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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 take the initiative to develop projects
of relevance to medical statistics as well
as follow international trends in ques-
tions of medical statistics.

NOMESCO is a permanent committee
under the Nordic Council of Ministers,
placed under the jurisdiction of the Nor-
dic Committee for Social Policy.

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

Insofar as the tables include statistical in-
dicators for the aims of the WHO pro-
gramme “Health for All 2000” (HFA),
this will be indicated in the tables.

The tables concerning cancer incidence,
eating habits and the consumption of
pharmaceutical products have been pre-
pared in collaboration with other Nordic
working groups.

Section B presents the results from a pi-
lot project: ‘Patients, Diagnoses and Ac-
tivities in General Practice in the Nordic
countries’.

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.

NOMESKO er en permanent komité
under Nordisk Ministerrad og er under-
lagt Nordisk Socialpolitisk Komités an-
svarsomrade.

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

Séfremt tabellerne indeholder data om
statistiske indikatorer fra WHO’s pro-
gram “Sundhed for alle ar 2000”, frem-
gar dette af de enkelte tabeller.

Tabellerne vedreorende cancerincidens,
kostvaner og medicinforbrug er udarbej-
det i samarbejde med andre nordiske ar-
bejdsgrupper.

I Sektion B vises resultaterne fra et pilot-
projekt: ‘Pasienter, diagnoser og ak-
tiviteter i allmennpraksis i de nordiske
landene’.

Nordisk Medicinalstatistisk Komité
(NOMESKO)
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ORGANIZATION OF HEALTH SERVICES

CHAPTER1

Organization of health services
Organiseringen af sundhedsvcesenet

Introduction

In the Nordic countries, the health ser-
vice 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 occupa-
tional health services and general meas-
ures for the protection of the environ-
ment exist in all countries.

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

Specialist medical treatment is also of-
fered outside of hospitals.

The health services are provided in ac-
cordance 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

12

Indledning

I de nordiske lande er sundhedsvasenet
et offentligt anliggende.

Alle landene har et veletableret primaert
sundhedsvaesen. Som supplement til den
almindelige leegepraksis er der iveerksat
forebyggende initiativer over for medre
og spadbern og etableret skolesund-
hedsordninger og skoletandplejeordnin-
ger for bern og unge. Der er ligeledes
etableret forebyggende bedriftssundheds-
tjenester og almindelige foranstaltninger
til miljebeskyttelse i alle landene.

Som helhed har landene et veludbygget
sygehusveasen med en hejt udviklet spe-
cialistbehandling.

Specialleegebehandling tilbydes ogsa
uden for sygehusene.

Ydelserne i sundhedsvasenet gives i
henhold til love, og de fleste af dem er
offentligt finansieret eller finansieret
gennem lovpligtige sygeforsikringsord-
ninger.

Der skal dog erleegges en vis egenbetaling
for leegemidler og i en vis udstraeekning
ogsa for behandling.

Under sygdom far lenmodtagere enten
udbetalt en kontantydelse eller lon. Selv-



people have the possibility of insuring
themselves in case of illness.

Current and future changes in
the health services

DENMARK: In connection with the
Government’s Budget for 1998, it was
decided that, from the year 2000, the ba-
sic hospital treatment of patients from
other counties is to be refunded with an
amount reflecting the actual cost of the
treatment. Such costs are to be calculated
by the Ministry of Health based upon the
DRG- Methods. (Diagnose Related
Groupings)

In May 1997, the Ministry of Health
made a survey concerning the use of
electronic booking systems in hospitals.
The preliminary results suggest that in-
troducing the electronic booking system
has improved services for patients by of-
fering quick and accurate information
concerning waiting periods for the indi-
vidual patient. In addition, better use of
hospital resources through changes in
work procedures has been achieved.

In February 1998, a committee under the
Ministry of Health issued a report with
proposals promoting the use of electronic
booking systems and introducing a na-
tionwide information system with up-
dated information on waiting periods
based on the hospital booking systems.

FAROE ISLANDS: At present, a num-
ber of statutes and regulations are under
revision on the Faroe Islands. This in-
cludes: new regulations concerning the
work of dental nurses, a new statute for

ORGANIZATION OF HEALTH SERVICES

steendige erhvervsdrivende har mulighed
for at forsikre sig ved sygdom.

Igangvaerende og kommende
eendringer i sundhedsvasenet

DANMARK: I forbindelse med finans-
loven for 1998 blev det besluttet at syge-
husenes behandling pa basisniveau af pa-
tienter fra andre amter fra ar 2000 skal
refunderes med et beleob, der afspejler
den reelle pris pa behandlingen. Sddanne
priser skal beregnes af Sundhedsministe-
riet, og skal basere sig pA DRG-metoden
(Diagnose Relaterede Grupperinger).

Sundhedsministeriet har i maj 1997 kort-
lagt udbredelsen af elektroniske
bookingsystemer pa landets sygehuse.
De forelobige resultater peger p4, at ind-
forelse af elektronisk booking bl.a. har
medfort en bedre patientservice ved at
give hurtig og praecis information om
ventetiden for den enkelte patient. Desu-
den er der opnéet forbedret udnyttelse af
sygehusenes ressourcer gennem ndret
arbejdstilretteleeggelse.

Et udvalg under Sundhedsministeriet
udgav i februar 1998 en rapport med
forslag til fremme af anvendelse af elek-
troniske bookingsystemer samt etablering
af et landsdekkende informationssystem
med aktuelle oplysninger om ventetider,
bl.a. baseret pa informationer fra sygehu-
senes bookingsystemer.

FAROERNE: Der pagar i gjeblikket en
revision af et antal love og bekendtgoerel-
ser pd Fergerne. Det drejer sig om en ny
bekendtgoerelse for tandplejeres virksom-
hedsomrader, en ny lov om kommune-
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municipal physicians, a new statute con-
cerning dental treatment, a new statute
for health visitors and home nurses,
changes to the statutes for public health
insurance, changes to the statutes for
school health services as well as new
regulations concerning the practice of
clinical dieticians, the notification of con-
tagious diseases, etc.

GREENLAND: At present, a regionali-
zation of the hospital structure is under
way including wider use of international
collaboration concerning the use of spe-
cialists. Besides, a on-going trial concern-
ing telemedicine has started. The col-
laboration with the National Board of
Health in Denmark concerning the
Greenland Board of Health is still being
discussed, and, following the taking
home of specialities, statutes are being
brought up-to-date.

FINLAND: Although by international
comparison, the Finnish health care sys-
tem is not particularly expensive, de-
mands for cutting spending continued to
increase during 1997.

Some municipalities have set administra-
tive limits to their use of hospitals, and
different models have been developed to
solve these problems. Some municipali-
ties have agreed on fixed treatment mod-
els or procedures to be followed both for
primary health care and hospital care.
Another model has been to adopt DRG-
based billing systems, which has been in-
troduced in two hospital districts from
the beginning of 1998. One municipality
has even negotiated a model of buying all
their primary health care services from a
private non-profit organization (Folk-
hilsan).
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leegeordningen, en ny lov om tandpleje,
en ny lov om sundhedsplejersker og
hjemmesygeplejersker, ndringer i loven
om offentlig sygeforsikring, loveendringer
om skoleleegeordningen samt nye be-
kendtgerelser for klinisk disetistvirksom-
hed og for anmeldelse af smitsomme
sygdomme m.v.

GRONLAND: Man er i gjeblikket ifeerd
med en regionalisering af sygehusstruk-
turen samt at udvide brugen af internati-
onale samarbejdsaftaler om specialleege-
betjeningen. Desuden er der igangsat et
vedvarende forseg med telemedicin.
Samarbejdet mellem Sundhedsstyrelsen i
Danmark om embedslageinstitutionen
dreftes fortsat, og desuden er man i gang
med at ajourfere lovgivningen efter
hjemtagelsen af specialer.

FINLAND: Selv om det finske sund-
hedssystem i international sammenhang
ikke er seerlig dyrt, egedes kravene til be-
sparelser i lobet af 1997.

Nogle kommuner har fastsat administra-
tive begreensninger for deres brug af ho-
spitaler, og der er blevet udviklet forskel-
lige modeller til at lose disse problemer.
Nogle kommuner har truffet aftaler om
faste behandlingsmodeller eller rutiner
som skal felges bade ved den almindelige
legebehandling og ved hospitalsbehand-
ling. En anden model er indferelsen af
DRG-baserede betalingssystemer som i
begyndelsen af 1998 er blevet indfert i to
hospitalsdistrikter. En kommune har an-
vendt en model med at kebe alle de pri-
mere sundhedsydelser fra en privat
nonprofit organisation (Folkhilsan).



In 1997, the Ministry of Social Affairs
and Health launched a major evaluation
and development project for the health
care system. This project is aimed at ini-
tiating future development of the Finnish
health care system. The basis of this en-
terprise are two papers prepared by the
Ministry: Outlines of Finnish Health Care
(1996) and National Plan for the Health
Care (1997). The project includes col-
lecting basic statistical information, or-
ganising local hearings in all hospital dis-
tricts and convening national seminars.

The development is supported by several
expert groups, and it should lead (in the
beginning of 1998) to detailed proposals
for developing the Finnish health care
system.

ICELAND: The Government is respon-
sible for the health sector, but experi-
ments are under way in two municipali-
ties involving the transfer of the health
services to the local government. In the
some smaller municipalities outside
Reykjavik, local hospitals are being
merged with health centres into a joint
institution. The hospitals in Reykjavik
and the surrounding areas have increased
their collaboration. Specialisation is on
the increase in the major hospitals and
the possibilities are currently being dis-
cussed for establishing a central and
more advanced university hospital than
what exists today. It is expected that sub-
stantial changes within the health care
system are imminent and will entail
greater involvement of local government
as well as increased private enterprise.

Within the field of information and in-
formation technology, the Ministry of
Health and Social Security has made a

ORGANIZATION OF HEALTH SERVICES

11997 gennemferte Social- og Sund-
hedsministeriet et storre evaluerings- og
udviklingsprojekt af sundhedsvasenet.
Projektets formal er at pabegynde den
fremtidige udvikling af det finske sund-
hedsveaesen. Grundlaget for arbejdet er to
notater udarbejdet af ministeriet: Hoved-
linterne 1 det finske sundhedsvcesen (1996)
og National plan for sundhedsvcesenet
(1997). Projektet omfatter indsamling af
grundlaeggende statistiske informationer,
afholdelse af lokale heringer i alle hospi-
talsdistrikter samt atholdelse af seminarer
for hele landet.

Udviklingsarbejdet er stottet af et antal
ekspertgrupper, og det forventes i be-
gyndelsen af 1998 at fore til detaljerede
forslag til udvikling af de finske sund-
hedssystem.

ISLAND: Det er staten som har ansvaret
for sundhedsvasenet, men der pagar for-
seg 1 to kommuner med at overfore drif-
ten af sundhedsvasenet til de lokale
myndigheder. I nogle kommuner uden
for Reykjavik er man i gang med at
sammenlaegge de lokale sygehuse med
sundhedscentrene til en samlet instituti-
on. Sygehusene i Reykjavik og neeromra-
derne har gget deres samarbejde. Specia-
liseringen oges pa de store sygehuse og
man diskuterer mulighederne for at etab-
lere et samlet, mere udviklet, universi-
tetssygehus, end man har idag. Det for-
ventes, at der inden for kort tid vil ske
grundlaeggende @ndringer i sundhedsvae-
senets organisation, bl.a. med voksende
lokalt ansvar og mere privat initiativ.

P4 omradet information og informations-
teknologi har sundheds- og socialforsik-
ringsministeriet udarbejdet en 3-5-arig
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3-5 year plan for developing an inte-
grated information system for the health
care services. The plan includes devel-
opment of electronic health care records,
a closed information network for health
care institutions, the development of te-
lemedicine, and information services for
the general public and health care per-
sonnel.

NORWAY: Five new statutes concern-
ing the health sector are at present under
evaluation at the Department for Health
and Social Welfare. The new rules will
involve changes in the framework gov-
erning the various areas. The actual pro-
posals concern: Act for Health Workers,
Act Concerning Specialist Treatment,
Act Concerning the Mentally Ill, Act
Concerning Patient Rights and Act Con-
cerning Health and Social contingency
preparedness.

In addition, a family doctor scheme has
been agreed to ensure that every citizen
in the country receives the offer of a
permanent physician in the primary
health service. The scheme should be
fully implemented from 2000.

SWEDEN: From January 1 1998, the
counties took over the responsibility for
user charges for medicine to non-admit-
ted patients in and outside hospitals.

In May 1997, the Board of the Federa-
tion of Swedish County Councils rec-
ommended to the county councils and
three municipalities to develop the health
service in accordance with the memo,
“The Patients Meeting the Health Ser-
vice’. In the autumn of 1997, the first re-
port appeared from the parliamentary
enquiry, HSU2000: The Patient’s Right
in which it is giving proposals on

16

plan med henblik pa udvikling og inte-
gration af informationssystemerne i
sundhedsveaesenet. Planen omfatter bl.a.
elektroniske patientjournaler, et lukket
informationsnetveerk mellem sundheds-
institutionerne, oprettelse af telemedi-
cinsk service samt informationssystemer
til offentligheden og til sundhedsperso-
nalet.

NORGE: Der er fem nye love som berg-
rer sundhedsvasenet, som er til vurde-
ring i Sosial- og helsedepartementet. De
nye regelseet vil fore til endringer i ram-
mebetingelserne for de forskellige omra-
der. De aktuelle lovforslag drejer sig om:
Lov om sundhedspersonale; L.ov om
specialistbehandling; L.ov om sikring af
psykisk syge; LLov om patientrettigheder
og Lov om social- og sundhedsmeessigt
beredskab.

Der er desuden vedtaget at indfere en
familielegeordning, som vil indebare, at
hver indbygger far tilbud om at blive be-
handlet af den samme leege i det primeere
sundhedsvaesen. Ordningen skal vaere
fuld implementeret fra og med ar 2000.

SVERIGE: Fra og med 1. januar 1998
overtog landstingene betalingsansvaret
for leegemidler for ikke indlagte patienter
i og uden for sygehusene.

Bestyrelsen for Landstingsforbundet an-
befalede i maj 1997 landstingene og
medlemskommunerne at udvikle sund-
hedsvasenet i overensstemmelse med
notatet: Patientens mode med sundhedsvce-
senet. 1 efteraret 1997 kom delbeteenk-
ningen fra den parlamentariske udred-
ning HSU 2000: Patienten har ret, hvori
der gives forslag om hvorledes patienter-
nes stilling skal styrkes. Skane, Kalmar,



strengthening the patient’s position’.
Skane, Kalmar, Gotland and Vistra
Gotaland counties have started a trial
aiming to strengthen democracy and ef-
fectiveness at the regional level. Skane
County was established January 1, 1997.
On January 1 1998, Vistra Gotalands
County was established by joining four
West-Swedish counties. On January 1
1999, the County Council for Vistra
Gotaland and Skéane will be established.

Organization and responsi-
bility for the health sector

DENMARK: Responsibility for the
health service is set out according to a
very decentralized organization. The
main principles for the distribution of re-
sponsibility are as follows: The State is
responsible for legislation, supervision
and guidelines; the county councils are
responsible for hospital service, health
insurance and special nursing homes,
whereas the municipalities are responsi-
ble for health care, home nursing, nurs-
ing homes, and child and school health
care.

The county councils and the municipali-
ties 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 according to the health insurance
scheme so that the primary contact is al-
ways, in principle, with the general prac-
titioner. Only in emergency cases one
may, alternatively, turn to the hospitals.

ORGANIZATION OF HEALTH SERVICES

Gotland og Vistra Gotalands Lan har
indledt en forsegsvirksomhed med det
formal at ege demokratiet og effektivite-
ten pa regionalt niveau. Skédne ldn blev
oprettet pr. 1. januar 1997. Den 1. januar
1998 dannedes Vistra Gotalands ldn af
fire vestsvenske ldn. Den 1. januar 1999
dannes Vistra Gotalands landsting og
Landstinget Skane.

Organisering og ansvar for
sundhedsvirksomheden

DANMARK: Ansvaret for sundhedsva-
senet er bygget op over en meget decen-
tral organisation. Hovedprincipperne i
ansvarsfordelingen er folgende: Staten er
ansvarlig for lovgivning, tilsyn og ret-
ningslinier; amterne for sygehusvesen,
sygesikring og specielle plejehjem, mens
kommunerne er ansvarlige for sund-
hedspleje, hjemmepleje, plejehjem samt
berne- og skolesundhedstjeneste.

Driftsansvaret pahviler amter og kom-
muner.

