences in medicines consumption.

In Denmark the VAT on medicines is 25
per cent, in Iceland it is 24.5 per cent,
Sweden has no VAT on prescription
medicines, but 25 per cent VAT on
over-the-counter medicines. Prior to
1995 Norway had 22 per cent VAT on
medicines, in the period 1995-2000 the
VAT was 23 per cent, and from January
2001 the VAT is 24 per cent. In Finland
the VAT is 8 per cent, and before 1998 it
was 12 per cent.

Data incompleteness

In Norway, Finland, and Iceland the fig-
ures are based on wholesaler data for all
years. For Sweden the figures are based
on wholesaler data for the years before
and including 1996. Thereafter data
were collected at pharmacy level. Den-
mark started collecting data at pharmacy
level in 1994. Data for the years prior to
1994 are based on wholesaler data. A
problem for the Danish data is the lack
of medicament consumption data for
hospitals for the years 1994 - 1997. In
chapter 4, where total sales are compared
within specific medicament groups, the
Danish data for 1995 and 1996 comprise
data from the primary health sector only.

Qreenland, the Faeroe islands, and
Aland

Data from Greenland, the Faeroe islands
and Aland will be included in the tables

as far as data are available. As these three
regions represent very small populations,
a considerable or markedly differing me-
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momsen. En sammenligning af forskelle i
udgifter kan derfor ikke direkte sige no-
get om forskelle 1 leegemiddelforbruget.

I Danmark er momsen pé leegemidler 25
pct., i Island 24,5 pct., mens der i Sveri-
ge ikke er moms pé receptordinerede lae-
gemidler og 25 pct. pa legemidler solgt i
héndkeb. Siden 1995 har momsen i
Norge veret pa 23 pct. og for da pa 22
pct.. I 2001 blev momsen atter haevet til
24 pct.. I Finland er momsen 8 pct., for
1998 var den pa 12 pct..

Databrud

I Norge, Finland og Island baseres opge-
relserne pa grossist tal i alle drene. For
Sverige er opgerelserne baseret pa gros-
sisttal til og med 1996, hvorefter data
indsamles pé apotekerne. I Danmark pa-
begyndte registreringen pa apotekerne i
1994, og opgerelser der gar leengere til-
bage vil ogsa vere baseret pa grossist-
indberetninger. I Danmark er der desu-
den det problem, at myndighederne ikke
har data for leegemiddelforbruget pa sy-
gehusene fra 1994 — 1997. 1 kapitel 4,
hvor det totale salg sammenlignes inden
for specifikke leegemiddelgrupper, vil de
danske oplysninger for 1995-1996 kun
omhandle salget i den primaere sektor.

Gronland, Feeroerne og Aland

Oplysninger fra Greonland, Feergerne og
Aland vil indg4 i tabellerne i den udstraek-
ning data er tilgeengelige. For disse tre om-
rader er der tale om meget sma populatio-
ner, og et markant eller anderledes laege-
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dicament use by few people may affect
the total medicament consumption im-
age. The statistical comparability with
the other Nordic countries is hence not
very good. Data from Greenland, the
Faeroe islands, and Aland will therefore
only to a small extent be included when
analysing the data.

Use of the ATC and DDD
classification

All medicines are classified according to
the ATC classification (Anatomical
Therapeutic Chemical Classification Sys-
tem)'. The ATC system divides the me-
dicinal substances for human use into 14
anatomical main groups (1st level), with 2
therapeutic/pharmacological subgroups
(2nd and 3rd levels), a chemical/ thera-
peutic/pharmacological subgroup (4th
level) and a subgroup for the chemical
substance (5th level). A complete classifi-
cation of the blood glucose lowering agent
metformin, with the ATC code A10BA02,
illustrates the structure of the ATC system:

A Alimentary tract and metabolism
(1st level, anatomical main group)

10  Drugs used in diabetes (2nd level,

therapeutic main group)

B Oral blood glucose lowering drugs
(3rd level, therapeu-
tic/pharmacological subgroup)

A Biguanides (4th level, chemi-
cal/therapeutic/pharmacological
subgroup)

02
chemical substance)

Metformin (5th level, subgroup for 02
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middelforbrug hos ganske fa personer vil
kunne pavirke det samlede billede af lae-
gemiddelforbruget i disse omrider. Den
statistiske sammenlignelighed med de ov-
rige nordiske lande er derfor ikke seerlig
god. Data fra Grenland, Feereerne og
Aland vil derfor kun i ringe grad blive
inddraget i selve analysen af data.

Anvendelse af ATC- og DDD-
klassifikationen.

Leaegemidlerne er grupperet efter ATC-
systemet (Anatomical Therapeutic
Chemical Classification System)'. Sy-
stemet inddeler de humane leegemidler i
14 anatomiske hovedgrupper (1. niveau)
med 2 terapeutiske/farmakologiske un-
dergrupper (2. og 3. niveau), en kemisk/
terapeutisk/farmakologisk undergruppe
(4. niveau) og en undergruppe for ke-
misk substans (5. Niveau). En fuldsten-
dig Kklassifikation af det blodglucosesen-
kende middel metformin med ATC-
koden A10BAO2, illustrerer opbygningen
af ATC-systemet:

A Fordgijelse og stofskifte (anatomisk
hovedgruppe, 1. niveau)

10  Diabetesmiddel (terapeutisk ho-

vedgruppe, 2. niveau)

B Blodglukosesenkende midler (te-
rapeutisk/farmakologisk under-
gruppe, 3. niveau)

A Biguanider (ke-
misk/terapeutisk/farmakologisk
undergruppe, 4. niveau)

Metformin (undergruppe for ke-
misk substans, 5. niveau)

1 Guidelines for ATC classification and DDD assignment, WHO Collaborating Center for Drug Statistics Methodol-
ogy, Oslo 2000, ATC Index with DDDs, WHO Collaborating Center for Drug Statistics Methodology, Oslo 2000.
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A substance’s ATC code may be
changed, if for example the main indica-
tion changes. In the present data ATC
codes valid for the year 2000 are used.

Medicament sales in amount of active
substances are in this presentation ex-
pressed using Defined Daily Doses
(DDDs), as defined and assigned by the
WHO. The DDD is the assumed average
maintenace dose per day for a drug used
for its main indication in adults. The use
of DDDs as a unit of measurement allows
for comparisons of drug consumption ir-
respective of differences in price and
strength between various formulations.

For some medicament groups, such as
cytostatics, dermatologicals, and ex tem-
pore preparations, the assigning of
DDDs is impossible.

Sales presented in amount of active sub-
stance are usually expressed in
DDDs/1000 inhabitants/day. This im-
proves the possibility of comparing thera-
peutic groups internationally and region-
ally and studying consumption trends
over time. This unit is calculated as fol-
lows:

Total consumption in DDDs x 1000
365 x number of inhabitants

The above unit expresses the share, calcu-
lated per one thousand inhabitants, which
on average may be treated with the sub-
stance in question, provided each patient
takes 1 DDD per day. An amount of 10
DDDs per 1000 inhabitants will thus sug-
gest that 10 people out of 1000, i.e. 1 per
cent of the population, use the substance
in question on a daily basis. This share is
however only an estimate, which presup-
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Et leegemiddel kan skifte AT C-kode, hvis
fx hovedindikationen for stoffet eendres. I
de foreliggende opgerelser anvendes de
ATC-koder, som var geldende i 2000.

Ved angivelsen af legemiddelsalget i
maengde benyttes den af WHO fastsatte
definerede degndosis (DDD). Den defi-
nerede degndosis for et legemiddel fast-
seettes ud fra en antaget gennemsnitsdosis
per deogn for en voksen person, som far
leegemidlet pé dets hovedindikation. Ved
at benytte definerede degndoser som ma-
leenhed opnds der mulighed for sammen-
ligninger af leegemiddelforbruget uathen-
gigt af pris- og styrkeforskelle mellem for-
skellige preeparater.

For visse legemiddeltyper, eksempelvis
cancermidler, hudmidler og magistrelle
leegemidler, er det ikke muligt at fastsette
standarddoser.

Salget opgjort i mengde angives som regel
1 antallet af definerede degndoser pr. 1000
indbyggere per dogn, hvilket forbedrer
muligheden for sammenligninger mellem
terapeutiske grupper internationalt og re-
gionalt og undersegelser af udviklingsten-
denser over tid. Denne enhed, som ud-
regnes pa folgende made:

Samlet forbrug i DDD x 1000
365 x befolkningstallet

viser teoretisk den andel af befolkningen i
promille, der i gennemsnit kan veaere i be-
handling med de pageeldende leegemidler,
hvis hver person tager 1 DDD dagligt.
F.eks. angiver en maengde pa 10 DDD
per 1000 indbyggere per degn, at 10 per-
soner ud af 1000, dvs. 1 pct. af befolk-
ningen, dagligt bruger dette leegemiddel.
Denne andel er dog kun et estimat, der
har som forudseetning, at al medicinen
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poses that all sold medicines are con-
sumed, that the prescribed daily dose
agrees with the DDD, and that the me-
dicament is taken every day of the year. In
reality these criteria are seldom met.

If its use or dosing is re-evaluated, a sub-
stance's DDD may be changed. Changes
are normally allowed once annually and
made valid from January 1st of the fol-
lowing year. In this presentation the
DDDs valid in the year 2000 are used.

Inconsistencies between countries in
the use of the classification system

The use of the ATC and DDD classifica-
tion system has a long tradition in the
Nordic countries. Until the beginning of
the nineties there was a close co-operation
in the assignment of ATC codes and
DDD values for the various medicinal
products. This work is since gradually
taken over by national authorities.

For the compiling of the present the-
matic section the WHO Collaborating
Centre for Drug Statistics Methodology
compared the ATC codes and DDD
values assigned to all packages marketed
in 2 or more Nordic countries. The aim
was to uncover inconsistencies in the
classification, which may affect the valid-
ity of comparisons of medicines con-
sumption between countries. The spe-
cific results of this investigation can be
studied in appendix 1.

In all Nordic countries the ATC codes in
use are to a large degree found to be the
correct ones. Between 0.2 and 0.8 per
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indtages, at den ordinerede degndosis
stemmer overens med den definerede
degndosis, og at medicinen indtages hver
dag aret rundt. I virkeligheden er disse
forudseetninger sjeeldent opfyldt.

Etleegemiddels DDD-verdi kan @endres,
hvis praeparatets anvendelse eller dosering
revurderes. AAndringer indferes normalt
én gang om aret per 1. januar. Her er
meaengden opgjort pa grundlag af de
DDD-verdier, som var geeldende i 2000.

Uoverensstemmelse mellem landene 1
anvendelsen af ATC- og DDD-
klassifikationer.

ATC- og DDD-Klassifikationen har leen-
ge veeret anvendt i de nordiske lande.
Indtil begyndelsen af 1990’erne var der
et teet samarbejde om tildeling af ATC-
koder og DDD-verdier pa de enkelte lae-
gemidler. Herefter er dette arbejde i hoje-
re grad blevet overladt til de nationale
myndigheder.

I forbindelse med udarbejdelsen af denne
temasektion har WHO Collaborating
Centre for Drug Statistics Methodology
sammenlignet de tildelte AT C-koder og
DDD-verdier pa samtlige pakninger,
som er markedsfort i mindst 2 lande i
Norden. Formalet var at afdaekke even-
tuelle uoverensstemmelser i klassifikatio-
nen, som kunne have konsekvenser for
validiteten i sammenligninger af leege-
middelforbruget mellem landene. De
specifikke resultater af undersogelsen kan
ses i bilag 1.

Generelt kan det konstateres, at der 1 stor
udstrekning anvendes de korrekte ATC-
koder i alle nordiske lande. Der blev for



cent of all packages were found to have
an error in the 5th level of their ATC
code. About half of these errors were
correct with respect to the 4th level cod-
ing, thus minimising the effect of these
errors on the comparisons made in this
book.

In most of the ATC groups the accompa-
nying DDD values are also found to be
correct. In groups where the WHO Col-
laborating Centre does not assign DDDs,
such as dermatologicals (ATC group D)
and infusion solutions (ATC group B05),
various national DDDs, with different
values in different countries, have been as-
signed. These differences would give a
higher estimate of the consumption of the
medicines in question (and a higher total
consumption) in Sweden, Denmark, and
Iceland, compared to Finland and Nor-
way. It was therefore decided not to in-
clude DDD values for the consumption of
dermatologicals or infusion solutions.

Various other mistakes were found in the
assigned DDD values. For the ATC
groups included in this presentation,
these mistakes are corrected.

3. Medicines expenditure
development

In the introduction several causes for the
increasing medicines expenditures were
mentioned. In this chapter the focus will
be on the distribution of these costs be-
tween medicament groups and popula-
tion groups. Efforts to keep expenditures
down will also be outlined.
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landene konstateret fejl i anvendelsen af
ATC-koder pa 5. niveau i mellem 0,2 og
0,8 pct. af samtlige pakninger. For ca.
halvdelen af disse pakninger var koderne
dog korrekte pa 4. ATC-niveau, og fejlene
har derfor mindre betydning for de sam-
menligninger, der foretages i denne bog.

I de fleste leegemiddelgrupper er anven-
delsen af DDD-verdier ogséd korrekt. In-
den for grupper, hvor der fra WHO’s si-
de ikke tildeles DDD fx hudmidler
(ATC-gruppe D) og infusionsvaesker
(ATC-gruppe B0O5) har man i nogle af
landene tildelt nationale DDD-veaerdier,
og der er ikke altid overensstemmelse
mellem denne tildeling. Forskellene ville
give et hgjere estimat af forbruget af dis-
se legemidler (og det totale forbrug) i
Sverige, Danmark og Island i sammen-
ligning med Finland og Norge. Det er
derfor besluttet ikke at opgere forbrug af
hud- og infusionsmidler i DDD.

Der blev fundet enkelte andre fejl i de
tildelte DDD-vardier, men for de leege-
middelgrupper, som inddrages i denne
undersogelse, er der korrigeret for disse
fejl.

3. Udvikling i
legemiddeludgifter

I indledningen blev forskellige arsager til
de stigende udgifter til leegemidler berort.
I dette kapitel skal der ses nermere pa,
hvordan disse udgifter fordeler sig mel-
lem de enkelte legemiddel- og befolk-
ningsgrupper, samt skitseres hvilke tiltag
man har benyttet sig af i de enkelte lande
for at holde udgifterne i ave.
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Table 3.1 shows the total sales of me-
dicinal products by ATC group for each
of the Nordic countries. Sweden has by
large the highest sales, but when popula-
tion figures are accounted for, Iceland
takes the lead, as shown in table 3.2. The
reason for the high Icelandic cost per in-
habitant is a high price level, due to a
small market size and a complex distri-
bution system.

Table 3.3 shows the sales of medicinal
products in per cent by ATC main
group. In Denmark and Iceland the sales
in ATC group N, Nervous system, rep-
resent more than 1/4 of total sales.
Group N is the largest group in Sweden,
too, but here there is a smaller gap be-
tween group N and other large groups
such as group C, Cardiovascular system,
group R, Respiratory system, and group
A, Alimentary tract and metabolism. In
Greenland the antiinfectives also consti-
tute a large group. In Norway, Finland,
and in the Faeroe islands group C, Car-
diovascular system, is the largest group.
Aland largely shows the same distribu-
tion between A'T'C groups as Finland
does.

Sweden shows relatively larger sales of
medicines in ATC group A, Alimentary
tract and metabolism. This is partly due
to higher sales of anti-obesity prepara-
tions, in particular of the relatively new
substance orlistat, and partly due to a
higher consumption of agents for the
treatment of peptic ulcer and agents used
in diabetes, cf. chapter 4.
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I tabel 3.1 ses de samlede udgifter til lee-
gemidler i de enkelte nordiske lande for-
delt pd AT C-hovedgruppe. Sverige har
langt de hgjeste udgifter til leegemidler,
men nar der tages hojde for befok-
ningstallene, er det Island, der ligger i
spidsen jf. tabel 3.2. Arsagen til de hoje
udgifter per indbygger her skal primaert
findes i et hojt prisniveau, som henger
sammen med markedets ringe storrelse
og et kompliceret distributionssystem.

I tabel 3.3 ses udgifterne i ATC-
hovedgrupperne i procent af de totale ud-
gifter. I Danmark og Island udger udgif-
terne til leegemidler til nervesystemet over
% af de samlede udgifter. Ogsa i Sverige
udger disse leegemidler den storste del af
udgifterne — her er der dog mindre forskel
mellem denne leegemidddelgruppe og de
ovrige udgiftstunge grupper som leege-
midler til sygdomme i hjerte og kredslab,
leegemidler til Andedreetsorganerne og
midler til fordejelse og stofskifte. I Gron-
land bruges en stor del af udgifterne ogsa
pa antibiotika. I Norge, Finland og pa Fee-
reerne udger leegemidler til hjerte og
kredsleb den sterste del af udgifterne. Pa
Aland fordeler udgifterne sig mellem lee-
gemiddelgrupperne pa stort set samme
maéade som i Finland.

I Sverige anvendes der en forholdsvis ster-
re del af udgifterne til legemidler til forde-
jelse og stofskifte. Dette haenger i en vis
udstrekning sammen med et hgjere for-
brug af appetitnedsattende leegemidler,
iseer det forholdsvis nye middel orlistat,
men ogsd et — set i forhold til de ovrige
nordiske lande - hejt forbrug af mave-
sarsmidler og antidiabetika, se kapitel 4.
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Table 3.1  Sales of medicinal products by ATC-group, calculated in pharmacy retail
prices (million euro), 1999
Denmark  Faroe  Greenland Finland” of which Iceland Norway Sweden?
Islands Aland”

A Alimentary tract

and metabolism 162.5 9.9 0.3 177.3 0.8 13.5 157.9 356.5
B Blood and blood-

forming agents 77.7 7.4 0.1 65.9 0.5 6.6 61.4 164.9
C Cardiovascular

agents 197.7 16.2 0.3 281.0 1.2 14.1 269.0 303.9
D Dermatologicals 429 1.9 0.2 50.1 0.2 5.1 36.9 61.5
G Genito-urinary

system and sex

hormones 83.4 34 0.2 114.7 0.5 8.9 66.3 135.1
H  Systemic hormonal

preparations, excl.

Sex hormones 253 0.9 0.1 32.0 0.2 2.3 31.2 63.6
J General anti-

infectives for sys-

temic use 122.1 6.9 0.6 121.1 0.5 9.5 73.4 153.5
L Antineoplastic and

immuno-

modulating agents ~ 52.2 1.8 0.1 72.7 0.5 5.2 62.0 131.9
M Muscolo-skeletal

system 48.4 2.2 0.1 119.6 0.5 5.2 53.9 73.6
N Nervous system 360.6 14.7 0.6 248.4 1.2 32.4 243.6 390.2
P Antiparasitic prod-

ucts, insecticides

and repellents 8.1 0.3 0.0 4.2 0.0 0.5 3.2 49
R Respiratory system  163.1 6.9 0.2 153.7 0.7 11.2 163.7 170.3
S Sensory organs 27.4 1.0 0.1 29.3 0.2 2.2 325 37.0
V' Various 18.3 1.2 0.2 16.3 0.0 2.1 20.8 31.3

Total 1,389.4 74.6 3.2 14863 6.9 118.8 1,275.7  2,078.1
Of which user charges  467.5 0.0 699.5 3.0 38.7 510.8

1 For Finland primary health sector is calculated in PRP (pharmacies retail prices) and the hospital sector in PPP.

2 For Sweden sales are calculated in PPP (pharmacies purchase prices).

Note: For all countries additional sales of ex tempore preparations and preparations not granted a Marketing Authori-

sation for the country in question, are not included.

Table 3.2  Sales of medicinal products calculated in pharmacies retail prices (euro) per
inhabitant, 1999
Denmark Faroe Greenland  Finland” Aland” Iceland Norway Sweden
Islands
269 429 290 299

1

For Finland sales per inhabitant are calculated in terms of a combination of PPP and PRP, se above.
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Table 3.3  Sales of medicinal products in per cent by ATC-group, 1999 - based on
pharmacy retail prices
Denmark Faroe Greenland Finland  Aland Iceland  Norway Sweden
Islands

A Alimentary tract

and metabolism 11.7 13.3 9.5 13.2 12.2 11.3 12.4 17.0
B Blood and blood-

forming agents 5.6 9.9 3.7 5.2 7.3 5.5 4.8 8.0
C Cardiovascular

agents 14.2 21.4 9.4 17.9 17.1 11.8 21.1 15.0
D Dermatologicals 3.1 2.6 7.0 3.1 2.4 4.3 2.9 3.0
G Genito-urinary

system and sex

hormones 6.0 4.5 6.3 7.2 7.3 7.5 5.2 6.0
H  Systemic hormonal

preparations, excl.

Sex hormones 1.8 1.3 3.2 2.3 2.4 1.9 2.4 3.0
J General anti-

infectives for sys-

temic use 8.8 9.3 18.9 9.2 73 8.0 5.8 7.0
L Antineoplastic and

immuno-

modulating agents 3.8 2.4 1.7 5.7 7.3 4.4 4.9 6.0
M Muscolo-skeletal

system 3.5 2.9 2.1 7.1 73 4.4 4.2 4.0
N Nervous system 26.0 19.7 19.1 16.4 171 27.3 19.1 19.0
P Antiparasitic prod-

ucts, insecticides

and repellents 0.6 0.4 0.8 0.3 0.0 0.4 0.3 > 1

Respiratory system 11.7 9.2 7.8 9.3 9.8 9.5 12.8 8.0

Sensory organs 2.0 1.4 3.0 1.7 2.4 1.8 2.5 2.0
V' Various 13 1.6 7.7 1.5 0.0 1.8 1.6 2.0

Total 100.0 100.0 100.2 100.0 100.0 100.0 100.0 100.0
Of which user charges" 33.6 0 47.1 44.0 32.6 24.6

1 The patient share is for Finland and Sweden given with reservations, due to the calculation of the share on the
basis of a combination of Pharmacy Purchase Price and Pharmacy Retail Price (Finland) and on the basis of
Pharmacy Purchase Price (Sweden). For both countries this gives a too high patient share.

The large expenditure substances are
largely the same in all Nordic countries,
cf. table 3.4.

The antiulcerant omeprazole (A02B
CO01) is among the 10 best selling active
substances in all Nordic countries. In
Denmark, Iceland, Sweden, Aland, and
Faeroe islands it is the best selling active
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I alle landene er det i stor udstreekning de
samme leegemidler, som vejer tungt i ud-
gifterne, jf. tabel 3.4.

Mavesarsmidlet omeprazol (A02BCO01)
er blandt de 10 mest solgte leegemiddel-
stoffer i samtlige nordiske lande. I Dan-
mark, Island, Sverige, pa Aland og Feero-
erne er der tale om det mest solgte laege-



substance, in Norway it is the second
best, in Greenland the third best, and in
Finland it is number 6 on the list. The
serum lipid reducing agent simvastatin
(C10A AO01) is also among the best sell-
ing active substances in all countries ex-
cept Greenland and Aland. It is in fact
among the very best selling in all coun-
tries except Denmark. In Norway an-
other cholesterol lowering agent, atorvas-
tatin (C10A AO05) is also on the list. In all
countries except Iceland, other cardio-
vascular agents, such as the ACE inhibi-
tors, beta blocking agents, and selective
calcium channel blockers, are among
those prescribed most frequently. Anti-
depressants - most often with the active
substance citalopram (NO6A B04) - are
among the most sold medicines in all
countries except Greenland and the Fae-
roe islands, where the sales of several an-
tipsychotic agents are high. In Denmark
and Norway the antimigraine agent su-
matriptan (NO2C CO01) is on the list. In
Iceland, Sweden, and in the Aland and
Faeroe islands, blood products (B02B
DO02) and (BO3X A01) are among the
most sold medicines. In Sweden and
Greenland the growth hormone so-
matropin (HO1A CO01) is on the list. In
Finland an antibiotic JO1D A06) is
among the top 10 medicinal substances,
in the Faeroes immunoglobulins (JO6B
A02) are included, and in Greenland a
macrolide (JO1F A10) is the most sold
medicinal substance. It is noteworthy
that in Sweden the new anti-obesity
agent orlistat (AOSA B01), on the market
since 1998 only, is already among those
agents causing the heaviest medicines
expenditures. The anti-smoking agent
nicotine (NO7B A01) is also among the
top 10 medicinal substances both in Ice-
land and in Denmark.
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middelstof, i Norge det andet mest solgte
stof, i Grenland det tredje og i Finland
det sjette mest solgte leegemiddelstof. Det
kolesterolseenkende middel simvastatin
(C10AAO01) er ogsa blandt de mest solg-
te leegemiddelstoffer i alle landene, dog
ikke i Gronland og pa Aland. Bortset fra
Danmark er der tale om et af de aller
mest solgte leegemidler. I Norge indgér et
andet kolesterolseenkende middel, ator-
vastatin (C10AAO05) endvidere pa listen.
I alle landene, bortset fra Island, er ogsa
andre leegemidler til sygdomme i hjerte
og kar, fx ACE-hammere, beta-
blokerende midler og selektive calcium-
antagonister blandt de mest udgiftskrae-
vende leegemidler. Antidepressive midler
— oftest med indholdsstoffet citalopram
(NO6AB04) — ses blandt de mest solgte
leegemidler i alle landene bortset fra
Gronland og Feergerne. Her er flere anti-
psykotika til gengeeld meget solgte lege-
midler. I Danmark og Norge ses endvi-
dere migraeenemidlet sumatriptan
(N02CCO01) pa listen. I Island, Sverige,
pa Aland og Faereerne findes der blod-
produkter (B02BDO02 og B03XA01)
blandt de mest solgte legemiddelstoffer,
og i Sverige og Groenland indgar veekst-
hormonet somatropin (HO1ACO01) end-
videre pa listen. I Finland er et antibioti-
kum (JO1DAO6) at finde blandt de 10
mest solgte leegemidstoffer, pd Feroerne
immunoglobulin (JO6BAO02) og i Gren-
land er en makrolid (JO1FA10) det mest
solgte leegemiddelstof. I Sverige er det
endvidere bemerkelsesverdigt, at det
nye middel mod overvagt, orlistat
(AO8ABO1), som kun har veret mar-
kedsfert siden 1998 allerede er et af de
mest udgiftskreevende leegemiddelstoffer.
Antirygemidlet nikotin (NO7BAO1) er
desuden blandt de 10 mest solgte leege-
midler i bade Island og Danmark.
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One common characteristic among the
most sold medicines is their relatively
high price per DDD. Most of them are
quite recently introduced on the market,
from the end of the eighties to the begin-
ning of the nineties, and their share of
the total consumption is indeed larger
when measuring in currency than when
measuring DDDs, cf. table 3.5. Differing
pricing systems between the Nordic
countries may also explain why different
medicinal products are ranked as causing
the heaviest expenditures in different
countries. Tables 3.4 and 3.5 should be
interpreted with this fact in mind.
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Kendetegnende for mange af de lege-
midler, som er at finde blandt de mest
solgte, er en meget hgj pris per DDD.
Der er i stor udstreekning tale om nyere
leegemidler markedsfort i slutningen af
1980’erne eller begyndelsen af
1990’erne. De pageldende leegemiddel-
stoffer udger derfor ogsa en sterre andel
af de samlede udgifter end af det samlede
mangdeforbrug, jf tabel 3.5. Forskellig
prisfastseettelse pa leegemidler i de nordi-
ske lande kan selvfolgelig have betydning
for, hvilke leegemidler, der er blandt de
mest udgiftskreevende midler i de forskel-
lige lande, og tabel 3.4 og 3.5 skal tolkes
under hensyn til dette.
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Table 3.4 The 10 top-selling active substances calculated in terms of pharmacy

retail prices, 1999

Denmark Faroe Islands Greenland Finland

1 A02BCO1 A02BCO1 JO1FA10 MO1AEOQ1
Omeprazole Omeprazole Azithromycin lbuprofen
Drug for treatment Drug for treatment of ~ Macrolide and Anti-inflammatory
of peptic ulcer peptic ulcer lincosamide analgesic