Ved almindelig sygdom er borgernes be-
nyttelse af sundhedsvasenet baseret pa
en arhundredlang tradition for familielee-
ger. De formelle regler er udformet i
overensstemmelse hermed i sygeforsik-
ringsloven, saledes at primerkontakten
altid principielt rettes til den alment
praktiserende leege. Kun i skadestilfzelde
kan man som alternativ henvende sig til
sygehusene.

17
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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 the county councils.
All pregnant women are offered regular
examinations, according to need, with a
general practitioner, specialist or mid-
wife.

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
schemes (counties).

Home-nursing schemes are linked to the
municipalities providing treatment free
of charge following referral from a physi-
cian.

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.

18

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

Svangerskabshygiejnen tilrettelegges un-
der amternes ansvar. Alle gravide tilby-
des efter behov regelmaessige undersogel-
ser hos en alment praktiserende lege,
specialleege og jordemoder.

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 (amterne).

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
helbredsundersegelser af bern.

Der ydes ogsa radgivning vedrerende
familieplanleegning, idet enhver person
eller familie har ret til radgivning 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.



School and occupational health services
are provided according to statutes. The
municipalities are responsible for the
school health service which is carried out
by visiting nurses and physicians. The
occupational health service is organized
within the framework of companies and
is led by a committee consisting of em-
ployees and employers.

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

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, however, certain exceptions to
this rule, such as practising eye and ear
specialists.

ORGANIZATION OF HEALTH SERVICES

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 et udvalg
med repraesentanter for bade arbejdsta-
gere og arbejdsgivere.

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

Sygehusvasenet herer organisatorisk un-
der amterne og Hovedstadens Sygehus-
feellesskab, og det er amtsradene og be-
styrelsen for Hovedstadens Sygehusfeel-
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 Sygehusfealles-
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 specialleger arbejder for
flertallets vedkommende efter aftale med
sygesikringen og modtager de fleste af
deres patienter efter henvisning fra al-
ment praktiserende leeger.

Der er dog visse undtagelser fra denne

regel. Det geelder fx gjen- og erespecia-
lerne i praksissektoren.
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Ordinary nursing homes are run by the
municipalities, 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.

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
on 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 organiza-
tion, specialist fields and their organiza-
tion as well as the primary health service
and its organization largely follow Dan-
ish principles. The same applies to nurs-
ing 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 function of the health ser-
vice, the guidelines for the 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 organised in 16
health districts and one central hospital,
Dronning Ingrid’s Hospital in Nuuk
where some of the specialised treatment
is given. Specialities not found at the
central hospital are treated in Denmark.
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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.

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-
hedsvaesenets opgaver, ydelser og admi-
nistration.

Hospitalsstrukturen og -organisationen,
specialleegeordninger og deres organisa-
tion samt det primere sundhedsvasen og
dets organisation felger i alt veesentligt
danske forhold. Det samme geor sig geel-
dende for plejehjem, hjemmesygepleje og
hjemmehjaelp samt tandbehandling.

GRONLAND: Den vigtigste lovgivning
i Gronland er landstingets forordning om
sundhedsvasenets styrelse og funktion,
forordningen om sundhedsvasenets
ydelser, hjemmestyrets bekendtgerelse
om brugerbetaling samt bekendtgoerelsen
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



There is one health care centre in each
district.

In a district health care centre all com-
mon diseases are treated, much like in a
multi-physician general practice in
Denmark. The centres have a number of
beds for patients having to stay the night.
In a few centres, more or less compli-
cated surgery is carried out. In the event
of more complicated courses of illness,
patients are transferred to the central
hospital in Nuuk or to Denmark.

In 10 of the country’s largest villages, a
health station has been set up and is run
by a nurse. In all larger villages, a health
worker is employed. In connection with
the official residence of the health
worker, there is, in most villages a special
consultation room and a few beds. In vil-
lages with less than 70 inhabitants, a
health worker with special pharmaceuti-
cal training is normally employed to dis-
pense pharmaceutical products.

Permanent positions have been created

for home nursing and health care in 13

health districts. Home nursing and pri-

mary health service is carried out in the
other districts as one of the functions of
the district nurses or health workers.

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 the population is
served several times a year by a mobile
dental service. Children and young peo-
ple are offered preventive measures and
treatment.
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sundhedscenter 1 hvert distrikt.

I et distriktssundhedscenter behandles al-
le almindeligt forekommende sygdomme,
nogenlunde svarende til en sterre laege-
praksis i Danmark. Centrene har dog et
antal senge til overnattende patienter. Pa
enkelte centre pagar der en del mere eller
mindre kompliceret kirurgi. Ved mere
komplicerede sygdomsforleb overflyttes
patienterne til landssygehuset i Nuuk el-
ler til Danmark.

1 10 af landets storste bygder er der ind-
rettet sundhedsstationer, der ledes af en
sygeplejerske. I alle storre bygder er der
ansat en sundhedsmedhjalper, som nor-
malt rader over et seerligt konsultations-
verelse og enkelte senge. I bygder med
under 70 indbyggere er der normalt an-
sat en medicinaldepotforvalter, som ad-
ministrerer udleveringen af medicin.

Der er normerede stillinger til hjemme-
sygepleje og sundhedspleje i 13 leegedi-
strikter. Hjemmesygeplejen og sund-
hedsplejen i de ovrige distrikter varetages
af distriktssygeplejersker og/eller sund-
hedsmedhjelpere.

Der er desuden én eller flere tandklinik-
ker med tilherende tandleeger, klinikassi-
stenter og tandplejere 1 hvert distrikt. I
nogle distrikter er der ogsa ansat labora-
torietandteknikere. I bygderne, hvor der
ikke er tandklinikker, betjenes befolknin-
gen nogle gange om éret ved hjelp af
mobilt tandplejeudstyr. Der er etableret
forebyggende og behandlende tilbud for
bern og unge.
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FINLAND: The municipalities have the
responsibility for the health services. The
responsibility of the municipalities is laid
down in the Public Health Act (1972),
the Specialist Treatment of Diseases Act
(1989), and in the Treatment of the
Mentally 11l Act (1990).

In the Public Health Act and its statues,
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 illness, including medi-
cal examinations and care as well as
medical rehabilitation and first aid.
The treatment of illness may be given
at the health centres in the form of
outpatient treatment, in a ward, or in
the form of home nursing for the ill.

The municipalities also have to provide
services for the mentally ill which can
reasonably be given by the health cen-
tres.

Dental care includes information and
prevention as well as dental examination
and treatment. Dental examination and
treatment is first and foremost to be
given to those born in 1956 and later, as
well as to veterans. At the health centres ,
dental care is also provided for adults,
particularly in the rural municipalities.
Most dental treatment for adults is pro-
vided by dentists in private practice.
Young people under the age of 19 are
entitled to dental care free of charge.
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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 fastsattes det, at
kommunerne har ansvaret for:

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

e Sygdomsbehandling som omfatter
leegeundersogelser og pleje samt me-
dicinsk rehabilitering og forstehjelp.
Den almindelige sygdomsbehandling
gives ved sundhedscentrene, pa sen-
geafdelinger eller som hjemmesyge-
pleje.

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

Tandbehandlingen omfatter oplysning
og forebyggelse samt undersegelse og
behandling af teender. Undersogelse og
behandling af teender skal forst og frem-
mest gives til personer der er fodti 1956
og senere samt til krigsveteraner. Ved
sundhedscentrene, iser 1 landkommu-
nerne, gives der desuden tandbehandling
til voksne. Det meste af voksenbehand-
lingen udferes af privatpraktiserende
tandleeger. Unge under 19 ar har ret til
tandbehandling uden brugerbetaling.



The municipalities must also ensure that
transport is available for the ill and that
there is an occupational health service.
An employer may organise the occupa-
tional health service himself or he may
enter into agreement with a health centre
or with others working with occupational
health service.

Physicians working in health centres are
mainly general practitioners. In the pub-
lic health service system, patients need a
referral for specialist services, with the
exception of emergencies. In the private
clinics, the physicians are mostly special-
ists. Patients need no referral to visit
these private specialists. Physicians
working in the private clinics may send
their patients either 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 1996, there were 23,000 beds in
health care 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-
sonal freedom, contagious diseases, cas-
tration and sterilisation, abortion, in-
semination, forensic medicines, and gen-
eral rules for companies offering health
care services.

The task, structure and organization of
the public health sector are regulated ac-
cording to the Act for the Health Sector.
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Kommunerne skal desuden tilvejebringe
sygetransport og serge for etableringen af
bedriftssundhedstjenester. Arbejdsgiver-
ne kan selv organisere bedriftssundheds-
tjenesten, eller de indga aftale med et
sundhedscenter eller andre der arbejder
med bedriftssundhedstjenesten.

Leger, der arbejder ved sundhedscent-
rene, er normalt alment praktiserende. I
det offentlige sundhedssystem skal pati-
enterne have en henvisning til en specia-
list, dog ikke i akutte tilfzelde. De fleste af
de leeger som arbejder i private klinikker
er specialister. Patienterne behever ingen
henvisning for at opsege disse speciali-
ster. Laeger der arbejder i privatklinikker
kan henvise patienter til enten private el-
ler 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.

11996 var der 23.000 senge ved sund-
hedscentrene, primeert til behandling af
eldre.

ALAND: P4 grund af sit selvstyre har
Aland sin egen lovgivning for sundheds-
vaesenet, dog med undtagelse af bl.a.
administrative indgreb i den personlige
frihed, smitsomme sygdomme, kastrering
og sterilisation, svangerskabsafbrydelse,
kunstig befrugtning, retsmedicinske un-
dersogelser, samt regelsaettene for virk-
somheder der udbyder sundhedsydelser.

Det offentlige sundhedsvesens forpligti-
gelser, struktur og organisation, reguleres
i landskabsloven om sundhedsvaesenet.
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This Act is a general Act which can be
supplemented by statutes. Detailed rules
concerning the sector are described an-
nually in a sector plan. Measures not
stated in the Aland legislation, or which
do not come under separate legislation,
follows Finnish legislation.

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 the necessary treatment. The role
of the municipalities is limited to financ-
ing certain defined treatments. Specialist
treatment including psychiatric treatment
is one of two sectors in AHS.

Services which cannot be provided lo-
cally 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
for the primary health care and for pri-
vate general practitioners.

The primary health care is the other sec-
tor under the AHS. The structure corre-
sponds functionally as well as ideologi-
cally to the Finnish public health care.
Advice concerning contraceptives and

24

Loven er en rammelov, som efter behov
kan suppleres med bekendtgerelser. De-
taljerede bestemmelser om virksomheden
beskrives hvert ér i en virksomhedsplan.
Forhold som ikke hegrer under alandsk
lovgivning, eller som ikke har egen lov-
givning, tilpasses finsk lovgivning.

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 privatpraktiseren-
de, private institutioner eller universitets-
sygehuse.

De alandske sygehuse er specialiserede
institutioner, der udferer savel ambulant
behandling og behandling af indlagte pa-
tienter.

Specialleegevirksomheden uden for syge-
husene eksisterer i form af konsultativ bi-
stand til den offentlige primare behand-

ling og til de privatpraktiserende leger.

Det primare sundhedsvasen er den an-
den resultatenhed inden for AHS. Struk-
turen svarer ideologisk og driftsmeessigt
til det finske folkesundhedsarbejde. Rad-
givning vedrerende praevention, radgiv-



counselling for mothers with infants
functions as in Finland. Immunization
programmes are voluntary and the rec-
ommendations are as in Finland. Physio-
therapy under the AHS is a shared func-
tion both for the primary health care and
the hospitals. As a supplement, there are
also private physiotherapists who 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 sector is regu-
lated according to the health act of 1990.
The administration of the health service
is divided between the Government on
one hand and regional and local boards
on the other. The role of the Govern-
ment 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: Three
highly specialized hospitals of which two
are placed in Reykjavik and one in Aku-
reyri, regional hospitals with a certain
degree of specialisation, and local hospi-
tals. The local hospitals also function as
old-age and nursing homes. Other health
institutions include rehabilitation hospi-
tals 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.
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ning til medre med smébern fungerer
som i Finland. Vaccinationsprogrammer
er frivillige, og anbefalingerne svarer til
de finske. Fysioterapien inden for AHS
er en faellesfunktion for bade primaersek-
toren og sygehusene. Som et supplement
er der et antal private fysioterapeuter
som ogsa anvendes af det offentlige.

Tandbehandlingen er en del af det pri-
mere sundhedsvasen. Behandling af de
yngre alderskategorier og visse risikopati-
entgrupper samt forebyggende foran-
staltninger har hgjeste prioritet. Safremt
det er muligt behandler man ogsa andre
patienter. Den private sektor er kapaci-
tetsmeaessigt veludbygget og udger et vig-
tigt supplement.

ISLAND: Sundhedsvesenets arbejde re-
guleres af sundhedsloven fra 1990. For-
melt er forvaltningen tredelt mellem sta-
ten, regionale styrelser og lokale styrelser.
Statens rolle er dog betydeligt storre end
de lokale og regionale styrelsers. Isaer de
regionale styrelser har en meget begraen-
set funktion.

Der er tre typer sygehuse: tre hejt specia-
liserede sygehuse, hvoraf de to findes 1
Reykjavik og et i Akureyri, regionale sy-
gehuse med en vis specialisering og et
antal lokale sygehuse. De lokale sygehuse
fungerer for det meste ogsa som alder-
doms- og sygehjem. Af andre institutio-
ner kan navnes revalideringssygehuse 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 sundhedsveaesen eller
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There are both private practising special-
ists and specialists connected to the hos-
pitals.

The primary health care is run from the
health centres and to a minor degree also
by private general practitioners. The
health centres have the responsibility for
the 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.

Home nursing is provided by the health
centres, 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 the municipalities, charity or-
ganisations etc. They are partly financed
by user charge, but the major part of the
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.

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, that supply clinical fa-
cilities for private practising dentists.
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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 hjemmehjelpen gives
gennem det kommunale sociale service-
system.

De fleste pleje- og alderdomshjem funge-
rer som selvejende institutioner. De dri-
ves af kommuner, frivillige organisatio-
ner o.l. De finansieres delvis gennem
brugerbetaling; men den storste del af fi-
nansieringen kommer dog fra staten, for
alderdomshjemmenes vedkommende
gennem pensionsforsikringen, for pleje-
hjemmenes vedkommende gennem syge-
forsikringen.

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.



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 statutes with rele-
vance to the health sector are the follow-
ing: The Act for the Health Services in
the Municipalities, The Act for Hospitals
etc., The Act for the Mentally Disabled,
The Act for Dental Treatment, the Act
Concerning Governmental Supervision
of the Health Services and the Act Con-
cerning 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, Re-
gional hospitals (with connection to the
universities) and hospitals covering the
whole country.

The county councils run, own, and have
the responsibility for the hospitals. There
are 19 counties in Norway. In addition,
the Government owns and runs a limited
number of hospitals/institutions which
mostly provide services in connection
with national functions.

It is also the county councils that have
the responsibility for offering the popula-
tion specialised services including spe-
cialised treatment. The specialised
treatment is given both at outpatient clin-
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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 amt).

De vigtigste regelsaet med betydning for
sundhedsveaesenet er: LL.ov om sundheds-
vaesenet 1 kommunerne; Lov om sygehu-
se m.v.; LLov om sikring af psykisk syge;
Lov om tandbehandling; L.ov om statslig
tilsyn med sundhedsvasenet og L.ov om
social sikring.

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 landsdaekkende institutioner.

Det er amtskommunerne som ejer og har
ansvaret for driften af sygehusene. Norge
har 19 amtskommuner. Derudover ejer
og driver staten et begraenset antal syge-
huse/institutioner som pa mange omra-
der har opgaver der er tilknyttet de
landsdaekkende funktioner.

Det er ogsa amtskommunerne som har
ansvaret for at tilbyde befolkningen spe-
cialiserede sundhedsydelser, inkl. special-
leegeordninger. Specialleegeydelserne gi-
ves bade fra sygehusenes ambulatorier og
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ics, in hospitals, and by private practising
specialists. The county councils have
also the responsibility for laboratory ser-
vices and ambulance services. However,
air-ambulance service is under the re-
sponsibility 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
and to mentally disabled persons and
persons who are offered service by the
municipal health care sector.

The pharmacies are mainly privately
owned, but they are subject to strict pub-
lic control.

It is the municipalities that have the re-
sponsibility for the primary health care,
including both preventive and curative
treatment such as:

e Promote health and prevent illness
and injuries and in relation to that or-
ganize and run the school health ser-
vices, the health centres, child health
care by health visitors, midwives and
physicians. The health centres offer
pregnancy check-ups, control and
provide vaccinations according to the
recommended immunization pro-
grammes.

e Diagnose, 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).
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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 undersegelser og behandling
samt rad og vejledning til de ovrige dele
af sundhedsvesenet.

Amtskommunerne 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 Diagnose, behandling og revalidering.
Dette omfatter ansvaret for den al-
mindelige leegebehandling (inkl. le-
gevagtordninger), fysioterapi og sy-
gepleje (inkl. sundhedsplejersker og
jordemedre).



e Nursing and care in and outside the
institutions. The municipalities have
the responsibility for running the
nursing homes, home nursing and
other activities (e.g. home help). The
health services in and outside the in-
stitutions are, to a varying degree, or-
ganised jointly within the same mu-
nicipal 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 Supervision of the
Health Services, the Act Concerning
Health Staff and the Act Concerning In-
juries to Patients.

The primary health care is run by the

county councils and three municipalities.

During a trial period (1991-1996), some
municipalities had the overall responsi-
bility for the primary health services (in
1996, this was 5 out of 288 municipali-
ties). Three of the municipalities contin-
ued the trial in 1997, and the law allows
for continuation of the trial until the end
of 1998.

The primary health services cover health
centres employing general practitioners,
mother and child centres, district health
care, district physiotherapy, visiting
nurses and public dental care. The pur-
pose of the primary health service is to
work for public health within a geo-
graphically defined area.
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e Pleje og omsorg i og uden for institu-
tionerne. Kommunerne har ansvaret
for driften af sygehjemmene, hjem-
mesygepleje og andre ordninger (fx
hjemmehjelp). Sundhedsydelserne i
og uden for institutionerne er i varie-
rende grad forankret i en feelles orga-
nisatorisk enhed i form af en felles
pleje- og omsorgsafdeling i kommu-
nen.

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 tilsyn med
sundhedsveaesenet, loven om anliggender
for personale inden for sundhedsvesenet
samt patientskadeloven.

Det primere sundhedsvasen drives af de
landstingsuafhengige kommuner og
landstingene (amtskommunerne). I en
forsegsperiode, 1991-1996, var nogle
kommuner hovedansvarlige for det pri-
meere sundhedsvaesen (i 1996 var det 5
kommuner ud af 288). Tre af kommu-
nerne fortsatte forsggeti 1997. Loven
abner mulighed for at fortseette med for-
segene indtil udgangen af 1998.

Det primare sundhedsveaesen omfatter
sundhedscentre med almenmedicinske
leeger, berne- og medrecentre, distrikts-
sygepleje, distriktsfysioterapi, sygdoms-
behandling 1 hjemmet og offentlig tand-
pleje. Det primere sundhedsvasen har
til opgave at arbejde for hele befolknin-
gens sundhed inden for et afgraenset ge-
ografisk omrade.
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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 councils and three munici-
palities still have the responsibility for
both open and closed ward psychiatric
treatment. However, within psychiatry
there is a trend towards increased col-
laboration with other agents. Thus the
municipalities have, since 1995, assumed
greater responsibility for the 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 the physicians employed in
the occupational health service are linked
to the individual companies.

The National Board of Health has issued
a general recommendation for immuni-
zation of children.

Privately produced, but publicly fi-
nanced health care and nursing, exists on
a limited scale. There are a few private
hospitals and private nursing homes.
About 20 per cent of all medical consul-
tations take place within private practi-
tioners. In addition, there are physio-
therapists in private practice. Half of the
dentists are private practitioners. The act
concerning charges, etc. to privately
practising physicians and physiothera-
pists sets out the conditions for the rights
of physicians and physiotherapists to es-
tablish private practices, and instructs
the county councils to finance them.
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Skolesundhedsveaesenet og hjemmehjeel-
pen horer, ligesom det lokale miljo- og
sundhedsforebyggende arbejde, under
kommunerne, der ogsa har ansvaret for
de lokale sygehjem og en del af hjemme-
sygeplejen.

Landstingene og de landstingsuafhaengi-
ge kommuner har ligesom tidligere an-
svaret for den psykiatriske behandling
savel inden for som uden for sygehusene.
Ogsé inden for psykiatrien pagar der en
udvikling hen imod et storre samarbejde
med andre akterer. Dette har blandt an-
det medfert at kommunerne fra og med
1995 fik et udstrakt ansvar for boligfor-
hold, stette og omsorg til psykiatriske pa-
tienter.

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 og offentligt finansieret
sygdomsbehandling udeves kun i be-
greenset omfang. Ud over et fatal private
sygehuse findes der ogsa private syge-
hjem. Ca. 20 procent af alle leegebesog
foregér 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
councils and three municipalities.

The provincial hospitals comprise both
more specialised hospitals covering the
whole province and hospitals covering
only part of the province. Medical treat-
ment is provided in most areas of spe-
cialization, partly at hospital wards,
partly at the outpatient clinics. Psychiat-
ric treatment, which is often divided into
sectors, comes under the provincial hos-
pital services. More complicated and
specialized treatment is provided by the
regional hospital service. The county
councils and the three municipalities co-
operate in sixX treatment regions, each
with at least one regional 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.)
The supervision is partly carried out by
the National Board of Health and partly
by the medical officers.

The medical officers are employed by
the institutions for medical officers of
which there is one in every county and
one in the City of Copenhagen. These
institutions are state-run and thus inde-
pendent, politically and administratively,
of county and municipal authorities
which have the responsibility for services
rendered by the health service to the
general public. In this way, the medical
officers may function as independent ad-
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Sygehusene drives af landstingene og de
landstingsuafhengige kommuner.

Lenssygehusene omfatter sdvel mere
specialiserede sygehuse, der dekker hele
lenet, som sygehuse, der daekker dele af
lenet. Sygdomsbehandlingen foregar in-
den for de fleste specialer dels ved syge-
afdelinger (sluten vard), dels i ambulato-
rier (6ppen vard). Psykiatrisk behand-
ling, som ofte er sektoropdelt, henregnes
under lenssygehusvasenet. Mere kree-
vende og specialiseret sygdomsbehand-
ling foregar pa de regionale sygehuse.
Landstingene og de landstingsuafhangi-
ge kommuner samarbejder i seks regio-
ner for sygdomsbehandling, hver med
mindst ét regionssygehus.

Tilsyn med
sundhedsvaesenerne

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 uafhengige radgivere og er til-
synsforende pa alle niveauer. Institutio-
nerne er bemyndiget til at foretage det
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visors and supervisors at all levels and
are authorised to take necessary meas-
ures either by consultation or by handing
over further treatment of a case to central
authorities. The institutions are attached
to the National Board of Health, profes-
sionally 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.

Complaints about authorizied health
staff, are handled by the Patients’ Com-
plaint Board. Following preliminary
treatment of the cases (hearings of the
parties, professional assessment, etc.)
with the medical officer, the final deci-
sion is reached by the Patients’ Com-
plaint 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 the submission,
by counties and municipalities, of speci-
fied budgets and accounts as well as sta-
tistical data to various centralised regis-
ters. Only in exceptional cases is it neces-
sary 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
concerning who has the responsibility for
the supervision (the chief medical offi-
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fornedne, enten i form af patale eller ved
videregivelse af sagens behandling til de
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 patientklagenaevnet.

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



cer) and regarding which areas including
the supervision and the possibilities for
complaints.

GREENLAND: The supervision of the
health service is carried out by the Green-
land Board of Health, an independent in-
stitution under the Greenland Home
Rule Government. The Board of Health
provides advice and other assistance to
the Greenland Home Rule Government
and other authorities in questions of
health. The supervision includes health
staff, municipal and other institutions.
Complaints concerning the health care
are addressed to the Greenland Board of
Health, who evaluate the complaint and
subject it to a hearing before forwarding
it to the Danish Patient Complaint Board
in Copenhagen who completes the case.
Complaints concerning the health ser-
vices and questions concerning compen-
sation are evaluated by the Department
of Health and Research.

FINLAND: The most important chan-
nels for the nationwide supervision of the
health and social services are legislation
and its related statutes. Besides, the Gov-
ernment each year ratifies nationwide
plans for the health and social sector
covering the following four years. The
general planning, co-ordination and su-
pervision of the statutory services rest
with the Ministry of Social Affairs and
Health. Planning, co-ordination and su-
pervision in the counties rest with the
county councils. The chief medical offi-
cer and the forensic medical officer act as
medical advisors to the Department of
Health and Social Affairs within the
county administration. In addition, there
are six governmental institutions who
contribute to the supervision of the
health services.
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der fores tilsyn med samt vedrerende
klageadgange/muligheder.

GRONLAND: Tilsynsmyndigheden er
Embedslegeinstitutionen 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-
hedsfaglige personer, kommunale og an-
dre institutioner. Sundhedsfaglige klager
rettes skriftligt til Embedslegeinstitutio-
nen, som forbereder, sagsfremstiller og
vurderer klagen, samt sender denne til
hering fer den videresendes til Sund-
hedsvesenets Patientklagenzevn i Ko-
benhavn som foretager den endelige be-
handling og vurdering. Klager over ser-
vice samt krav om erstatninger behandles
af Direktoratet for Sundhed og Forsk-
ning.

FINLAND: De vigtigste kanaler til den
landsdaekkende styring af social- og
sundhedsvaesenet er lovgivning og dertil
herende forordninger. Regeringen god-
kender desuden hvert ar de landsdaek-
kende planer for social- og sundhedsom-
radet for den kommende firears periode.
Den generelle planleegning, styring og til-
synet med de lovpligtige ydelser pahviler
Social- och hélsovardsministeriet. Plan-
leegning, styring og tilsyn inden for lene-
ne pahviler lensstyrelserne. Embedslae-
gerne og retslaegerne fungerer som lege-
lige radgivere for Social- och hélsovards-
ministeriets regionale administration.
Hertil kommer seks statslige institutioner
som medvirker ved tilsynet med sund-
hedsvesenet.
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The daily responsibility for the health
centres is decentralised through the man-
agement of each health centre. The re-
sponsible minister selects the manage-
ment.

The Director General of Public Health
advises the minister and the Government
on all questions relating to health. The
Director carries out professional supervi-
sion of health care institutions, health
care staff, prescription of pharmaceutical
products, combat of substance abuse, as
well as control of all public health care
measures.

The Chief District Medical Officers ad-
vise the health councils concerning
health matters in the individual health
districts and supervise the health care
work in the district on behalf of the ad-
ministration.

Complaints concerning treatment can ei-
ther be addressed to the institution pro-
viding the treatment or to the national
authorities. If the patient asks for com-
pensation due to injuries, he can address
the complaint to the Patients’ Insurance
Board. In any case, the patient is entitled
to professional advice by contacting the
Patient Ombudsmand. The Patient Om-
budsmand may also forward questions of
principle importance to a special confi-
dential board, which, though unable to
decide the issue, may make recommen-
dations.

ALAND: The supervision of health staff
is done according to Finnish law and is
administered by the Home rule Govern-
ment.

Complaints concerning treatment can ei-
ther be addressed, as in Finland, to the
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Det daglige ansvar for sundhedscentrene
er decentraliseret til en styrelse for hvert
enkelt center. Den ansvarlige minister
udpeger styrelserne.

Medicinaldirekteren radgiver ministeren
og regeringen i alle spergsmal vedreren-
de sundhed. Medicinaldirekteren forer
desuden fagligt tilsyn med sundhedsinsti-
tutionerne, sundhedspersonalet, ordina-
tion af leegemidler (recepter), misbrugs-
bekaempelse og forer kontrol med alle of-
fentlige sundhedsforanstaltninger.

Distriktsoverleegerne radgiver sundheds-
radene i sundhedsspergsmal i de enkelte
leegedistrikter og ferer pa administratio-

nens vegne tilsyn med sundhedsarbejdet
i distriktet.

Klager over behandlingen kan enten ind-
gives til de respektive behandlingsinstitu-
tioner eller til de nationale myndigheder.
Patienten kan spge om erstatning for
skader hos patient- og leegemiddelforsik-
ringsnaevnet. I alle tilfeelde kan patienten
modtage sagkyndig vejledning ved at
henvende sig til patientombudsmanden.
Patientombudsmanden har ogsa mulig-
hed for at overdrage principielt vigtige
sporgsmal til et sakaldt fortroligheds-
navn, som kan radgive, men ikke traeffe
afgorelser om spergsmalet.

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



institution giving the treatment or the na-
tional authorities — or to the home rule
administration.

ICELAND: The Director General of
Public Health has the overall responsibil-
ity for the supervision of health institu-
tions, health staff, prescription of medi-
cine, treatment of substance abusers and
control 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
conflicts, the case has to be discussed by
a special board (consisting of three per-
sons 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 Re-
gional Medical Officer in each county) is
responsible for overall supervision of the
health services. The Regional Medical
Officers carry out supervision of the en-
tire health service and the health staff.
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behandlingsinstitutioner eller til de nati-
onale myndigheder — eller til Landskaps-
styrelsen.

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

Distriktsoverleegerne forer tilsyn med
sundhedsarbejdet i distriktet p4 admini-
strationens vegne. Lagemiddeltilsynet
forer den farmaceutiske tilsyn med apo-
teker og leegemidler.

Sundhedsdirektoren og distriktsleegerne
modtager klager fra folk vedrerende
sundhedsveaesenet og foretager de ned-
vendige undersogelser og treeffer afgorel-
serne. Sundhedsinstitutionernes ledelse
skal dog gores bekendt med klagen. Op-
star en konflikt kan sagen tages op i et
seerligt neevn (navnet bestar af tre perso-
ner som er udpeget af Hojesteret). Kla-
ger kan ogsa ga direkte til nevnet.

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

Statens helsetilsyn og fylkesleegerne (en
fylkesleege i hvert amt) forer den over-
ordnede faglige tilsyn med sundhedstil-
standen og sundhedsvasenet. Fylkesle-
geembedet forer tilsyn med hele sund-
hedsvasenet og alt sundhedspersonale.
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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 the 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.

It is also possible for patients to forward
their complaints to the person in charge
of the institution (e.g. the municipal
board concerning the rights to health
service according to the statutes concern-
ing health services in the municipalities)
or to the Norwegian Patient Insurance
Board, if someone claims for compensa-
tion as a consequence of events within
the public health service.

SWEDEN: The county councils and the
three municipalities are responsible for
offering a good health care and treatment
of illness of residents in their area. The
county council are also responsible for
the public dental care (primarily for chil-
dren and young people).
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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
der konstateres afvigelser fra regelsaettene
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
regelsaettene 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 ned-
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 sundhedsvaesen.

SVERIGE: Det er landstingene og de
landstingsuafhengige kommuner som
har ansvaret for at tilbyde en god syg-
domsbehandlingen for indbyggerne i
landstinget. Landstingene har ligeledes
ansvaret for den offentlige tandpleje
(forst og fremmest for bern og unge).



Through legislation, the Government
sets out the frame and supervision re-
garding all activities.

The National Board of Health and Wel-
fare is the central supervising authority
for the health and hospital services, Ac-
cording to the Supervision Act, the Na-
tional Board of Health has the overall
supervision except for health services
provided by the army. The board has six
county offices. In addition to the Na-
tional Board of Health and Welfare,
there are several central supervising au-
thorities within environmental and health
protection.

According to the Act on support and
services to people suffering from certain
disabilities, the municipalities have the
overall responsibility for the mentally
disabled. The county council only take
care of specific matters such as advice
and personal support requiring special
knowledge about conditions for persons
with major permanent disabilities.

The agencies having the overall respon-
sibility for the health service have their
own impartial boards, independent of the
institutions providing treatment, and to
whom patients’ complaints may be re-
ferred. The main purpose of the boards
is to contribute with sound information
and ensure solutions acceptable to the
patients.

The National Medical Disciplinary
Board. (HSAN) is an independent Gov-
ernment authority processing complaints
against staff.
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Gennem lovgivning fastleegger staten
rammerne for virksomheden og ferer til-
syn med den.

Socialstyrelsen er statens centrale tilsyns-
myndighed for sundheds- og sygehusvae-
senet. Efter tilsynsloven er Socialstyrel-
sen tilsynsmyndighed for hele sundheds-
vaesenet, med undtagelse af sundheds-
ydelser inden for forsvaret. Styrelsen har
seks regionale kontorer. Som et supple-
ment til Socialstyrelsen er der et antal
centrale tilsynsmyndigheder inden for
miljo- og sundhedsbeskyttelse.

Ansvaret for de psykisk udviklingsheem-
mede er jf. loven om stette og service til
visse funktionssvigt 1 hovedsagen henlagt
til kommunerne. Landstingene har kun
ansvaret for den serlige, aktiverende
radgivning og anden personlig stotte,
som kraever serlig indsigt i problemer og
livsbetingelser for personer med store og
permanente funktionsnedseettelser.