2 RO3BA02 B02BD02 NO2BEO1 NOG6ABO4
Budesonide Coagulation factor VIII  Paracetamol Citalopram
Inhalation corticoster- Hemostatic Analgesic Antidepressant
oid and antipyretic

3 NO2BEO1 C08CA01 A02BCO1 C10AA01
Paracetamol Amlodipine Omeprazole Simvastatin
Analgesic and Selective calcium Drugs for treatment Cholesterol and
Antipyretic channel blocker of peptic ulcer triglyceride reducer

4 NOB6ABO4 C10AA01 NO2BA51 C09AA02
Citalopram Simvastatin Acetylsalicylic acid Enalapril
Antidepressant Cholesterol and Analgesic and antipy-  ACE-inhibitor

triglyceride reducer retic

5 CO8CAO1 C07AB02 NO5AB0O3 C07AB02
Amlodipine Metoprolol Perphenazine Metoprolol
Selective calcium Beta blocking agent Antipsychotic Beta blocking agent
channel blocker

6 NO02CCO1 R0O3BA02 NO5AHO3 A02BCO1
Sumatriptan Budesonide Olanzapine Omeprazole
Antimigraine Inhalation corticoster- Antipsychotic Drug for treatment
preparation oid of peptic ulcer

7 NO7BAO1 NO2BEO1 C09AA02 A10ACO1
Nicotine Paracetamol Enalapril Insulin (human)
Antismoking agent Analgesic and ACE-inhibitor Insulin and analogue

antipyretics

g NO5AHO3 N02CCO1 HO1ACO1 RO3BA05
Olanzapine Sumatriptan Somatropin Fluticasone
Antipsychotic Antimigraine preparation Anterior pituitary lobe Inhalation

hormone corticosteroid

g9 C10AA01 C08CA02 JO5AE04 JO1DAO6
Simvastatin Felodipin Nelfinavir Cefuroxime
Cholesterol and Selective calcium Antiviral Beta-lactam
triglyceride reducer channel blocker antibacterial

10 NO2BA51 JO6BA02 R0O3BA02 GO3CA03
Acetylsalicylic acid, Immunoglobulin Budesonide Estradiol
comb excl psycholep-  Immunoglobulin Inhalation Estrogen
tics corticosteroid

Analgesic

The table continues. ..
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Table 3.4, continued
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Aland Iceland Norway Sweden
1 A02BCO1 A02BCO1 C10AA01 A02BCO1
Omeprazole Omeprazole Simvastatin Omeprazole
Drug for treatment Drug for treatment Cholesterol and Drug for treatment
of peptic ulcer of peptic ulcer triglyceride reducer of peptic ulcer
2 B02BD02 NO7BAO1 A02BCO1 NO6AB0O4
Coagulation factor VIl Nicotine Omeprazole Citalopram
Hemostatic Antismoking agent Drug for treatment Antidepressant
of peptic ulcer
3 CO8CAO01 C10AA01 C10AA05 NO2BEO1
Amlodipine Simvastatin Atorvastatin Paracetamol
Selective calcium Cholesterol and Cholesterol and triglyc- Analgesic and
channel blocker triglyceride reducer eride reducer antipyretic
4 CO9AAOQ5 NO6ABO3 C08CA01 C10AA01
Ramipril Fluoxetine Amlodipine Simvastatin
ACE-inhibitor Antidepressant Selective calcium Cholesterol and
channel blocker triglyceride reducer
5 JO6BA02 NO6ABO5 RO3BAOS5 A08ABO1
Immunoglobulin Paroxetine Fluticasone Orlistat
Immunoglobulin Antidepressant Inhalation Antiobesity preparation
corticosteroid
6 LO2AE03 B02BD02 R0O3BA02 R0O3BA02
Goserelin Coagulation factor VIII  Budesonide Budesonide
Hormone Hemostatic Inhalation Inhalation
corticosteroid corticosteroid
7  MO1AEO1 NO6ABO4 NO6ABO4 HO1ACO1
Ibuprofen Citalopram Citalopram Somatropin
Anti-inflammatory Antidepressant Antidepressant Anterior pituitary lobe
analgesic hormone and analogue
g NO2BEO1 RO3BAO5 NO2BEO1 C07AB02
Paracetamol Fluticasone Paracetamol Metoprolol
Analgesic Inhalation Analgesic and Beta blocking agent
and antipyretic corticosteroid antipyretic
g9 NO6ABO4 NO2BE51 C09AA02 BO3XA01
Citalopram Paracetamol, Enalapril Erythropoietin
Antidepressant Combinations excl. ACE-inhibitor Antianemic
psycholeptic preparation
Analgesic and
antipyretic
10 RO3BA02 RO3BA02 N02CCO1 B02BD02
Budesonide Budesonide Sumatriptan Coagulation factor VIII
Inhalation Inhalation Antimigraine Hemostatic
corticosteroid corticosteroid preparation
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Table 3.5 The share of the 10 top-selling active substances out of total sales, per cent,

1999
Denmark  Faroe  Greenland  Finland Aland Iceland  Norway  Sweden
Islands
The share of top10 out
of total sales in DDD 13 26 20 13 12 12 14 11
The share of top10 out
of total sales in costs 18 14 20 14 18 21 19 19

In Denmark, Sweden, and Finland, the
medicines expenditures may be split be-
tween the primary health sector and the
hospital sector. The primary health sec-
tor is the largest, and the characteristics
applicable to the total medicinal expendi-
tures are thus also valid here. The hospi-
tal share amounts to 10 - 20 per cent of
total medicinal expenditures. The large
hospital expenditures are due to exten-
sive consumption of agents affecting
blood and blood forming organs (ATC
group B), antibiotics (ATC group J),
and agents affecting the nervous system
(ATC group N). In Denmark the anti-
neoplastic agents also form an expensive
group. It is difficult to compare medici-
nal expenses in the hospital sector be-
tween the countries, as hospitals pay
widely different prices for the same
medicines; prices highly different from
those operating in the primary health
sector.

I Danmark, Sverige og Finland kan lee-
gemiddeludgifterne opdeles mellem den
primere sundhedssektor og sygehussek-
toren. Langt den storste del af udgifterne
kan dog henfores til den primere sektor,
og de karakteristika, som var geldende
for de samlede legemiddeludgifter gor
sig derfor ogsa gaeldende her. Udgifterne
til de leegemidler, som bruges pa sygehu-
sene, ligger mellem 10 og 20 pct. af de
samlede udgifter. Generelt anvendes der
pa sygehusene mange udgifter til lege-
midler med effekt pa blod og bloddan-
nende organer (AT C-gruppe B), anti-
biotika (AT C-gruppe J) og legemidler til
nervesystemet (ATC-gruppe N). I
Danmark anvendes endvidere en stor del
af udgifterne til cancermidler. Det er dog
generelt set sveert at sammenligne udgif-
terne 1 denne sektor mellem landene, da
sygehusene erhverver sig leegemidler til
vidt forskellige priser og til helt andre
priser end apotekerne i den primaere sek-
tor.
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Table 3.6  Sales of medicinal products calculated in pharmacies retail prices, (million
euro) in primary health care by ATC-group, 1999

ATC-group Denmark Finland Sweden"
A Alimentary tract and metabolism 151.6 190.7 3383
B Blood and blood-forming agents 13.4 35.0 122.6
C Cardiovascular agents 193.8 269.4 292.8
D Dermatologicals 42.1 46.8 64.7
G Genito-urinary system and sex hormones 79.2 110.8 132.8
H Systemic hormonal preparations, excl. sex hormones 13.3 271 56.8
J General anti-infectives for systemic use 81.1 71.8 95.3
L Antineoplastic and immuno-modulating agents 5.6 50.1 102.2
M Muscolo-skeletal system 44.4 111.2 68.1
N Nervous system 331.9 213.9 348.5
P Antiparasitic products, insecticides and repellants 7.9 4.0 4.5
R Respiratory system 159.6 148.7 164.6
S Sensory organs 26.6 27.6 35.2
V Various 4.7 3.9 7.9
Total 1,155.4 1,310.9 1,834.3

1 For Sweden sales are calculated in pharmacies purchase prices

Table 3.7 Sales of medicinal products calculated in pharmacies purchase prices (mil
lion euro) in the hospital sector by ATC- group 1999

ATC-group Denmark” Finland Sweden
A Alimentary tract and metabolism 10.9 18.2 13.6
B Blood and blood-forming agents 64.3 30.9 53.3
C Cardiovascular agents 3.9 11.6 7.9
D Dermatologicals 0.8 3.4 3.4
G Genito-urinary system and sex hormones 43 3.9 2.3
H Systemic hormonal preparations, excl. sex hormones 12.0 4.9 45
J General anti-infectives for systemic use 41.0 49.3 47.7
L Antineoplastic and immuno-modulating agents 46.5 22.5 18.2
M Muscolo-skeletal system 4.0 8.4 5.7
N Nervous system 28.6 34.5 35.2
P Antiparasitic products, insecticides and repellants 0.1 0.2 0.0
R Respiratory system 3.5 5.0 3.4
S Sensory organs 0.8 1.7 1.1
V Various 13.6 12.4 25.0
Total 234.41 206.5 221.3

1 For Denmark the figures represent pharmacy prices towards hospital departments, i.e. Pharmacy Purchase Price
plus profits.

Tables 3.8 and 3.9 list sales of reim- I tabel 3.8 og tabel 3.9 ses udgifterne til til-
bursed medicinal products by sex and skudsberettigede leegemidler fordelt pa ken
age for Denmark, Finland, and Sweden. og alder for Danmark, Finland og Sverige.
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The tables show that sales in the age
groups 45 - 64 years and above 64 years
are about equal. In Sweden women in
the age group 15 - 44 years show about
the same sales as women in the older age
groups. This is probably due to the fact
that Sweden - contrary to the other
countries - reimburses contraceptive
pills. Per inhabitant the sales are far
higher, however, for the age group above
64 years. This tendency is most marked
in Denmark and Finland.

The tables also show that for all age
groups except the youngest, expenses
per inhabitant are higher for women than
for men. This is true for all three coun-
tries. In Finland it is remarkable that
sales per inhabitant among women in the
group above 64 years are lower than
those among men of the same age group.
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Af tabellerne fremgéar det, at udgifterne
blandt de 45-64 arige og de pa 65 ar eller
derover er omtrent lige store. I Sverige er
udgifterne blandt kvinder mellem 15 og
44 ar endvidere af samme storrelsesor-
den som udgifterne indenfor de aldre al-
dersgrupper, men dette formodes at
henge sammen med, at p-piller her — i
modsatning til de gvrige lande — er til-
skudsberettigede. Per person er udgifter-
ne dog langt hejere for de pa 65 ar eller
derover. Denne tendens er mest udtalt i
Danmark og Finland.

Endvidere ses det, at udgifterne per person
generelt er hojere blandt kvinder end blandt
meend i alle aldersgrupper bortset fra de
helt unge, og dette er gaeldende i alle tre
lande. I Finland er det dog bemaerkelses-
veerdigt, at udgifterne per person blandt de
eldre kvinder pa 65 ar eller derover er lave-
re end udgifterne per person blandt meen-
dene i den samme aldersgruppe.

Table 3.8  Sales of reimbursed medicinal products by sex and age, calculated in phar-
macies retail prices (million euro), 1999

Denmark Finland Sweden
Males Females Males Females Males Females
Mand Kvinder Mend Kvinder Mend Kvinder
0-14 years 15.9 12.1 28.3 19.9 49.9 28.1
15-44 years 81.7 107.1 91.5 112.1 311.6 407.2
45-64 years 139.3 177.7 169.2 194.0 342.6 408.5
Over 64 years 142.5 206.7 156.0 230.9 236.6 408.6

Table 3.9  Sales of reimbursed medicinal products by sex and age per inhabitant, cal-
culated in pharmacies retail prices (euro), 1999
Denmark Finland Sweden
Males Females Males Females Males Females
Meend Kvinder Maend Kvinder Mand Kvinder
0-14 years 32 25 59 43 59 35
15-44 years 73 99 86 109 176 240
45-64 years 205 263 250 285 307 371
Over 64 years 433 448 538 488 364 461
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Another characteristic is the uneven sales
distribution in the population. Relatively
few people make up for a major part of
the total sales. This is shown in figure
3.1, using the Lorenz graph. The figure
shows that 5 per cent of the patients con-
sume as much as 40 per cent of all reim-
bursed medicines, and that 50 per cent
of the patients consume as much as 96
per cent of all reimbursed medicines.
This Lorenz graph can only be made for
Denmark, as Denmark is the only coun-
try with records of medicinal expenses
on individual level. Similar distribution
patterns are, however, thought to exist in
the other Nordic countries.

Figure 3.1.
Denmark, 1999.
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Det er endvidere karakteristisk, at leege-
middelforbruget er meget skeevt fordelt i
befolkningen. Forholdsvis fa personer star
for en anseelig andel af de samlede udgif-
ter. Dette far man et indtryk af i lorenz-
kurven i figur 3.1. Figuren viser, at 5 pct.
af de personer, som keber flest tilskudsbe-
rettigede leegemidler star for 40 pct. af ud-
gifterne. Halvdelen af de personer, som
keber flest legemidler, stir for 96 pct. af
de samlede udgifter. Denne lorenz-kurve
kan kun laves for Danmark, da man her,
som det eneste land, registrerer leegemid-
delforbruget pa individniveau. Det ma
dog antages, at lignende forhold gor sig
geldende i1 de ovrige nordiske lande.

Lorenz graph showing the distribution of reimbursed medicines expenses in
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Per cent of patients

As the great majority of medicines used
in the primary health sector are reim-
bursed, the increasing medicines ex-
penses seen in the Nordic countries in
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Da langt storstedelen af de leegemidler,
som anvendes i den primere sundheds-
sektor, er tilskudsberettigede, har de sti-
gende udgifter pa legemiddelomradet,



the past decade are paralleled by steeply
increasing public expenses.

Table 3.10 lists public reimbursement of
medicinal products in the primary health
sector, in fixed prices. Most countries
show a doubling of costs. As medica-
ment consumption in hospitals is free for
the patients in all countries, total public
expenses will be higher than shown in
the table.

When public reimbursement costs are
compared to total sales, as seen in figure
3.2, it is seen, however, that the public
share of total costs is constant or de-
creasing through the nineties. As not all
countries are able to split costs between
the different health sectors, the public
share is calculated in relation to total
costs, including hospital costs. Varia-
tions in hospital costs may therefore
cause minor changes in the calculated
total public share.
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som de nordiske lande har oplevet inden
for de seneste 10 ar, ogsd betydet vee-
sentlige stigninger i det offentliges til-
skud til legemidler.

I tabel 3.10 ses det faktiske offentlige til-
skud til legemidler i den primeere sund-
hedssektor i faste priser, og for de fleste
lande er der tale om en fordobling af ud-
gifterne. Da forbruget af leegemidler pa
sygehusene i alle landene er gratis for
patienterne, vil det offentliges udgifter til
leegemidler totalt set vaere hojere.

Opgores det offentlige tilskud i stedet i
procent af de samlede udgifter, jf. figur
3.2, ses det dog, at det offentliges andel af
de samlede udgifter har veeret konstant el-
ler faldende op igennem 1990’erne. Da
ikke alle lande kan opdele udgifterne mel-
lem de forskellige sundhedssektorer, er
andelen beregnet i forhold til de samlede
udgifter inkl. udgifterne i sygehussekto-
ren, hvorfor eventuelle udsving i syge-
husudgifterne arene imellem kan betyde
mindre eendringer i den beregnede andel.

Tabel 3.10  Public reimbursement to medicinal products in the primary health sector,
1990-1999 (million euro), 1999-prices
Danmark" Finland Island Norge Sverige
1990 361 43 334 844
1991 401 38 373 871
1992 399 42 407 965
1993 . 401 37 432 973
1994 582 436 42 459 1,113
1995 601 476 46 505 1,221
1996 604 525 49 555 1,333
1997 624 568 50 599 1,194
1998 652 572 53 658 1,488
1999 651 611 61 697 1,663

1 In Denmark local authorities may also reimburse medicines expenses, but as such data are not available for the
years prior to 1994, figures for the period 1990 - 93 are not included.
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Table 3.11  Public reimbursement to medicinal products in the primary health sector per
inhabitant (euro), 1999

Denmark Finland Iceland Norway Sweden
122 118 220 156 188

Figure 3.2  Public reimbursement to medicinal products in the primary health sector in
per cent of total sales, 1990 - 1999
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1990 91 92 93 94 95 96 97 98 99

Denmark Finland Iceland Norway Sweden

Note: In Denmark local authorities may also reimburse medicines expenses, but as such data are not available for
the years prior to 1994, figures for the period 1990 - 93 are not included. For Finland the public share of total ex-
penses is calculated on the basis of sales in Pharmacy Purchase Price. The public share of total expenses will
hence be overestimated. Many Danes also have private health insurance policies, which reimburse smaller or lar-
ger parts of patient shares.

The figure shows that the public share of Figuren viser, at der faktisk er stor for-
total medicines expenses varies greatly skel mellem landene i, hvor stor en andel
between the countries. Sweden has the af leegemiddeludgifterne staten refunde-
largest public share of expenses, followed rer. Sverige er det land, hvor statens del
by Finland, Norway, Iceland, and Den-  af udgifterne udger den storste andel,
mark (1999). The public share for Fin-  derefter kommer i 1999 Finland, Norge,
land is overestimated, however, as the Island og Danmark. For Finland er det
share is calculated on the basis of phar-  offentliges andel af finansieringen over-
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macy purchase sales. The public share of
total expenses is 45 per cent in Denmark
and 63 per cent in Sweden.

As previously mentioned the public share
of total medicinal costs has been decreas-
ing in several countries. This is true for
Finland, Iceland, and Denmark, whereas
in Norway a faint increase is seen through
the nineties, except for a minor decrease
in 1999. In Sweden there was a rise in the
reimbursement share in 1993 - 94 and
another rise following the introduction of
their new reimbursement system in 1998.

The falling public share of total medi-
cines expenses is due to several efforts in
the countries to resist increasing public
expenses in this area. In 1991 Denmark
introduced a reference price system, fix-
ing the reimbursement for generic medi-
cines relative to the average of the two
cheapest packages of reciprocally syn-
onymous medicines. In 1993 generic
substitution was introduced in the phar-
macies, compelling pharmacies to dis-
pense the cheapest generic medicine,
when the doctor had advised this on the
prescription. In 1997 generic substitu-
tion was reversed, now compelling
pharmacies to substitute for a cheaper
generic unless the doctor had opposed
this on the prescription. In the middle of
the nineties reimbursement percentages
were reduced, and a number of medi-
cines lost their reimbursement status.
Parallel import has been practised in
Denmark since the beginning of the
nineties. In combination with several
agreements on price and expense limits
with the industry this caused prices on
medicines to fall during the past decade.
In 1999 the Institute for Rational Phar-
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vurderet, fordi andelen her er beregnet
ud fra AIP-omsatningen. Det offentliges
andel af de samlede udgifter er i Dan-
mark pa 45 pct., mens den i Sverige er
pa 63 pct..

Som nevnt har det offentliges andel af
de samlede leegemiddeludgifter veeret
faldende i flere lande. Dette gaelder for
Finland, Island og Danmark, mens den i
Norge har veeret svagt stigende op igen-
nem 1990'erne bortset fra 1999, hvor der
var et mindre fald. I Sverige var der en
stigning i tilskudsprocenten i 1993-1994
og igen efter indferelsen af det nye til-
skudssystem 1 1998.

Det offentliges faldende andel af de sam-
lede lzegemiddeludgifter er resultatet af
forskellige tiltag i landene for at imedega
de stigende offentlige udgifter pa omra-
det. I Danmark blev der i 1991 indfort et
referenceprissystem, hvorefter tilskuddet
til generiske leegemidler, fastseettes ud fra
gennemsnittet af de to billigste pakninger
af indbyrdes synonyme leegemidler. I
1993 blev der indfert generisk substituti-
on pa apotekerne, hvorefter disse havde
pligt til at udlevere det billigste generiske
legemiddel, safremt leegen havde marke-
ret muligheden for dette pa recepten. I
1997 blev denne generiske substitution
omvendt, siledes at apoteket herefter
skal substituere til et billigere leegemid-
del, med mindre laegen pa recepten har
modsat sig dette. I midten af 1990'erne
blev tilskudsprocenterne nedskrevet, lige-
som en raekke leegemidler lobende har
mistet deres tilskudsstatus. Siden starten
af 1990'erne har der eksisteret parallel-
import i Danmark. Dette i kombination
med adskillige aftaler med industrien om
pris- og udgiftsloft har betydet, at laege-
middelpriserne generelt set har vaeret fal-
dende i de seneste 10 ar. I 1999 blev der
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macotherapy was founded to guide doc-
tors to a rational prescribing, also with
respect to cost accounts, by elaborating
treatment guides.

Until 1994 Norwegian prices on medi-
cines were fixed on wholesaler purchase
level. Since 1994 the price is fixed on
pharmacy purchase level, and manufac-
turers and wholesalers have to negotiate
their profit split. The EEA agreement
ended the monopoly status until then
held by the Norwegian Medicinal Depot,
and additional wholesalers entered the
market. The wholesaler profit hence fell,
as did prices on medicines, but falling
prices were also due to steadily shrinking
pharmacy profits through the nineties.
The same EEA agreement opened up for
parallel imports into Norway, too. In
1993 Norway introduced a price refer-
ence system for a limited number of me-
dicinal substances, in 1998 extended to
comprise most groups of generic sub-
stances and parallel imports. In 1995 the
authorities discontinued the fixed pricing
of over-the-counter medicines.

In Iceland several legal changes have
been made to keep down medicinal
prices and public shares of medicinal ex-
penditures. The profit system is
changed, so that cheep medicines have a
higher per cent profit, and expensive
medicines have a lower per cent profit.
Maximum and minimum values to be
covered by the patient, and shares to be
publicly reimbursed, have been changed
continuously. In the attempt to keep
public expenses within budgets, medi-
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desuden oprettet et Institut for Rationel
Farmakoterapi, som fremover skal vejle-
de leeger i ordinere rationelt, herunder
prisbevidst, ved at udarbejde behand-
lingsvejledninger.

I Norge blev prisen pa leegemidler indtil
1994 fastsat pa grossistindkebsniveau.
Fra 1994 og fremover bliver prisen fast-
sat pa All’-niveau, og producenter og
grossist ma herefter blive enige om,
hvordan dette belob skal deles. Som folge
af EQS-aftalen blev det grossistmonopol,
som Norsk Medicinal Depot hidtil havde
haft, brudt, og flere akterer kom pa mar-
kedet. Grossistavancen er herefter faldet
med faldende leegemiddelpriser til folge.
Dette har ogsa vaeret en konsekvens af en
lobende reducering af apotekernes avan-
ce op igenne 1990'erne. Samme EOS-
aftale medferte ogsé, at der blev dbnet op
for parallelimport til Norge. I 1993 blev
der endvidere indfert referenceprissy-
stem pa et begrenset antal leegemidler.
Dette antal blev i 1998 udvidet til at geel-
de de fleste grupper af generiske leege-
midler, ligesom parallelimporterede le-
gemidler herefter indgér i beregningen af
referencepriserne. I 1995 opherte myn-
dighedernes prisfastseettelse pa hand-
kobslegemidler.

I Island er der i de seneste ar foretaget en
reekke lovendringer dels med henblik p4,
at holde priserne pé leegemidler sé lave
som muligt, og dels med henblik pa at
seenke det offentliges andel af leegemid-
deludgifterne. Der er sket en @ndring af
avancesystemet, saledes at der er en hoje-
re procentuel avance pa de billigste le-
gemidler og en lavere péd de dyre. Desu-
den er der lobende sket @ndringer i de
maksimum- og minimumsbeleb, som pa-
tienten selv skal betale, og den procent-



cines are also continuously being de-
prived of their reimbursement status. In
1995 a reference price system, in line
with the systems in use in the other Nor-
dic countries, was introduced. This en-
compasses about 20 per cent of all mar-
keted medicines. In 1995 the authorities
initiated the elaboration of a list of rec-
ommendations to help doctors choose
the best treatment for the most common
ailments, with respect to effect and cost.
This list is now continuously being up-
dated, and large efforts are made to
promote its use among students of medi-
cine and practising physicians.

In Sweden a number of changes were
made in the reimbursement system dur-
ing the nineties, increasing the share paid
by the patient. Until 1997 expenses for
doctor's appointments and medicines
were added, and when the patient
reached a certain expense limit, the sur-
plus was publicly reimbursed. In 1997 a
change was made, relating public reim-
bursement to the patient's total expenses,
and the maximum limit for patient ex-
penses was split into doctor's appoint-
ment expenses and medicines expenses,
with a medicines expense limit of 1,300
SEK. All medicines expenses above
1,300 SEK were not payable by the pa-
tient. In 1999 this limit was raised to
1,800 SEK.

In Finland several changes were intro-
duced in the reimbursement system in
the beginning of the nineties, increasing
the patient share of total costs. In the lat-
ter half of the past decade it was tried to
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del, som det offentlige finansierer. Der-
udover fratages leegemidler lobende deres
tilskudsstatus i forseget pa at holde de
offentliges udgifter inden for budgetter-
ne. I 1995 blev der indfort et reference-
prissystem svarende til det, som er geel-
dende i andre nordiske lande, og dette
system omfatter ca. 20 pct. af de mar-
kedsforte leegemidler. I 1995 pabegynd-
tes arbejdet med at udvikle en offentlig
rekommendationsliste til leegerne, af
hvilken det fremgéar, hvad der er den
bedste behandling af de mest almindelige
sygdomme - bade hvad angar effektivitet
og pris. Denne liste opdateres nu leben-
de, og der pégér et stort arbejde med at
udbrede kendskabet og anvendelsen af
denne liste bade blandt leegestuderende
og praktiserende laeger.

I Sverige er der op igennem 1990'erne
sket en raekke eendringer i tilskudssyste-
met, sdledes at patientens egenbetaling er
blevet hgjere. Frem til 1997 blev udgif-
terne til legemidler og leegebeseg opgjort
sammen, og nér patienten ndede til en vis
grense overtog det offentlige betalingen
af samtlige udgifter. Med endringen i til-
skudssystemet i 1997, hvorefter det of-
fentliges tilskud er blevet atheengigt af
patientens samlede udgifter, blev maksi-
mumsgraensen for egenbetaling adskilt i
udgifter til leegemidler og udgifter til be-
taling af leegebesog m.m., og frikorts-
grensen blev for leegemidler 1.300 kr.
Dyvs. alle udgifter over dette belgb blev
gratis for patienten. Denne greense blev i
1999 sat op til 1.800 kr.

I Finland blev der i begyndelsen af
1990'erne indfert en reekke @endringer i
tilskudssystemet, som medferte en hgjere
egenbetaling for patienterne. I den senere
halvdel af dette arti har man forsegt, at fa
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keep medicine prices down by lowering
the VAT from 12 per cent to 8 per cent.
Pharmacy profits were also cut down,
and price differences between original
and parallel imported medicines have
shrunk. In 1998 - 1999 the price decid-
ing authorities reviewed all fixed price
medicines, wholesaler prices, and phar-
macy profits.

As is evident from the above, most Nor-
dic countries have tried to keep medicine
prices down, either by stimulating com-
petition, or by forcing prices down by
changing profit structures, changing the
basis for price decisions, or introducing
maximum expenditure levels. In the past
decade, the reimbursement systems, too,
although widely different, in most coun-
tries underwent changes, so that the pa-
tients pay larger shares of the total ex-
penses. However, public expenses are
still rising, more or less to the same de-
gree as the rise in total medicines ex-
penses. The various efforts only offer a
short lasting delay. The combination of
solid marketing of new and expensive
medicines, patient pressure - often
through well established patient organi-
sations - to get them, and free prescrib-
ing rights of the medical profession,
make it difficult for the authorities to re-
verse this development.

4. Medicines consumption

development
This section will discuss details in the
medicines consumption in the Nordic

countries and developmental trends
within certain medicine groups.
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priserne pa leegemidlerne nedsat ved at
senke dels momsen fra 12 til 8 pct. og dels
apotekernes avance. Desuden er prisfor-
skellene mellem originale og parallelimpor-
terede leegemidler mindsket. I 1998-1999
gennemgik den prisfastseettende myndig-
hed endvidere samtlige leegemidler med fa-
ste priser og revurderede grossistpriser og
apotekernes salgsmarginer.

Som det ses af ovenstiende gennemgang
har man i de fleste af de nordiske lande
forsegt at holde priserne pa leegemidler
nede, enten ved at indfere konkurren-
ceskabende tiltag eller ved at tvinge pri-
serne ned med @ndringer i avancestruktu-
ren, endringer i prisfastsaettelsen eller ind-
forsel af prisloft m.v. Desuden er tilskuds-
systemerne - si forskellige de end matte
vaere - 1 nasten alle landene blevet eendret
inden for de sidste 10 ar pa en made, sa
patienterne alt andet lige betaler en storre
del af udgifterne. Pa trods af dette stiger
det offentliges udgifter, og det i stort set
samme takt som de samlede leegemiddel-
udgifter. De enkelte tiltag formar kun i et
kortere tidsrum at bremse op i denne ud-
vikling. Kombinationen af kraftig mar-
kedsforing af nye, dyre preeparater, pati-
enters pres for at fa nye leegemidler - ofte
igennem veletablerede patientforeninger -
og laegers fri ordinationsret gor det sveert
for myndighederne at vende denne udvik-
ling.

4. Udvikling i
legemiddelforbrug

I dette afsnit skal der ses naermere pa lee-
gemiddelforbrugets sammensatning i de
nordiske lande og udviklingen i forbruget
inden for udvalgte leegemiddelgrupper.



Table 4.1 lists total sales of medicinal
products in the Nordic countries, by
ATC main groups. The sales are highest
in Sweden, followed by Finland, and
Norway, whereas sales in Denmark and
Iceland are somewhat lower. Aland is in
line with Finland, sales in the Faeroe is-
lands are somewhat lower than in Ice-
land, and Greenland has markedly lower
sales than all the other countries.

In all Nordic countries sales are concen-
trated around a few medicament groups:
cardiovascular agents (ATC group C),
nervous system (ATC group N), respira-
tory system (ATC group R), alimentary
tract and metabolism (ATC group A),
and sexual hormones (ATC group G).

The size of ATC group A differs greatly
between the countries. In Sweden the
size is about twice that of Iceland and
Denmark. With the exception of Green-
land and the Faeroe islands, use of car-
diovascular medicines and sex hormones
is at the same level in all countries.
Greenland has much lower sales in both
groups, whereas the Faeroe islands have
markedly higher sales of cardiovascular
medicines and lower sales of sex hor-
mones. In Denmark, Iceland, and Swe-
den more medicines acting on the central
nervous system are used than in the
other countries, whereas Norway and
Sweden take the lead for medicines for
respiratory diseases.

These differences have many causes.
Morbidity may differ between countries.
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I tabel 4.1 ses det samlede leegemiddel-
forbrug i de nordiske lande fordelt pa
ATC-hovedgrupper. Forbruget af leege-
midler er hgjest 1 Sverige, derneest kom-
mer Finland og Norge, mens Danmark
og Island har et lidt lavere forbrug. Aland
er stort set pa hejde med Finland, for-
bruget pd Feergerne er lidt lavere end i
Island, mens forbruget i Grenland er
markant lavere end i de ovrige lande.

I alle nordiske lande er forbruget koncen-
treret om forholdsvis fa leegemiddel-
grupper. Det drejer sig om leegemidler
mod sygdomme i hjerte og kredsleb
(ATC-gruppe C), leegemidler til nerve-
systemet (ATC-gruppe N), legemidler
til 4ndedreetsorganerne (AT C-gruppe
R), legemidler til fordoejelse og stofskifte
(ATC-gruppe A) og kenshormoner
(ATC-gruppe G).

Mellem landene er der stor forskel pa,
hvor meget medicin til fordejelse og stof-
skifte, der anvendes. I Sverige er forbruget
ca. dobbelt sa stort som 1 Island og Dan-
mark. Ser man bort fra Grenland og Fee-
roerne, er forbruget af leegemidler til syg-
domme i hjerte og kredsleb til gengzeld
stort set pa samme niveau i alle landene,
og det samme geelder for forbruget af
kenshormoner. I Grenland er forbruget i
begge grupper meget lavere, mens forbru-
get af leegemidler til hjerte og kredsleb er
markant hgjere pa Feroerne og forbruget
af kenshormoner noget lavere. I Dan-
mark, Island og Sverige anvendes der me-
re medicin til nervesystemet end i de ovri-
ge lande, mens Norge og Sverige topper
med hensyn til forbrug af leegemidler til
andedreetsorganer.

Arsagerne til forskellene i legemiddel-
forbruget kan findes i flere forhold. Syg-
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Demographic differences may play a
role. The proportion of elderly may dif-
fer between the countries, or there may
be variations in the shares of men,
women, or age groups with high relative
consumption of various medicines.
Therapeutic traditions may differ be-
tween countries, and there may be varia-
tions in prescribing habits on various lo-
cal geographic levels within each coun-
try. Finally, the availability of medicines
and medical care may be unevenly dis-
tributed. The spectrum of over-the-
counter medicines can be broad or nar-
row, and the availability of reimburse-
ment will also highly influence the con-
sumption.
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domsforekomsten kan vere forskellig
landene imellem. Demografiske forskelle
kan endvidere betyde, at der er en storre
andel @ldre 1 ét land end i et andet, eller
der kan vare en storre andel meend eller
kvinder eller aldersgrupper, som har et
hojt forbrug af en eller flere typer leege-
midler. Der kan veaere store forskelle i de
terapeutiske traditioner landene imellem,
pa samme made som der kan vere for-
skelle i leegernes ordinationsvaner mellem
geografiske omrader inden for de enkelte
lande. Endelig kan der veere forskelle i
adgangen til leeger og adgangen til leege-
midler. Feerre eller flere legemidler kan
veere 1 hdndkeb og patienternes mulighed
for at fa tilskud og dermed en lavere
egenbetaling kan ogsa have stor betyd-
ning for forbruget.
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Table 4.1 Sales of medicinal products in total, DDD/1000 inhabitants/day by ATC-
group, 1999

Denmark  Faroe Greenland Finland Aland Iceland  Norway Sweden
Islands

A Alimentary
tract and me-
tabolism 110 131 46 143 132 85 126 199
B Blood and
blood-forming 60 32 6 103 84 26 84 103
agents

C Cardiovascular
agents 233 320 73 277 246 214 261 271

G Genito-urinary

system and

sex hormones 106 82 49 129 128 128 105 131
H Systemic hor-

monal prepa-

rations, excl.

Sex hormones 23 19 7 29 41 31 32 35
J General anti-

infectives for

systemic use 14 17 19 21 21 22 15 17
L Antineoplastic

and immuno-

modulating

agents 3 2 1 3 4 3 4 5
M Muscolo-

skeletal

system 36 27 17 71 52 51 40 46

N Nervous
system 204 145 75 169 130 225 153 208

P Antiparasitic
products, in-
secticides and
repellents 2 1 1 1 2 1 - 1

R Respiratory
system 106 74 42 108 102 94 146 134

S Sensory
organs 8 5 2 12 1 9 15 16

Total 905 855 338 1,068 954 893 997 1,166

Note: Sales of BO5 and D are excluded from this table because of differences in the use of national DDDs. A11 is
excluded because of differences in the definitions of medicinal and non-medicinal products.

A presentation of the 10 top-selling ac-  En opgerelse af de 10 mest anvendte lee-
tive substances (by DDDs) show some  gemiddelstoffer (efter DDD) viser ogsa
variation between the Nordic countries, en vis forskel mellem de nordiske lande,
but some substances or substance groups men en del stoffer eller stofgrupper gar
dominate. igen.
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Table 4.2 The 10 top-selling active substances calculated in terms of volume (DDD),

1999
Denmark Faroe Islands Greenland Finland
1T C03CA01 CO3ABO1 NO2BEO1 BO1AC06
Furosemide Bendroflumethiazide and Paracetamol Acetylsalicylic acid
High-ceiling potassium Analgesic and antipyretic Antithrombotic agent
diuretic Low-ceiling diuretic,
thiazide
2 NO02BEO1 C03CA01 CO3ABO1 C09AA02
Paracetamol Furosemide Bendroflumethiazide and Enalapril
Analgesic and antipyretic High-ceiling diuretic potassium ACE-inhibitor
Low-ceiling diuretic,
thiazide
3 BO1ACO06 C08CA01 C09AA02 MO1AEO1
Acetylsalicylic acid Amlodipine Enalapril louprofen
Antithrombotic agent  Selective calcium chan-  ACE-inhibitor Anti-inflammatory
nel blocker analagesic
4 CO3ABO1 NO2BEO1 GO3AA07 GO3CA03
Bendroflume thiazide Paracetamol Levonorgestrel and Estradiol
and Analgesic and antipyretic estrogen Estrogen
potassium Hormonal contraceptive
Low-ceiling diuretic for systemic use
5 GO03AA10 C07AB02 C03CA01 C03CA01
Gestodene and estrogen Atenolol Furosemide Furosemide
Hormonal contraceptive Beta blocking agent High-ceiling diuretic High-ceiling diuretic
6  C08CA01 CO1DA14 RO3ACO3 NO5CFO1
Amlodipine Isosorbidmononitrat Terbutaline Zopiclone
Selective calcium chan-  Vasodilator used in Inhalation corticosteroid Hypnotic
nel blocker cardiac diseases
7 NO2BA51 C08CA02 MO1AEO1 A0TAAD1
Acetylsalicylic Felodipine louprofen Sodium fluoride
acid, komb. Selective calcium chan-  Anti-inflammatory Stomatological
Analgesic and antipy-  nel blocker analgesic preparation
retic
8 MO1AEO01 AO07FAO01 GO3AA09 GO3AA10
lbuprofen Lactic acid Desogestrel and estrogen Gestodene and estrogen
Anti-inflammatory producing organism Hormonal contraceptive  Hormonal contraceptive
analgesic Antidiarrheal for systemic use
microorganism
9  RO3BA02 C09AA02 GO3AA10 CO3EA01
Budesonide Enalapril Gestodene and estrogen Hydrochlorothiazide
Inhalation corticosteroid ACE-inhibitor Hormonal contraceptive and potassium-
sparing agent
Diuretic
10 A12BAO01 CO9AA01 A02BCO1 NO5CD07
Potassium chloride Captopril Omeprazole Temazepam
Potassium ACE-inhibitor Drug for treatment Hypnotic
of peptic ulcer
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Table 4.2, continued
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Aland Iceland Norway Sweden
1 BO1AC06 CO3EA01 BO1ACO6 C03CA01
Acetylsalicylic acid Hydrochlorothiazide Acetylsalicylic acid Furosemide
Antithrombotic agent  and potassium-sparing Antithrombotic agent  High-ceiling diuretic
agent
Diuretic
2 CO3EA01 C07AB0O3 AO01AA01 BO1ACO6
Hydrochlorothiazide  Atenolol Sodium fluoride Acetylsalicylic
and potassium-sparing Beta blocking agent Stomatological acid
agents preparation Antithrombotic agent
Diuretic
3 GO3AA09 GO3CA03 C03CA01 AO01AA01
Desogestrel and Estradiol Furosemide Sodium fluoride
estrogen Estrogen High-ceiling diuretic ~ Stomatological
Hormonal contracep- preparation
tive for systemic use
4 CO8CAO1 C03CAO01 GO3AB03 NO2BEO1
Amlodipine Furosemide Levonorgestrel and Paracetamol
Selective calcium High-ceiling diuretic ~ estrogen Analgesic and
channel blocker Hormonal antipyretic
contraceptive
5 NO5CFO1 NO5CDO3 C10AAO1 A0BAD11
Zopiclone Flunitrazepam Simvastatin Lactulose
Hypnotic Hypnotic Cholesterol and Laxative
triglyceride reducer
6 CO9AA05 C09AA02 CO8CA01 A02BCO1
Ramipril Enalapril Amlodipine Omeprazole
ACE-inhibitor ACE-inhibitor Selective calcium Drug for treatment
channel blocker of peptic ulcer
7 MO1AEO1 HO3AAO1 CO9AAD2 CO9AAD2
|lbuprofen Levothyroxine sodium  Enalapril Enalapril
Antiinflammatory Thyroid preparation ACE-inhibitor ACE-inhibitor
analgesic
g AO06AD11 C10AA01 NO2BEO1 HO3AA01
Lactulose Simvastatin Paracetamol Levothyroxine sodium
Laxative Cholesterol and Analgesic and antipy-  Thyroid preparation
triglyceride reducer retic
g9 HO3AAO01 MO01AB0O5 HO3AAO01 CO1DA14
Levothyroxine sodium  Diclofenac Levothyroxine sodium  Isosorbide mononitrate
Thyroid preparation Antiinflammatory Thyroid preparation Vasodilator used
analgesic in cardiac diseases
10 CO1DA14 A02BCO1 RO1AA07 NO6ABO4
Isosorbide mononitrate Omeprazole Xylometazoline Citalopram
Vasodilator used Drug for treatment of ~ Nasal decongestant Antidepressant
in cardiac diseases peptic ulcer
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The share of the 10 top-selling active substances calculated in DDD out of to-

Faroe
Islands

Denmark

Greenland

Finland Aland Iceland  Norway Sweden

The share of top10 out of
total sales in DDD
The share of top10 out of
total sales in costs

29% 31% 38%

11% 14% 11%

26% 27% 23% 26% 26%

7% 10% 11% 11% 12%

In all Nordic countries except Aland, the
loop-diuretic furosemide (C03C AO01) is
among the 10 top-selling substances. In
Aland another diuretic is on the list. Other
cardiovascular agents, such as the ACE
inhibitors and the calcium channel block-
ers are on the list for most countries, and
acetylsalicylic acid (BO1A C06) used in
the prevention of thrombosis, is on the
top 10 list for all countries except for the
Faeroe islands. This is also the case for
hormonal contraceptives (GO3A A10,
GO03A B03, and GO3A A07), which are
not on the Swedish list either. Estrogens
are among the top 10 in both Finland and
Iceland. Analgesics like paracetamol
(NO02B EO01), acetylsalicylic acid in com-
bination with codeine (NO2B A51), ibu-
profen (MO1A EO01), or diclofenac
(MO1A BO05) is much used in all coun-
tries.

The share of the 10 top-selling active sub-
stances of total sales, calculated in DDDs,
lies between 23 per cent and 30 per cent,
as shown in table 4.3. Calculated in costs,
their share is much smaller. The top 10
substances are mainly old, cheep sub-
stances in frequent use. Some substances
are also found in table 3.4, i.e. they are
among those representing the highest
costs. Budesonide (R03B A02) and ome-
prazole (A02B CO01) are, for example,
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I alle de nordiske lande, bortset fra Aland,
er stoffet Furosemid (CO3CAO01), som er
et vanddrivende middel (loop-diuretikum)
et af de 10 mest anvendte leegemiddelstof-
fer. P4 Aland indgar et andet vanddrivende
middel pa listen. Andre leegemidler mod
sygdomme i hjerte og kredsleb som ACE-
heemmere og calciumantagonister gar igen i
de fleste lande, og acetylsalicylsyre
(BO1ACO06) (hjertemagnyl), som anvendes
forebyggende mod blodpropper, er ogsa at
finde blandt de mest solgte leegemidler i alle
landene bortset fra pd Feroerne. Det sam-
me gelder for p-piller (GO3AA10,
GO03ABO03 og G03AA07), dog ikke i Sveri-
ge og pa Feergerne. Desuden er gstrogener
blandt de mest solgte leegemidler i bade
Finland og Island. Svage smertestillende
midler som paracetamol (NO2BEO1), ace-
tylsalicylsyre i kombination med codein
(NO2BAS51), ibuprofen (MO1AEOQ1) eller
diclofenac (M0O1ABOS) er hyppigt anvend-
te stoffer i alle lande.

Undersoges disse 10 mest anvendte leege-
middelstoffers andel af det samlede salg, ses
det i tabel 4.3, at de udger mellem 23 og 30
pct. af det samlede salg méalti DDD - ogi al-
le landene en langt mindre del af den samle-
de omseetning. Der er i stor udstraekning ta-
le om @ldre, billigere legemidler, som an-
vendes hyppigt (dagligt). Enkelte leegemid-
ler er gengangere fra tabel 3.4, dvs. de ho-
rer ogsa til blandt de mest solgte leegemid-
delstoffer. Fx er budesonid (RO3BA02) og



among the most frequently used as well as
among the most costly active substances.
This is also true for several analgesics.

Sweden and Denmark also display medi-
cines consumption by age and sex. The
distribution of reimbursed medicines is
shown in table 4.4.
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omeprazol (A02BCO01) bade nogle af de
mest anvendte og mest udgiftskreevende
leegemidler. Dette geelder ogsé for flere af
de svage smertestillende midler.

For Sverige og Danmarks vedkommende

er det muligt at fordele forbruget af laege-

midler pé alder og ken, og fordelingen af

de tilskudsberettigede leegemidler ses i ne-
denstdende tabel.

Table 4.4  Consumption of reimbursed medicinal products by sex and age, 1999.

DDD/1000 inhabitants per day

Denmark Sweden
Males Females Males Females
Mend Kvinder Mand Kvinder
0-14 years 62 51 192 182
15-44 years 178 232 304 771
45-64 years 712 993 1,098 1,650
Over 64 years 1,946 2,136 3,126 3,380

Although the Swedish and Danish con-
sumption differ, a correlation is seen be-
tween age groups. For men and women
of all age groups consumption is larger in
Sweden than in Denmark. This is partly
explained by the larger number of medi-
cines in use - and the larger number of
reimbursed medicines - in Sweden. This
is particularly evident for the group of
young women, as hormonal contracep-
tives are reimbursed in Sweden and not
in Denmark. Medicines consumption in
the group 14 - 44 years is hence much
larger in Sweden than in Denmark.

Table 4.3 also shows that the children
have a negligible consumption relative to
all other age groups. The DDDs are,
however, not based on paediatric use,
hence a direct comparison of this group
with the consumption in older age

Selvom der er stor forskel pa storrelsen af
forbruget mellem Sverige og Danmark, vi-
ser opgorelsen en overensstemmende for-
deling mellem aldersgrupperne. For meend
og kvinder i alle aldersgrupper er forbruget
hgjere i Sverige end i Danmark. Dette
heenger sammen med, at der anvendes flere
leegemidler i Sverige end i Danmark, men
ogsa at flere leegemidler er tilskudsberetti-
gede her. Dette forhold springer iseer i gj-
nene for de yngre kvinder, hvor det at p-
piller er tilskudsberettigede i Sverige og ik-
ke i Danmark betyder, at de 14-44 ariges
forbrug af leegemidler er langt storre i Sve-
rige end i Danmark.

Ellers viser opgerelsen, at bernene har et
forsvindende forbrug i forhold til de ovrige
aldersgrupper. De definerede degndoser er
dog ikke rettet imod de doser, der ordineres
til bern, hvorfor opgerelser i form af DDD
per 1.000 indbyggere for denne alders-
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groups, on the basis of DDDs per 1.000
inhabitants, cannot be made. Swedish
children show a larger consumption than
Danish children. This is partly due to the
far more extensive use of fluoride
(A01AAO01) in caries prophylaxis in
Sweden. It is characteristic, that in this
age group, boys show higher medicines
consumption than girls. For all other age
groups the reverse is true.

Table 4.4 also demonstrates an increas-
ing consumption through increasing age
groups.

Antacids and agents for the
treatment of peptic ulcer (ATC
group A02)

The consumption of antacids (A02A) is
falling in all Nordic countries, whereas
the consumption of agents for the treat-
ment of peptic ulcer (A02B) increased
steeply during the nineties. In Sweden
consumption of agents for the treatment
of peptic ulcer fell through the period
1996 - 1997, in connection with the
Swedish revision of reimbursement rules.
Norway had a similar fall in 1995 - 1996,
when the reimbursement of medicines
for the chronic treatment of peptic ulcer
was discontinued. The consumption in-
crease measured in DDDs for the years
1995 - 1999 lies between 45 per cent and
65 per cent. Norway shows the steepest
increase. Iceland does not make use of
antacids, but its consumption of agents
for the treatment of peptic ulcer is high.
The latter group shows markedly higher
sales in Sweden and Iceland than in the
other Nordic countries, and the lowest
sales in Finland.
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gruppe ikke direkte kan sammenlignes med
opgorelser af de voksnes forbrug. I Sverige
har bernene et sterre forbrug af leegemidler
end bernene i Danmark. Dette haenger til
dels sammen med, at der i Sverige i langt
hgjere grad anvendes natriumfluorid
(A01AAO01) til karies profylakse. Det er ka-
rakteristisk, at netop for denne alders-
gruppe har drengene et sterre forbrug af
leegemidler end pigerne. For alle andre al-
dersgrupper gor det modsatte sig geeldende.

Tabellen viser endvidere tydeligt, hvordan
leegemiddelforbruget stiger i de @ldre be-
folkningsgrupper.

Syreneutraliserende midler og
midler mod mavesar (AT C—gruppe
A02)

Forbruget af syreneutraliserende laege-
midler (A02A) er faldende i alle nordiske
lande, mens anvendelsen af mavesars-
midler (A02B) har veeret kraftigt stigen-
de op igennem 1990’erne, og denne stig-
ning er bibeholdt fra 1995-1999. I Sveri-
ge skete der dog et fald i forbruget af
mavesdrsmidler fra 1996 til 1997 i for-
bindelse med indferelsen af et nyt til-
skudssystem. I Norge skete der tilsvaren-
de et fald fra 1995 til 1996, da tilskud til
kronisk behandling af mavesar blev fjer-
net. Stigningerne i DDD-forbruget fra
1995-1999 ligger mellem 45 og 65 pct. -
storst stigning ses i Norge. I Island an-
vendes der ikke syreneutraliserende lee-
gemidler, men Island har til gengeeld et
meget hojt forbrug af mavesarsmidler.
Sammen med Sverige har Island et for-
brug af denne leegemiddelgruppe, som er
markant hegjere end forbruget i de ovrige
nordiske lande. Det laveste forbrug ses i
Finland.
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Table 4.5 Sales of antacids and drugs for treatment of peptic ulcer (ATC-group A02),
DDD/1000 inhabitants/day 1995-1999

Denmark”  Faroe  Greenland Finland Aland Iceland  Norway Sweden

Islands
A02
Antacids, drugs for treat-
ment of peptic ulcer and
flatulence
1995 21.2 17.1 . 16.2 “ 22,5 19.4 31.9
1996 23.3 18.4 . 17.1 . 24.0 17.9 36.8
1997 24.5 20.2 . 17.0 19.2 255 20.6 32.2
1998 26.7 229 14.5 17.6 21.3 28.6 22.8 38.9
1999 27.6 26.3 13.0 19.3 22.2 32.4 253 42.4
A02A
Antacids
1995 8.1 6.6 . 3.3 . 0.0 4.9 4.9
1996 8.5 6.3 . 3.1 . 0.0 4.6 4.3
1997 8.2 5.9 . 2.9 4.3 0.0 4.3 3.9
1998 8.2 5.7 1.7 2.6 3.8 0.0 3.9 3.9
1999 7.9 5.8 1.6 2.8 3.8 0.0 3.7 3.5
A02B
Drugs for treatment of
peptic ulcer
1995 12.1 9.1 . 9.6 . 22.1 1.3 20.7
1996 13.7 10.5 . 11.1 . 23.5 10.5 26.2
1997 15.3 12.9 . 11.4 11.2 25.1 13.3 22.8
1998 17.4 15.8 12.4 12.4 13.4 28.1 16.0 28.9
1999 18.7 18.8 10.9 13.9 14.7 319 18.6 32.8
A02BA
H2-receptor antagonists
1995 7.0 4.5 . 4.6 . 14.2 6.7 7.0
1996 7.3 4.8 . 5.5 . 13.2 4.8 8.2
1997 7.1 4.8 . 53 4.9 12.1 5.3 6.9
1998 7.0 4.4 1.7 5.4 6.0 1.3 5.7 7.7
1999 6.8 4.0 1.9 5.3 6.0 10.7 5.9 7.6
A02BC
Proton pump inhibitors
1995 4.8 4.5 . 2.6 . 7.6 4.5 12.5
1996 6.2 5.7 . 25 . 10.1 5.6 17.0
1997 8.1 8.0 . 4.8 4.5 12.8 7.9 15.1
1998 10.3 1.3 10.7 6.0 5.8 16.6 10.2 20.5
1999 11.8 14.7 8.9 7.7 7.1 21.1 12.6 24.6
A02BX
Other drugs for treatment
of peptic ulcer
1995 0.2 0.0 . 2.3 . 0.3 0.1 0.8
1996 0.2 0.1 1.7 . 0.2 0.0 0.7
1997 0.2 0.1 . 1.2 1.7 0.2 0.0 0.5
1998 0.1 0.1 0 1.0 1.7 0.2 0.0 0.5
1999 0.1 0.1 0 0.9 1.6 0.2 0.1 0.4

1 For Denmark, the figures for the years 1995 -96 do not include the hospital sector.
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The treatment of peptic ulcer aims at in-
hibiting the production of gastric acid.
The first agents with this effect were the
H2 receptor antagonists (A02B A), but
in the end of the eighties the proton
pump inhibitors (A02B C) were mar-
keted. These agents had a new and more
efficient way of inhibiting the acid pro-
duction.

The marked increase in the sales of drugs
used for peptic ulcer seen in the Nordic
countries in the period 1995 - 1999, is
paralleled by a steep increase in the use of
proton pump inhibitors. In Iceland this
increase seems to have been at the ex-
pense of the H2 receptor antagonists,
whereas in the other countries the H2 re-
ceptor antagonist consumption has re-
mained unchanged. In 1999 the proton
pump inhibitors were the largest group of
drugs used for peptic ulcer in all coun-
tries. The proton pump inhibitors are
used in combination with antibiotics for
the eradication of the bacterium Helico-
bacter pylori, but probably also on the in-
dication functional dyspepsia, i.e. stomach
complaints with no clear cause. Func-
tional dyspepsia is not an approved indi-
cation for the proton pump inhibitors, and
the effect is doubtful. A Swedish prescrip-
tion study showed that 40 per cent of all
prescriptions of proton pump inhibitors in
1999 were on this indication, correspond-
ing to a cost of almost half a billion SEK”.
In Iceland the proton pump inhibitors are
increasingly prescribed for the treatment
of heartburn (reflux oesophagitis), a
seemingly growing phenomenon. The
proton pump inhibitors are more expen-
sive than the H2 receptor antagonists, and
expenses for the treatment of gastric ulcer
have thus risen more than consumption
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I den medicinske behandling af mavesar
haemmes produktionen af mavesyre. De
forste leegemidler med denne funktion
var H2-receptor antagonister (A02BA),
men i slutningen af 1980’erne blev pro-
tonpumpehemmerne (A02BC) mar-
kedsfert. Disse leegemidler havde en ny
og mere effektiv made at heemme syre-
produktionen pa.