De hovedansvarlige for sundhedsvasenet
har egne upartiske nevn (fortroligheds-
naevn) som er uathengige af behand-
lingsstederne og hvortil man kan henvise
Klager fra patienterne. Hovedformalet
med navnene er at de skal bidrage med
god information og at sikre lgsninger
som patienterne 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 country and/or mu-
nicipal taxes with block grants from the
Government. In Norway, block grants
are ear-marked for specific purposes, in-
cluding the health services. In the other
countries, the Government issues a gen-
eral block grant to the counties and/or
municipalities. With the exception of
Greenland, citizens in the Nordic coun-
tries contribute directly to the financing,
partly through insurance schemes, partly
by paying user charges.

Charges for health care as per
January 1, 1998

Consultation with physician

As appears from the survey, there are no
user charges in Denmark, the Faroe Is-
lands and Greenland.

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

e A fixed annual charge of max. FIM
100 within a 12 month period or:

e A fixed sum per visit of max. FIM 50.

The charge is only levied at the first
three visits for the same health centre
in the course of one calendar year.
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Finansiering af
sundhedsvaesenet

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 Norge er bloktilskuddene ore-
merkede til specifikke formal, herunder
ogsa til sundhedsvasenet. I de ovrige
lande yder staten et generelt bloktilskud
til amter og/eller kommuner. Med undta-
gelse af Grenland bidrager borgerne i de
nordiske lande direkte til finansieringen,
dels gennem forsikringsordninger, dels
ved brugerbetaling.

Egenbetaling for sundheds-
ydelser pr. 1. januar 1998

Lcegebesog

Som det fremgar af oversigten er der in-
gen egenbetaling 1 Danmark, pa Ferger-
ne og i Grenland.

I forbindelse med den primere laegebe-
handling ved sundhedscentrene kan der i
Finland opkraeves felgende betaling:

e En fast arlig betaling pa hejst 100
FIM inden for en 12 mdr.s periode,
eller:

e Et fast belob pr. besog, dog hojst 50
FIM. Belobet skal kunne betales for
de forste tre besog pa et og samme
sundhedscenter i lobet af samme ka-
lenderar.



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 50-100 No charges for children under
Private min. 40 per cent 15 years of age
Aland Yes Public FIM 50-120 Reduced charges after 7 consul- ..
Private min. 40 per cent tations
Iceland Yes ISK 700-1,600 ISK 300-600 for children under Varies
16 years of age, and for pen-
sioners, disabled and long-term
unemployed
Norway Yes NOK 102-200 No Approx. 35 per cent
Sweden No SEK 60-260 SEK 300 for emergency consul- ..

tations at hospitals in the
county council of Stockholm

Egenbetaling for leegebesag

Er der ensartede reg- Egenbetalingens stgrrel- Afvigelser Egenbetalingens
ler i hele landet? se andel af de samlede
udgifter til leegebe-
seg
Danmark  Ja - Nej -
Feergerne  Ja - Nej -
Grgnland  Ja - Nej -
Finland Ja Offentlig 50-100 FIM,  Ingen betaling for bgrn under
Privat mindst 40 pct. 15 ar
Aland Ja Offentlig 50-120 FIM  Efter 7 besgg reduceres betalin- ..
Privat mindst 40 pct. gen
Island Ja 700-1.600 ISK 300-600 ISK for bgrn under 16 Varierende
ar og for pensionister, handi-
cappede og langtidsarbejdslgse
Norge Ja 102-200 NOK Nej ca. 35 pct.
Sverige Nej 60-260 SEK 300 SEK ved akut besgg pa sy-

gehuse i Stockholm lens lands-
ting

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

De navnte belob opkraeves ikke af per-
soner under 15 ar.
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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 some cases the charge
may be higher.

After 7 visits, a total cost reduction of
FIM 350 for a whole year is offered in
Aland.

In Iceland, consultation with a view to
preventive health care for pregnant
women and mothers with infants as well
as school health care are free of charge.

The charge for consultation with a spe-
cialist is either ISK 1,400 plus 40 per
cent of the remaining costs of the consul-
tation or ISK 500 plus one third of the
remaining 40 per cent. The reduced
charge applies to pensioners, disabled
and long-term unemployed as well as
disabled and chronically sick children.
The same rates also apply to outpatient
specialist 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
pensioners.

In Norway, there is user charge for
medical consultations with both general
practitioners and specialists. The health
insurance offers full reimbursement for
treatment of children under the age of 7
years, treatment of industrial injuries,
pregnancy and childbirth and certain
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Tilskud til behandling hos en privatprak-
tiserende laege er baseret pa et fast egen-
betalingsbelob. Folkpensionsanstalten re-
funderer 60 pct. af leegens honorar. I vis-
se tilfeelde kan egenbetalingen dog veere
storre.

P4 Aland opnas en udgiftsreduktion p4 i
alt 350 FIM for hele aret efter 7 besog.

I Island er leegebesog af forebyggende ka-
rakter for gravide, nye medre og deres
bern samt skolesundhedsplejen uden
egenbetaling.

Egenbetalingen for besgg hos en specia-
list er enten 1.400 ISK plus 40 pct. af de
resterende udgifter, eller 500 ISK og en
tredjedel af de resterende 40 pct. Pensio-
nister, handicappede og langtidsarbejds-
lose samt handicappede og kronisk syge
bern betaler efter reducerede takster.
Egenbetalingen for specialistbehandling
er den samme ved hospitalernes ambula-
torier og skadestuer.

Forsikrede betaler 1.000 ISK for labora-
torieprover og rentgenbehandling. Egen-
betalingen er dog kun 300 ISK for pati-
enter, som har ret til et reduceret belgb.

Egenbetaling for personer som har veret
arbejdslese 1 en samlet periode pa 6 ma-
neder eller mere er den samme som for
pensionister.

I Norge er der er egenbetaling for laege-
besog hos bade almene leeger og special-
leeger. Folketrygden yder fuld refusion
ved behandling af bern under 7 ar, ved
behandling af arbejdsskader, svanger-
skab/fadsler og i enkelte andre tilfeelde
(fx behandling af farlige, smitsomme



other cases (e.g. treatment of dangerous
contagious diseases, psychotherapy and
person under the age of 18 years, and
treatment of prison inmates). There may
also be user charge for physiotherapy,
and for treatment of patients in a nursing
home.

In Sweden, the local authorities (county
councils and three independent munici-
palities) set the charges themselves. For
medical consultations in the primary
health care or with the private general
practitioner, the user charge varies from
SEK 60 to 140, whereas it varies from
SEK 120 to 260 for medical consulta-
tions with specialists (in hospitals or in
private practice).

As from January 1, 1998, children and

young people under the age of 20 years
may consult the outpatient care free of
charge.

Reimbursement of
pharmaceutical products

In Denmark, pharmaceutical products
are reimbursed by 0, 49.8 per cent, 74.7
or 100 per cent.

Pharmaceutical products with a reim-
bursement of 49,8 per cent are products
with a certain and valuable therapeutic
effect.

Products with a reimbursement of 74.7
per cent are used for treatment of wellde-
fined, often potentially lethal diseases.
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sygdomme, psykoterapeutisk behandling
af personer under 18 ar og behandling af
indsatte i feengsler). Der kan ogsa op-
kraeves egenbetaling for behandling ved
fysioterapeut og af patienter pa syge-
hjem.

I Sverige er det de lokale myndigheder
(landstingene og de landstingsuafthengi-
ge kommuner) som selv fastsaetter tak-
sterne. For leegebesog i det primeere
sundhedsvasen eller hos huslegen varie-
rer egenbetalingen fra 60 til 140 SEK,
mens den varierer fra 120 SEK til 260
SEK ved legebesag hos specialister (ved
sygehusene eller hos privatpraktiserende
leeger).

Fra og med 1. januar 1998 kan bern og
unge under 20 ar ga til ambulant leege-
behandling uden brugerbetaling.

Tilskud til
leegermudler

Tilskuddene i Danmark er pa henholds-
vis 0, 49,8, 74,7 og 100 pct.

Leaegemidler med 49,8 pct. tilskud er
leegemidler med en sikker og vaerdifuld
terapeutisk effekt.

Laegemidler med 74,7 pct. tilskud an-
vendes til behandling af veldefinerede,
ofte livstruende sygdomme.
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User charges for pharmaceutical products

Are there consistent Size of user charge Deviations User charge in rela-
rules for the whole tion to total cost of
country? pharmaceutical
products
Denmark  Yes Reimbursement: No 42 per cent
0, 49.8, 74.7 or
100 per cent
Faroe Yes As in Denmark No
Islands
Greenland  Yes - No -
Finland Yes FIM 50 and 50 per cent For certain diseases, FIM 25 and 53 per cent (in
of the cost exceeding ~ 25/0 per cent of the cost ex- 1995)
FIM 50 ceeding FIM 25 is paid
Aland Yes FIM 50 and 50 per cent For certain diseases, FIM 25 and 53 per cent (in
of the cost exceeding ~ 25/0 per cent of the cost ex- 1995)
FIM 50 ceeding FIM 25 is paid
Iceland Yes ISK 900 + 30/60 per Pensioners and disabled: ISK Approx. 40 per cent
cent of the remaining 300 +15/30 per cent of the re-
cost, but max. ISK maining cost, but max. ISK
1,700/3,300 500/900
Norway Yes 36 per cent maximum 12 per cent for children aged 7- ..
NOK 330 per recipe 16 years, elderly people aged 67
years or over and anticipatory
pensioners. For children below 7
years: No user charge
Sweden Yes SEK 0-1,300 -

Individually based subsidy may be ob-
tainable for other products of between
49.9 and 74.7 per cent by submitting an
application through one’s own doctor to
the National Pharmaceutical Board.

Insulin products are reimbursed with
100 per cent by the national health in-
surance scheme.

The Ministry of Health stipulates a ref-
erence price for each group of pharma-
ceutical products covered by the scheme.
The reference price forms the basis for
the calculation of the subsidy given.

A current speciality rate is being worked
out covering prices for all pharmaceuti-
cal products on the market.
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Der kan ogsa opnaés individuelt tilskud til
andre praparater pa enten 49,8 eller 74,7
pct. ved at indsende ansegning til Lege-

middelstyrelsen gennem egen laege.

Den offentlige sygesikring giver 100 pct.
tilskud til insulinpraeparater.

Sundhedsministeriet udarbejder en refe-
rencepris for hver af de legemiddelgrup-
per, der er omfattet af ordningen. Refe-
renceprisen er den pris, der leegges til
grund for beregning af tilskud.

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



Egenbetaling for leegemidler
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Er der ensartede reg- Egenbetalingens Afvigelser Egenbetalingens
ler i hele landet? storrelse andel af de samlede
udgifter til leege-
midler
Danmark  Ja Tilskud: Nej 42 pct.
0, 49,8, 74,7 og
100 pct.
Fergerne  Ja Som i Danmark Nej
Grgnland  Ja - Nej -
Finland Ja 50 FIM og 50 pct. af det Ved visse sygdomme betales 25 53 pct. (i 1995)
belgb som overskrider ~ FIM og 25/0 pct. af det belgb
50 FIM som overskrider 25 FIM.
Aland Ja 50 FIM og 50 pct. af det Ved visse sygdomme betales. 25 53 pct. (i 1995)
belgb som overskrider ~ FIM og 25/0 pct. af det belgb
50 FIM som overskrider 25 FIM
Island Ja 900 ISK + 30/60 pct. af Pensionister og handicappede:  Ca. 40 pct.
den resterende pris, dog 300 ISK +15/30 pct. af den re-
hgjst 1,700/3,300 ISK  sterende pris, dog hajst 500/900
ISK
Norge Ja 36 pct. maksimum 12 pet. for bgrn 7-16 ar, &ldre
330 NOK pr. recept 67 ar og derover samt fortids-
pensionister. For bgrn under 7
ar: Ingen egenbetaling
Sverige Ja 0-1.300 SEK -

The Faroe Islands largely use the same
rules as in Denmark.

All pharmaceutical products in Green-
land are distributed through the health
service except for certain non-prescribed
products which are available to a strictly
limited degree from certain shops. Non-
prescribed products are distributed to a
varying degree by the health service in
the districts.

In Finland and Aland, there are three
payment categories, and the reimburse-
ment is calculated separately for each
purchase and for each refund category.

Besides medicines, certain nutrients used
in the treatment of a number of diseases

Ferogerne folger stort set de samme regler
som i Danmark.

I Grenland distribueres al medicin gen-
nem sundhedsvasenet, bortset fra hand-
kobsmedicin der i steerkt begreenset om-
fang forhandles fra enkelte dagligvarebu-
tikker. Handkebsmedicin udleveres i va-
rierende grad fra sundhedsvesenet i di-
strikterne.

I Finland og pa Aland er der tre beta-
lingskategorier og refusionen er beregnet
separat for hver indkeb og hver kategori.

Ud over medicin kan der ogsé gives til-
skud til kost for nogle behandlingskrae-
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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 costs ex-
ceeding FIM 3,240 in the course of one
calendar year.

In 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.

In Norway, most pharmaceutical prod-
ucts are reimbursed according to a sys-
tem based on diagnoses and approved
products prescribed by a doctor. A con-
dition is long-term need for the product,
equipment or accessories.

In Sweden, a new rebate system for pre-
scribed pharmaceutical products was in-
troduced in 1997. The rebate is calcu-
lated according to the value of the prod-
ucts bought. For purchases of up to SEK
400 over a 12 month period, the user
pays all. A rebate is given for exceeding
costs. For costs between SEK 400 and
1,200, there is a 50 per cent rebate. Be-
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vende sygdomme ligesom til salver ved
behandling af kroniske hudsygdomme.

Som hovedregel deekker sygeforsikringen
de udgifter som overskrider et beleb pa
3.240 FIM i lebet af et kalenderar.

I Island betales leegemidler til behandling
af visse sygdomme fuldt ud af sygeforsik-
ringen. For andre typer af medicin beta-
ler patienterne selv det fulde beleb.

I saerlige, 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.

I Norge refunderes de fleste legemidler
efter et system baseret pa diagnoser og
godkendte praeparater forskrevet af en
leege. Udgangspunktet er at man langva-
rigt har behov for leegemidlet, medicinsk
udstyr eller forbrugsvarer.

I Sverige blev der i 1997 indfert et nyt
rabatsystem for leegemidler pa recept.
Rabatten udregnes efter veerdien pa de
leegemidler som kebes. For indkeb op til
400 SEK i en 12 méaneders periode beta-
ler man selv det hele. P4 udgifter derud-
over ydes der rabat. For udgifter mellem
400 SEK og 1.200 SEK gives der 50 pct.
rabat. Mellem 1.200 og 2.800 SEK er



tween SEK 1,200 and 2,800 the rebate is
75 per cent, and between SEK 2,800 and
3,800 the rebate is 90 per cent. When
products have been purchased for a sum
of SEK 3,800, the ceiling of user charge
has been reached. At this level, the pa-
tient will have paid SEK 1,300 and re-
ceives a free pass for the rest of the year.
The scheme covers rebate approved
medicines on prescription including con-
traceptives and accessories for stoma. In-
sulin is free of charge.

Admission to hospital

As appears from the figure, there are no
user charges for hospitalization in Den-

mark, the Faroe Islands, Greenland, Ice-
land and Norway.

In Finland and Aland, the patients pay a
charge for admission to hospital, psychi-
atric ward or health centre which, as per
January 1 1998, was a maximum of FIM
125 per day. For outpatient treatment in
specialised hospitals the maximum
charge is FIM 100 per visit.

For day-time hospitalization, the fee is
FIM 62 per bed-day. For outpatient
treatment at a specialised hospital, the
fee is max. FIM 100 per visit (FIM 120
in Aland)

As per 1998, the county councils and the
three independent municipalities, in
Sweden may set the user charges for ad-
mitted patients at various levels in rela-
tion to income levels and may thus sub-
sequently decide to reduce user charges.
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rabatten 75 pct. og for udgifter mellem
2.800 SEK og 3.800 SEK er rabatten 90
pct. Nar der er kebt leegemidler for 3.800
SEK har man néet op pa egenbetalingens
maksimum. Patienten har ved dette ni-
veau selv betalt 1.300 SEK og far sa til-
delt et frikort for resten af aret. Ordnin-
gen omfatter rabatberettigede laegemidler
pa recept, inkl. p-piller og brugsartikler
til stomier. Insulin er gratis.

Indleggelse pa sygehus

Som det fremgar af skemaet er der ingen
brugerbetaling for sygehusophold i
Danmark, pa Fereerne, i Gronland, Is-
land og Norge.

I Finland og pa Aland betaler patienterne
for indleeggelse pa hospital, psykiatrisk
afdeling eller sundhedscenter. Pr 1. janu-
ar 1998 var den maksimale egenbetaling
125 FIM pr. dag. For ambulant behand-
ling ved de specialiserede hospitaler er
den maksimale egenbetaling 100 FIM pr.
besog.

For dagbehandling pé et hospital er beta-
lingen 62 FIM pr. sengedag. For ambu-
lant behandling ved de specialiserede ho-
spitaler er egenbetalingen maks. 100
FIM pr. besog (120 FIM pa Aland).

Fra og med 1998 kan landstingene og de
landstingsuathaengige kommuner i Sveri-
ge selv fastsaette egenbetalingen for ind-
lagte patienter i forskellige niveauer, ba-
seret pa indkomstintervaller, og kan pa
det grundlag beslutte at nedsette egenbe-
talingen.
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User charges for hospitalization

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 No, the municipali-  Max. FIM 100 No 10 per cent (for
ties and joint mu- 1995)
nicipalities are enti-
tled to decide within
certain limits
Aland Yes FIM 125 Payment for long-term stay ac- ..
cording to means
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 indleggelse pa sygehus

Er der ensartede reg- Egenbetalingens storrel- 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 Nej, kommunerne og Maks. 100 FIM Nej 10 pct. (i 1995)
kommunesammen-
slutninger har ret til
selv at bestemme in-
den for visse greenser
Aland Ja 125 FIM Betaling for langtidsophold ef-
ter betalingsevne
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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The user charge is max. SEK 80 per day,
but the payment varies between treat-
ment boards. Some county councils dif-
ferentiate user charge according to in-
come, others according to age or to age
and number of treatment days. Some
have chosen a flat lower user charge with
a ceiling for the size of the total user
charge.

Except for one, all county councils have
agreed that children and young people
under the age of 20 years receive free
medical treatment (for one county coun-
cil the age limit is 18 years).

Reimbursement of
dental treatment

DENMARK: Reimbursement is given
by the public health insurance schemes.
Adults pay between 35 and 65 per cent
of the agreed fees. No subsidy is granted
for gold work and prosthesis.

In addition, around one million Danes
are covered by a private insurance
scheme according to which reimburse-
ments may be obtained both for treat-
ment subsidised by the public health in-
surance schemes and for treatment not
covered by the public health insurance
schemes.

Children and young people under the
age of 18 years receive free municipal
dental care including orthodontics. Eld-
erly people living in a nursing home or in
their own home with several aids are of-
fered supportive dental care for which
there is a maximum annual charge of
DKK 300.

ORGANIZATION OF HEALTH SERVICES

Egenbetalingen er hojst 80 SEK pr. dag
men betalingen varier mellem behand-
lingsnavnene. Nogle landsting differen-
tierer egenbetalingen efter indkomst, an-
dre efter alder eller alder og antal be-
handlingsdage. Nogle har valgt en ensar-
tet, lavere egenbetaling med et loft over
den samlede egenbetalings storrelse.

Alle landsting pa neer ét har besluttet at
der skal ydes gratis sygdomsbehandling
til bern og unge under 20 ar (et enkelt

landsting har fastsat greensen til 18 ar).

Tilskud til
tandbehandling

DANMARK: Tilskuddet til tandbe-
handling gives fra den offentlige sygesik-
ring. Voksne betaler mellem 35 og 65
pct. af de overenskomstfastsatte beta-
lingstakster. Der ydes ikke tilskud til
guldarbejder og proteser.

Derudover er ca. 1 million danskere
daekket af en privat forsikringsordning,
hvorefter der kan opnas tilskud til bade
behandlinger, som den offentlige sygesik-
ring yder tilskud til og til behandlinger,
der ikke er deekket af den offentlige syge-
sikring.

Der er vederlagsfri kommunal tandpleje,
herunder tandregulering, for bern og un-
ge under 18 ar. Aldre personer, der bor
pa plejehjem eller i eget hjem med mange
hjeelpeforanstaltninger, tilbydes omsorgs-
tandpleje, for hvilken der maksimal op-
kreeves DKK 300 pr. ar.
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Besides the general rules mentioned
above, subsidy may be granted for dental
treatment, etc., according to social stat-
utes.

Dental, oral and jaw-surgical treatment is
carried out at the hospitals and is paid
for by the counties.

FAROE ISLANDS: The same rules
apply as in Denmark.

GREENLAND: Preventive treatment,
emergency treatment, general treatment
for dental diseases and prosthesis treat-
ment are free of charge. As far as condi-
tions permit, further dental treatment
may be offered.

FINLAND: Persons born in 1956 or
later can get refunds for the costs of oral
and dental examinations and treatment
performed by a dentist. From 1997, costs
for dental examinations and preventive
treatment carried out at three year inter-
vals will be reimbursed for persons born
in 1956 or earlier.

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 dental treatment for per-
sons under the age of 19 years is free of
charge. Otherwise, the costs consist of
special rates, charges for materials and
full payment.

ICELAND: The health insurance offers
reimbursement for dental treatment. Ex-
cept for gold, fittings, bridges and ortho-
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Ud over ovennaevnte generelle regler kan
der ydes stotte til tandbehandling m.v. i
henhold til den sociale lovgivning.

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

FAROERNE: Man folger de samme
regler som i Danmark.

GRONLAND: Profylaktisk behandling,
neodbehandling, almindelig behandling
for tandsygdomme og protesebehandling
er gratis. I den udstraekning forholdene
tillader det kan videregaende tandbe-
handling finde sted.

FINLAND: Personer der er fodti 1956
eller tidligere kan fa refunderet udgifter-
ne til mund- og tandunderseggelser og til
behandling udfert af en tandlege. Fra og
med 1997 vil udgifter til tandundersogel-
ser og praeventiv behandling, udfert med
tre-ars intervaller blive refunderet for
personer fodt i 1956 eller tidligere.

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 tandbehandling for perso-
ner under 19 ar er gratis. I gvrigt bestar
udgifterne af seerlige takster, udgifter til
materiel og fuld betaling.

ISLAND: Sygeforsikringen yder refusi-
on til tandbehandling. Bortset fra guld,
kroner, broer og tandregulering ydes der



dontics, there is a 75 per cent reim-
bursement for dental treatment of chil-
dren under the age of 16 years. For the
16-year-olds, there is a 50 per cent reim-
bursement. Gold, fittings and bridges are
refunded by 0 to 50 per cent for children
aged 16 years and less, cf. special rules
for this. 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, fittings 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
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. For people above
the age of 20 years, there is a subsidy
from the dental treatment insurance ac-
cording to fixed rates.

Since October 1 1997, patients have paid
everything themselves if the total costs at
the end of the treatment have not ex-
ceeded SEK 1,300.

ORGANIZATION OF HEALTH SERVICES

75 pct. til tandbehandling af bern i alde-
ren under 16 ar. Til 16-arige ydes der 50
pct. refusion. Guld, kroner og broer re-
funderes med 0-50 pct. for bern 1 alde-
ren 16 ar og derunder, jf. seerlige regler
herom. Tandregulering kan refunderes
med op til ISK 100.000. Langtidssyge
samt alders- og invalidepensionister far
ligeledes daekket deres udgifter helt eller
delvist. Der kan til denne gruppe ydes
50, 75 eller 100 pct. deekning af udgif-
terne til tandbehandling, dog ikke for
guld, kroner eller broer.

For behandling (inkl. ortodonti) af med-
fodte misdannelser, storre anomalier som
fx ganespalte, samt for aplasier, ulykker
og sygdom, betales efter sarlige 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-
der 18 ar er uden egenbetaling. Det
samme geelder for visse andre grupper:
fx psykisk udviklingsheemmede, eldre.
langtidssyge og handicappede.

SVERIGE: Der gives fri tandbehandling
til bern og unge under 20 ar. For perso-
ner over 20 ar ydes der tilskud fra tand-
behandlingsforsikringen efter fastlagte
takster.

Siden den 1. oktober 1997 har patienter-
ne selv betalt hele belgbet, hvis de samle-
de udgifter ved behandlingens afslutning
ikke oversteg 1.300 SEK.
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For costs between SEK 1,300 and
13,500, the patient pays 65 per cent, and
for costs exceeding SEK 13,500, the pa-
tient’s share amounts to 30 per cent.

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
3,240.43 per year or if travelling costs
exceed FIM 900 per year, the Social Se-
curity Scheme will reimburse the exceed-
ing costs. If the total costs exceed FIM
4,000 per year or 10 per cent of the total
income, a special tax relief may be ap-
plied. The amount of the tax relief is cal-
culated on the basis of the person’s and
his/her family’s ability to pay taxes.

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 maximum user charge if the person has
paid FIM 1,500 in the course of one cal-
endar year, and the ensuing treatment is
free of charge. As part of the maximum
user charge, also payment for outpatient
treatment and services received outside
the county are included. Dental treat-
ment, treatment in wards, x-ray and
laboratory examinations are not in-
cluded. The user charges may be de-
ducted from municipal tax.

ICELAND: Within the present system,
the charges to be paid by patients in the
age group 16-70 years are reimbursed if
they, in the course of one calendar year,
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For udgifter mellem 1.300 og 13.500
SEK betaler patienten selv 65 pct., og
ved udgifter over 13.500 SEK udger pa-
tienternes egenandel 30 pct.

Maksimal egenbetaling

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

FINLAND: Hvis den maksimale egenbe-
taling for medicin udger 3.240,43 FIM
pr. ar og hvis udgifterne til transport i
forbindelse med behandling overstiger
900 FIM pr. ar, vil socialforsikringen
deekke det overskydende belgb. Hvis de
samlede udgifter overstiger 4.000 FIM
pr. ar eller 10 pct. af den samlede ind-
komst gives der en serlig skattelettelse.
Skattelettelsens storrelse beregnes i for-
hold til den pageldendes eller dennes
families muligheder for at betale skat.

ALAND: Reglerne for den maksimale
egenbetaling for medicin og transport til
og fra behandling er den samme som i
Finland. Ved sygdomsbehandling er der
en maksimal egenbetaling. Hvis patien-
ten har betalt 1.500 FIM i lgbet af et ka-
lenderar er den efterfelgende behandling
gratis. Til den maksimale egenbetaling
medregnes ogsa betaling for ambulant
behandling og ydelser som er modtaget
uden for Landskabet. Derimod medreg-
nes bl.a. tandbehandling, behandling pa
afdelinger, rentgen- og laboratorieunder-
sogelser ikke. Egenbetalingen kan fra-
traekkes 1 kommuneskatten.

ISLAND: I det nuveerende system re-
funderes egenbetalingen for personer i
alderen 16-70 ar, hvis den i lebet af ét
kalenderar overstiger 12.000 ISK. Det



exceed ISK 12,000. The same applies to
children under 16 years if the charges
exceed ISK 6,000. The patient charges
are reimbursed for the following groups
if they exceed ISK 3,000: Pensioners
aged 60-70 years receiving full basic
pension, pensioners aged 70 or more,
and disabled persons and individuals
who have been continually unemployed
for 6 months or longer.

If there is one or more children under the
age of 16 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.

ORGANIZATION OF HEALTH SERVICES

samme geelder for bern under 16 ar hvis
egenbetalingen overstiger 6.000 ISK. For
folgende grupper refunderes egenbeta-
lingen hvis den overstiger 3.000 ISK pr.
ar: Pensionister 60-70 ar med fuld
grundpension, pensionister 70 ar og al-
dre, handicappede og personer, der har
veeret arbejdslese uafbrudt i 6 maneder
eller leengere.

Hyvis der er ét eller flere bern under 16 ar
i samme familie, regnes de som én per-
son 1 forhold til udgiftsloftet.

Nar udgiftsloftet er naet, vil den sikrede
f4 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 ud-
gifterne i resten af aret. Born og unge
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The cost ceiling for one of the parents
extends to children under the age of 16.
As per January 1 1998, the cost ceiling
was NOK 1,290 per year. Children un-
der the age of 7 are free of charges.

SWEDEN: From January 1 1997, spe-
cial maximum user charges for general
medical treatment and for pharmaceuti-
cal products have been introduced.

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 1,300, 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 counties,
there is also a maximum user charge for
sickness transport.
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under 16 ar er omfattet af udgiftsloftet
hos én af foraeldrene. Pr. 1. januar 1998
var udgiftsloftet 1.290 NOK pr. ar. Boern
under 7 ar er fritaget for egenbetaling.

SVERIGE: Siden 1. januar 1997 har der
veeret seerskilte takster for maksimal
egenbetaling for henholdsvis almindelig
legebehandling og laegemidler.

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 1.300 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 foraeldre 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 har ogsé fastsat regler
om maksimal egenbetaling for sygetrans-
port.



CHAPTERII

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
description of fertility, births, infant mor-
tality and contraceptive measures.

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
by now make up a growing proportion of
the population, whereas the share of the
total population comprised by the 15-64
year-olds remains largely unchanged.

The development in population growth
varies considerably between the Nordic
countries with the highest growth rate in
Iceland, the Faroe Islands and Green-
land. However, the net migration has in
some years caused a reduction in the
population size in the Faroe Islands and
has contributed to reducing the overall
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Indledning

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

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. Specielt
de xldste aldersklasser udger efterhén-
den 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. Nettomigrationen har dog i
nogle ar medfert en reduktion i den fee-
roske befolkning og har veret medvir-
kende til at begreense den samlede be-
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increase of population in Greenland and
Iceland. On the contrary, the net migra-
tion has contributed to the increase in the
total growth of population in the other
countries.

Life expectancy in the Nordic countries
has increased significantly since the turn
of the century, and even if women live
longer, the difference between the life
expectancies of men and women has
been reduced.
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folkningstilveekst i Grenland og Island.
Omvendt har nettomigrationen medvir-
ket til at ege den samlede befolkningstil-
vaekst 1 de gvrige lande.

Den forventede levetid i Norden er for-
oget markant siden arhundredeskiftet, og
selv om kvinder generelt lever laengst, er
forskellene mellem mends og kvinders
forventede levetid blevet reduceret.
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Table 2.1 Mean population 1985-1996
Middelfolketallet 1985-1996

Denmark  Faroe  Greenland  Finland Aland  Iceland Norway Sweden

Islands
(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 2,150 4,361
1996 2,559 23 30 2,496 12 135 2,155 4,367
Females
Kvinder
1985 2,595 22 24 2,529 12 120 2,099 4,227
1990 2,607 23 26 2,567 12 127 2,144 4,331
1995 2,648 21 26 2,621 13 133 2,198 4,466
1996 2,664 21 26 2,628 13 134 2,204 4,473
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 4,242 8,559
1995 5,229 44 56 5,108 25 267 4,348 8,827
1996 5,263 44 56 5,125 25 269 4,359 8,840

Source: The central statistical bureaus
Kilde:  De statistiske centralbureauer
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Faroe Islands

Mean population by sex and age as percentage of the total population
Denmark

1996
Middelfolketallet efter ken og alder i pct. af hele befolkningen 1996
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Figure 2.1
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Figure 2.2 Mean population 1985 and 1996 distributed by age groups 0-14,
15-64, 65-79 and 80+ years
Middelfolketallet 1985 og 1996 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 1985-1996
Befolkningens bevaegelser pr. 1.000 indbyggere 1985-1996

Live births Deaths  Natural increase  Net migration ~ Population increase
Levendefgdte Dgde 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 13.3 121 1.3 5.5 6.7
1996 12.9 11.6 1.3 33 4.5
Faroe Islands
1985 16.2 7.4 8.8 -1.7 7.3
1990 19.9 7.5 12.4 -223 -9.7
1995 14.7 8.3 6.4 -13.4 -7.5
1996 15.4 9.0 6.4 34 9.8
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
1996 19.1 8.0 11.1 -8.6 2.5
Finland
1985 12.9 9.8 3.0 0.5 35
1990 13.2 10.1 3.1 1.2 4.3
1995 12.3 9.6 2.7 0.6 33
1996 11.8 9.6 2.3 0.5 2.8
Aland
1985 12.2 10.2 19 -1.3 0.7
1990 14.9 10.0 4.9 4.5 9.3
1995 13.4 10.2 3.2 -2.3 0.9
1996 11.5 1.1 0.4 0.8 1.2
Iceland
1985 16.0 6.9 9.1 -2.3 6.8
1990 18.7 6.7 12.0 -2.7 8.7
1995 16.0 7.2 8.8 -5.3 3.8
1996 16.1 7.0 9.1 -1.7 7.1
Norway
1985 12.3 10.7 1.6 1.5 3.2
1990 14.4 10.9 35 0.4 3.9
1995 13.8 10.4 3.5 1.5 4.9
1996 13.9 10.0 39 1.5 5.2
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
1996 10.7 10.8 0.1 0.7 0.8

Source: The central statistical bureaus
Kilde:  De statistiske centralbureauer
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Table 2.3 Average life expectancy 1986-1996
Middellevetiden 1986-1996

Males Meend Females Kvinder

Age 0 15 45 65 80 0 15 45 65 80
Denmark
1986-90 719 57.8 29.7 14.1 6.4 77.7 63.4 345 17.9 8.1
1991-95 72.5 58.3 30.1 14.2 6.4 77.8 63.5 34.5 17.7 8.1
1995/96 729 58.5 30.3 14.2 6.4 78.0 63.6 345 17.7 8.1
Faroes
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
1995/96 74.1 60.2 314 15.0 7.5 80.8 66.1 37.1 19.2 8.7
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
1996 73.0 585 306 14.6 6.5 805 66.0 36.8 18.7 79
Aland
1986-90 76.6 623 33.8 17.0 7.5 835 68.7 392 214 100
1991-95 78.7 64.2 35.1 179 8.5 84.8 70.1 40.6 21.8 9.8
Iceland
1986-90 75.0 60.7 325 15.8 7.3 80.1 65.8 36.6 19.1 8.8
1991-95 763 619 334 16.4 7.3 80.8 66.3 37.0 19.3 8.7
1995/96 76.2 61.9 33.3 16.2 7.1 80.6 66.2 36.9 19.1 8.6
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
1996 75.4 60.9 324 15.5 6.7 81.1 66.5 37.3 19.5 8.6
Sweden
1986-90 74.4 60.1 31.7 15.1 6.5 80.2 65.8 36.7 18.9 8.2
1991-95 756 612 326 15.7 6.8 81.0 66.5 373 19.4 8.6
1996 76.5 62.0 33.2 16.1 6.9 81.5 67.0 37.6 19.7 8.8

The table covers HFA Statistical Indicator 6.2

Source: The central statistical bureaus
Kilde:  De statistiske centralbureauer
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Figure 2.3 Life expectancy for newborn 1900, 1950 and 1996
Middellevetiden for nyfadte 1900, 1950 og 1996
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Fertility, births, infant
mortality, and
contraception

In recent years, the overall development
in fertility rates has resulted in nearly the
same rates for Denmark, Finland, Nor-
way and Sweden, whereas they remain
higher in the Faroe Islands, Greenland
and Iceland, particularly regarding the
youngest age groups. However, in Swe-
den there has been a remarkable decrease
from 1991-95 to 1996.