Den store stigning i forbruget af mave-
sarsmidler, som de nordiske lande har op-
levet fra 1995-1999, heenger sammen med
en kraftig egning i forbruget af proton-
pumpe-hemmerne. Pa Island er denne
stigning tilsyneladende sket pd bekostning
af forbruget af H2-receptor antagonister,
men i de andre lande har forbruget af H2-
receptor antagonister veret stort set ugen-
dret i alle arene. I 1999 udgjorde proton-
pumpe-haemmerne i alle landene den
storste andel af de leegemidler, som an-
vendes i behandlingen af mavesar. Pro-
tonpumpe-hemmere anvendes bl.a.
sammen med antibiotika i behandlingen af
bakterien helicobacter pylori, men meget
tyder ogsa p4, at protonpumpe-haemmere
1 stor udstreekning anvendes mod funktio-
nel dyspepsi, dvs. mavebesvar som ikke
har nogen paviselig drsag. Funktionel dys-
pepsi er ikke en godkendt indikation til
disse leegemidler, og effekten er her tvivl-
som. En svensk receptdiagnoseunderso-
gelse har vist, at 40 pct. af alle ordinatio-
ner af protonpumpehaemmere i 1999 ske-
te med denne diagnose, og i Sverige svarer
dette udgiftsmeessigt til knap 72 mia.
SEK’. I Island anvendes protonpumpe-
heemmere i stadig stigende grad til be-
handling af halsbrand (reflux), der synes
at veere et voksende feenomen. Proton-
pumpehemmerne er dyrere end H2-
receptor antagonisterne, og udgifterne til

2 Ontimagen: Metoder for diagnos och behandling av dyspepsi, SBU 2000

212



measured in DDDs. As mentioned in
chapter 3, the top selling proton pump in-
hibitor, omeprazole (A02B CO01), is
among the heaviest contributors to public
medicinal expenses in all Nordic coun-
tries.

Unlike the other Nordic countries, Fin-
land and Sweden also employ other
medicines, including combination pack-
ages (A02B D) for the eradication of
Helicobacter pylori, in the treatment of
gastric ulcer. These drugs are not in-
cluded in the present material.

Figure 4.1
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mavesarsbehandling er derfor steget en
del mere end mangdeforbruget. Som det
sés 1 kapitel 3 er den mest solgte proton-
pumpehemmer, omeprazol (A02BCO01)
et af de mest udgiftskreevende leegemidler
1 alle nordiske lande.

I Finland og Sverige anvendes der til for-
skel fra de ovrige nordiske lande ogsa i
en vis udstraekning andre midler til be-
handling af mavesar, herunder kombina-
tionspakninger (A02BD) i behandlingen
af helicobacter pylori. Disse leegemidler
figurerer ikke i disse opgerelser.

Sales of H2-receptor antagonists, proton pump inhibitors, prostaglandins

and other drugs for treatment of peptic ulcer, DDD/1000 inhabitants/day,

1995-1999.
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The first proton pump inhibitor, omepra-
zole, was marketed in 1989. In the middle
of the nineties pantoprazole (A02BC02)
and lanzoprazole (A02BCO03) were mar-

Den forste protonpumpe-haemmer, ome-
prazol, blev markedsfert i 1989. I midten af
1990’erne blev pantoprazol (A02BC02) og
lanzoprazol (A02BC03) markedsfort og
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keted, and finally came rabeprazole
(A02BCO04) towards the end of the decade.
These substances have about the same
mechanism of action, but in all countries
proton pump inhibitor consumption is
dominated by the first substance to be
marketed, omeprazole. In the later years —
and in particular in Finland — lanzoprazole
also showed an increasing (35 per cent)
market share. The smallest lanzoprazole
market share (7 per cent) is found in Swe-
den. This could be explained by the manu-
facture of omeprazole by Astra — combined
with local brand name loyalty.

In all Nordic countries small packages of
low strength H2 receptor antagonists
have been transferred to over-the-
counter status. This first happened in
Denmark, and in the middle of the nine-
ties the other Nordic countries followed.
The change to over-the-counter status
has not influenced total sales - other than
shifting the sales from high strength large
packages to low strength small packages.
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sidst 1 1990’erne rabeprazol (A02BC04).
De forskellige produkter har stort set sam-
me virkning i mavesarsbehandlingen, men i
alle lande star det forst markedsforte ome-
prazol for langt sterstedelen af forbruget af
denne type leegemidler. I de seneste ar — og
iseer 1 Finland - er lanzoprazol dog ogsa
ved at opna en vis del af markedet (35
pct.). Mindst markedsandel har dette stof
i Sverige (7 pct.). Det skal her bemeerkes,
at omeprazol produceres af det svenske
Astra, hvorfor markedsferingen og meer-
keloyaliteten kan veere storre i Sverige end
1 de ovrige nordiske lande.

I alle nordiske lande er de lave styrker og
mindre pakninger af H2-receptor anta-
gonisterne overfort til hdndkeb. Dette
skete forst i Danmark og i midten af
1990’erne fulgte resten af de nordiske
lande efter. AAndringerne i udleverings-
reglerne har ikke haft betydning for det
samlede forbrug af disse leegemidler —
om end en del af forbruget er flyttet fra
de store pakninger med hgj styrke til
mindre pakninger med svagere styrke.

Table 4.6  Sales of reimbursed drugs for treatment of peptic ulcer (ATC-group A02B)
by sex and age, 1999. DDD/1000 inhabitants per day
Denmark Sweden
Males Females Males Females

0-14 years 0.2 0.2 0.4 0.4
15-44 years 5.8 5.2 8.9 11.3
45-64 years 245 25.0 39.8 48.3
Over 64 years 50.8 56.8 79.4 88.5

Table 6.4 lists the sales of reimbursed
agents for the treatment of peptic ulcer
in Denmark and Sweden. The larger
Swedish consumption is evident. The
table also shows that in Denmark con-
sumption is largely equal for men and
women for ages 0 - 64 years, but a sex
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I tabel 4.6 er salget af mavesarsmidler
solgt med tilskud i Danmark og Sverige
opgjort. Det storre forbrug af disse leege-
midler i Sverige afspejles selvfolgelig i ta-
bellen. Derudover ses det, at forbruget i
Danmark stort set er lige stort for kvinder
og maend fra 0 — 64 ar, mens der forst for



difference is seen for the very old. Omit-
ting the youngest age group, Swedish
women consume more anti-ulcerants
than men in all age groups. For all age
groups the Swedish consumption is lar-
ger than the Danish.

Anti-obesity agents

The extent of medical treatment of obe-
sity varies a lot between the Nordic coun-
tries. Finland and Denmark have had a
certain consumption of anti-obesity agents
through the nineties, especially Denmark,
whereas in Iceland and Sweden consump-
tion of these agents is first seen in 1999.
The change in Sweden and Iceland is due
to the marketing of a new substance, orl-
istat (AO8SA B01), with the trade name
Xenical®, which seems very popular in
Sweden. In contrast to the other Nordic
countries, Xenical® has been reimbursed
in Sweden until 2001. In Denmark,
Finland, and Iceland reimbursement can
be granted on individual basis. In 1999
Sweden thus had by far the largest con-
sumption of anti-obesity agents among
the Nordic countries. Even in Finland and
Denmark the marketing of Xenical® has
turned the consumption trend for these
agents from a decrease or standstill to an
increase. Xenical® treatment prices are
very high, and the increasing consump-
tion has entailed increasing anti-obesity
expenditures, in particular in Sweden. In
Norway Xenical® was marketed in 2000,
and until 1999 no anti-obesity agents were
used.

As marketing authorisations are being as-
sessed for a series of new products, anti-
obesity agents consumption and expen-
diture will probably continue to rise in
the years to come.
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de helt ldre er en kensforskel i forbruget.
Ses der bort fra de yngste anvender sven-
ske kvinder i sterre udstraekning end
meend mavesdrsmidler i alle aldersgrup-
per. Forbruget i Sverige er hgjere end 1
Danmark inden for alle aldersgrupper.

Midler mod overveegt

Udbredelsen af medicinsk behandling af
overveegt varierer meget mellem de nordi-
ske lande. I Finland og Danmark har man
haft et vist forbrug af denne type leegemid-
ler op igennem 1990’erne — dog mest i
Danmark, mens der i Island og Sverige
forst ses et forbrug af laegemidler mod
overvegti 1999. Andringen i Sverige og
Island heenger sammen med markedsforel-
sen af et nyt leegemiddelstof, orlistat
(AO8ABO1), som forhandles under han-
delsnavnet Xenical®, og som iser synes
populeer i Sverige. Her har dette leegemid-
del til forskel fra de gvrige nordiske lande
veeret generelt tilskudsberettiget indtil 2001.
I Danmark, Finland og Island kan der i
serlige tilfeelde gives individuelt tilskud.
Sverige er i 1999 derfor oppe pa langt det
starste forbrug af midler mod overveegt i
Norden. Ogsé i Finland og Danmark har
markedsferingen af Xenical® vendt udvik-
lingen fra faldende eller usendret lavt for-
brug af disse leegemidler til en stigning. Be-
handlingsprisen pa Xenical® er meget hoj,
og det voksende forbrug har betydet store
stigninger 1 udgifterne til disse leegemidler —
iseer 1 Sverige. I Norge blev Xenical® forst
markedsfort i 2000, og frem til 1999 blev
der ikke anvendt leegemidler mod overveegt.

Det er sandsynligt, at forbruget af og udgif-
terne til midler mod overvaegt vil stige yder-
ligere i de kommende ér, da en reekke nye
produkter er under godkendelse.
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Table 4.7 Sales of antiobesity preparations, excl. diet products (ATC-group A08),
DDD/1000 inhabitants/day 1995-1999

Denmark”  Faroe Greenland Finland — Aland  Iceland Norway  Sweden
Islands

A08
Antiobesity
preparations, excl
diet products
1995 2.0 29 0.1 0.0 0.0 0.0
1996 1.9 2.6 0.1 . 0.0 0.0 0.0
1997 1.6 2.2 N 0.1 0.0 0.0 0.0 0.0
1998 1.1 0.9 0.7 0.1 1.9 0.0 0.0 0.0
1999 1.4 1.2 0.7 0.4 0.8 0.5 0.0 5.5

1 For Denmark, the figures for the years 1995 -96 do not include the hospital sector.

Agents used in diabetes

The consumption of agents used in dia-
betes varies greatly between the coun-
tries. Finland has by far the largest con-
sumption, followed by Sweden, Norway,
and Denmark. The Icelandic consump-
tion is smaller. The high consumption in
Finland is explained by a higher preva-
lence of diabetes, which in turn may
partly be explained by a higher preva-
lence of obesity in the population. In all
countries consumption is rising, and so is
the prevalence of diabetes. The per cent
consumption increase from 1995 to 1999
is highest in Norway and lowest in Swe-
den. Denmark has been shown to have
an incidence rate of 2.6 per 1000 inhabi-
tants per year. The incidence rises with
age and is highest for men’. With an in-
creasing share of elderly in the popula-
tion, the number of diabetics will rise.

Diabetesmidler

Anvendelsen af antidiabetika varierer
meget landene imellem. Finland har
langt det storste forbrug, derefter kom-
mer Sverige, Norge og Danmark, mens
der ses et noget lavere forbrug i Island.
Forklaringen pa det hgje forbrug i Fin-
land skal findes i en storre forekomst af
diabetes, som tildels skyldes at en storre
del af befolkningen - sammenlignet med
de gvrige nordiske lande - her lider af
overveegt. I alle landene er forbruget sti-
gende, og dette heenger sammen med en
stigende forekomst af diabetes. Den pro-
centuelle stigning i forbruget fra 1995-
1999 er storst i Norge og lavest i Sverige.
I Danmark har en undersogelse vist, at
incidensraten er pa 2,6 per 1000 perso-
nar. Incidensen stiger med alderen og er
storst for mend’. Med en stigende andel
eldre 1 befolkningen vil antallet af diabe-
tikere dermed ogsa stige.

3 Forbruget af antidiabetika 1994-1997, Leegemiddelstyrelsen 1998.
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Table 4.8 Sales of drugs used in diabetes (ATC-group A10), DDD/1000 inhabi-

tants/day 1995-1999
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Denmark”  Faroe  Greenland  Finland Aland Iceland  Norway  Sweden
Islands

A10
Drugs used in diabe-
tes
1995 14.6 16.0 30.8 9.9 18.0 28.8
1996 15.5 16.5 33.0 . 10.1 19.5 32.8
1997 16.9 16.9 . 35.0 22.8 11.0 20.8 28.1
1998 18.7 19.6 4.2 36.8 23.7 12.2 22.9 323
1999 20.4 21.9 4.4 41.1 24.9 13.2 25.4 34.4
A10A
Insulins and ana-
logues
1995 6.7 5.7 1.1 11.8 3.4 10.9 15.0
1996 7.1 6.1 1.0 12.7 . 3.4 11.6 15.9
1997 7.8 6.1 1.3 13.3 1.1 3.6 12.4 15.7
1998 8.5 6.9 1.4 13.9 11.8 4.1 13.2 17.2
1999 9.1 7.9 1.3 15.0 13.0 4.4 14.2 18.2
A10B
Oral blood glucose
lowering drugs
1995 7.9 10.3 1.7 19.0 6.5 71 13.8
1996 8.4 10.5 2.5 20.4 . 6.7 7.9 16.9
1997 9.2 10.8 2.5 21.7 1.7 7.4 8.5 12.4
1998 10.3 12.6 2.7 22.9 11.8 8.0 9.7 15.1
1999 11.3 13.9 3.1 26.2 11.9 8.8 11.2 16.2
A10BA
Biguanides
1995 1.3 1.2 3.1 29 0.8 2.6
1996 1.4 1.2 3.9 . 3.1 1.0 3.5
1997 1.6 1.3 . 5.1 29 3.5 1.3 2.7
1998 1.8 1.9 0.4 6.5 2.9 3.8 1.8 3.7
1999 2.2 2.3 0.6 7.8 3.6 4.1 2.6 4.5
A10BB
Sulfonamides, urea
derivatives
1995 6.6 9.1 15.8 3.6 6.3 1.1
1996 6.9 9.2 16.5 . 3.6 6.6 13.2
1997 7.5 9.6 . 16.6 8.8 4.0 6.8 9.5
1998 8.3 8.3 2.3 16.4 9.0 4.3 7.5 11.0
1999 8.9 8.9 2.5 18.3 8.4 4.6 8.2 11.2

1 For Denmark, the figures for the years 1995 -96 do not include the hospital sector.
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There are two types of diabetes, type 1
and type 2. Patients with type 1 diabetes
have a reduced insulin production,
whereas type 2 diabetics have a reduced
sensitivity to insulin in their tissues.
Type 1 diabetics are therefore treated
with insulin (A10A), and as a main rule
type 2 diabetics are treated with oral
blood glucose lowering agents (A10B).
For some type 2 diabetics a change of
diet habits is sufficient. For others the
use of insulin may be needed in addition
to changing the diet and taking oral
blood glucose lowering agents.

In Norway and Sweden insulin consti-
tutes more than half of the total con-
sumption of anti-diabetic agents. In the
other countries insulin amounts to 33 -
44 per cent of the total consumption.
The high insulin share in Norway and
Sweden may be due to a more frequent
use of insulin by type 2 diabetics in these
countries. Figure 4.2 shows that the ris-
ing consumption of agents used in diabe-
tes is due to the rising consumption of
both insulin and oral blood glucose low-
ering agents. Except for Finland, it can
be noted, that the use of the oral agents
varies less between the countries. The
differences lie in the differing consump-
tion of insulin. In Finland the increasing
use of oral blood glucose lowering agents
is due to an increasing use of metformin
(A10B A02), which is shown to be very
effective in the treatment of obese type 2
diabetics.
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Der findes to typer diabetes, type 1 og
type 2. Patienter med type 1 diabetes har
en nedsat insulinproduktion, mens type 2
diabetikere har en nedsat insulinfelsom-
hed i veevene. Type 1 diabetikere vil der-
for altid f4 ordineret insulin (A10A), og
som hovedregel ordineres der blodgluko-
sesenkende midler, som indtages gen-
nem munden (A10B), til type 2 diabeti-
kere. For nogle type 2 diabetikere er
kostomleegning dog tilstraekkelig, og for
andre kan det udover kostomlegning og
de perorale midler veere nodvendigt at
ordinere insulin.

I Norge og Sverige udger insulin over
halvdelen af forbruget af antidiabetika. I
de ovrige lande udger insulin mellem 33
og 44 pct. af det totale forbrug. Insulins
heje andel i Norge og Sverige kan even-
tuelt heenge sammen med, at der her i
sterre udstraekning ordineres insulin til
type 2 diabetikere. Af figur 4.2 ses det, at
stigningen i antidiabetesmidler haenger
sammen med et gget forbrug af bade in-
sulin og perorale midler. Ses der bort fra
Finland er det ogsa veerd at bemaerke, at
anvendelsen af de perorale midler er
mindre varierende landene imellem,
mens den store forskel ligger i, hvor me-
get insulin der anvendes. I Finland heen-
ger den ogede anvendelse af perorale di-
abetesmidler sammen med et oget for-
brug af metformin (A10BA02), som har
vist sig meget effektivt til behandling af
overveagtige type 2 diabetikere.
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Sales of insulins and oral blood glucose lowering drugs (ATC-group A10A

and A10B), DDD/1000 inhabitants/day, 1995-1999.
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A sex and age distribution of insulin con-
sumption in Denmark and Sweden
shows a somewhat larger consumption
among the Swedish men and women in
all age groups. For the very old in par-
ticular the Swedish consumption is
markedly higher. This may be due to a
larger tendency to treat type 2 diabetes
with insulin in Sweden. In Denmark
there is little correlation between age and
insulin consumption.

Men consume more insulin and more
oral blood glucose lowering agents than
women. This is true for both countries.

Neither in Denmark nor in Sweden are
oral blood glucose lowering agents used
by people below the age of 45 years. The
largest difference between the countries
is seen for people above the age of 64,

Sammenlignes ken og aldersfordelingen af
insulinforbruget i Danmark og Sverige,

ses det, at det noget hgjere forbrug af disse
leegemidler 1 Sverige gar igen blandt
mand og kvinder i alle aldersgrupper.
Iseer for de helt aldre er forbruget i Sveri-
ge markant hgjere. Dette kan henge
sammen med, at man i Sverige i storre ud-
streekning behandler type 2 diabetes med
insulin. I Danmark ses der til gengeeld en
meget ringe sammenhang mellem alder
og forbrug af insulin.

Mend anvender i sterre udstreekning
end kvinder bade insulin og perorale di-
abetesmidler. Dette forhold gor sig geel-
dende i begge lande.

Hverken i Danmark eller Sverige anven-
des de perorale diabetesmidler af perso-
ner under 45 ar. Storst forskel mellem
landene ses for personer pa 65 ar eller
derover, som i Sverige har et langt storre
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who have a much larger consumption in
Sweden than in Denmark. This suggests,
that in Sweden this age group, which in
Sweden also has a larger insulin con-
sumption, has a higher prevalence of
diabetes - or diagnosed prevalence of
diabetes - than in Denmark.

TEMA

forbrug end i Danmark. Det tyder p4, at

denne aldersgruppe, som i Sverige ogsa i
storre udstraekning anvender insulin, har

en storre forekomst — eller konstateret fo-
rekomst — af diabetes end i Danmark.

Table 4.9 Sales of reimbursed insulins and analogues (ATC-group A10A) by sex and age,
1999. DDD/1000 inhabitants per day
Denmark Sweden
Males Females Males Females

0-14 years 1.2 1.3 2.7 3.0
15-44 years 9.0 6.3 12.5 9.0
45-64 years 15.1 10.0 28.3 17.4

Over 64 years 16.3 13.8 45.5 36.4

Table 4.10  Sales of reimbursed oral blood glucose lowering drugs (ATC-group A10B) by
sex and age, 1999. DDD/1000 inhabitants per day
Denmark Sweden
Males Females Males Females

0-14 years 0.0 0.0 0.0 0.0
15-44 years 1.3 1.1 1.2 1.0
45-64 years 20.9 14.1 26.1 16.2
Over 64 years 47.3 37.5 65.6 52.4

Cardiovascular agents

The total consumption of cardiovascular
agents (excl C04) is largely on the same
level in all Nordic countries, but slightly
lower in Iceland. In all countries the con-
sumption of these agents is growing, in
particular due to increased consumption
of calcium channel blockers (C08),
agents acting on the renin-angiotensin
system (C09), both groups employed
against hypertension, and serum lipid
reducing agents (C10). The largest in-
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Leegemidler mod sygdomme 1 hjerte
og kredslob

Det samlede forbrug af leegemidler til hjerte
og kredsleb (ekskl. C04) er stort set over-
ensstemmende i de nordiske lande, dog er
forbruget i Island en smule lavere end i de
andre lande. I alle landene sker der en vaekst
1 anvendelsen af denne type legemidler, og
1 alle landene hanger denne stigning isaer
sammen med et gget forbrug af calciuman-
tagonister (C08) og midler med virkning
pa renin-angiotensin systemet (C09), som
begge bl.a. anvendes i behandling af forhe-



crease in the consumption of cardiovas-
cular agents over the past 5 years is seen
in Norway.

Figure 4.3
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jet blodtryk, og et oget forbrug af koleste-
rolseenkende midler (C10). Norge har i de
seneste 5 ar oplevet den storste stigning in-
den for forbruget af legemidler mod syg-
domme i hjerte og kredsleb.

Sales of medicinal products for the cardiovascular system (ATC-group C),

DDD/1000 inhabitants/day, 1995-1999.
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In all Nordic countries the group cardiac
therapy (CO1) constitutes a minor part
of the total consumption of cardiovascu-
lar agents. Sweden and Finland have a
higher consumption in this group than
the other countries. Due to the general
increase in the total consumption of car-
diovascular agents, the relative share of
group CO01, cardiac therapy, is falling, in
spite of a relatively stable consumption.
In all countries the dominating sub-
stances in the group cardiac therapy are
the vasodilators used in cardiac diseases
(CO1D), followed by cardiac glycosides
(CO01A) used in heart failure.

I alle nordiske lande udger leegemidler til
hjerteterapi (CO1) en mindre del af det
samlede forbrug af leegemidler til hjerte
og kredsleb. I Sverige og Finland anven-
des der mere af denne type leegemidler
end i de gvrige lande. Pga. den generelle
stigning i forbruget af hjertemidler er dis-
se leegemidlers andel af det samlede for-
brug faldende pa trods af et rimeligt sta-
bilt forbrug. LLangt hovedparten af for-
bruget af disse leegemidler udgoeres i alle
landene af midler mod angina pectoris
(CO01D) og derneest af hjerteglykosider
(CO01A), som fx anvendes mod hjerte-

svigt.
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Table 4.11 Sales of drugs for cardiac therapy
tants/day 1995-1999

TEMA

(ATC-group C01), DDD/1000 inhabi-

Denmark”  Faroe  Greenland Finland ~ Aland  Iceland Norway  Sweden
Islands

Co1
Cardiac therapy
1995 20.7 38.3 45.5 22.5 29.3 38.8
1996 21.0 38.4 43.9 . 22.7 29.4 43.2
1997 21.8 38.8 . 42.0 43.7 23.4 28.9 34.8
1998 22.0 38.5 5.0 39.5 42.4 25.2 28.4 38.1
1999 21.6 37.7 5.3 39.7 40.4 25.4 27.7 38.0
CO1A
Cardiac glycosides
1995 9.0 13.2 2.6 15.7 5.8 8.3 13.0
1996 8.8 12.9 29 14.4 . 5.6 7.8 14.0
1997 8.8 11.5 2.6 12.9 14.5 5.4 7.2 9.6
1998 8.7 10.2 3.0 11.6 14.3 5.4 6.8 10.6
1999 8.3 9.3 3.2 10.9 13.2 5.1 6.3 10.4
Co1D
Vasodilators used in cardiac
diseases
1995 10.5 24.1 1.8 26.3 14.5 20.1 23.7
1996 10.9 24.4 1.6 26.0 . 14.7 20.4 271
1997 11.4 26.1 1.2 25.5 23.5 15.5 20.6 23.3
1998 11.6 27.0 1.5 245 22.7 17.0 20.5 254
1999 11.5 27.2 1.7 25.4 22.5 17.4 20.2 25.5

1

During the past two decades important
progress is made within the diagnosing
and treatment of cardiovascular diseases.
The interest in and the possibilities for
preventive measures in early disease
stages are increasing, and hypertension is
increasingly considered a risk factor. In
the eighties ACE inhibitors (C09) and
calcium channel blockers (C08) were
marketed as alternatives to the conven-
tional anti-hypertensive agents (C02 and
CO03). The ACE inhibitors are however
also used in the treatment of heart failure
and in the secondary prophylaxis of
myocardial infarction. Calcium channel
blockers are today also employed in the
treatment of angina pectoris. The in-
creasing consumption of these agents
may therefore not be interpreted as only
caused by a shift from old anti-
hypertensive agents to new.
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For Denmark, the figures for the years 1995 -96 do not include the hospital sector.

I de seneste 10-20 ar er der sket store
fremskridt inden for diagnosticering og
behandling af hjerte og kredslebssyg-
domme. Interessen og mulighederne for
at forebygge tidligere i et sygdomsforleb
er stigende, og hypertension (forhgjet
blodtryk) betragtes i hgjere grad som en
risikofaktor. I 1980’erne blev der lanceret
ACE-hemmere (C09) og calciumanta-
gonister (C08) som alternativ til de kon-
ventionelle blodtryksseenkende midler
(C02 og C03). ACE-hemmere indgar
dog ogsa i behandlingen af hjerteinsuffi-
ciens og 1 sekundeer profylakse af myo-
kardieinfarkt. Calciumantagonister an-
vendes 1 dag ogsa til behandling af angi-
na pectoris. Stigningen i forbruget af dis
se midler kan derfor ikke alene tolkes
som en substitution fra gamle blodtryks-
senkende legemidler til nye.



Denmark and Sweden use far more diu-
retics (C03) than the other Nordic coun-
tries. In Denmark the thiazides (C03A),
not much used elsewhere, constitute 1/3
of the total diuretic consumption. In
Finland and Iceland however, thiazides
are used in combination with potassium-
sparing agents (CO3E). Thiazides are
also combined with ACE inhibitors, a
popular combination in the other coun-
tries. High-ceiling diuretics (C03C) con-
stitute the major part of the diuretics
consumption in Denmark, Norway, and
Sweden.

Among the beta blocking agents (C07)
the plain beta blocking agents (C07A)
dominate in all Nordic countries. Only
Sweden has a minor use of beta blocking
agents combined with other antihyper-
tensives (CO7F). It is noteworthy that the
Danish consumption of beta blocking
agents is half that of the other Nordic
countries. In all countries consumption
increased steadily during the period 1995
- 1999. Finland had a more marked in-
crease.