Internationally, the Nordic countries are
characterized by having a very low peri-
natal mortality. Greenland has the high-
est among the Nordic countries followed
by the Faroe Islands. The remaining
countries lie relatively close.

Greenland also has the highest mortality
rate for the first year of life, whereas the
Faroe Islands are on about the same level
as the other countries in this respect. Ice-
land and Aland have the lowest mortality
rate. There is, however, a declining trend
regarding mortality during the first year
of life.

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
sale of coils per 1,000 women in their
fertile age has varied considerably be-
tween the countries throughout the pe-
riod.

62

Fertilitet, fodsler,
spedbernsdedelighed
0og pravention

Udviklingen i den samlede fertilitet har i
de seneste ar fort til, at fertilitetsraterne 1
Danmark, Finland, Norge og Sverige nu
er pa nasten samme niveau, mens det
fortsat er hgjere pa Feroerne, Gronland
og i Island, navnlig i de yngste aldersklas-
ser. I Sverige har der dog veret et mar-
kant fald fra perioden 1991-95 til 1996.

Internationalt er de nordiske lande ken-
detegnet ved at have en meget lav perina-
tal mortalitet. Grenland ligger hojest
blandt de nordiske lande, dernaest kom-
mer Feergerne. De ovrige lande ligger re-
lativt teet.

Gronland har ligeledes den hojeste dede-
lighed for det forste levear, mens Faeroer-
ne her ligger nogenlunde pa niveau med
de ovrige lande. Island og Aland har den
laveste dedelighed. Der er dog en fal-
dende tendens med hensyn til dedelig-
heden i det forste levear.

Omsaetningen af preeventionsmidler vari-
erer vesentligt mellem de nordiske lande;
men der er med tiden sket en vis udlig-
ning af forskellene. Salget af spiraler,
regnet pr. 1.000 kvinder i den fertile al-
der, har hele perioden varieret meget
mellem landene.



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 con-
doms.

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
before the 18th week of gestation, while
in the other Nordic countries it must be
performed before the 13" week of gesta-
tion. Induced abortion, however, can also
be carried out after the 13th and 18th
week of gestation, respectively, but in
that case only following special evalua-
tion 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.
The highest rates are found in Green-
land, Sweden and Denmark, whereas the
Faroe Islands, Finland, Aland and Ice-
land have the lowest rates. In some of the
countries, there is an increase and in oth-
ers a decrease both regarding the total
abortion rate and the number of abor-
tions per 1,000 live births.

POPULATION AND FERTILITY

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 kondomer som
praeventionsmiddel.

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 den 18.
graviditetsuge, mens svangerskabsafbry-
delsen i de ovrige nordiske lande skal ske
inden den 13. svangerskabsuge. Provoke-
ret abort kan dog ogsa foretages efter
henholdsvis 18. og 13. svangerskabsuge;
men da forst efter seerlig 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 Fergerne, 1 Finland,
Aland og Island kreeves en tilladelse. En
sadan gives ud fra sociale og/eller medi-
cinske kriterier.

Der er en vis spredning mellem landene
med hensyn til abortraterne. De hgjeste
rater finder man i Grenland, Sverige og
Danmark, mens Feergerne, Finland,
Aland og Island har de laveste. I nogle af
landene kan der spores en stigning og i
andre et fald bade hvad angar den sam-
lede abortrate og for aborter pr. 1.000 le-
vendefodte.
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Table 2.4 Live births and fertility rate 1986-1996
Levendefgdte og fertilitetsrate 1986-1996

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
levendefgdte fertilitet
Denmark
1986-90 59,032 9.2 721 1274 772 236 3.4 0.1 1,565
1991-95 67,778 88 654 1386 1005 340 48 0.2 1,762
1996 67,638 8.0 589 1326 106.1 38.2 5.6 0.2 1,747
Faroe Islands
1986-90 860 354 1347 1700 1113 478 9.0 0.3 2,525
1991-95 753 284 1260 1642 1172 516 107 04 2,493
Greenland
1986-90 1,168 753 139.2 1129 774 365 75 02 2,245
1991-95 1177 79.6 150.0 130.3 87.0 40.1 9.3 0.6 2,284
Finland
1986-90 62,552 123 702 1260 85.6 33.2 7.5 0.4 1,676
1991-95 65,050 109 71.0 1342 101.4 392 7.7 04 1,822
1996 60,723 9.8 63.7 1253 102.1 429 8.1 0.4 1,761
Aland
1986-90 316 8.8 72.1 1348 946 346 7.8 - 1,763
1991-95 324 84 614 1338 1041 444 6.7 0.2 1,795
Iceland
1986-90 4,415 306 1152 136.1 99.7 427 77 02 2,161
1991-95 4,497 248 100.7 137.7 108.4 52.1 9.9 0.2 2,169
1996 4,329 221 93.1 1347 109.8 554 84 04 2,120
Norway
1986-90 56,862 178 932 1369 852 273 44 02 1,824
1991-95 60,196 15.2 82.6 137.7 100.2 37.2 5.6 0.2 1,879
1996 60,927 135 753 1359 1067 414 65 02 1,889
Sweden
1986-90 111,738 121 899 1456 99.8 36.2 62 03 1,950
1991-95 116,052 109 81.5 1428 107.5 428 7.3 0.3 1,966
1996 95,297 7.7 584 1154 934 389 7.1 0.3 1,607

The table covers HFA Statistical Indicator 28.6

Source: The central statistical bureaus
Kilde: De statistiske centrabureauer
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Figure 2.4 Total fertility rate 1986-1996
Samlet fertilitetsrate 1986-1996
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Figure 2.5 Infant mortality per 1,000 live births 1986-1996
Dgdelighed i forste levear pr. 1.000 levendefgdte 1986-1996
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Table 2.5 Stillbirths and infant mortality” 1986-1996
Dedfadte og dgdelighed i farste levear” 1986-1996
Number Per 1,000 births Deaths per 1,000 live births
Pr. 1.000 fgdte Dgde pr. 1.000 levendefodte
Stillbirths  Infant Stillbirths ~ Perinatal First24 1-6 7-27 Total under
Dadfedte deaths  Dgdfgdte deaths hours days  days 1 year
Dode i Perinatalt Forste 1-6 7-27 | alt under
1. levear dede 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 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 4.0 219 12.1 5.8 1.2 28.5
Finland
1986-90 203 372 3.3 6.4 1.7 1.8 0.8 5.9
1991-95 190 307 29 5.7 1.6 1.1 0.6 4.8
1996 162 242 2.7 5.7 1.5 7 0.7 4.0
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 5.2 1.2 1.3 0.5 4.8
19962 22 16 5.1 7.8 16 12 02 3.7
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 1.0 0.7 5.3
1996 276 246 4.5 6.5 1.0 1.0 0.5 4.0
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
1996 330 377 3.5 5.3 0.8 1.0 0.7 4.0

1 Computed by year of death.

2 Preliminary figures.

The table covers HFA Statistical Indicators 7.1 and 7.4

1 Opgjort efter dedsar.
2 Forelgbig opggrelse.

Source: D: Danmarks Statistik; Fl: Hagstova Feryoar; G: Embedsleegeinstitutionen; F: Statistikcentralen;
Kilde:  A: Statistikcentralen; I: Hagstofa Islands; N: Statistisk sentralbyrd; S: Statistiska centralbyrdn
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Table 2.6 Stillbirths and deaths during first year of life per 1,000 births 1985-
1995, with birthweight 1,000 grams and more, total figures and rates
per 1,000 births"

Dgdfedte og dede i Iobet af forste levedr med en fodselsveegt pa 1.000 gram og

mere, i alt og pr. 1.000 fgdte 1985-1995"

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
Dgdfgdte  deaths Dgdfadte 24 hours days days to1year 1year
Dgde i Forste 1-6  7-27 28 dage |altunder
1. levear 24 timer dage dage til1ar 1ar
Denmark
1985 212 350 3.9 1.3 1.3 0.9 3.0 6.5
1990 262 382 4.1 0.9 1.3 07 3.1 6.1
1994 290 294 4.2 1.2 1.2 0.4 1.4 4.2
1995 282 330 4.0 1.0 19 06 1.3 4.7
Finland
1985 199 327 3.2 1.1 1.5 08 1.8 5.2
1990 193 276 29 0.9 0.9 0.5 1.8 4.2
1994 160 216 2.4 0.8 09 04 1.2 33
1995 189 175 3.0 0.7 05 05 1.1 2.8
Iceland
1985 10 17 2,6 0,5 1.1 0,3 2,1 4,5
1990 12 20 2,5 0.4 1,1 04 23 42
1994 14 8 3,1 0,2 0,7 - 0,9 18
1995 7 13 1.6 0.9 0.7 - 1.4 3,0
Norway
1985 249 326 4.9 1.0 1.2 05 3.7 6.4
1990 242 276 4.0 0.9 06 03 2.6 4.5
1994 219 196 3.1 0.8 08 05 1.2 33
1995 177 182 29 0.7 0.7 0.4 1.3 3.0
Sweden
1985 318 481 3.3 1.0 1.2 0.6 2.1 4.9
1990 391 564 3.2 0.6 1.2 05 2.4 4.6
1994 329 353 3.0 0.7 0.8 0.5 1.2 3.2
1995 318 299 3.1 0.6 07 05 1.2 3.0
1 Computed by year of birth. 1 Opgjort efter fodselsar.

The table covers HFA Statistical Indicators 7.1 and 7.4

Source: Birth and Infant Mortality in the Nordic Countries. NOMESCO; Copenhagen 1993. )
Kilde:  D:Sundhedsstyrelsen; F: Statistikcentralen og STAKES; I: Islands fgdselsregister & Hagstofa Islands;
N: Statistisk sentralbyrd og Medisinsk fgdselsregister; S: Socialstyrelsen
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Table 2.7 Sales of oral contraceptives per 1,000 females aged 15-44 years
1985-1996. DDD per 1,000 women 15-44 years per day
Omseetning af p-piller pr. 1.000 kvinder i alderen 15-44 ar 1985-1996.
DDD pr. 1.000 kvinder i alderen 15-44 ar pr. dag

Denmark  Faroe  Greenland  Finland ~ Aland  Iceland Norway  Sweden

Islands
1985 277 . . 177 . 194 164 266
1990 269 105 . 222 . 197 171 236
1994 269 231 163 213 . 217 195 289
1995 280 214 143 201 257 226 198 287
1996 280 207 198 192 250 226 193 281

Source: D:Sundhedsstyrelsen; Fl: Landsapotekarin; G: Embedsleegeinstitutionen; F & A: Likemedelsverket;
Kilde:  I: Heilbrigdisraduneytio; N: Norsk Medisinaldepot; S: Apoteket AB (fd)

Table 2.8 Sales of IUDs per 1,000 females aged 15-44 years 1985-1996
Omseetning af spiraler pr. 1.000 kvinder i alderen 15-44 ar 1985-1996

Denmark  Faroe  Greenland  Finland ~ Aland  Iceland Norway Sweden"

Islands
1985 51 . . 129 . 109 88 199
1990 35 1 . 76 . 85 62 172
1994 247 15 105 56 . 51 57 41
1995 257 21 76 38 - 45 57 277
1996 26" 26 77 67 . 41 57 227
1 Includes import minus re-export. Any possible stocks 1 Medregnet import minus reeksport. Evt. lagerop-
(build-up) are thereby included in the data. bygning indgar i tallene.
2 The extent of parallel import unknown. 2 Omfanget af parallelimport ukendt.

Source: See Table 2.7
Kilde:  Se tabel 2.7
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Table 2.9 Sterilizations 1985-1996
Sterilisationer 1985-1996

POPULATION AND FERTILITY

Denmark”  Faroe  Greenland  Finland Of which Iceland® Norway  Sweden
Islands Aland

Males
Meaend
1985 4,348 3 558 - 31 2,525 1,624
1990 3,543 8 . 596 - 28 2,070 1,697
1994 4,472 14 8 598 - 78 2,394 1,440
1995 5,256 3 4 800 - 87 2,697 1,507
1996 3 13 1,808 - 127 3,095 1,685
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
1994 4,847 70 64 10,929 46 514 4,866 6,236
1995 4,815 60 67 10,554 31 553 4,525 5919
1996 59 54 12,600 35 592 4,819 5,863
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
1994 9,319 84 72 11,527 46 592 7.260 7,676
1995 10,071 63 71 11,354 31 640 7,222 7,426
1996 62 67 14,408 35 719 7914 7,564
[1996]
Per 1,000
of the age
Pr. 1.000
i alderen
Males
Maend
25-34 3.2 0.0 1.1 0.9 - 1.7 1.8 0.5
35-44 8.1 0.6 1.2 2.7 - 3.9 5.9 1.6
45-54 2.0 0.3 0.0 1.0 - 0.8 1.8 0.6
Females
Kvinder
25-34 5.4 4.0 6.3 8.2 2.8 7.0 4.1 2.4
35-44 6.8 15.4 4.0 23.1 13.6 21.1 10.4 7.0
45-54 0.5 1.5 1.2 2.2 2.1 2.2 0.9 0.5

1 Rates apply to 1995.

2 Figures for 1996 are preliminary.

Source: D:Sundhedsstyrelsen; Fl: Landsleeknin; G: Embedsleegeinstitutionen; F: STAKES;
Kilde:  I: Landleeknisembeettio; N: Statistisk sentralbyra; S: Socialstyrelsen

1 Raterne er for 1995.
2 Opgerelsen for 1996 er forelgbig.
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Figure 2.6 Sterilizations per 1,000 males and females aged 25-54 years 1985 and
1996
Sterilizationer pr. 1.000 mend og kvinder i alderen 25-54 ar 1985 og 1996
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Table 2.10 Number of induced abortions 1986-1996
Antal fremkaldte aborter 1986-1996

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 -19 20-24 25-29 30-34 35-39 40-44 45+ Samlet Aborter pr. 1.000
aborter abortrate”  levendefadte
Denmark
1986-90 20,828 16.3 30.2 250 18.6 13.1 5.9 . 550.5 353.3
1991-95 18,513 16.3 246 228 18.6 12.0 50 04 498.0 273.0
Faroe Islands
1986-90 81 . . . - . . . . 94.0
1991-95 57 . . . . . . . . 75.9
Greenland
1986-90 978 113.1 121.0 841 620 313 111 1.5 2,121.0 829.0
1991-95 949 102.6 119.7 88.9 55.1 279 122 0.7 2,035.5 821.4
Finland
1986-90 12,791 147 194 126 9.7 8.2 5.6 1.1 352.8 209.5
1991-95 10,611 9.8 16.1 13.1 10.0 7.2 40 0.7 304.5 162.6
1996 10,437 9.6 15.5 14.0 11.2 7.5 3.4 0.5 308.5 171.9
Aland
1986-90 51 3.7 139 107 7.8 7.3 4.2 0.6 241.0 160.0
1991-95 61 180 150 11.2 109 11.2 4.4 1.2 359.5 194.4
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
19962 858 206 225 171 10.2 9.9 3.1 1.0 419.5 198.2
Norway
1986-90 15,701 21.7 289 20.5 14.3 10.1 4.3 0.5 501.6 276.9
1991-95 14,779 18.5 26.5 21.1 15.0 9.6 3.6 0.4 473.4 2455
1996 14,311 18.2 258 20.6 15.2 9.3 3.3 0.4 464.0 234.9
Sweden
1986-90 36,165 23.0 326 256 19.7 15.6 74 09 621.8 3243
1991-95 33,708 19.4 294 253 20.8 146 6.5 08 584.3 290.8
1996 32,117 17.8 27.8 249 20.7 149 58 0.7 563.0 337.0

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

age-specific abortion rates of the current period. beregnet ud fra de aldersspecifikke abortrater i ob-
servationsaret.
2 Preliminary figures. 2 Forelgbig opggrelse.

The table partly covers HFA Statistical Indicator 28.5

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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Figure 2.7 Abortions per 1,000 live births 1986-1996
Aborter pr. 1.000 levendefgdte 1986-1996

Per 1,000 live births
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CHAPTER III

Consumption patterns
Forbrugsvaner

Denmark is the country where the in-
habitants get the largest proportion of
energy from fat.

Recommendations have been made for
the composition of the diet. According to
these, no more than 30 per cent of the
total energy intake should derive from
fat. The content of fat in the diet should
first of all be lowered by a reduction of
the intake of saturated fats.

In the Nordic countries, the sources for

saturated fats are first and foremost but-
ter, margarine, beef and pork fat as well

as dairy products.

According to the recommendations, the
reduction of the fat content in the diet
should be balanced by an increase of the
intake of carbohydrates, preferably in the
form of food with a high content of
starch and nutritive fibres, such as bread
and other grain products (flour, meal,
etc.), as well as potatoes, vegetables and
fruit.

The consumption of these products var-
ies considerably between the countries.
Likewise, smoking and sale of tobacco
and alcoholic beverages vary.

CONSUMPTION PATTERNS

Danmark er det land, hvor indbyggerne
far den storste andel af deres energiind-
tag fra fedt.

Der er udformet anbefalinger for kostens
sammensatning. Det anbefales, at hgjst
30 pct. af det samlede energiindtag
stammer fra fedt. Fedtindholdet i kosten
ber forst og fremmest nedseettes ved at
nedsette indtagelsen af hardt fedt, dvs
mettede fedtsyrer og transfedtsyrer.

Kilderne til mettede fedtsyrer er i de
nordiske lande forst og fremmest mad-
fedt (smer, margarine, okse- og svine-
fedt), og mejeriprodukter.

Ifolge anbefalingerne ber nedsettelsen af
fedtindholdet i kosten modsvares af en
stigning i indtaget af kulhydrater, for-
trinsvis 1 form af levnedsmidler med et
hojt indhold af stivelse og kostfiber. Det
drejer sig om bred og andre kornproduk-
ter (mel, gryn m.v.) samt kartofler,
grontsager og frugt.

Forbruget af disse produkter varierer be-
tydeligt mellem landene. Det samme
geelder rygning samt salg af tobak og al-
kohol.
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Table 3.1 Total energy intake (M-joule) from food per capita per day 1985-1996
Det totale energiindtag (M-joule) fra levnedsmidler pr. indbygger pr. dag 1985-
1996
Denmark Finland Iceland Norway Sweden
1985 12.5 12.0 . 12.7 12.2
1990 13.0 11.7 12.6 12.2 12.3
1994 1.7 12.7 12.7 12.4
1995 . 11.5 12.5 12.4 12.0
1996 12.4" 1.3 12.8 12.7 12.1
1 The calculation is subjected to some uncertainty 1 Beregningen er forbundet med en vis usikkerhed, idet
since there are no figures for consumtion of fruit and  der ikke findes tal for forbrug af udenlandsk frugt og
vegetables. No are there figures for consumtion of grent. Der findes heller ikke tal for forbrug af fisk.
fish, which has beeb estimated at 20 kg per year. Dette er skgnsmaessigt fastsat til 20 kg. pr. ar.

The table covers HFA Statistical Indicator 16.3

Source: D:Veterineer-og fedevaredirektoratet; F:Jord- och skogsbruksministeriets informationstjanstcentral;
Kilde:  I: Statens Ernaeringsrad; N:Statens Erneringsrad; S: Jordbruksverket

Table 3.2

The percentage of fat of the total energy intake from food per capita
1985-1996

Den procentvise andel af fedt i det totale energiindtag fra levnedsmidler pr.
indbygger 1985-1996

Denmark Finland Iceland Norway Sweden
1985 40 36 . 37 39
1990 42 35 38 35 37
1994 38 35 37
1995 . . 38 35 37
1996 38 - 38 35 38

The table covers HFA Statistical Indicator 16.3

Source: See Table 3.1
Kilde:  Se tabel 3.1
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Table 3.3 Total consumption of fats”, kilograms per capita 1985-1996
Samlet forbrug af madfedt", kilogram pr. indbygger 1985-1996

Denmark? Finland® Iceland® Norway® Sweden
1985 25.6 19.7 21.5 22.5 24.2
1990 27.2 15.2 24.6 19.4 21.5
1994 . 16.4 23.9 18.4 20.09
1995 . 16.4 23.8 18.5 21.19
1996 18.4 16.2 24.3 18.5 21.09
1 Butter margarine, edible tallow and lard, oils. 1 Smer, margarine, spiselig teelle, svinefedt, spiseolier.

2 Including tallow and lard , some of which may not be 2 Inkl. okse-og svinefedt hvoraf en del muligvis ikke
used for human food. Oils and composite products of anvendes til menneskefgde. Spiseolier samt blan-

butter and vegetable oil not included. dingsprodukter er ikke medregnet

3 Including butter, margarine and composite products 3 Smer, margarine og blandingsprodukter af smgr og
of butter and vegetable oils. vegetabilske olier.

4 Food supply statistics become more detailed in 1990. 4 Fgdevarestatistikken er blevet mere detaljeret fra og

med 1990.

5 Diet margarine converted into 81 per cent fat. 5 Letmargarine omregnet til 81 pct. fedt.

6 Hereof 4.7 kg diet margarine in 1994, 5.4 kg in 1995, 6 Heraf 4,7 kg letmargarine i 1994, 5,4 kg i 1995 og
and 5.2 kg in 1996. 5,2 kg i 1996.

Source: See Table 3.1
Kilde:  Se tabel 3.1

Table 3.4 Total consumption of fish, kilograms per capita 1985-1996
Samlet forbrug af fisk, kilogram pr. indbygger 1985-1996

Denmark" Finland Iceland? Norway? Sweden
1985 . 18.3 . 40.0 27.7
1990 . 19.6 43.2 40.0 30.2
1994 . 16.0 44.9 . 29.4
1995 . 14.0 43.9 . 25.7
1996 . . 449 . 28.5

1 No official figures are available for the consumption 1 Der findes ikke officielle tal for forbruget af fisk i
of fish in Denmark after 1977. Danmark efter 1977.

2 The basic data are very unreliable, because the fish 2 Datagrundlaget er meget usikkert, fordi den fisk man
for one's own consumption and not delivered through  selv fisker og spiser eller som ikke leveres gennem
shops has not been included in the figures. butikker, ikke er medregnet i tallene.

Source: See Table 3.1
Kilde:  Se tabel 3.1
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Table 3.5 Total consumption of meat, kilograms per capita 1985-1996
Samlet forbrug af kad, kilogram pr. indbygger 1985-1996

Denmark Finland Iceland” Norway Sweden
1985 90.3 68.4 61.5 53.5 58.0
1990 105.1 66.8 70.4 53.8 60.0
1994 105.6 61.6 65.2 60.3 65.5
1995 105.0 65.9 66.3 61.6 68.0
1996 106.0 65.5 67.4 62.5 68.4

1 Food supply statistics became more detailed in 1990. 1 Fgdevarestatistikken er blevet mere detaljeret fra og
med 1990.

Source: See Table 3.1
Kilde:  Se tabel 3.1

Table 3.6 Total consumption of flour, grain, etc., kilograms per capita 1985-1996
Samlet forbrug af mel, gryn m.v., kilogram pr. indbygger 1985-1996

Denmark Finland Iceland Norway Sweden"

1985 77.2 75.1 . 74.9 66.4

1990 74.4 74.2 64.2 78.5 68.7

1994 76.6 73.9 . 80.5 68.8

1995 85.6 69.8 64.5 80.8 65.9

1996 88.9 72.2 . 83.1 65.6

1 From 1995, a new data collection is used. Data col- 1 Fra og med 1995 benyttes en ny dataindsamlingsme-
lected according to the old metod are therefore not tode. Data indsamlet efter den gamle metode er der-
entirely comparable with the data collected accord- for ikke helt sammenlignelige med data indsamlet ef-
ing to the new method ter den ny metode.

Source: See Table 3.1
Kilde:  Se tabel 3.1
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Table 3.7 Sale of tobacco, kilograms per capita 1985-1996
Salg af tobak, kilogram pr. indbygger 1985-1996

Denmark Faroe Greenland Finland Iceland Norway Sweden
Islands
1985 2.98 2.10 3.34 1.11 2.80 1.36 1.68
1990 3.19 1.60 2.95 1.1 2.20 1.1 1.52
1994 2.94 1.90 2.69 0.96 2.07 0.98 1.40
1995 291 1.93 2.09 0.87 2.03 0.88
1996 - 1.84 2.60 0.81 2.06 1.10

The table covers HFA Statistical Indicator 16.1

Source: The Central Statistical Bureaus
Kilde:  De statistiske centralbureauer

Table 3.8 Percentage of non-smokers by sex 1996
Ikke-rygere procentvis efter kan 1996

Denmark Finland Iceland Norway Sweden"

Non-smoking males as percentage

of men 15 years and above

Meend, ikke-rygere, i pct. af maend

15 ar og derover 64 73 69 66 79

Non-smoking females as percent-

age of females 15 years and above

Kvinder, ikke-rygere, i pct. af

kvinder 15 &r og derover 65 78 68 67 77

1 16-84 years, who do not smoke regularly. 1 16-84-arige, der ikke ryger dagligt.

Source: D:Tobaksskaderadet; F: Folkhalsoinstitutet; |: Tobaksskaderadet;
Kilde: ~ N:Statens Tobaksskaderad; S: Statistiska centralbyran
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Table 3.9 Sales of alcoholic beverages in litres of 100 per cent pure alcohol per
capita aged 15 years or over 1985-1996
Salg af alkoholiske drikke i liter 100 pct. ren alkohol pr. indbygger 15 &r og
derover 1985-1996

Denmark Faroe  Greenland  Finland Aland Iceland Norway  Sweden
Islands
1985 121 7.1 18.5 8.0 6.3 4.4 5.1 6.1
1990 11.6 6.7 15.5 9.5 7.2 5.2 4.9 6.4
1994 12.0 6.3 13.2 8.2 6.8 4.6 4.6 6.3
1995 12.1 6.3 12.6 8.3 5.8 4.8 4.8 6.2
1996 12.2 6.7 12.6 8.2 5.8 49 5.0 6.0

The table covers HFA Statistical Indicator 17.1

Source: D, Fl, G & N: The Central Statistical Bureaus De statistiske centralbureauer
Kilde:  F & A: STAKES; S: Socialstyrelsen (-1993), Alkoholinspektionen (1994-)
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CHAPTER IV

Medical treatment, morbidity

and accidents

Sygdomsbehandling, sygelighed og ulykker

Introduction

In the Nordic countries statistical data
concerning morbidity are insufficient.
This chapter begins with a description of
treatment outside hospitals followed by a
description of treatment in hospitals bro-
ken down by diagnose groups. Informa-
tion about the most frequent surgical
procedures is also given. Then a more
detailed description of cancer incidence
and sexually transmitted diseases is pro-
vided. Finally a description of injuries
treated at hospitals is given.

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 publically employed within the
primary health sector.

There are also differences in the level of
integration of medical treatment, nurs-
ing, physiotherapy, etc. Similar differ-

Indledning

De nordiske lande har mangelfulde stati-
stiske oplysninger nar det geelder sygelig-
hed i befolkningen. I dette kapitel omta-
les forst den behandling der gives uden-
for sygehusene, efterfulgt af en belysning
af behandling ved sygehusene fordelt pa
diagnosegrupper og ved vigtige kirurgi-
ske indgreb. Herefter gives en serlig om-
tale af cancersygdomme og seksuelt over-
forte sygdomme og til sidst omtales ulyk-
kesforekomst og personer indlagt pa sy-
gehuse pa grund af ulykker.

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 i det primere sundhedsvasen.

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

79



MEDICAL TREATMENT, MORBIDITY AND ACCIDENTS

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 are included in Section B of this
report. Even though the results should be
regarded with some reservation, the re-
port 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 con-
tacts in Denmark are registered as medi-
cal contacts due to the system of pay-
ment, 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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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.

11997 gennemforte NOMESKO en pi-
lotundersogelse om kontaktarsagerne i
almen praksis i de fem nordiske lande.
Resultaterne af denne undersegelse er
medtaget som Sektion B i denne rapport.
Selv om de fundne resultater mé tages
med forbehold, underbygger rapporten
de kendte forhold, om at registrerings-
praksis er forskellig i de nordiske lande
hvilket dels afspejler betalingsreglerne og
dels organisatoriske forskelle. Alle kon-
takter i Danmark registreres saledes som
leegekontakter, pa grund af betalingssy-
stemet, mens en del af kontakterne i de
andre lande er registrerede/ikke registre-
rede kontakter med andet sundhedsper-
sonale. Blandt andet disse forhold ger at
statistikken om leegebesog ikke er sam-
menlignelig 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 4.1 Medical consultations” 1996
Leegekonsultationer” 1996
Denmark Finland Ofwhich  Iceland”  Sweden”
Aland
Total number of consultations
(millions)
Konsultationer i alt (mill.) 20.3 0.1 1.2 26.1
of which: heraf:
Consultations with general
practitioner
Besag hos alment praktiserende
leege i konsultationen 16.0 10.7 0.0 0.6 10.2
Consultations with specialist
Besgg hos specialist 9.6 0.0 0.6 15.8

1 Excl. consultations by telephone, home visits by phy- 1
sicians and occupational health services. Consulta-
tions at specialist include ambulatory treatment in
hospitals.

Refers to 1995.

Excl. medical consultations in municipalities where
experiments with municipal primary health care is
carried out. In 1996 this amounted to 250,000 medi-
cal consultations in five municipalities.

2
3

Ekskl. telefonkonsultationer, leegebesgg i hjemmet og
bedriftssundhedstjeneste. Besgg hos specialister om-
fatter ogsa ambulant behandling pa sygehuse.

Vedrgrer 1995.

Ekskl. leegebesgg i de kommuner, hvor der pagar for-
sgg med kommunal primaer sundhedstjeneste. | 1996
drejede det sig om 250.000 leegebesgg i fem kommu-
ner.

Source: D:Sundhedsstyrelsen; F: STAKES; I: Landleknisembeettio;

Kilde:  S:Landstingsférbundet og Socialstyrelsen

Table 4.2 Number of individuals (1,000) receiving home nursing services during

the year 1985-1995
Antal personer (1.000), der modtog

hjemmesygepleje i lgbet af dret 1985-1995

Denmark Faroe Islands Finland”" Iceland Norway”
1985 190 4 75 2 52
1990 237 7 73 2 .
1993 258 9 71 4 73
1994 268 8 71 4 69
1995 266 9 4 71
1 Per household. 1 Pr. husstand.

2 By the end of the year.

2 Ved udgangen af aret.

Source: D:Sundhedsstyrelsen; Fl: Landsleeknin; F: STAKES; I: Landleknisembeettio;

Kilde:  N: Statistisk sentralbyra
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Table 4.3 Number of households/individuals receiving home help at the end of the
year 1996"
Antal husstande/personer, der modtog hjemmehjelp i 1996"

Denmark  Faroe  Finland®  Aland  Iceland Norway  Sweden

Islands

Number of elderly people

receiving home help

Antal &ldre med

hjemmehjeelp 159,692 1,174 55,677 710 5,867 97.231 173,309

Per 1,000 elderly aged

65 years or over

Pr. 1.000 aldre i alderen

65 ar og derover 201 194. 75 175. 190 1589 112

Other families receiving

home help

Andre familier med hjem-

mehjeelp 28,783 10 8,723 59 1,517 24344 17,727

1 The figures for Denmark and Sweden are countsata 1 Tallene for Danmark og Sverige er opgjort som et teel-
given point in time, whereas the figures for other lingstidspunkt, mens tallene for de andre lande er
countries are in the course of a year. The difference modtagere i Igbet af aret. Forskellen pa modtagere i
in number of recipients during the year and at a lobet af aret og pa et teellingstidspunkt er i Sverige
given point in time is, for Sweden, approx. 20 per opgjort til ca. 20 pct.
cent.