The consumption of calcium channel
blockers (C08) is on the same level
throughout the Nordic countries, but
somewhat lower in Iceland. The selective
calcium channel blockers with mainly
vascular effects (CO8C) dominate the
group, with increasing sales through the
period 1995 - 1999, and the highest sales
found in Norway. The selective calcium
channel blockers with direct cardiac ef-
fects (CO8D) constitute a minor part of
the consumption in this group, with fal-
ling sales figures in all countries.
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I Danmark og Sverige anvendes der langt
mere diuretika (vanddrivende midler)
(CO03) end i de ogvrige nordiske lande. I
Danmark udgeres 1/3 af dette forbrug af
thiazider (C03A), som ikke anvendes i
seerlig stor udstraekning andre steder. 1
Finland og Island anvendes dog thiazider i
kombination med kaliumbesparende mid-
ler (CO3E). Desuden indgér thiazider i
kombinationer med ACE-h@mmere, og
anvendes som sddan i stor udstrekning i
de ovrige lande. I Danmark, Norge og
Sverige udger loop-diuretika (C03C) den
sterste andel af diuretikaforbruget.

Blandt de beta-receptorblokerende midler
(C07) anvendes i alle nordiske lande stort
set udelukkende beta-receptorblokerende
midler uden kombination (C07A). Kun i
Sverige er der yderligere et meget lille for-
brug af beta-receptorblokerende midler i
kombination med andre antihypertensiva
(CO7F). Det er karaktereristisk, at forbru-
get af beta-receptorblokerende midler er
halvt sa stort i Danmark som i de ovrige
nordiske lande. I alle landene har forbru-
get veeret jeevnt stigende fra 1995-1999. 1
Finland har stigningen som navnt veeret
mere markant.

Forbruget af calciumantagonister (C08)
er nogenlunde lige stort i alle nordiske
lande — dog en smule lavere i Island. Ho-
vedparten af forbruget er koncentreret
om de selektive calciumantagonister med
effekt pa karrene (C0O8C), og her har
forbruget veret stigende fra 1995-1999.
Forbruget af disse leegemidler er storst i
Norge. En mindre del af forbruget udge-
res af de selektive calciumantagonister
med effekt pa hjertet (CO8D), og anven-
delsen af disse leegemidler har veeret fal-
dende i alle landene.
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Sales of agents acting on the renin-
angiotensin system (C09) are largest in
Norway and Finland, with sales increases
over the past 5 years of 70 and 50 per
cent, respectively. The Swedish con-
sumption is slightly smaller, and the
smallest consumption is found in Iceland
and in Denmark. The plain ACE inhibi-
tors dominate this group, with increasing
sales in all countries except Iceland
through the years 1995 - 1999. In this
period markedly increasing sales were
also noted for plain angiotensin II an-
tagonists (C09C) in all Nordic countries,
due to increasing consumption of the
substance losartan (C09C A01) and in
part candesartan (C09C A06). Norway
and Finland experienced steeply increas-
ing sales of ACE inhibitors in combina-
tion with diuretics (C09B).

Calcium channel blockers and agents
acting on the renin-angiotensin system
are more expensive than the older agents,
i.e. the diuretics and the cardiac therapy
agents, and changing therapy patterns in
the treatment of cardiovascular disease
have caused a substantial expenditure in-
crease in this field.
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Forbruget af midler med virkning pa re-
nin-angiotensin systemet (C09) er storst
i Norge og Finland, hvor der i de seneste
5 ar er sket en stigning pa henholdsvis 70
og 50 pct.. Forbruget i Sverige er en
smule mindre og forbruget er mindst i Is-
land og Danmark. Langt sterstedelen af
forbruget er koncentreret om ACE-
heemmerne (C09A), og i alle landene,
bortset fra Island, har anvendelsen af dis-
se legemidler vaeret stigende fra 1995-
1999. I den samme periode er der endvi-
dere sket en vaesentlig stigning i angiosin
IT antagonister ekskl. kombinationer
(C09C) i hele Norden. Stigningen er i al-
le landene forédrsaget af et oget forbrug af
leegemiddelstoffet Losartan (CO09CAO01)
og til dels Candesartan (C09CA06). I
Norge og Finland er der desuden sket
store stigninger i forbruget af ACE-
hemmere i kombination med diuretika
(C09B).

Calciumantagonister og midler med
virkning pé renin-angiotensin systemet er
dyrere end de @ldre diuretika og hjertete-
rapimidler, og det eendrede forbrugs-
menster inden for behandling af syg-
domme i hjerte og kredsleb har betydet
veesentlige stigninger i udgifterne pa det-
te omrade.
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Table 4.12 Sales of antihypertensives, diuretics, beta-blocking agents, calcium-
channelblockers and ACE inhibitors (ATC-group C02, C03, C07, C08, C09),
DDD/1000 inhabitants/day 1995-1999

Denmark"  Faroe Is- Greenland ~ Finland Aland Iceland  Norway  Sweden

lands
Co2
Antihypertensives
1995 1.1 2.4 . 2.2 . 0.6 6.4 0.9
1996 1.0 1.9 . 1.9 . 0.7 7.3 0.8
1997 1.2 1.8 . 1.5 0.7 1.0 8.0 0.7
1998 1.3 1.7 0.2 1.3 0.6 1.2 8.5 0.8
1999 1.6 2.1 0.1 1.1 0.4 1.0 9.7 0.9
Co3
Diuretics
1995 102.0 88.8 27.4 62.6 . 56.8 41.9 84.2
1996 100.2 91.1 33.0 62.2 “ 58.0 41.4 89.8
1997 102.9 101.6 34.6 61.5 51.7 58.5 41.2 73.4
1998 103.5 103.3 33.0 59.9 54.9 61.9 40.5 79.9
1999 103.4 108.4 31.2 61.1 55.0 60.1 41.3 80.6
CO3A
Low-ceiling diuret-
ics, thiazides
1995 36.8 37.6 . 3.9 - 7.9 2.9 9.0
1996 36.0 41.2 . 4.0 . 8.2 2.6 9.2
1997 36.5 49.4 . 3.9 0.9 8.1 2.6 8.6
1998 37.2 49.4 17.9 3.8 0.9 8.3 2.5 9.1
1999 37.7 51.4 17.6 4.0 0.9 8.3 2.8 9.5
co3C
High-ceiling diu-
retics
1995 50.5 40.9 . 21.4 " 20.5 29.6 57.4
1996 50.4 40.1 . 22.7 . 20.8 29.6 62.1
1997 53.2 42.4 . 23.6 16.1 215 29.8 50.5
1998 53.9 43.4 13.6 24.6 18.3 23.9 29.9 55.3
1999 53.8 45.0 12.2 26.2 17.2 21.9 30.7 55.8
CO3E
Diuretics and po-
tassium-sparing
agents in comb
1995 10.0 2.1 . 34.1 . 26.7 7.3 8.2
1996 9.4 2.0 . 325 . 27.5 7.1 8.8
1997 8.9 2.0 . 31.2 334 27.3 6.8 7.1
1998 8.4 2.2 0.8 28.9 34.4 27.9 6.4 8.1
1999 7.8 1.9 0.6 28.3 35.2 28.0 6.3 8.1
co7
Beta blocking
agents
1995 15.5 31.2 7.5 43.3 . 34.3 25.6 36.7
1996 16.0 323 7.3 46.6 " 35.0 26.7 41.3
1997 16.8 33.9 9.5 48.9 39.9 35.8 27.9 34.6
1998 17.6 35.3 7.9 51.1 41.6 36.8 29.6 40.0
1999 18.7 37.9 11.2 54.7 42.9 38.1 31.8 42.6

The table continues ...
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Table 4.12, continued ...

Denmark"  Faroe Is- Greenland ~ Finland Aland Iceland  Norway  Sweden

lands
CO7A
Beta blocking
agents, plain
1995 14.3 30.4 . 42.8 . 34.3 25.6 36.0
1996 14.8 31.4 . 45.4 . 35.0 26.7 40.1
1997 15.7 33.1 . 46.9 39.4 35.8 27.9 33.6
1998 16.5 345 7.9 48.2 41.1 36.8 29.6 38.7
1999 17.7 371 11.2 50.6 42.4 38.1 31.8 41.0
Co8
Calcium channel
blockers
1995 28.2 38.2 0.0 31.0 . 21.3 33.8 32.5
1996 30.1 42.9 6.1 31.4 . 22.9 35.2 36.3
1997 32.1 46.8 9.4 31.4 26.2 23.4 36.5 27.7
1998 34.1 55.4 5.7 32.3 30.2 25.4 37.8 31.2
1999 35.7 64.7 7.3 35.1 34.1 26.0 40.2 33.0
CcosC
Selective calcium
channel blockers
with mainly vascu-
lar
effect
1995 18.2 30.8 . 17.7 . 14.0 26.6 23.4
1996 20.4 35.5 . 19.1 . 15.9 28.1 27.0
1997 22.7 39.6 . 20.2 22.7 16.8 29.4 21.0
1998 25.0 48.7 4.2 22.3 27.1 18.8 30.9 24.2
1999 27.0 58.7 5.3 25.9 31.2 19.6 333 26.2
CcosD
Selective calcium
channel blockers
with direct cardiac
effect
1995 10.0 7.5 . 13.3 . 7.2 7.2 9.1
1996 9.7 7.5 . 12.4 . 71 71 9.4
1997 9.4 7.2 . 11.2 3.5 6.6 7.1 6.7
1998 9.1 6.7 1.5 10.0 3.1 6.6 6.9 7.1
1999 8.7 6.0 2.0 9.3 29 6.3 6.9 6.8
C09
Agents acting on
the renin- angio-
tensin system
1995 22.3 21.8 . 40.6 . 27.5 35.8 31.2
1996 25.8 27.7 . 45.2 . 28.2 39.8 39.2
1997 29.9 35.7 . 49.0 35.5 29.7 43.6 34.6
1998 34.8 43.6 12.1 53.7 43.0 33.0 49.3 429
1999 39.8 54.5 15.5 60.3 48.8 38.7 60.7 49.0

The table continues ...
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Table 4.12, continued ...
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Denmark”  Faroe Is-  Greenland ~ Finland Aland Iceland  Norway  Sweden
lands

C09A
Ace-inhibitors,
plain
1995 20.2 21.6 . 35.6 26.5 33.8 29.7
1996 22.2 27.5 8.7 38.2 . 26.1 34.3 36.3
1997 241 35.1 10.4 39.7 33.9 259 34.1 31.2
1998 25.6 42.1 11.9 41.0 38.7 26.0 349 36.8
1999 27.0 50.6 15.0 43.0 42.2 26.8 37.9 39.4
Co9B
Ace-inhibitors,
combinations
1995 0.7 0.0 5.0 0.0 0.2 0.7
1996 0.9 0.1 6.5 0.0 1.9 1.0
1997 1.1 0.1 7.7 0. 0.0 3.7 1.0
1998 1.3 0.1 0.1 9.0 1.1 0.0 5.0 1.2
1999 1.5 0.1 0.1 10.4 0.0 6.0 1.3
Co9C
Angiotensin Il an-
tagonists
1995 1.4 0.1 . . 1.0 1.8 0.8
1996 2.7 0.2 0.5 . 2.1 3.6 1.9
1997 3.9 0.4 . 1.4 0.8 3.6 4.8 2.1
1998 6.3 1.2 0.2 2.9 2.9 5.8 6.7 4.3
1999 8.9 3.2 0.5 5.3 4.5 9.2 11.8 7.2

1 For Denmark, the figures for the years 1995 -96 do not include the hospital sector.

The marked increase in the consumption
of serum lipid reducing agents (C10) has
reinforced this expenditure increase.
Members of a new group of serum lipid
reducing agents, the HMG CoA reduc-
tase inhibitors, the so-called statins, were
marketed in the end of the eighties, and
their sales have increased markedly dur-
ing the nineties.

In the period 1995 - 1999 the consump-
tion of serum lipid reducing agents in-
creased substantially, by 240 - 340 per
cent, in all Nordic countries, with the
steepest increase in Norway. Consump-
tion differs between the countries, how-
ever. Norway has the highest consump-
tion and is followed by Finland. Iceland
and Sweden are equally high in their
consumption, and Denmark has the low-
est consumption. There is a factor of 4

Den kraftige stigning i forbruget af kole-
sterolseenkende midler (C10) har for-
steerket denne udgiftsvekst. En ny grup-
pe kolesterolseenkende midler, statinerne
(C10AA), blev markedsfert i slutningen
af 1980’erne, og behandlingen med disse
leegemidler er herefter oget kraftigt op
igennem 1990’erne.

Forbruget af de kolesterolseenkende mid-
ler har veeret kraftigt ogende fra 1995-
1999 i alle nordiske lande. Stigningen
ligger mellem 240 og 340 pct. - storst i
Norge. Der er dog stor forskel mellem
landene pé, hvor hejt forbruget er. Norge
har det sterste forbrug, dernast kommer
Finland, i Island og Sverige forbruges
stort set den samme mangde, mens
Danmark har det laveste forbrug. Der er
en faktor 4 mellem hojeste og laveste
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between the highest and lowest con-
sumption. The lowest consumption seen
in Denmark may be due to lack of reim-
bursement of the serum lipid reducing
agents through the nineties. Individual
reimbursement was available, however,
and in 1998 it was decided, that the se-
rum lipid reducing agent should be sub-
ject to general reimbursement on the in-
dication secondary prophylaxis of
ischemic heart disease. The consumption
has since increased steeply. Iceland, too,
does not reimburse the serum lipid re-
ducing agents, unless certain treatment
criteria are met, but the result is, that
most patients are indeed reimbursed
their costs. The other Nordic countries
fully reimburse these agents.

The large difference between the coun-
tries may also be due to the differing
treatment recommendations for the se-
rum lipid reducing agents. The pre-
scribed dosages may also differ. Some
medical experts claim that a state of in-
sufficient treatment exists, with the ex-
pectation of still increasing consumption.

In all countries the dominating members
of the serum lipid reducing agents are
the statins. The first one, lovastatin
(C10A A02), was marketed towards the
end of the eighties, and in 1990 simvas-
tatin (C10AA 01) was introduced. In the
middle of the nineties a series of statins
were marketed. Simvastatin is the domi-
nant member of the group in all coun-
tries, largely due to marketing effects
from the 1994 4S multi-centre study
recommendations. Another member,
atorvastatin (C10A A05), also reached
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forbrug. Det lave forbrug i Danmark kan
heenge sammen med, at de kolesterol-
seenkende midler ikke har haft generelt
tilskud 1 1990’erne. Der har veeret mulig-
hed for at sege individuelt, personligt til-
skud til kolesterolseenkende midler, og i
1998 blev det besluttet, at legemidlerne
skulle have generelt, klausuleret tilskud,
saledes at der ydes tilskud til sekundeer
profylakse af iskeemisk hjertesygdom. Si-
den da har forbruget veret steerkt stigen-
de. De kolesterolseenkende midler har
heller ikke generelt tilskud i Island med
mindre bestemte behandlingskriterier er
fulgt. I praksis er resultatet dog, at langt
de fleste fér tilskud. I de evrige nordiske
lande er disse leegemidler fuldt tilskuds-
berettigede.

Den store forskel mellem landene kan og-
sd heenge sammen med, at der er forskelli-
ge anbefalinger med hensyn til, hvornar
der ber ordineres kolesterolseenkende
midler. Der kan maske ogsé veere forskelle
i den ordinerede dosering. En del medi-
cinske eksperter mener, at der sker under-
behandling, og en fortsat stigning i for-
bruget af disse leegemidler kan forudses.

I alle landene udgeres den storste del af
forbruget af statinerne. Den forste statin,
lovastatin (C10AA02) blev markedsfort 1
slutningen af 1980’erne, og i 1990 blev
simvastatin (C10AAO01) introduceret pa
markedet. Midt i 1990’erne blev en raek-
ke andre statiner markedsfert. I alle lan-
dene er det simvastatin, der udger langt
den storste del af forbruget. Dette heen-
ger i stor udstreekning sammen med an-
befalingerne i 4S multicenterundersogel-
sen fra 19944, hvor simvastatin fik en
voldsom markedsforing. En anden statin,

4 Pedersen, T.R. et al: Randomised trial of Cholesterol lowering in 4444 patients with coronary disease:
The Scandinavian Simvastatin Survival Study (4S). The Lancet, 1994; 344: 1383-1389.
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high market shares shortly after its intro-
duction on the market, as is particularly
evident in Norway, Finland, and Swe-
den.
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atorvastatin (C10AAO05), har dog ogsa
hurtigt efter sin markedsfering opnéet
store markedsandele. Dette gor sig iseer
gexldende for Norge, Finland og Sverige.

Table 4.13  Sales of serumlipid-reducing agents (ATC-group C10A), DDD/1000 inhabi-
tants/day 1995-1999
Denmark"  Faroe  Greenland Finlond ~ Aland  Iceland ~ Norway — Sweden
Islands
C10A
Cholesterol and
triglyceride reducers
1995 3.1 0.9 5.7 . 6.2 1.1 8.0
1996 4.4 1.8 8.5 . 9.1 18.4 12.8
1997 6.1 3.8 . 12.0 5.5 12,5 27.1 13.7
1998 8.5 7.9 1.8 15.8 8.4 17.2 37.8 19.6
1999 121 141 20 23.2 1.1 24.6 49.1 27.0
C10AA
Hmg coa reductase
inhibitors
1995 24 0.8 4.6 . 6.0 10.8 5.8
1996 3.9 1.6 7.4 . 8.9 18.1 10.5
1997 5.5 3.6 . 10.9 5.3 12.3 26.8 11.6
1998 7.9 7.8 1.7 14.8 8.2 17.0 37.5 17.5
1999 11.6 13.9 1.9 22.3 11.0 24.4 48.8 25.0

1 For Denmark, the figures for the years 1995 -96 do not include the hospital sector.

In all countries the other serum lipid reduc-
ing agents (fibrates, bile acid sequestrants,
and nicotinic acid and derivatives) repre-
sent a negligible part of the consumption.

Estrogens

Estrogens are increasingly being recom-
mended for women's menopausal com-
plaints and for the prophylaxis of osteo-
porosis. The marketing of improved
formulations of estrogens and progesto-
gens in combination has reinforced this
development.

Sweden and Finland has the largest con-
sumption of estrogens (C03C), followed
by Iceland. Consumption in Norway and
Denmark is lower. Consumption of estro-

De ovrige kolesterolseenkende midler (fi-
brater, galdesyrebindende midler samt
nicotinsyre og derivater) udger i alle lan-
dene en forsvindende del af forbruget.

Ostrogener

Qstrogener anbefales i stigende udstraek-
ning til kvinder ved ubehag i forbindelse

med overgangsalderen, samt for at mind-
ske risikoen for osteoporose. Markedsfo-
ringen af forbedrede midler med kombi-

nationer af gstrogen og gestagen har for-

steerket denne udvikling.

Sverige og Finland har det storste for-
brug af estrogener (G03C). Derefter fol-
ger Island, mens forbruget i Norge og
Danmark er mindre. Forbruget af gstro-
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gens and progestogens in combination
(GO3F) is highest in Iceland and in Nor-
way, and consumption in Finland and
Denmark is somewhat lower than that of
the other countries. In all countries except
Denmark there was an increase in the
consumption of both estrogens and estro-
gens in combination with progestogens,
due to a shift in the attitude towards pre-
venting menopausal problems.
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gen og gestagen i kombination (GO3F) er
storst i Island og Norge, og forbruget i
Finland og Danmark ligger noget under
forbruget i de ovrige lande. I alle lande-
ne, bortset fra Danmark, sker der en
stigning i forbruget af bade @strogen og
ostrogen i kombination med gestagen.
Stigningen henger sammen med en &n-
dret attitude i forhold til forebyggelse af
problemer i forbindelse med overgangs-
alderen.

Table 4.14  Sales of estrogens and progestogens and estrogens in combination (ATC-group
G03C and GO3F), DDD/1000 inhabitants/day 1995-1999
Denmark)  Faroe  Greenland Finland ~ Aland  Iceland  Norway —Sweden
Islands

Go3C
Estrogens
1995 12.8 9.8 23.9 18.8 15.0 30.5
1996 13.3 10.6 26.2 . 22.6 16.8 34.7
1997 13.6 109 . 30.4 26.3 24.9 18.3 29.7
1998 13.9 10.5 24 31.7 27.7 26.4 19.5 33.7
1999 13.9 10.9 24 34.1 29.6 26.6 19.7 32.8
GO3F
Progestogens and es-
trogens in combination
1995 14.8 9.9 13.3 23.4 19.9 16.8
1996 14.7 109 14.2 . 244 221 20.3
1997 15.0 1.9 . 15.3 16.1 25.7 23.9 18.7
1998 15.3 12.7 5.1 16.4 17.5 26.7 26.2 22.2
1999 15.4 13.4 4.5 19.0 19.5 27.1 27.0 23.5

1 For Denmark, the figures for the years 1995 -96 do not include the hospital sector.

Antibiacterials

In the past years the consumption of anti-
bacterials has been heavily focused upon,
due to the increasing risks of developing
resistance implicated by increasing use, in
particular of broad spectrum antibacteri-
als. In all countries it is generally recom-
mended that the use of antibacterials
should be limited, and that narrow spec-
trum antibacterials should be the first line
treatment.
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Antibiotika

I de senere ar har der veeret stor fokus pa
forbruget af antibiotika. Dette heenger
sammen med den store risiko for resistens-
udvikling ved et hejt forbrug, iseer af bred-
spektret antibiotika. I alle landene er den
generelle anbefaling, at anvendelsen af an-
tibiotika begreenses, og at der som forste-
valg ordineres smalspektret antibiotika.
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Table 4.15  Sales of antibacterials for systemic use (ATC-group JO1), DDD/1000 inhabi-
tants/day 1995-1999

Denmark”  Faroe  Greenland Finland Aland Iceland ~ Norway  Sweden

Islands
Jo1
Antibacterials for sys-
temic use
1995 12.6 15.7 18.4 21.7 . 20.8 15.6 17.5
1996 11.3 14.4 15.9 21.2 . 22.0 14.6 16.2
1997 12.6 14.5 16.5 20.0 21.7 21.2 14.9 15.4
1998 13.2 15.9 16.1 19.2 21.3 22.0 14.5 16.4
1999 12.6 16.1 16.4 19.4 20.5 20.6 14.3 15.8
JO1A
Tetracyclines
1995 1.6 1.2 3.1 5.6 . 5.2 4.1 3.8
1996 1.1 0.9 2.3 5.7 . 5.3 3.7 3.5
1997 1.0 0.9 2.9 5.2 3.4 5.3 3.6 3.2
1998 1.0 1.2 2.0 49 3.8 5.4 3.4 3.6
1999 0.9 1.2 2.0 4.8 3.3 5.2 3.2 3.6
Jo1C
Beta-lactam antibacte-
rials, penicillins
1995 7.7 10.5 10.5 7.0 . 10.4 7.3 8.8
1996 7.2 9.4 9.5 6.7 . 10.9 7.0 8.1
1997 8.0 9.6 9.5 6.4 9.1 10.5 7.4 8.1
1998 8.4 10.6 9.0 6.0 7.9 1.1 7.3 8.5
1999 8.0 10.6 10.4 5.9 7.2 10.3 7.3 8.1
JO1CA
Penicillins with ex-
tended spectrum
1995 2.8 3.3 4.2 3.4 . 4.8 1.7 1.4
1996 2.4 2.7 4.1 3.5 . 5.1 1.7 1.2
1997 2.7 2.6 4.6 3.4 43 4.3 1.9 1.3
1998 2.7 2.9 3.4 3.0 3.8 4.6 1.9 1.4
1999 2.6 2.7 3.8 3.0 3.1 4.3 2.0 1.4
JO1CE
Beta-lactamase sensi-
tive penicillins
1995 4.6 6.8 5.7 3.3 . 3.7 5.4 5.9
1996 4.5 6.3 4.8 2.9 . 3.7 5.1 5.4
1997 4.8 6.6 44 2.7 4.1 3.8 5.3 5.3
1998 5.1 7.0 5.0 2.6 3.6 4.0 5.1 5.5
1999 4.8 7.0 6.1 2.4 3.4 3.2 5.0 5.1
JO1CF
Beta-lactamase resis-
tant penicillins
1995 0.3 0.4 0.6 0.1 . 1.2 0.2 1.3
1996 0.3 0.4 0.6 0.2 . 1.2 0.2 1.2
1997 0.5 0.4 0.5 0.2 0.5 1.3 0.2 1.2
1998 0.5 0.6 0.6 0.1 0.3 1.3 0.3 1.3
1999 0.6 0.8 0.5 0.1 0.4 1.4 0.3 1.3

The table continues ...
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Table 4.15, continued

Denmark”  Faroe  Greenland Finland ~ Aland Iceland  Norway  Sweden

Islands
JO1CR
Comb of penicillins,
incl. beta-lactamase
inhib.
1995 0.0 0.0 . 0.2 . 0.7 0.0 0.2
1996 0.0 0.0 . 0.2 . 1.0 0.0 0.3
1997 0.0 0.0 . 0.2 0.2 1.2 0.0 0.3
1998 0.0 0.1 0.0 0.3 0.2 1.3 0.0 0.3
1999 0.0 0.1 0.0 0.3 0.4 1.4 0.0 0.3
JO1D
Other beta-lactam an-
tibacterials
1995 0.0 0.2 . 3.5 . 0.5 0.5 1.1
1996 0.0 0.2 . 3.2 . 0.5 0.4 1.1
1997 0.2 0.2 . 3.0 1.3 0.6 0.4 0.9
1998 0.2 0.2 0.1 2.9 1.3 0.6 0.4 0.9
1999 0.2 0.2 0.1 3.0 1.4 0.6 0.5 0.9
JO1E
Sulfonamides and
trimethoprim
1995 0.8 1.4 . 2.9 . 2.7 1.8 0.9
1996 0.8 1.4 . 2.7 . 2.7 1.6 0.9
1997 0.9 1.4 . 2.5 1.9 2.4 1.5 0.9
1998 0.9 1.4 0.6 2.4 1.8 2.5 1.4 0.9
1999 0.8 1.4 0.4 2.4 1.7 2.2 1.3 0.9
JO1F
Macrolides and linco-
samides
1995 2.1 2.1 2.2 2.0 . 1.6 1.6 1.4
1996 1.9 2.2 2.8 2.1 . 2.0 1.5 1.2
1997 2.1 2.0 2.6 2.0 1.0 1.7 1.6 1.1
1998 2.3 2.2 3.7 2.1 1.1 1.9 1.6 1.1
1999 2.2 2.3 3.2 2.2 1.0 1.7 1.6 1.1
JOTM
Quinolone antibacteri-
als
1995 0.3 0.1 . 0.7 . 0.4 0.3 1.5
1996 0.2 0.1 . 0.7 . 0.5 0.3 1.4
1997 0.3 0.1 . 0.7 0.8 0.4 0.3 1.2
1998 0.3 0.1 0.2 0.8 0.8 0.5 0.3 1.3
1999 0.3 0.2 0.1 1.0 1.0 0.6 0.3 1.2

1 For Denmark, the figures for the years 1995 -96 do not include the hospital sector.

There is little variation between the Nor- Der er stor overensstemmelse mellem de
dic countries in the total sales of antibac- nordiske lande i det totale forbrug af an-
terials for systemic use (JO1). Iceland and tibiotika til systemisk brug (JO1). Det ho-
Finland have the largest consumption, jeste forbrug findes i Island og Finland.
followed by Norway and Sweden. Den-  Dernast kommer Norge og Sverige, og
mark has the lowest consumption. There det laveste forbrug findes i Danmark.

are minor fluctuations in total antibacte- Der er mindre udsving i det samlede an-
rials sales through the years, but in the tibiotikaforbrug arene imellem, men for
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period 1995 - 1999 a slightly falling
trend is seen for Norway, Finland, and
Sweden, whereas consumption in Den-
mark and Iceland remains unchanged.

The tetracyclines (JO1A) constitute only
a minor part of the antibacterials con-
sumption in Denmark, whereas they
amount to 20 - 25 per cent in the other
Nordic countries.

In Denmark the tetracyclines are reim-
bursed, but the cephalosporins are not.
For the other antibacterials reimburse-
ment was reduced from 75 to 50 per cent
in 1996. Norway and Iceland only reim-
burse antibacterials in cases of long term
treatment. Sweden and Finland do reim-
burse antibacterials, but in many cases
the patient's total medicines expenditures
will be to low to allow for any reim-
bursement.

The dominant antibacterial group in all
countries is the penicillin group (JO1C).
This group constitutes 50 - 60 per cent
of total antibacterial consumption.

TEMA

perioden fra 1995-1999 ses en svagt fal-
dende tendens i Norge, Finland og Sve-
rige, og uendret forbrug i Danmark og
Island.

I Danmark udgeres kun en mindre del af
forbruget af tetracykliner (JO1A), mens
disse leegemidler udger mellem 20 og 25
pct. af det samlede forbrug af antibiotika
i de ovrige nordiske lande.

I Danmark er tetracykliner og cefalospo-
riner (JO1D) ikke tilskudsberettigede. For
de gvrige antibiotika blev tilskuddet ned-
sat fra 75 til 50 pct. 1 1996. I Norge og
Island gives der ikke tilskud til antibiotika
med mindre patienten har brug for lang-
varig behandling, mens antibiotika er til-
skudsberettiget i Sverige og Finland.
Mange brugere af antibiotika har dog sa
lave leegemiddeludgifter, at de i praksis
ikke vil kunne opna tilskud.

Den storste del af forbruget af antibiotika
udgeres i alle landene af penicilliner
JO01C). Disse leegemidler udger mellem
50 og 60 pct. af det samlede forbrug.
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Figure 4.4  Sales of antibacterials for systemic use (ATC-group JO1), DDD/1000 in-

habitants/day, 1995-1999.
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The macrolide group (JO1F) is equally
large in all Nordic countries. Finland and
Sweden have a larger consumption of
cephalosporins (JO1D) and quinolones
(JO1M) than the other countries. Fin-
land, Iceland, and to some extent Nor-
way, have a higher consumption of sul-
fonamides (JO1E) than Sweden and
Denmark. The consumption of am-
phenicols (JO1B), aminoglycosides
(JO1G), and other antibacterials (JO1X)
is very small in all countries.

Within the penicillins (JO1C) the relative
uses of broad and narrow spectrum
penicillins is interesting, as the use of
broad spectrum penicillins involves an
increased risk of developing bacterial re-
sistance. Norway, Sweden, and Denmark
use more penicillin G and V (JO1C E)
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Forbruget af makrolider (JO1F) er om-
trent lige stort i alle nordiske lande. Fin-
land og Sverige adskiller sig fra de evrige
nordiske lande ved at have et storre for-
brug af henholdsvis cefalosporiner
JO01D) og quinoloner (JO1M) end de ov-
rige lande. Finland, Island og til dels
Norge har endvidere et hgjere forbrug af
sulfonamider (JO1E) end Sverige og
Danmark. I alle landene er der et meget
lille forbrug af henholdsvis kloramfenikol
(JO1B), aminoglykosider (JO1G) og an-
dre antiobiotika (JO1X).

Inden for penicillinerne (JO1C) er forde-
lingen mellem de bred- og smalspektrede
penicilliner interessant, da der med an-
vendelsen af de bredspektrede penicilli-
ner som navnt er en gget risiko for resi-
stensudvikling. I Norge, Sverige og
Danmark anvendes der mere penicillin G



than penicillins with extended spectrum
(JO1C A), whereas the reverse is the case
in Finland and Iceland. Moreover, Swe-
den and Iceland use relatively much of
the beta-lactamase resistant penicillins
(JO1C F), in particular against staphylo-
coccus infections. In contrast to the other
Nordic countries Iceland also to some
degree employs combinations of penicil-
lins JO1C R).

Figure 4.5
1999.
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og V (JO1CE) end penicilliner med udvi-
det spektrum (JO1CA), mens det mod-
satte gor sig geeldende i1 Finland og Is-
land. I Sverige og Island anvendes der
endvidere en del penicillinasestabile pe-
nicilliner (JO1CF), som iszr anvendes til
behandling af stafylokokinfektioner. I Is-
land anvendes der til forskel fra de evrige
nordiske lande i en vis udstraekning peni-
cilliner i kombination (JO1CR)

Sales of penicillins (ATC-group JO1C), DDD/1000 inhabitants/day, 1995-
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Norway Sweden
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The penicillin consumption is equally
distributed between men and women
and between the various age groups,
both in Sweden and Denmark. However,
in Denmark the elderly receive about
twice as much penicillin as the very
young.

Forbruget af penicilliner varierer ikke
meget mellem maend og kvinder og mel-
lem aldersgrupper - hverken i Sverige el-
ler i Danmark. I Danmark far de aldre
dog ca. dobbelt s meget penicillin som
de helt unge.
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Table 4.16  Sales of reimbursed penicillins (ATC-group JO1C) by sex and age, 1999. DDD
per 1000 inhabitants per day
Denmark Sweden
Males Females Males Females

0-14 years 4.2 4.2 6.5 6.2
15-44 years 5.2 8.0 5.7 8.2
45-64 years 6.5 8.3 6.2 7.9
Over 64 years 10.6 10.5 8.8 9.3

Analgesics and anti-inflammatory
agents

The consumption of weak analgesics
(N02B) and non-steroid anti-
inflammatory and anti-rheumatic agents,
the so-called NSAIDs (MO01A), varies a
lot between the Nordic countries.

Denmark has by far the largest con-
sumption of weak analgesics. As the
NSAIDs are often used as analgesics, the
consumption of these two groups should
be considered together. When doing so,
Denmark still holds the lead, although its
NSAID consumption is the lowest
among the Nordic countries. Sweden has
the second largest consumption of these
two groups combined, followed by Ice-
land, Finland, and Norway. Sweden also
prefers weak analgesics to NSAIDs, but
the reverse is the case for the other coun-
tries. Finland has by far the largest con-
sumption of NSAIDs, but the lowest
consumption of paracetamol and
opioids. In all countries there is a faint
increase in the use of weak analgesics
and NSAIDs.
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Smertestillende og
antunflammatoriske leegemidler

Sterrelsen pa forbruget af svage smerte-
stillende leegemidler (N02B) og NSAID
(MO1A) er meget varierende mellem de
nordiske lande.

Danmark har langt det storste forbrug af
svagere smertestillende midler. Da
NSAID ofte anvendes som analgetika,
ber forbruget af disse leegemiddelgrup-
per dog ses under ét. Gores dette, ligger
Danmark stadig pé en forsteplads, selv-
om forbruget af NSAID her er det lave-
ste i Norden. Sverige har det naesthojeste
forbrug af disse to legemiddelgrupper,
og derefter kommer Island, Finland og
Norge. I Sverige anvendes der ogsé i
storre udstraekning svagere smertestillen-
de leegemidler fremfor NSAID’er, mens
det for de ovrige lande forholder sig om-
vendt. Finland har langt den hgjeste an-
del af NSAID, men den laveste andel pa-
racetamol og opioider. I alle landene er
der en svag stigning i anvendelsen af de
svagere smertestillende midler og
NSAID.
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Table 4.17  Sales of analgetics and opioids (ATC-group M0O1A, NO2A and N02B),
DDD/1000 inhabitants/day 1995-1999

Denmark”  Faroe Is- Greenland ~ Finland Aland Iceland ~ Norway  Sweden

lands
MO1A
Antiinflammatory/
antirheumatic
prod.,non-steroids
1995 29.7 28.8 171 52.7 . 36.7 24.6 33.6
1996 30.3 24.4 17.9 52.3 . 39.8 25.8 35.3
1997 30.2 23.9 18.1 51.5 38.5 40.5 28.2 28.8
1998 30.6 24.2 12.3 53.5 39.7 43.8 29.6 33.6
1999 30.2 22.2 15.3 58.9 43.3 46.8 31.5 379
NO2A
Opioids
1995 11.8 3.2 . 5.7 . 6.9 14.6 26.9
1996 12.1 3.2 . 6.0 . 9.2 15.1 27.9
1997 14.2 3.7 . 6.8 5.8 11.5 15.7 26.1
1998 15.6 3.9 1.8 7.8 5.6 12.1 16.6 27.7
1999 16.4 4.4 2.0 9.1 7.3 15.1 17.5 27.0
NO2B
Other analgesics
and antipyretics
1995 61.7 38.7 30.7 18.7 . 31.5 25.6 43.0
1996 66.7 38.8 33.2 18.2 . 31.5 24.4 44.8
1997 68.6 43.0 36.4 16.7 29.1 31.4 25.7 45.0
1998 69.7 38.5 333 15.0 27.9 32.2 25.8 46.8
1999 69.7 43.9 33.1 13.6 27.0 32.1 26.8 45.8
NO2BA
Salicylic acid de-
rivatives
1995 22.0 20.9 . 14.6 . 9.2 3.2 16.3
1996 22.6 21.2 . 13.9 . 8.7 2.6 15.7
1997 21.3 20.7 . 12.3 16.2 8.1 2.2 14.9
1998 20.2 18.6 10.7 10.3 14.7 7.9 1.9 14.3
1999 19.1 20.2 8.0 8.2 12.6 7.2 1.5 13.3
NO2BB
Pyrazolones
1995 2.6 0.3 . 0.4 . 0.7 5.9 0.3
1996 2.6 0.3 . 1.1 . 0.6 4.9 0.3
1997 2.3 0.3 . 0.2 0.3 0.6 4.9 0.3
1998 2.1 0.3 0.0 0.1 0.2 0.5 4.6 0.3
1999 1.9 0.2 0.0 0.0 0.0 0.5 4.6 0.2
NO2BE
Anilides
1995 37.1 17.4 . 3.4 . 21.6 16.5 26.4
1996 41.5 17.2 . 3.9 . 22.2 16.9 28.8
1997 45.0 22.0 . 4.2 12.5 22.8 18.6 29.8
1998 47.4 19.6 22.6 4.6 13.1 23.7 19.3 32.3
1999 48.7 23.5 25.1 5.4 14.4 24.5 20.7 32.3

1 For Denmark, the figures for the years 1995 -96 do not include the hospital sector.
For the year 1995, the Danish recording of over-the-counter sales was incomplete.
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In all Nordic countries weak analgesics in
low strengths and small packages are sold
over-the-counter. In Denmark and Swe-

den larger packages and higher strengths

are also sold over-the-counter.

In all countries but Finland paracetamol
(NO02B E) is by far the dominant weak
analgesic. In Finland the relative toxicity
of paracetamol has probably been em-
phasised more than in the other coun-
tries. Iceland uses paracetamol in combi-
nation with low dose codeine (NO2B
E51), whereas the other countries almost
exclusively use plain paracetamol (NO2B
EO01). Salicylic acid derivatives (NO2B
A) constitute about 1/3 in Sweden and
Denmark and almost 2/3 in Finland of
the total use of weak analgesics, in Swe-
den and Denmark dominated by acetyl
salicylic acid in combination with low
dose codeine (NO2B A51) and in Fin-
land dominated by plain acetyl salicylic
acid (NO2B A01). Many countries advo-
cate minimising the analgesic use of ace-
tyl salicylic acid.

Sweden uses about twice as much strong
analgesics, opioids (NO2A), as the other
Nordic countries. In the other Nordic
countries consumption increased through
the period 1995 - 1999, however, whereas
it remained unchanged in Sweden.

The composition of the opioid use dif-
fers greatly between the countries. In
Norway paracetamol in combination
with high strength codeine (NO2A A59)
clearly dominates. Classification as
opioid is due to the high strength co-
deine. This combination also dominates
in Iceland, but here the use of the new
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I alle nordiske lande szlges de svage smer-
testillende leegemidler i lave styrker og sma
pakninger i handkeb. I Danmark og Sveri-
ge gor dette sig ogsé gaeldende for de storre
pakninger og tildels de hgjere styrker.

Ses der bort fra Finland udger paraceta-
mol (NO2BE) langt den sterste del af for-
bruget af svagere smertestillende midler. I
Finland er der i hgjere grad end i de ovri-
ge lande blevet forkuseret pa paracetamols
giftighed. I Island anvendes der paraceta-
mol i kombination med codein i lav dosis
(NO2BES51), mens der i de gvrige lande
stort set udelukkende anvendes paraceta-
mol uden kombination (NO2BEO1). I
Sverige og Danmark udgeres ca. 1/3 og i
Finland knap 2/3 af forbruget af de svage-
re smertestillende midler af salicylsyre-
derivater (NO2BA). I Sverige og Danmark
udgeres dette forbrug iseer af leegemidler
med indholdsstoffet acetylsalicylsyre i
kombination med codein i lav dosis
(NO2BAS51), og i Finland acetylsalisylsyre
uden kombination (NO2BAO1). I mange
lande anbefales det at minimere anvendel-
sen af acetylsalisylsyre til smertebehand-
ling.

I Sverige forbruges der ca. dobbelt sa
meget af de steerke analgetika, opioiderne
(NO2A), som i de ovrige nordiske lande.
Dog er forbruget i de andre nordiske
lande svagt stigende, mens det fra 1995-
1999 stort set er uendret i Sverige.

Sammenseatningen af forbruget af steerke
analgetika er meget forskelligt mellem lan-
dene. I Norge udgeres langt hovedparten
af forbruget af paracetamol i kombination
med codein i hoje styrker (NO2AAS59).
Den hgje styrke for codein bevirker, at lae-
gemidlerne Klassificeres som opioider.
Denne type leegemidler udger ogsé langt



analgesic tramadol (NO2A X02) is rising.

Denmark employs a series of different
strong analgesics, such as morphine
(NO2A A01), methadone (NO2A C02),
dextropropoxyphene (NO2A C04), ke-
tobemidone and antispasmodics (NO2A
GO02) and tramadol. Consumption in-
crease is almost exclusively caused by
tramadol. The large Swedish consump-
tion mainly consists of dextropropoxy-
phene and dextropropoxyphene combi-
nations (NO2A C54). In Sweden and
Finland these have not been classified as
narcotics, as in the other Nordic coun-
tries, but in 2001 Sweden, too, classified
dextropropoxyphene as a narcotic.

The opioid use increases with age, and
women use more than men. However,
for the age group 15 - 44 years, Danish
men use more than Danish women. This
is not seen in Sweden, where women in
general use more opioids than men. The
marked difference between Danish and
Swedish consumption is apparent for all
age groups and is most distinct for
women in the age group 15 - 44 years,
where the Swedish consumption is
nearly three times that of the Danish.
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storstedelen af forbruget i Island, men her
ages ogsa forbruget af det nye smertestil-
lende middel tramadol (N02AX02). 1
Danmark forbruges der mange forskellige
slags steerke smertestillende midler som
morphin (NO2AAO1), methadon
(N02ACO02), dextropropoxyphen
(N02AC04), ketobemidon og an-
tispasmodika (NO2AGO02) og tramadol.
Stigningen i forbruget er dog neesten ude-
lukkende forirsaget af en eget anvendelse
af tramadol. Det hoje forbrug i Sverige
bestar hovedsagelig af dextropropoxyphe-
ner og dextropropoxyphen kombinationer
(NO2AC54). I Sverige og Finland er disse
leegemidler til forskel fra de evrige nordiske
lande ikke kopieringspligtige dvs. kan ordi-
neres pa en almindelig recept. I Sverige er
dette forhold dog @ndret i 2001, hvorefter
dextropropoxypherne ogsa her klassifice-
res som narkotika.

Anvendelsen af opioider er stigende med
alderen, og kvinder anvender mere end
mend. I Danmark anvender mand mel-
lem 15 og 44 ar dog mere end kvinder
inden for samme aldersgruppe. Denne
tendens ses ikke i Sverige, hvor kvinder
generelt anvender flere opioider end
mend. Den store forskel mellem forbru-
get i Danmark og Sverige gir igen i alle
aldersgrupper, mest markant for de 15-
44 arige kvinder, hvor forbruget er nae-
sten 3 gange sé stort i Sverige som i
Danmark.

Table 4.18  Consumption of opioids (ATC-group NO2A) by sex and age, 1999. DDD/1000
inhabitants per day
Denmark Sweden
Males Females Males Females

0-14 years 0.0 0.0 0.1 0.1
15-44 years 6.0 4.9 9.0 13.3
45-64 years 19.0 22.0 28.8 40.3
Over 64 years 28.8 44.8 54.3 78.2
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Antipsychotics

Antipsychotics consumption is very sta-
ble in the Nordic countries. Only Den-
mark shows a minor increase, due to the
market introduction of a series of new
substances, clozapine (NO5SA HO02),
olanzapine (NO5A HO03), and risperi-
done (NOSA XO08). Finland has the high-
est antipsychotics consumption.
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Antipsykotika

Forbruget af antipsykotika er meget sta-
bilt i de nordiske lande. Kun i Danmark
er der sket en mindre stigning i anven-
delsen af disse leegemidler, og dette heen-
ger sammen med markedsforelsen af en
raekke nye stoffer, clozapin (NO5SAHO02),
olanzapin (NO5SAHO03) og risperidon
(NO5AX08). Forbruget af antipsykotika
er hejest i Finland.

Table 4.19  Sales of antipsychotics (ATC-group NO5A), DDD/1000 inhabitants/day 1995-
1999
Denmark"  Faroe  Greenland  Finland Aland Iceland ~ Norway  Sweden
Islands

NO5A

Antipsychotics

1995 6.6 7.7 9.4 15.2 8.4 8.7 8.8
1996 6.7 8.3 10.6 15.2 . 8.4 8.5 9.3
1997 8.7 8.3 12.2 15.0 9.3 8.6 8.5 7.8
1998 9.1 8.8 10.0 14.7 9.0 8.8 8.5 8.3
1999 9.4 8.4 10.3 15.2 8.8 8.6 8.7 8.5

1 For Denmark, the figures for the years 1995 -96 do not include the hospital sector.

Anxziolytics, hypnotics, and sedatives

The benzodiazepines (NO5B A) domi-
nate the anxiolytics in all Nordic coun-
tries. In the period 1995 - 1999 an-
xiolytics consumption was unchanged or
stagnating in all Nordic countries, with
highest consumption in Denmark, Fin-
land, and Iceland.

Benzodiazepines are also dominant and
important as sedatives and hypnotics
(NO5C D). Consumption of these agents
is unchanged in Finland and falling in all
other Nordic countries. In all countries
consumption of the new benzodiazepine
related agents (NO5C F) is rising. This is
a relatively new group of hypnotics,
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Midler mod neuroser og sovemidler

I alle nordiske lande er det benzodiazepi-
nerne (NO5BA), der udger hovedparten
af forbruget af neurosemidlerne. Forbru-
get af neurosemidler har veeret uendret
eller stagnerende i alle nordiske lande fra
1995-1999. Forbruget af denne type lee-
gemidler er storst i Danmark, Finland og
Island.

Benzodiazepiner anvendes endvidere
som beroligende midler og sovemidler
(NO5CD), og udger her ogsa en stor del
af det samlede forbrug. I Finland er for-
bruget af denne type leegemidler uend-
ret, mens det falder i alle gvrige nordiske
lande. Og i alle landene stiger anvendel-
sen af de nye benzodiazepinrelaterede



marketed as having a weaker addictive
potential and fewer side effects than the
benzodiazepines. In reality, their proper-
ties differ very little. In Norway, Sweden,
and Iceland consumption of these new
hypnotics is rising more than the con-
sumption of benzodiazepines is falling,
indicating a rise in the total consumption
of hypnotics. In Finland consumption of
benzodiazepines is, as mentioned, un-
changed, and the rising consumption of
benzodiazepine related agents, causes a
rise in the total consumption of hypnot-
ics. In Denmark the total consumption of
hypnotics is falling. In all countries the
consumption of zopiclone (NO5C FO01)
and zolpidem (NO5C F02) is rising. In
Norway, however, only zopiclone use is
rising. Norway has the lowest hypnotics
use among the Nordic countries. The
benzodiazepine related agents are a lot
more expensive per DDD than the ben-
zodiazepines, so shifting to using the
former has markedly increased hypnotics
expenses.

Sweden also employs many agents from
the group other hypnotics and sedatives,
especially propiomazine (NO5C MO06)
and valerian (NO5C MO09).

Denmark, Norway, and Iceland do not
reimburse hypnotics, but Finland and
Sweden do. There is no apparent corre-
lation between consumption trends and
reimbursement rules.
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midler (NO5CF). Dette er en forholdsvis
ny gruppe sovemidler, der er blevet mar-
kedsfort som mindre atheengighedsska-
bende og med feerre bivirkninger end
benzodiazepinerne. I realiteten adskiller
de sig dog ganske lidt fra disse. I Norge,
Sverige og Island stiger forbruget af de
nye sovemidler mere end forbruget af
benzodiazepinerne falder, og dette bety-
der en stigning i den samlede anvendelse
af sovemidler. I Finland er anvendelsen
af benzodiazepinerne som navnt uend-
ret, og det stigende forbrug af de benzo-
diazepinrelaterede midler forarsager der-
for et oget forbrug af sovemidler samlet
set. I Danmark falder til gengeeld det
samlede forbrug af sovemidler. I alle lan-
dene er der tale om en stigning i anven-
delsen af stofferne zopiclone (INOSCFO01)
og zolpidem (NO5CF02). I Norge dog
kun af zopiclone. Norge har det laveste
forbrug af sovemidler i Norden. De ben-
zodiazepinrelaterede midler er langt dy-
rere per DDD end benzodiazepinerne,
og dette forbrugsskift har betydet en
kraftig ogning i udgifterne til hypnotika.

I Sverige anvendes der ogsa i stor ud-
streekning leegemidler fra gruppen andre
hypnotika og sedativa. Det drejer sig iseer
om leegemidler med indholdsstofferne
propiomazin (NOSCMO06) og valeriane
(NO5CM09).

I Danmark, Norge og Island gives der ik-
ke tilskud til hypnotika, mens disse lae-
gemidler er tilskudsberettigede i Finland
og Sverige. Tilsyneladende er der ingen
sammenheaeng mellem udviklingen i for-
bruget og tilskudsreglerne.
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Table 4.20  Sales of anxiolytics and hypnotics and sedatives (ATC-group NO5B and N0O5C),
DDD/1000 inhabitants/day 1995-1999
Denmark”  Faroe  Greenland Finland Aland Iceland  Norway Sweden
Islands
NO5B
Anxiolytics
1995 26.6 19.5 5.2 28.9 23.0 18.9 17.2
1996 25.7 20.0 4.6 29.0 . 23.1 18.0 17.4
1997 25.1 18.9 5.1 29.1 10.3 23.9 18.0 16.0
1998 24.3 17.7 3.1 28.9 10.0 24.2 18.5 16.4
1999 23.4 17.8 3.3 29.8 10.8 24.5 18.8 16.8
NO5C
Hypnotics
and sedatives
1995 44.4 43.1 5.1 395 41.2 25.9 40.7
1996 38.9 38.5 4.6 40.8 . 44.4 26.8 443
1997 36.7 345 5.8 42.9 29.6 48.3 28.4 42.3
1998 34.8 34.6 3.0 43.7 33.2 50.4 29.4 443
1999 33.5 34.5 3.8 47.3 35.4 52.8 30.3 45.5

1 For Denmark, the figures for the years 1995 -96 do not include the hospital sector.
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Antidepressants

Antidepressants consumption increased
markedly through the nineties, mainly
due to a powerful growth in the con-
sumption of the new selective serotonin
reuptake inhibitors, the so-called SSRIs,
marketed in the late eighties. These have
fewer side effects and a better safety pro-
file than the old antidepressants and are
at the same level with respect to effect.

In all Nordic countries antidepressants
consumption increased forcibly in the
beginning of the nineties, and figure 4.7
shows that this increase continues after
1995. The increase was less steady in
Norway and Sweden than in Iceland,
Denmark, and Finland. Iceland, by far
the largest Nordic consumer of antide-
pressants, had the largest increase.
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Antidepressiva

Anvendelsen af antidepressiva er steget
kraftigt op igennem 1990’erne ikke
mindst takket veere en kraftig vaekst i for-
bruget af de nyere selektive serontonin
genoptagelses heemmere (SSRI’ere), som
blev markedsfert i slutningen af
1980’erne. Disse legemidler har feerre
bivirkninger og en bedre sikkerhedsprofil
end de gamle antidepressiva og ligger ef-
fektmeessigt pa hojde med disse.

I alle nordiske lande steg forbruget af an-
tidepressiva kraftigt i begyndelsen af
1990’erne, og figur 4.7 viser, at denne
stigning er fortsat fra 1995 og frem. Stig-
ningen i Norge og Sverige har dog veret
mindre jevn end i Island, Danmark og
Finland. Stigningen har veret storst i Is-
land, som ogsé har langt det storste for-
brug af antidepressiva i Norden.
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For all Nordic countries consumption of
the older tricyclic antidepressants (NO6A
A) remained constant through the period
1995 - 1999. The large increase in SSRI
consumption does not seem to have
caused any decline in the use of these
older agents. SSRI treatment is a lot
more expensive than treatment with the
older agents. Consumption development
has therefore strongly increased expendi-
tures within the treatment of depression.

In all countries - and in particular in Ice-
land and Norway - there is a small and
declining use of monoamine oxidase type
A inhibitors (NO6A G).
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Det er generelt for alle landene, at for-
bruget af de @ldre tricykliske antidepres-
siva (TCA’er) (NO6AA) har vaeret no-
genlunde stabilt fra 1995-99. Den store
stigning i forbruget af SSRI’erne har til-
syneladende ikke betydet en nedgang i
forbruget af disse eldre midler. Behand-
ling med SSRI’er er meget dyrere end
behandling med de @ldre produkter.
Forbrugsudviklingen har derfor betydet
meget store udgiftsstigninger inden for
behandling af depressioner.

I alle landene - og iser i Island og Norge
- er der et lille men aftagende forbrug af
monoamin-oxidase type A hemmere
(NO6AG).



In all countries - and again in particular
in Iceland and Norway - there is some
use of mianserin (NO6A X03), belonging
to the group of other antidepressants
(NO6A X). In all countries there is a
growing use of these other antidepres-
sants, due to the marketing of a series of
new agents, such as mirtazapine (NO6A
X11) and venlafaxine (NO6A X16).
Again it is noteworthy, that the rise in
SSRI consumption does not seem to
level off as these new agents come into
increasing use. This is even more striking
when considering the much higher prices
of the new antidepressants relative to
both the tricyclic antidepressants and the
SSRIs.

Antidepressants consumption is larger
among women in both Sweden and
Denmark. Antidepressants consumption
is larger in Sweden than in Denmark,
and this is true for men and women of all
age groups. The difference shrinks, how-
ever, with increasing age. In both coun-
tries women over 64 years have a mark-
edly higher antidepressants consumption
than the other age groups.
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I alle landene, og igen iseer i Norge og Is-
land, anvendes der desuden en vis
mangde mianserin (NO6AX03), som
herer til i gruppen af andre antidepressi-
va (NO6AX). I alle landene er der et sti-
gende forbrug af disse andre antidepres-
siva, og stigningen kan tilskrives mar-
kedsferingen af en raekke nye leegemidler
som mirtazapin (NO6AX11) og venlafa-
xin (NO6AX16). Igen er det bemeerkel-
sesveerdigt, at stigningen i forbruget af
SSRI‘ere tilsyneladende ikke aftager i
takt med den ogede anvendelse af disse
nye produkter. Det er ogsa karakteristisk,
at de nye antidepressiva er vaesentlig dy-
rere end bade de tricykliske antidepressi-
va og SSRTl’erne.

Bade i Sverige og Danmark er forbruget
af antidepressiva storst blandt kvinder.
Forbruget af antidepressiva er storre i
Sverige end i Danmark, og denne ten-
dens gar igen for bdde meend og kvinder
i alle aldre. Forskellen bliver dog mindre
med stigende alder. I begge lande har de
eldre kvinder pd 65 ar og over et mar-
kant hejere forbrug af antidepressiva end
de ovrige grupper.
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Table 4.21  Sales of antidepressants (ATC-group NO6A), DDD/1000 inhabitants/day 1995-

1999
Denmark” Faroe Greenland  Finland Aland Iceland  Norway  Sweden
Islands
NO6A
Antidepressants
1995 18.3 10.6 39 20.3 . 33.0 22.5 27.8
1996 20.5 12.5 5.1 23.5 . 38.8 31.1 348
1997 25.2 14.4 6.5 25.4 17.0 44.9 31.5 320
1998 28.9 15.3 5.8 27.4 19.4 53.1 31.7 375
1999 31.5 16.5 6.1 31.8 21.4 59.9 36.1 41.7
NO6AA
Non selective
monoamine reup-
take inhibitors
1995 53 4.1 . 5.0 . 9.7 6.3 5.4
1996 5.1 3.8 . 4.9 . 9.8 5.5 5.0
1997 5.0 35 . 4.8 4.0 9.8 49 4.2
1998 4.8 3.1 0.8 45 39 9.5 4.9 4.3
1999 4.7 2.9 0.5 4.5 3.6 9.7 4.7 4.1
NO6AB
Selective serotonin
reuptake inhibitors
1995 11.9 5.7 . 12.1 . 18.9 11.2 21.0
1996 14.1 7.8 . 15.2 . 243 20.8 27.7
1997 17.8 9.3 . 16.8 11.0 28.6 22.0 24.6
1998 20.7 10.0 4.8 18.3 12.7 35.9 21.9 28.4
1999 22.1 10.7 5.3 21.4 13.4 41.2 25.6 315
NO6AG
Monoamine oxi-
dase type a inhibi-
tors
1995 0.3 0.1 . 1.6 . 20 1.9 0.7
1996 0.2 0.0 . 1.6 . 2.1 1.7 0.6
1997 0.2 0.0 . 1.4 0.3 2.3 1.1 0.4
1998 0.2 0.0 0.0 1.5 0.4 2.1 0.9 0.5
1999 0.1 0.0 0.0 1.5 0.4 20 0.8 0.5
NO6AX
Other antidepres-
sants
1995 0.6 0.6 . 0.2 . 2.4 3.0 0.7
1996 1.0 0.8 . 1.8 . 2.6 3.0 1.5
1997 2.0 1.4 . 2.4 1.7 4.2 3.4 2.7
1998 3.0 2.0 0.3 3.1 2.4 5.6 4.1 4.3
1999 4.5 2.8 0.3 4.3 3.9 7.1 4.9 5.7

1 For Denmark, the figures for the years 1995 -96 do not include the hospital sector.
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Table 4.22  Consumption of antidepressants (ATC-group NOGA) by sex and age, 1999. DDD
per 1000 inhabitants per day
Denmark Sweden
Males Females Males Females

0-14 years 0.3 0.2 0.4 0.3
15-44 years 12.3 22.2 19.6 35.3
45-64 years 30.7 59.9 37.9 76.6
Over 64 years 52.2 96.3 60.2 105.0
Anti-asthmatics Astmamadler

Anti-asthmatics are primarily used in the
treatment of asthma and chronic obstruc-
tive pulmonary disease (COPD). The
consumption of anti-asthmatics has risen
over the past years, possibly reflecting an
increasing prevalence of asthma and im-
proved diagnostics, but also the use of lar-
ger doses in the treatment.

The anti-asthmatics can be divided into
two main groups. One group comprises
the bronchodilatants, including the beta-
2-adrenoreceptor agonists (RO3A C),
theophyllines (RO3D A), and anticho-
linergics (RO3B B). The other group
comprises agents for the prophylaxis of
lower airway inflammation, such as the
corticosteroids (R0O3B A).

A combined use of corticosteroids and
short acting beta-2-adrenoreceptor agonists
by inhalation is generally recommended.

Anti-asthmatics consumption increased
through the nineties. During the period
1995 - 1999 a stagnation is seen for
Denmark, but there is still a consump-
tion rise in Norway, Finland, and Ice-
land. In 1999 Norway had the highest
Nordic consumption of anti-asthmatics.
The Swedish consumption fluctuated
markedly in the period 1995 - 1999, due
to the introduction in 1997 of a new re-
imbursement system, changing the anti-

Astmamidler bruges primeert til behand-
ling af astma og kronisk obstruktiv lunge-
sygdom (KOL). Anvendelsen af astma-
midler har veret stigende i de seneste ar,
og denne stigning kan afspejle en gget fo-
rekomst af astma, bedre og tidligere di-
agnosticering, men 0gsa en gget anven-
delse af hojere doser i behandlingen.

Lagemidler til behandling af astma kan
inddeles i to hovedgrupper. Den ene grup-
pe virker bronkieudvidende. Til denne
gruppe herer beta2-agonister (RO3AC), te-
ofylliner (RO3DA) og antikolinergika
(RO3BB). Den anden gruppe anvendes til
forebyggende behandling af inflammatio-
nen i de nedre luftveje. Til denne gruppe
horer kortikosteroiderne (RO3BA).

Generelt rekommenderes en kombineret
brug af kortikosteroiderne og inhaleret,
korttidsvirkende beta2-agonister.

Forbruget af astmamidler har veret sti-
gende op igennem 1990’erne. Fra 1995-
1999 synes denne stigning stagneret i
Danmark, mens den er fortsat i Norge,
Finland og Island. I 1999 er Norge det
land 1 Norden, hvor der er det storste for-
brug af astmamidler. Sverige har fra 1995-
1999 oplevet et meget svingende forbrug
af astmamidler. Forbrugsudsvingene
heenger sammen med indferelsen af et nyt
medicintilskudssystem i 1997, hvor ast-
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asthmatics from being free of charge to
being reimbursed in line with other
medicines. Prior this change anti-
asthmatics were hoarded, and shortly af-
ter the change, sales fell. The total con-
sumption is, in spite of an increase
through the period 1997 - 1999, still
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mamidlerne gik fra at have veret gratis for
forbrugerne til at blive ligestillet med an-
dre leegemidler. Op til indferelsen af dette
nye system skete der derfor en kraftig ham-
string af astmamidler, og efter ikrafttraedel-
sen faldt forbruget. Den samlede maengde
er - pa trods af en veaekst i forbruget fra

lower than that of 1995. 1997-1999 — fortsat lavere end 1 1995.
Table 4.23  Sales of antiasthmatics (ATC-group R03), DDD/1000 inhabitants/day 1995 -

1999

Denmark” Faroe Greenland Finland Aland Iceland  Norway Sweden
Islands

RO3
Anti-asthmatics
1995 59.2 27.1 429 43.9 57.2 64.7
1996 60.1 29.7 45.0 . 45.1 57.9 86.3
1997 60.9 31.8 . 46.2 46.4 45.4 60.4 45.4
1998 62.5 35.2 21.7 48.2 46.9 47.6 63.1 53.9
1999 61.7 37.2 25.0 50.0 45.7 48.5 65.8 55.9
RO3A
Adrenergics, inhalants
1995 27.2 14.4 10.0 15.6 20.4 26.2 29.4
1996 27.9 15.6 10.4 16.5 21.2 26.8 37.3
1997 28.1 16.1 13.0 16.8 15.2 21.1 27.9 20.9
1998 28.8 18.0 11.8 17.7 16.6 21.7 28.6 23.8
1999 28.6 18.7 13.3 18.9 17.4 21.5 29.6 25.2
RO3B
Other anti-asthmatics,
inhalants
1995 19.6 8.3 5.8 20.7 18.6 23.6 29.0
1996 21.0 10.4 6.0 22.6 . 19.7 24.7 42.1
1997 22.7 12.7 8.3 235 243 20.4 26.7 20.5
1998 24.1 14.5 6.5 24.7 24.3 22.2 29.2 25.3
1999 23.9 16.2 8.0 25.1 22.1 23.1 30.6 25.6
RO3C
Adrenergics for systemic
use
1995 52 1.6 0.9 0.6 2.1 2.5
1996 4.7 1.5 0.8 . 0.5 1.6 2.6
1997 4.4 1.3 . 0.7 0.8 0.4 1.4 1.5
1998 4.0 1.2 1.2 0.7 0.8 0.3 1.3 1.6
1999 3.5 0.9 1.2 0.6 0.8 0.3 1.1 1.5
RO3D
Other anti-asthmatics
for systemic use
1995 7.3 2.7 5.7 4.3 5.3 3.8
1996 6.5 2.2 5.1 . 3.8 4.8 4.3
1997 5.8 1.7 . 5.2 6.1 3.5 4.4 2.5
1998 5.6 1.5 2.3 5.1 5.2 3.3 4.1 3.3
1999 5.7 1.4 2.4 5.4 5.5 3.6 4.5 3.7

1 For Denmark, the figures for the years 1995 -96 do not include the hospital sector.
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A growing amount of corticosteroids is
being used in Denmark, Finland, Nor-
way, and Iceland.

In Norway the use of adrenergics for in-
halation (R03A) is rising, contributing to
a rise in the total consumption of anti-
asthmatics. A rise in the consumption of
anticholinergics (R0O3B B) and antialler-
gic agents (RO3B C) also contributes to a
rise in the total consumption. These
agents are more dominating in Norway
and Sweden than they are in Denmark
and Iceland. In Denmark and to some
extent in Sweden, the adrenergics for
systemic use (R0O3C) dominate more
than they do in the other Nordic coun-
tries. Moreover, Finland and Denmark
use more xanthines (RO3D A) than the
other Nordic countries.

Figure 4.8
1999.
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Der anvendes en voksende meengde kor-
tikosteroider i Danmark, Finland, Norge
og Island.

I Norge er det en stigning i forbruget af
adrenerge inhalationsmidler (RO3A), som
har vaeret en medvirkende rsag til den
samlede stigning i brugen af astmamidler.
Ogsa en vaekst i forbruget af anticholiner-
gica (RO3BB) og antiallergiske midler
(RO3BC) har betydet en vaekst i det sam-
lede forbrug. Disse leegemidler udger en
storre del af forbruget i Norge og Sverige
end i Danmark og Island. I Danmark og
tildels Sverige udger de systemiske, adre-
nerge astmamidler (RO3C) en storre del af
forbruget end i de ovrige nordiske lande,
og i1 Finland og Danmark er der desuden
en storre anvendelse af xantiner (RO3DA)
end i de ovrige lande.

Sales of antiastmatics (ATC-group R03), DDD/1000 inhabitants/day, 1995-

l
w(mim|B
iiii. IIIII I il
9 97 9 9 97

97
Norway Sweden

Long-acting beta-2
adrenoreceptor agonists

[l Other anti-asthmatics
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Boys between 0 and 14 years of age con-
sume more anti-asthmatics than girls in
the same age group. The same tendency
is seen for people above 64 years, both in
Sweden and in Denmark. For the oldest
group the reason is presumed to lie in the
treatment of chronic obstructive pulmo-
nary disease (COPD). In the age group
15 - 64 years women have a higher con-
sumption than men. For all ages and
both sexes, except women in the age
group 45 - 64 years, where consumption
is equal, the Danish consumption of anti-
asthmatics is higher than the Swedish.

TEMA

Drenge mellem 0 og 14 ar anvender flere
astmamidler end piger i samme alder.
Samme tendens gar igen for de @ldre
over 64 ar — i bade Sverige og Danmark.
For de @ldre ma det antages at vere be-
handlingen af kronisk obstruktiv lunge-
sygdom (KOL), der spiller ind. For de
15 til 64-arige har kvinder et hgjere for-
brug end meend. Forbruget af astmamid-
ler er hgjere i Danmark end i Sverige og
denne tendens gor sig geeldende for meend
og kvinder i alle aldersgrupper, bortset fra
kvinder mellem 45 og 64 ar, hvor sterrel-
sen af forbruget er ens i de to lande.

Table 4.24  Consumption of anti-asthmatics inhalants (ATC-group RO3A and RO3B) by sex
and age, 1999. DDD per 1000 inhabitants per day
Denmark Sweden
Males Females Males Females

0-14 years 25.6 16.1 20.4 12.6

15-44 years 25.8 29.2 20.1 28.2
45-64 years 54.0 76.2 47.2 76.3

Over 64 years 152.8 118.0 134.9 112.7
Antihistamines Antihistaminer

The sales of antihistamines vary a lot be-
tween the Nordic countries. Norway has
by far the highest consumption, con-
sumption in Iceland and in Sweden is
about 2/3 of that in Norway, whereas
consumption in Finland and in Denmark
only is about 1/3 of that in Norway.

In all countries consumption increased
through the period 1995 - 1999.

Low strength antihistamines in small

packages are sold over-the-counter in all
Nordic countries.
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Salget af antihistaminer varierer meget
mellem de nordiske lande. Norge har
langt det storste forbrug af disse leege-
midler, forbruget i Island og Sverige er
ca. 2/3 sa stort, mens forbruget i Finland
og Danmark kun er ca. 1/3 si stort som
forbruget i Norge.

I alle landene er forbruget steget fra
1995-1999.

Antihistaminer i lave styrker og sma pak-
ningsstorrelser selges i handkeb i alle
nordiske lande
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Table 4.25  Sales of antihistamines (ATC-group RO6A), DDD/1000 inhabitants/day 1999

Denmark”  Faroe  Greenland Finland Aland Iceland  Norway  Sweden
Islands

ROGA

Antihistamines

for systemic use

1995 10.7 10.9 12.5 18.7 32.9 20.3

1996 11.2 1.3 14.3 . 21.2 33.6 213

1997 11.8 12.1 . 15.5 16.9 20.8 35.3 18.6

1998 12.9 12.4 2.5 17.4 18.4 21.2 37.2 22.6

1999 13.4 12.6 2.6 18.2 19.9 21.5 37.0 23.4

1 For Denmark, the figures for the years 1995 -96 do not include the hospital sector.
For the year 1995, the Danish recording of over-the-counter sales was incomplete.

5. Résumé

The comparison of medicines consump-
tion in the Nordic countries has revealed
many similarities in the overall consump-
tion tendencies and in the challenges
faced by the authorities to control ex-
penses. A closer look at consumption
patterns within each group of medicines,
reveals smaller or larger differences in
consumption size and differences in
preference of active ingredients. As the
Nordic population is relatively homoge-
nous, with similar living conditions, these
differences are striking. Whether the ex-
planation should be sought for in differ-
ences in morbidity patterns, differences
in treatment traditions, or other condi-
tions, is only to a small extent possible to
assess from an investigation like this one.
The description of these differences
may, however, be the first step to starting
more thorough investigations.

A common Nordic statistics on medi-
cines consumption is no longer com-
piled, nor is there a good access to com-
parable data. It is therefore important,

5. Sammenfatning

Gennemgangen af legemiddelforbruget i
de nordiske lande har vist mange lig-
hedspunkter i de overordnede tendenser
i forbruget og i de udfordringer myndig-
hederne star overfor med hensyn til at
styre udgiftsudviklingen. Nar man ser
nermere pa det konkrete forbrugsmen-
ster inden for de enkelte leegemiddel-
grupper, viser det sig dog, at der kan va-
re store forskelle i, hvor meget medicin
der anvendes og hvilke typer leegemidler
forbruget bestar af. Forskelle der isaer
virker store, fordi den nordiske befolk-
ning er en forholdsvis homogen befolk-
ningsgruppe med stort set samme leve-
vilkar. Hvorvidt forklaringen hovedsage-
lig skal findes i forskelle i sygdomsmen-
ster, forskelle i behandlingstraditioner el-
ler andre forhold, er det kun i mindre
grad muligt at afdeekke i en undersogelse
som denne. Beskrivelsen af disse forskel-
le kan dog vere forste skridt pa vejen til
igangseettelsen af mere tilbundsgéende
undersogelser.

I dag laves der ikke leengere en felles
nordisk statistik om forbruget af leege-
midler, og adgangen til sammenlignelige
data er heller ikke s& god. Det er derfor
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that NOMESCO collect medicines con-
sumption data, including data on ex-
penses, in their annual publication. The
applicability of the statistics will improve,
if detailed consumption information on
levels further down than the second
A'TC level, is included for selected
groups of medicines.

It should also be noted, that development
is very rapid within the medicines area.
In the course of a few years the con-
sumption pattern may change markedly,
and the inclusion in the statistics of new
groups of medicines may be relevant.
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vigtigt, at NOMESCO inddrager stati-
stikker over leegemiddelforbruget og ud-
gifterne til dette i sin arlige publikation.
Anvendeligheden af denne statistik er
storre, hvis der i udvalgte leegemiddel-
grupper er en vis detaljeringsgrad, dvs.
der oplyses forbrugstal leengere ned end
til andet AT C-niveau.

Desuden skal man veere Klar over, at ud-
viklingen inden for leegemiddelomradet
gar meget steerkt. I lobet af en kort ar-
reekke kan forbrugsmensteret eendre sig
markant, og det kan vere relevant at
inddrage nye leegemiddelgrupper i stati-
stikken.
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WHO Collaborating Centre for Drug Statistics Methodology

NORDIC COMPARISON OF THE USE OF ATC AND
DDDS

The Nordic countries have long experience in applying the ATC/DDD methodol-
ogy for presenting drug consumption statistics. From 1979 to 1995, the Nordic
Council on Medicines issued every third year a publication providing comparative
drug consumption data from the Nordic countries.

In order to use the ATC/DDD methodology for presenting drug use statistics, it is
necessary to link ATC codes and DDDs to each drug package. Proper knowledge
about the ATC/DDD methodology is necessary in order to fulfil this task in a uni-
form way and according to the official WHO guidelines. Until the early nineties,
there was a closer collaboration between the Nordic countries with regard to ATC
coding and DDD assignment for all products on the market. In the latest ten years,
this task has been taken care of at the national level, however, still in frequent com-
munication with the WHO Centre in Oslo. Since guidelines may be interpreted dif-
ferently and the use of national ATC codes and DDD values may occur, it was de-
cided to make a thorough comparison of the Nordic countries’ drug registers with
regard to the use of ATC/DDDs.

The complete registers of drugs available in the Nordic countries (updated by Sep-
tember 2000) were compared using the Nordic article numbers as the key. All Nor-
dic countries use a common article number for the same drug packages. The coun-
tries were all compared "in pairs", meaning that every Nordic article number avail-
able in more than one country are included in the survey.

Use of ATC codes

The types of faults were identified. Incorrect ATC codes, incomplete ATC codes,
and different products using identical Nordic article numbers are found in all com-
parisons.

Some ATC codes are 4th level codes only. Sweden and Island add "00" on these 4th
level codes. The "00" ending represents unofficial ATC codes, but will not influence
on the statistics.
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The number of Nordic article numbers with incorrect ATC codes per country per
comparison vary from 1 to 33, which represents from 0.01 per cent to 0.50 per cent
of the country’s drug register.

Looking at the number of Nordic article numbers that has come up for one country
in any of the comparisons, the total number of Nordic article numbers with incor-
rect ATC code varied from 14 (0,19 per cent of the total register) for Norway to 46
(0.69 per cent of the total register) for Denmark. The highest percentage was found
in Iceland with 27 (0.78 per cent of the total register).

The number of ATC codes containing one or more Nordic article number(s) with
incorrect ATC codes varied from 7 to 23. For the countries in total, 51 per cent of
the incorrect codes are correct down to the ATC 4th level. This means that com-
parative statistics on the 5th level will be wrong, but the statistics on the ATC 4th
level will be correct. It is important to note that if a substance has been given an in-
correct ATC code, the statistics for both the ATC code where it is placed and the
A'TC code where it should have been placed are influenced.

In this project, a special focus is put on the ATC groups A02, A08, A10, C01, C03,
Co07, C08, C09, C10, G03C, GO3F,Jo1, MO1A, M03B, N02A, N02B, N0O5, NO6A
and R03. The irregularities mentioned above had only minor influence on the statis-
tics in these groups.

All the incorrect ATC codes will influence on the statistics in general. But the Nor-
dic register still seems to be a good tool for statistics with regard to ATC, and the
differences in the application of ATC codes represents only a very minor problem.

Use of DDDs

Some main principal differences in the drug registers have been found which can
lead to differences in the statistics from the Nordic countries:

ATC group D: Sweden, Denmark and Iceland have assigned national DDDs for the
dermatological products based on the package size, independent of the strength of
the product (e.g. a 100 g package of a cream contains 100 DDDs). ATC group
BO05: Sweden, Denmark and Iceland are using the same type of DDD in this group.
1 DDD is usually 1 litre. Finland and Norway are not calculating number of DDDs
in these groups. These differences will give a higher estimate of the consumption of
drugs in these ATC groups in Sweden, Denmark and Iceland compared to Finland
and Norway. It has been decided not to include the national DDDs in BO5 and D in
the statistics in this book.
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ATC group GO03 C: Transdermal plasters. The number of DDDs for these prod-
ucts is calculated differently in the different countries. The calculation of the num-
ber of DDDs for transdermal plasters in Sweden will e.g. give an estimate of the
consumption in GO3C, which is about 20 per cent too low. The sales figures for
GO03C have been corrected in this book. The number of DDDs for transdermal
plasters used in pain (fentanyl plasters ATC group NO02) are also calculated differ-
ently in Sweden compared to the other countries and will give an estimate which is
about 40 per cent too high. This will however have a minor effect on the data pre-
sented in this book.

ATC group L.O1: Antineoplastic agents: Norway has assigned national DDDs in
this group based on the amount of active substance per package. The DDDs are
given in gram or mg. This will give a higher estimate of the consumption of drugs in
ATC group L in Norway than in the other countries. The DDDs from this group
will not be included in the tables in this book.

ATC group SO1E: Antiglaucoma preparations and miotics: There is confusion on
how to handle the unit dose preparations. The numbers of DDDs for these prod-
ucts are sometimes calculated according to the DDD for the ordinary formulation
(bottle) and sometimes according to the number of unit doses in one package. For
these products there are also discrepancy from product to product in the same
country.

A'TC code JO1FAO1 Erythromycin (Abboticin™/Ery-Max™): The oral formula-
tions except from the sustained release tablets contains erythromycin ethyl succinate
which has a DDD of 2 g. This salt is not used in sustained release tablets and par-
enteral formulations. The DDD for erythromycin is 1 g (both oral and parenteral
administration). At present the DDD of 2 g is used only for erythromycin ethyl suc-
cinate tablets. This is in line with the ATC/DDD Guidelines. Iceland has however
used the DDD of 2 g also for the oral mixtures and single-dose granules. The esti-
mate of the consumption of erythromycin will lower in Iceland compared to the
other Nordic countries. In the tables in this book, the figures from Iceland have been
corrected based on the common official DDD.

In addition to the principal differences, occasional discrepancies in the number of
DDDs per package are found to some degree when comparing the product registers
from all the Nordic countries. These discrepancies are mainly due to incorrect cal-
culation e.g. by using a wrong DDD, or a wrong amount of active ingredient per
package. An example is Stesolid™ enema, where the declared amount of diazepam
is written as Smg/2,5 ml or 10 mg/2,5 ml in the drug registers. This means accord-
ing to the product information in drug catalogues that one enema contains 5 or 10
mg diazepam. In the Swedish register the number of DDDs/package has been calcu-
lated based on the assumption that the strength is 5 or 10 mg/ml and that the pack-
ages therefore contains 12.5 or 25 mg diazepam, respectively. Similar types of
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wrong calculations are found for some packages in all ATC groups in the different
drug registers. They will however only have a minor influence on the data presented
in the book since the tables not include any information about the sales on each
ATC 5th level.

Combination products are also sometimes treated differently in different countries,
the DDD can be based on the content of one of the active ingredients, on all of
them (the sum) or the product as a separate unit (e.g. the DDD is one tablet). An
example here is from Denmark, where the content of active ingredients in combina-
tions of levodopa and decarboxylase inhibitors (Sinemet™ and Madopar™), are
calculated by adding the two ingredients together. According to the guidelines for
ATC Classification and DDD Assignment, the DDD should be based only on the
content of levodopa. This leads to an estimate of the consumption of these products
which is 20 per cent too high. These products are however classified in N04 and will
therefore not influence the tables in this book. This issue is complex but important
to evaluate further.

Conclusion

Only minor differences in the application of ATC codes between the Nordic coun-
tries have been found. These differences will not make any impact on the drugs sta-
tistics. The differences in the application of DDDs are more important. If they were
not corrected for, it would have influenced the comparisons between some of the
main ATC groups (1st levels) presented in the book, and also some of the more de-
tailed comparisons in the groups mentioned above (e.g. ATC group G).
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Obstetric definitions

Live birth

Live birth is defined as a foetus which af-
ter the complete extraction from the
mother shows evidence of life, irrespec-
tive of birthweight and duration of preg-
nancy.

Sullbirth
A foetus born after 28 weeks of gestation
and showing no evidence of life.

Perinatal deaths
Late fetal deaths and live born dying
during the first week of life.

Infant deaths
Live born dying during the first year of
life.

Total fertiliry rate

The total number of liveborn children
per 1,000 females surviving the whole
child-bearing period, calculated from the
age specific fertility rates of the year of
observation.

Perinatal mortality

Late fetal deaths + deaths during 1st
week per 1,000 births (live born and
stillborn).

Infant mortality

Deaths during first year per 1,000 live
births.
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Obstetriske definitioner

Levendefodte

Som levendefedte regnes fostre, der viser
tegn pa liv, efter at de er fuldsteendig ad-
skilt fra moderen, uden hensyntagen til
fodselsveegt og svangerskabets varighed.

Dodfodte

Som dedfedte regnes fostre, der er fadt
efter 28 ugers svangerskab, og som ikke
viser tegn pa liv.

Perinatalt dode
Dodfedte, samt levendefedte, der der i
lobet af forste leveuge.

Speedbarnsdod
Levendefodte, der dor i lobet af forste le-
vear.

Samlet fertilitetsrate

Det samlede antal levendefedte bern,
som 1.000 kvinder vil fode, hvis de gen-
nemlever hele den fodedygtige alder, be-
regnet ud fra de aldersspecifikke fertili-
tetsrater i observationsaret.

Perinatal dodelighed

Dedfedte og dede i lobet af forste leveu-
ge pr. 1.000 fodte (levendefodte og ded-
fodte).

Speedbarnsdodelighed
Dode i lobet af forste levear pr. 1.000 le-
vendefodte.



Standard stillbirth rate

The number of stillborn infants with a
birthweight of at least 1,000 grams per
1,000 births with a birthweight of at least
1,000 grams.

Induced abortion

Dependent on the legislation in each
country. As a rule, termination of preg-
nancy can be authorized on request dur-
ing the first 12 weeks of pregnancy
(Sweden up to 18 weeks).

Total abortion rate

The number of legal abortions per-
formed on 1,000 females given their sur-
vival up to the age of 50, calculated from
the age specific abortion rates of the year
of observation.

APPENDIX 1

Standardiseret dodfodselshyppighed
Antal dedfedte med en fodselsvaegt pa
mindst 1.000 gram pr. 1.000 fedte med
en fodselsvaegt pa mindst 1.000 gram.

Fremkaldt abort

Afheengig af hvert lands lovgivning. Som
hovedregel geelder retten til abort de for-
ste 12 uger af graviditeten (i Sverige op
til 18 uger).

Samlet abortrate

Det antal fremkaldte aborter, som 1.000
kvinder ville have faet udfert, forudsat at
de levede til de var 50 &r, beregnet ud fra
de aldersspecifikke abortrater i observati-
onsaret.

259



Appendix 2

Hospital related definitions

Out-patient clinic

Section without permanent beds for
treatment and with no staff for patient
monitoring.

Bed

One bed in a 24-hour section for treat-
ment of a patient. (In Finland, Norway
and Sweden this does not include techni-
cal treatment, i.e. treatment requiring
special personnel and equipment for in-
tensive monitoring, incl. couveuses).

Bed-day
24 hours, in which a 24-hour patient has
received treatment.

Bed-duration

Number of bed-days for a 24-hour pa-

tient, the date of admission, but not the
date of discharge is included; at least 24
hours.

Awerage bed-duration

The total number of bed-duration for
patients who have been discharged
within a given period, divided by the
number of discharges in the period.

Discharge

Conclusion of treatment of a patient at a
24-hour or part-time section.
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Sygehusdefinitioner

Ambulatorium

Afsnit, der er uden faste behandlings-
pladser, og hvortil der ikke er normeret
personale til overvigning af patienter.

Sengeplads

En behandlingsplads for en patient i et
heldegnsafsnit. (I Finland, Norge og
Sverige omfatter dette ikke tekniske be-
handlingspladser, dvs. behandling, der
kreever serlig bemanding og intensiv
overvagning, inkl. kuveser).

Sengedag
Et degn, hvori en heldegnspatient har
modtaget behandling.

Liggetid

Antal sengedage for en heldegnspatient,
idet indleeggelsesdatoen, men ikke ud-
skrivningsdatoen medregnes; dog mindst
én dag.

Gennemsnitlig liggetid

Summen af liggetiderne for patienter, der
er udskrevet inden for en given periode,
divideret med antallet af udskrivninger i
perioden.

Udskrivning
Afslutning af behandling af patient pi et
hel- eller deldegnsafsnit.
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Appendix 3

Tables on medical, surgical and Oversigt over medicinske, kirur-

psychiatric specialities in giske og psykiatriske specialer ved
hospitals as they incur in the hospitaler sdidan som de indgar i
statistics of this publication statistikken i denne publikation

Medicine/medicin

Denmark | Finland Iceland Norway | Sweden
Internal medicine " o + + +
Intern medicin
Dermato-venerology " + + + +
Dermato-venerologi
Geriatrics " o - + +
Geriatri
Hepatology + _ + - +
Hepatologi
Haematology o + + + +
Heematologi
Infectious diseases o " o + +
Infektionsmedicin
Cardiology o + + + +
Kardiologi
Medical allergology _
Medicinsk allergologi * * * *
Medical endocrinology _
Medicinsk endokrinologi * * * *
Medical gastro-enterology " o + + +
Medicinsk gastroenterologi
Medical pulmonary diseases o " o + +
Medicinske lungesygdomme
Nephrology + + + + +
Nefrologi
Rheumatology o + + + +
Reumatologi
Neuro-medicine " o + + +
Neuromedicin
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Denmark | Finland Iceland Norway | Sweden
Denmark | Finland Iceland Norway | Sweden
Oncology
Onkologi * * * * *
Pediatrics o o o o o
Peediatri
Phoniatry _ o _ _ _
Foniatri
Occupational medicine B B
Arbejdsmedicin * * *
Miscellaneous medicine/surgery o _ o o o
Blandet medicin/kirurgi
Anaesthesiology o o o o o
Angestesiologi
Others (without specialization) + + _ _ _
Andet (uden speciale)
General medicine _ " " _ B
Almen medicin
Rehabilitation _ _
Rehabilitering * * *
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Surgery/Kirurgi

Denmark | Finland Iceland Norway | Sweden
General surgery " o + + +
Almen kirurgi
Vascular surgery o + + + +
Karkirurgi
Gastro-enterological surgery o o + + +
Kirurgisk gastroenterologi
Plastic surgery
Plastikkirurgi i i ’ " "
Thorax surgery o + + + +
Thoraxkirurgi
Urology N N o + N
Urologi
Neuro-surgery o + + + +
Neurokirurgi
Ophtalmology " o + _ +
Oftalmologi
Orthopaedic surgery o " + + +
Ortopeedkirurgi
Oto-rhino-laryngology o " o + +
Oto-rhino-laryngologi
Gynaecology and obstetrics o o + + +
Gyneekologi og obstetrik
Hand surgery _ _
Handkirurgi i i "
Child surgery _ o + + +
Bernekirurgi
Surgical larynxology _ " + + _
Keebekirurgi
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Psychiatry/Psykiatri

Denmark | Finland Iceland Norway | Sweden
Psyc.hiayy o o o o o
Psykiatri
Child psychiatry " " B _ B
Barnepsykiatri
Child and youth psychialfry ' B " " " "
Bgrne- og ungdomspsykiatri
Psychiatry for drug addicts
and alcoholics
Psykiatri for narkotika- og - + + + +
alkoholmisbrugere
Psychiatric hospitals and clinics _ o _ o o
Psykiatriske hospitaler og klinikker
Psychiatric wards in somatic hospitals
Psykiatriske afdelinger pa somatiske - + + + +
hospitaler
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Further information
Yderligere oplysninger

The following list of offices responsible
for statistics may be used to gather fur-
ther information concerning the statistics
in this publication.

Denmark

Statistics Denmark
Sejrogade 11

DK-2100 Copenhagen O
Phone: +45 3917 39 17
Fax: +45 39 18 48 01

National Board of Health
P.O. Box 2020

DK-1012 Copenhagen K
Phone: +45 3391 16 01
Fax: +4533 91 22 48
E-mail: sst@sst.dk

Statens Seruminstitut
Artillerivej 5

DK-2300 Copenhagen S
Phone: +45 32 68 32 68
Fax: +4544 91 73 73

Danish Medicines Agency
Frederikssundsvej 378
DK-2700 Brenshgj
Phone: +45 44 8891 11
Fax: +4544 91 73 73

Denne oversigt over statistikansvarlige i
de nordiske lande kan bruges til at sege
yderligere oplysninger vedrerende stati-
stikken 1 denne bog.

Hawve responsibility for:

m Population statistics

m Statistics on alcohol consumption

m Statistics on health care economy

m Information on alcohol consumption

Hawve responsibility for:

m Statistics on births

Statistics on abortions
Statistics on malformations
Statistics on causes of deaths
Statistics on in-patients, outpatients
and emergency wards
Statistics on health personnel
Statistics on hospital economy
Statistics on hospital capacity
Statistics on the use of tobacco

Hawve responsibility for:

m Statistics on infectious diseases

m Statistics and information on vaccina-
tions

Hawve responsibility for:
m Statistics on pharmaceutical products
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Faroe Islands

Statistics Faroe Islands
P.O. Box 2068
FO-165 Argir

Phone: +298 35 28 00
Fax: +298 35 28 01

Chief Medical Officer
P.O.Box 9

FR-110 Torshavn
Phone: +298 31 18 32
Fax: +298 31 76 60

Chief Pharmaceutical Officer
P.O. Box 187

FR-110 Torshavn

Phone: +298 31 71 37

Fax: +298 31 09 20

National Board of Health in Denmark
Amaliegade 13

P.O. Box 2020

DK-1012 Copenhagen K

Phone: +45 33 91 16 01

Fax: +4533 93 16 36

The Hospital Board
P.O. Box 336

FR-110 Torshavn
Phone: +298 31 53 60
Fax: +298 31 82 65

266

FURTHER INFORMATION

Hawve responsibility for:

m Population and vital statistics

m Statistics on health care economy

m Information on alcohol consumption
m Statistics on the use of tobacco

Hawve responsibility for:

m Statistics on abortions

m Statistics on infectious diseases

m Statistics and information on vaccina-
tions

Hawve responsibility for:
m Statistics on pharmaceutical products

Hawve responsibility for:
m Statistics on causes of death

Hawve responsibility for:
m Statistics on causes of death



Greenland

Statistics Greenland

P.O. Box 1025

DK-3900 Nuuk

Phone: +299 34 50 00
Fax: +299 32 29 54
E-mail: stat@gs.gh.gl
Website: www.statgreen.gl

Chief Medical Officer
P.O. Box 120
DK-3900 Nuuk
Phone: +299 34 5192
Fax: +299 32 51 30
E-mail: eli@gh.gl

National Board of Health in Denmark
Amaliegade 13

P.O. Box 2020

DK-1012 Copenhagen K

Phone: +45 33 91 16 01

Fax: +4533 93 16 36

E-mail: sst@sis.dk

The Central Pharmacy in Copenhagen
County

Marielundsvej 25

DK-2730 Herlev

Phone: +45 44 57 77 00

Fax: +45 44 57 77 09

The Directorate for Health
P.O. Box 1160

DK-3900 Nuuk

Phone: +299 34 50 00
Fax: +299 32 55 05

FURTHER INFORMATION

Hawve responsibility for:

Population and vital statistics
Statistics on health personnel
Statistics on hospital capacity
Statistics on health care economy

Hawve responsibility for:

Statistics on births

Statistics on abortions
Statistics on malformations
Statistics on infectious diseases
Statistics and information on
vaccinations

Hawve responsibility for:

Statistics on causes of deaths

Hawve responsibility for:

Statistics on pharmaceutical products

Hawve responsibility for:

Statistics on hospital capacity
Statistics on health care economy
Statistics on health personnel
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Finland

Statistics Finland
TyOpajankatu 13
FIN-00022 Tilastokeskus
Phone: +358 9 173 41
Fax: +358 9 173 42 750
Website: www.stat.fi

STAKES (National Research
and Development Centre

for Welfare and Health)

P.O. Box 220

FIN-00531 Helsinki

Phone: +358 9 396 71

Fax: +358 9 396 72 052
Website: www.stakes.fi

National Public Health Institute
Mannerheimintie 166
FIN-00300 Helsinki

Phone: +358 9 474 41

Fax: +358 9 474 48 408
Website: www.ktl.fi

National Agency for Medicines
Mannerheimintie 166

P.O. Box 55

FIN-00301 Helsinki

Phone: +358 9 473 341

Fax: +358 9 714 469

Website: www.nam.fi
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FURTHER INFORMATION

Hawve responsibility for:

m Population and vital statistics

m Causes-of-Death Register

m Tobacco statistics

m Statistics on road traffic accidents

Hawve responsibility for:

m Register of Institutional Care

m Medical Birth Register

m Register of Abortions and Steriliza-

tions

Register of Health Care Personnel

Statistics on public health care visits

Statistics on private health care

Statistics on labour force in health care

Statistics on the use of alcohol and

narcotics

Statistics on health care expenditure

m Definitions and classifications in
health care

Hawve responsibility for:

m Register of Infectious Diseases

m Register of Coronary Heart Disease
and Stroke

m Statistics and information on vaccina-
tions

m Survey on health behaviour among
adults

m Public Health Report

Hawve responsibility for:

m Drug registration and sales licences
m Register on Adverse Drug Reactions
m Statistics on pharmacies



Social Insurance Institute
Nordenskidldinkatu 12
FIN-00250 Helsinki
Phone: +358 9 20 434 11
Fax: +358 9 20 434 50 58
Website: www.kela.fi

Cancer Registry
Liisankatu 21B
FIN-00170 Helsinki
Phone: +358 9 135 331
Fax: +358 9 135 1093
Website: www.cancer.fi

Aland

Landskapsstyrelsen/Landskapslikaren
P.O. Box 60

FIN-22101 Mariehamn

Phone: +358 18 250 00

Fax: +358 18 191 55

Social Insurance Institute
Statistics Finland

STAKES

National Agency for Medicine
National Public Health Institute
Cancer Registry

Iceland

Statistics Iceland
Skuggasund 3

IS-150 Reykjavik

Phone: +354 560 9800

Fax: +354 562 8865

E-mail: hagstofa@hagstofa.is
Website: www.statice.is

FURTHER INFORMATION

Hawve responsibility for:

Sickness insurance benefits and allow-
ances, reimbursements for medicine
expenses, and disability pensions

Hawve responsibility for:

Statistics on cancer

Hawve responsibility for:

Statistics on infectious diseases
Statistics on health personnel
Statistics on hospital capacity
Statistics on health care economy

See Finland

Hawve responsibility for:

Population and vital statistics
Statistics on causes of deaths
Statistics on alcohol consumption
Statistics on tobacco consumption
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Directorate of Health
Laugavegur 116

1S-150 Reykjavik

Phone: +354 510 1900

Fax: +354 510 1919

E-mail: postur@landlaeknir.is
Website: www.landlaeknir.is

The Ministry of Health and
Social Security

Laugavegur 116

IS-150 Reykjavik

Phone: +354 560 9700
Fax: +354 551 9165

E-mail: eggert.sigfusson@htr.stjr.is

The Committee for
Tobacco Use Prevention
P.O. Box 5420

1S-125 Reykjavik
Phone: +354 561 2555
Fax: +354 561 2563
E-mail: tobak@tobak.is
Website: www.tobak.is

National Economic Institute
Kalkofnsvegur 1

1S-150 Reykjavik

Phone: +354 569 9500

Fax: +354 562 6540
E-mail: ths@centbk.is
Website: www.stjr.is/for/thst

Icelandic Cancer Register
P.O. Box 5420

IS-125 Reykjavik

Phone: +354 540 1900
Fax: +354 540 1910
E-mail: hrafnt@krabb.is
Website: www.krabb.is
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FURTHER INFORMATION

Hawve responsibility for:

Medical statistics on births
Statistics on abortions
Statistics on sterilizations
Statistics on primary care
Statistics on in-patient care
Statistics on infectious diseases
Statistics on vaccinations
Statistics on health personnel
Statistics on hospital capacity

Hawve responsibility for:
m Statistics on pharmaceutical products

Hawve responsibility for:
m Statistics on the use of tobacco

Hawve responsibility for:
m Statistics on health care economy

Hawve responsibility for:
m Statistics on cancer



Icelandic Register of Tuberculosis
Baronsstig 47

IS-101 Reykjavik

Phone: +354 552 2400

Fax: + 345 562 2415
E-mail:thorsteinn.blondal@hr.is

Norway

Statistics Norway

P.O. Box 8131 Dep.
N-0033 Oslo

Phone: +47 21 09 00 00
Fax: +47 2109 49 73
E-mail:ssb@no
Website:www.ssb.no

Medical Birth Registry of Norway
Armauer Hansens hus

Haukeland sykehus

N-5021 Bergen

Phone: +47 55 97 49 89

Fax: +47 5597 49 98
E-mail:mfr@uib.no

Norwegian Board of Health
P.O. Boks 8128 Dep.
N-0032 Oslo

Phone: +47 22 24 90 90
Fax: +47 22 24 95 90

E-mail: helsetilsynet@helsetilsynet.

dep.telemax.no
Website: www.helsetilsynet.no

FURTHER INFORMATION

Hawve responsibility for:

Statistics on tuberculosis

Hawve responsibility for:

Population and vital statistics
Statistics on sterilizations
Statistics on induced abortions
Nursing and care statistics
Statistics on in-patients

Statistics on causes of deaths
Statistics on health personnel
Statistics on hospital capacity
Statistics on alcohol consumption
Statistics on sale of tobacco
Statistics on health care economy

Hawve responsibility for:

Statistics on births and infant deaths

Hawve responsibility for:

Statistics on dentists
Information and statistics on immuni-
zation
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SINTEF-Unimed

Norwegian Patient Register
N-7034 Trondheim

Phone: +47 73 59 25 90

Fax: +47 73 59 63 61
E-mail:navn@unimed.sintef.no
Website:www.sintef.no

National Institute of Public Health
P.O. Box 4404 Torshov

N-0403 Oslo

Phone: +47 22 04 22 00

Fax: +47 22 35 36 05

E-mail: folkehelsa@folkehelsa.no
Website: www.folkehelsa.no

WHO Collaborating Centre for Drug
Statistics Methodology

P.O. Box 183 Kalbakken

N-0903 Oslo

Phone: +47 22 16 98 11

Fax: +47 22 16 98 18

e-mail: whocc@nmd.no

Website: www.whocc.nmd.no and
www.drugconsumption.nmd.no

Norwegian Cancer Registry
Montebello

N-0310 Oslo

Phone: +47 22 45 13 00

Fax: +47 224513 70
E-mail:kreftregisteret@kreftreg.no
Website: www . kreftreg.no

Norwegian Medical Association
P.O. Box 1152 Sentrum
N-0107 Oslo

Phone: +47 23 10 90 00

Fax: +47 2391 70
Website:www.legeforeningen.no
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FURTHER INFORMATION

Hawve responsibility for:
m Statistics on in-patients
m Surgical procedures

Hawve responsibility for:

m Statistics on sexual transmitted dis-
eases

m Statistics on accidents

Hawve responsibility for

m Statistics on drug sales

Hawve responsibility for:
m Statistics on cancer

Hawve responsibility for
m Statistics on physicians



National Health Screening Service
P.0O.Boks 8155 Dep

N-0033 Oslo

Phone: +47 22 24 21 00

Fax: + 47 2224 2101

E-mail: post@shus.no

Website: www.shus.no

National Council on
Tobacco and Health
P.O. Box 8025 Dep.
N-0030 Oslo

Phone: +47 22 24 89 90
Fax: +47 22 36 01 66
E-mail:post@tobakk.no
Website: www.tobakk.no

Sweden

Statistics Sweden

Boks 24 300

SE-104 51 Stockholm
Phone: +46 8 506 940 00
Fax: +46 8 661 52 61
E-mail: scb@scb.se
Website: www.scb.se

The National Board of Health and Welfare
SE-106 30 Stockholm

Phone: +46 8 55 55 30 00

Fax: +46 8 55 5533 27

E-mail: statistik.epc@sos.se

Website: www.sos.se/epc

Swedish Institute for Infectious Disease
Control

SE-171 82 Solna

Phone: +46 8 457 23 00

Fax: +46 8 30 06 20

E-mail: smittskyddsinstitutet@smi.ki.se
Website:www.smittskyddsinstitutet.se

FURTHER INFORMATION

Hawve responsibility for:
m Statistics on tuberculosis

Hawve responsibility for:
m Statistics on the use of tobacco

Hawve responsibility for:
m Population and vital statistics
m Statistics on health care economy

Hawve responsibility for:
Statistics on births

Statistics on abortions
Statistics on sterilizations
Statistics on in-patients
Statistics on cancer
Statistics on causes of deaths

Hawve responsibility for:

m Statistics on infectious diseases

m Statistics and information on vaccina-
tions
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National Corporation of
Swedish Pharmacies
SE-131 88 Stockholm
Phone: +46 8 466 10 00
Fax: +46 8 466 15 15
Website:www.apoteket.se

Federation of Swedish County Councils
SE-118 82 Stockholm

Phone: +46 8 452 72 00

Fax: +46 8 452 72 10

E-mail: landstingsforbundet@]If.se
Website: www.1f.se

Swedish Association of L.ocal Authorities
SE-118 82 Stockholm

Phone: +46 8 452 71 00

Fax: +46 8 641 15 35

E-mail: sk@svekom.se
Website:www.svekom.se

Swedish Agency for Government Em-
ployers

Boks 3267

SE-103 65 Stockholm

Phone: +46 8 700 13 00

Fax: +46 8 700 13 40; 700 13 80
E-mail: agv@arbetsgivarverket.se
Website:www.arbetsgivarverket.se
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FURTHER INFORMATION

Hawve responsibility for:
m Statistics on drug sales and drug
prescribing

Hawve responsibility for:

m Statistics on health personnel

m Statistics on hospital capacity

m Statistics on health care economy

Hawve responsibility for:
m Statistics on health personnel

Hawve responsibility for:
m Statistics on health personnel



10.

11.

12.

13.

NOMESCO PUBLICATIONS

NOMESCO Publications

. Medisinsk fedselsregistrering. Forslag fra en arbeidsgruppe opprettet av

NOMESKO. NOMESKO, Bergen 1971.

. Planning Information Services for Health/Administration. Decision — Simula-

tion — Approach. Recommendations submitted by a Working Party within
NOMESCO. NOMESCO, Stockholm 1973.

. Computer-based Patient Statistics. Part I. Hospital In-patients. Recommenda-

tions submitted by a Working Party within NOMESCO. NOMESCO, Stock-
holm 1974.

Databaseorienteret patientstatistik. 1. Del. Indlagte patienter. Forslag fran en
arbetsgrupp inom NOMESKO. NOMESKO, Stockholm 1974.

Code-list for Diagnoses used in Ambulatory Care. Based on the International
Classification of Diseases (8th Rev). Recommendations submitted by a working
party within NOMESCO. NOMESCO, Stockholm 1976.

Databaseorienteret patientstatistik. 2. del. Statistik om leegebesog. Forslag fran
en arbetsgrupp inom NOMESKO. NOMESKO, Stockholm 1978.

Oversyn av ICD-8. 1. del. Jamforelse mellan de nordiska versionerna av klassi-
fikationen adapterad for sjukhusbruk. Forslag fran en arbetsgrupp inom

NOMESKO, Stockholm 1978.

Oversyn av ICD-8. Andra delen:1. ICD-8 och de nordiska versionerna jim-
forda med ICD-9. Tabellarisk del. NOMESKO, Stockholm 1978.

Oversyn av ICD-8. 2. del:2. ICD-8 och de nordiska versionerna jaimférda med
ICD-9. Kommentarer. NOMESKO, Stockholm 1978.

Computer-based Patient Statistics. Part II. Statistics on Doctor-visits. Recom-
mendations submitted by NOMESCO/APAT-group. NOMESCO, Copenha-
gen 1979.

Health Statistics in the Nordic Countries. 1978. NOMESCO, Stockholm 1980.

Osnes, M.: Sammenligning mellom diagnoseklassifikasjoner. ICD-8 Islandsk-
dansk-finsk & svensk-norsk (4 siffer) og ICD-9. NOMESKO, Oslo 1980.

Sigurdsson, G., et al: Egilsstadir-projektet. Problemorienterad journal ochindi-
vidbaserat informations-system for primidrvard. NOMESKO, Stockholm 1980.
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14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.
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NOMESCO PUBLICATIONS

Haro, A.S. (ed.): Planning Information Services for Health. Decision — Simula-
tion — Approach. Report of NOMESCO/ADA'T working group. NOMESCO,
Helsinki 1981.

Health Statistics in the Nordic Countries 1980. NOMESCO, Copenhagen
1982.

Rapport fra Nordisk konference om Besdksorsaker inom primérvarden.
NOMESKO, Kgbenhavn 1982.

Fadsler i Norden. Medicinsk fedselsregistrering 1979. (Births in the Nordic
Countries. Registration of the Outcome of Pregnancy 1979). NOMESCO,
Reykjavik 1982.

Health Statistics in the Nordic Countries 1981. NOMESCO, Copenhagen
1983.

Health Statistics in the Nordic Countries 1982. NOMESCO, Copenhagen
1984.

Nordisk klassifikation til brug i ulykkesregistrering. NOMESKO, Kegbenhavn
1984.

Nordisk dedséarsagsstatistik. Analyse af kodepraksis. NOMESKO, Kgbenhavn
1985.

Health Statistics in the Nordic Countries 1983. NOMESCO, Copenhagen
1985.

Datorstodda informationssystem inom primédrvarden i Norden. NOMESKO,
Helsinki 1985.

Health Statistics in the Nordic Countries 1984. NOMESCO, Copenhagen
1986.

Fadsler i Norden. Medicinsk fadselsregistrering 1979-1983. (Births in the Nor-
dic Countries. Registration of the Outcome of Pregnancy 1979-1983).
NOMESCO, Reykjavik 1987.

Health Statistics in the Nordic Countries 1985. NOMESCO, Copenhagen
1987.

Computerized Information Systems for Primary Health Care in the Nordic
Countries. NOMESCO, Copenhagen 1988.



28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

NOMESCO PUBLICATIONS

Health Statistics in the Nordic Countries 1986. NOMESCO, Copenhagen
1988.

Health Statistics in the Nordic Countries 1987. NOMESCO, Copenhagen
1989.

Nordic Short List of Surgical Operations 1989. NOMESCO, Copenhagen
1989.

Health Statistics in the Nordic Countries 1988. NOMESCO, Copenhagen
1990.

Trender i hilsoutvecklingen i de nordiska ldnderna. Annus Medicus 1990,
Helsingfors 1990.

Health Trends in the Nordic Countries. Annus Medicus 1990, Helsingfors
1990.

Nordisk klassifikation til brug i ulykkesregistrering. 2. reviderede udgave.
NOMESKO, Kgbenhavn 1990.

Classification for Accident Monitoring. 2nd revised edition. NOMESCO, Co-
penhagen 1990.

Health Statistics in the Nordic Countries 1966-1991. NOMESCO, Copenha-
gen 1991.

Mats Brommels (ed.): Resultat, kvalitet, valfrihet. Nordisk hélsopolitik pa 90-
talet. NOMESKO, Kgbenhavn 1991.

Health Statistics in the Nordic Countries 1990. NOMESCO, Copenhagen
1992.

Births and Infant Mortality in the Nordic Countries. NOMESCO, Copenhagen
1993.

Health Statistics in the Nordic Countries 1991. NOMESCO, Copenhagen
1993.

Primary Health Care in the Nordic Countries in the early 1990s. NOMESCO,
Copenhagen 1994.

Health Statistics in the Nordic Countries 1992. NOMESCO, Copenhagen
1994.
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43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.
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NOMESCO PUBLICATIONS
Rates of Surgery in the Nordic Countries. Variation between and within na-
tions. NOMESCO, Copenhagen 1995.

Health Statistics in the Nordic Countries 1993. NOMESCO, Copenhagen
1995.

Sygehusregistrering i de nordiske lande. NOMESKO, Kgbenhavn 1995.
Classification of Surgical Procedures. NOMESCO, Copenhagen 1996.

Health Statistics in the Nordic Countries 1994. NOMESCO, Copenhagen
1996.

NOMESCO Classification of External Causes of Injuries. 3rd revised edition.
NOMESCO, Copenhagen 1997.

Health Statistics in the Nordic Countries 1995. NOMESCO, Copenhagen
1997.

Health Statistics in the Nordic Countries 1996. NOMESCO, Copenhagen
1998.

Samordning av dodsorsaksstatistiken i de nordiska linderna. Forutsidttningar
och forslag. NOMESKO, Képenhamn 1998.

Nordic and Baltic Health Statistics 1996. NOMESCO, Copenhagen 1998.

Health Statistic Indicators for the Barents Region. NOMESCO, Copenhagen
1998.

NOMESCO Classification of Surgical Procedures, Version 1.3. Copenhagen
1999

Sygehusregistrering i de nordiske lande, 2. reviderede udgave, Kebehavn 1999

Health Statistics in the Nordic Countries 1997. NOMESCO, Copenhagen
1999.

NOMESCO Classification of Surgical Procedures, Version 1.4. Copenhagen
2000

Nordiske leger og sygeplejersker med autorisation i et andet nordisk land;
Kebenhavn 2000



NOMESCO PUBLICATIONS

59 NOMESCO Classification of Surgical Procedures, Version 1.5. Copenhagen
2001

60. Health Statistics in the Nordic Countries 1998. NOMESCO, Copenhagen
2000.

61. Health Statistics in the Nordic Countries 1999. NOMESCO, Copenhagen
2001.
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