2 Refers to 1995. 2 Vedrgrer 1995.

3 3.258 individuals. 3 3.258 personer.

4 67 years and over. 4 67 ar og derover.

Source: D: Danmarks Statistik; Fl: Landsleeknin; F: STAKES; A: Landskapsleegen |: Hagstofa islands;
Kilde:  N: Statistisk sentralbrya; S: Statistiska centralbyran

Table 4.4 Number of households/individuals (1,000) receiving home help at the
end of the year 1985-1996"
Antal husstande/personer (1.000), der modtog hjemmehjeelp ved slutningen af
&ret 1985-1996"

Denmark Faroe Finland Iceland? Norway Sweden
Islands

1985 176 1 199 . . 313
1990 176 1 200 4 121 302
1994 187 1 140 6 121 215
1995 190 1 135 9 114 203
1996 189 1 134 9 122 191
1 See note 1in Table 4.3. 1 Se note 1 i tabel 4.3.

2 Households (1990-1994), individuals (1995-1996). 2 Husholdninger (1990-1994), personer (1995-1996).

Source: See Table 4.3
Kilde:  Se tabel 4.3
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Table 4.5 Children under the age of two immunized according to immunization
schedules (per cent) 1996
Bg@rn under to ar vaccineret i henhold til det anbefalede vaccinationsprogram
(pct.) 1996
Denmark Finland” Iceland Norway” Sweden

BCG

Tuberkulose - 100 - - 13

Pertussis

Kighoste 77 100 99 98 S

Tetanus

Stivkrampe 97 100 99 99 99

Diphtheria

Difteri 97 100 99 98 99

Polio

Polio 97 100 99 93 99

Rubella

Rade hunde 85 98 99 92 97

Measles

Maeeslinger 85 98 99 92 97

1 Data from cluster samples from 1994-1995. Analysis 1 Oplysningerne stammer fra en undersggelse gaelden-
of two age cohorts born either in 1990 or 1992. de 1994-95 med to alderskohorter fgdt enten i 1990

eller 1992.

2 Refers to 1995. 2 Vedrgrer 1995.

3 General vaccination reintroduced in 1996 at 3.5 and 3 | 1996 blev et der genindfert et generelt vaccinati-
12 months of age. Statistics from January 1997 is onsprogram ved 3,5- og 12-maneders alderen. Den
based on a cohort born in 1994. At least 42 per cent tilgeengelige statistik (januar 1997) stammer fra en
had received 3 doses. kohorte fgdt i 1994. Mindst 42 pct. havde faet 3 do-

ser.

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

83



MEDICAL TREATMENT, MORBIDITY AND ACCIDENTS

Table 4.6 Recommended immunization schedules as at January 1, 1998
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 3,4,6and 14 3,5and 11-12 3,5and 12
months months months months months
Tetanus 3,5and 12 3,4,5and 20-24 3,4,6and 14 3,5and 11-12 3,5and 12
months and months, 11-13 months + 5-6 months, 11-12 months, 10 years
5 years years years years
Diphtheria 3,5and 12 3,4,5and 20-24 3,4,6and 14 3,5and 11 3,5and 12
months and months, 11-13 months + 5-6 months, 11-12 months, 10 years
5 years years years years
Polio IPV: 3, 5 and IPV: 6, 12 and 20- IPV: 6,7 and 14 IPV:3,5and 11 IPV:3,5and 12
12 months 24 months + 6, 11 months + 32,9  months, 6-8 and  months, 6 years
OPV: 2,3 and and 16-18 years  and 14 years 14 years
4 years
MMR 15 months, 14-18 months and 18 months and 9 15 months and 18 months and 12
12 years 11-13 years years 12-13 years years
Rubella, only ~ Women in the fer- - Seronegative girls: Seronegative -
tile age 12 years women in the fer-
tile age
Measles, only - - - - -
Haemophilus 3, 5, and 4,6 and 14-18 3,4,6and 14 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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The Faroe Islands, Greenland and Aland have the same immunization sched-
ules as Denmark and Finland respectively. In Greenland, however, BCG is in-

cluded.

F: National Public Health Institute;
I: Landlaeknisembaettid; N: The National Institute of Public Health;
S: The National Board of Health and Welfare



MEDICAL TREATMENT, MORBIDITY AND ACCIDENTS

Tabel 4.6 Anbefalede vaccinationsprogrammer pr. 1. januar 1998
Danmark Finland Island Norge Sverige
Tuberkulose - < 7 dage - Risikogrupper: Risikogrupper
Forste leveuge
Negative: 13-14
ar
Kighoste 3,500 12 3,4,500 3,4,600 3,509 11-12 3,500 12
maneder 20-24 maneder 14 maneder maneder maneder
Stivkrampe 3,500 12 3,4,500 3,4,600 3,509 11-12 3,500 12
maneder og 5ar  20-24 maneder, 14 maneder maneder, samt maneder, 10 ar
11-13 ar + 5-6 ar 11-12 ar
Difteri 3,509 12 3,4,509 3,4,609 3,509 11 3,509 12
méaneder og 5ar  20-24 méaneder, 14 maneder maneder samt 11- maneder, 10 ar
11-13 ar +5-6 ar 12 ar
Polio IPV: 3, 509 IPV: 6, 12 og IPV: 6,7 og IPV: 3, 509 IPV: 3,509 12
12 maneder 20-24 maneder + 14 maneder + 3'2, 11 maneder, maneder, 6 ar
OPV: 2,3 09 6,11 09 16-18 ar 9o0g 14 ar 6-8 arog 14 ar
4ar
MMR 15 maneder, 14-18 maneder og 18 maneder 15 méneder og 18 maneder og
12 ar 11-13 ar og 9 ar 12-13 ar 12 ar
Rgde hunde,  Kvinder i den fer- - Seronegative Seronegative -
alene tile alder piger: 12 ar kvinder i den fer-
tile alder
Meeslinger, - - - - -
alene
Haemophilus 3,50g 12 4,609 14-18 3,4,609 14 3,509 11 3,509 12
influensae b maneder maneder maneder maneder 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 inklu-

deret i Grgnland.

F: Folkhélsoinstitutet;

N: Statens institutt for folkehelse; S: Socialstyrelsen

|: Landleeknisembaettio;
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Medical treatment
in hospitals

In terms of frequency of admission (dis-
charges from hospitals) divided into 17
main groups, diseases of the circulatory
system comprise the highest frequency of
admission followed by admissions for
cancer diseases (tumours), followed by
traumas and poisoning.

For all the countries these diseases are
followed by diseases in the respiratory
system, the digestive system and diseases
in the genito-urinary system. For all dis-
eases the discharge pattern varies some-
what from country to country.

Tables 4.10-4.21 provide a more detailed
excerpt from the Nordic morbidity list
giving a differentiated picture of both the
large disease groups and disease groups
singled out for special attention. The fig-
ures included are related to discharge
and average length of stay and are there-
fore not specific incidence figures.

The tables, however, show large differ-
ences between the countries which can
hardly be due to differences in morbid-

ity.

On that basis, NOMESCO has initiated
a study of some the diagnose groups in-
cluded in order to disclose whether there
are differences in the registration practice
between the countries. The results of this
study are expected to be included in the
next edition of this publication.

Another explanation may be the differ-
ence in the number of treatment periods

in the various countries for the diagnose
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Behandling
ved sygehuse

Malt pé indleggelseshyppighed (udskriv-
ning fra sygehuse), opdelti 17 hoved-
grupper, udger sygdomme i kredslebsor-
ganerne den sterste indleeggelseshyppig-
hed, efterfulgt af indleeggelse for cancer-
sygdomme (svulster) derneest traumer og
forgiftninger.

For alle landene efterfolges dette af syg-
domme i &ndedreetsorganer, fordgjelses-
organer og sygdomme i urin og kensor-
ganer. For alle grupper findes der en vis
variation mellem landene i udskriv-
ningsmensteret.

Tabellerne 4.10-4.21 er et mere detalje-
ret uddrag af den nordiske morbiditetsli-
ste, hvor der er givet et mere detaljeret
billede, dels af de store sygdomsgrupper,
dels af sygdomsgrupper, som der rettes
seerlig opmeerksomhed imod. Der er
medtaget oplysninger om udskrivninger
og gennemsnitlig liggetid. Det er séledes
ikke tale om egentlige incidenstal.

Tabellerne viser dog store forskelle mel-
lem landene som nappe kan tilskrives
forskelle i sygelighed.

NOMESKO har pa den baggrund iveerk-
sat et studie af nogle af de medtagne di-
agnosegrupper, for at f4 afdeekket om der
er forskelle i registreringspraksis mellem
landene. Resultaterne af dette forventes
at kunne medtages i den neste udgave af
publikationen.

En anden forklaring kan veere forskelle i
antallet af behandlingsperioder, for de
respektive diagnosegrupper, mellem lan-
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groups. In order to clarify this factor, the
present edition includes (in Table 4.8)
information about patients treated in the
course of the year according to main di-
agnose groups.

According to this, largely the same pat-
tern appears between the countries as for
discharges, and thus one may, with cer-
tain reservations, conclude that data for
discharged patients may be used for
Nordic comparisons.

Tables 4.22-4.24 include information
about groups of surgical operations se-
lected partly because of their frequency
and partly because the scope of opera-
tion is affected, to a varying degree, by
differences in medical practice between
the countries.

Comparisons of operations between
various geographic areas are difficult,
and the comparisons contain a number
of potential sources of error which may
be differences in classifications, differ-
ences in the quality of the registers, use
of different codes for the same type of
procedure, both between the hospitals
and between the countries, incomplete
use of codes and variations from one
country to another in the way of count-
ing operations at the hospitals.

Taking these considerations into ac-
count, a number of significant differ-
ences may be detected between the
countries.

Figures 4.1-4.6 for appendectomy, hip
replacement and gall bladder operations,
during 1990-1996, broken down by sex
and selected age groups, show a rather
steady development throughout the pe-
riod.

dene. For at belyse dette er der i denne
udgave medtaget oplysninger ( i tabel
4.8) om behandlede patieter i lobet af
aret fordelt pa hoveddiagnosegrupper.

Heraf fremgar det, at der er stort set det
samme menster landene imellem for ud-
skrivninger hvorfor det med visse forbe-
hold kan konkluderes, at data om ud-
skrevne patienter kan anvendes ved nor-
diske sammenligninger.

Tabellerne 4.22-4.24 indholder oplys-
ninger om udvalgte operationsgrupper,
som dels er udvalgt fordi de er hyppigt
forekommende, dels fordi operationsom-
fanget i forskellig grad pavirkes af for-
skelle i medicinsk praksis i landene.

Sammenligninger af operationer mellem
geografiske omrader er vanskelige og in-
deholder en raekke potentielle fejlkilder,
som kan vere: Forskelle i Klassifikationer,
forskelle 1 datakvaliteten i registrene, for-
skellig brug af koder for samme type
indgreb, bade mellem sygehusene og
mellem landene, ufuldsteendig brug af
koder og forskelle fra land til land i ma-
den hvorpa operationer ved sygehuse
teelles.

Med disse forbehold kan der af tabeller-
ne leeses en rekke markante forskelle
mellem landene.

Figurerne 4.1-4.6 for blindtarmsoperati-
oner, hofteproteser og galdeblereopera-
tioner 1990-96 fordelt efter ken og ud-
valgte aldersgrupper, viser en rimelig
stabil udvikling i perioden.
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Table 4.7 Discharges from hospitals* by main diagnostic groups, per 1,000 inhabi-

tants 1996
Denmark  Faroe  Finland®  Aland”
Islands'

Infectious and parasitic diseases 43 2.4 5.6 9.8
Neoplasms 222 14.1 21.4 26.9
Endocrine, nutritional and metabolic diseases 43 2.8 43 5.2
Diseases of blood and bloodforming organs 1.8 0.5 1.5 1.8
Mental disorders 2.5 1.3 2.4 2.6
Diseases of the nervous system and sense organs 7.9 12.3 18.2 15.4
Diseases of the circulatory system 23.6 15.6 30.0 31.5
Diseases of the respiratory system 15.0 9.8 18.4 24.3
Diseases of the digestive system 16.8 21.7 16.7 22.2
Diseases of the genito-urinary system 11.2 11.0 12.4 15.0
Diseases of the skin and subcutaneous tissue 2.5 3.7 3.0 25
Diseases of the musculo-skeletal system and

connective tissue 11.2 9.9 19.9 18.4
Congenital malformations 2.0 2.0 2.6 2.1
Certain conditions originating in the perinatal period 3.4 0.6 1.4 2.8
Symptoms and ill-defined conditions 17.1 5.1 12.5 16.4
Traumas and poisonings 19.3 1.7 17.6 214
Patients without symptoms or diseases 5.5 27.4 4.1 5.4
Total 189.3 170.0 210.2 246.7
Of which hospitalization during pregnancy and

childbirth 18.6 18.8 17.6 18.5

*

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

Data from the main hospital only. This also applies to Tables 4.8-4.24.

Excl. of wards in psychiatric hospitals or in non-specialized departments in health centres.
Refers to 1994. This also applies to Tables 4.9-4.20.

Figures are for discharges, not for concluded treatment of patients in wards.

B wN =

Source: The national in-patient registers
F: STAKES; I: The Ministry of Health and Social Security
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Udskrivninger fra sygehuse* efterhoveddiagnosegrupper, Tabel 4.7
pr. 1.000 indbyggere 1996

Iceland®  Norway”  Sweden
43 3.0 4.6 Infektions- og parasiteere sygdomme
15.9 18.2 17.9 Svulster
3.7 2.2 4.2 Endokrine, ernaerings- og stofskiftesygdomme
1.2 0.9 1.4 Sygdomme i blod og bloddannende organer
2.7 . 1.9 Psykiske lidelser
7.6 6.0 5.6 Sygdomme i nervesystem og sanseorganer
21.7 223 29.7 Sygdomme i kredslgbsorganer
15.1 1.3 12.3 Sygdomme i dndedreetsorganer
13.5 10.4 13.6 Sygdomme i fordgjelsesorganer
16.7 7.9 9.0 Sygdomme i urin- og k@nsorganer
3.4 1.3 1.5 Sygdomme i hud og underhud
Sygdomme i knogler, beveegelsessystem
12.3 9.5 8.5 og bindeveev
2.7 2.3 1.6 Medfgdte misdannelser
1.4 2.0 1.4 Visse arsager til sygdomme i perinatalperioden
9.0 10.1 15.4 Symptomer og mangelfuldt definerede tilstande
14.6 16.3 17.2 Traumer og forgiftninger
9.3 5.1 5.5 Patienter uden symptomer eller sygdomme
178.3 147.5 164.3 | alt
233 171 13.3 Heraf indleeggelser under graviditet og fadsel

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

1 Omfatter kun data for hovedsygehuset. Dette geelder ogsa tabellerne 4.8-4.24.

2 Ekskl. psykiatriske hospitalsafdelinger eller ikke-specialiserede afdelinger pa sundhedscentraler.
3 Vedrgrer 1994. Dette gaelder ogsa tabellerne 4.9-4.20.

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

Kilde:  Landspatientregistrene
F: STAKES; I: Heilbrigdis- og tryggingamalaraduneytid
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Table 4.8 Patients treated in hospitals* during 1996 by main diagnostic groups, per
1,000 inhabitants

Denmark Faroe Finland"”
Islands

Infectious and parasitic diseases 3.7 1.9 48
Neoplasms 10.4 0.0 9.5
Endocrine, nutritional and metabolic diseases 3.2 3.2 3.2
Diseases of blood and bloodforming organs 1.2 7.9 1.1
Mental disorders 2.0 5.7 1.9
Diseases of the nervous system and sense organs 6.2 0.6 12.1
Diseases of the circulatory system 15.2 0.1 19.0
Diseases of the respiratory system 11.2 0.8 12.9
Diseases of the digestive system 12.8 9.0 13.0
Diseases of the genito-urinary system 8.7 49 9.7
Diseases of the skin and subcutaneous tissue 2.1 1.7 2.2
Diseases of the musculo-skeletal system and

connective tissue 8.6 12.1 13.9
Congenital malformations 1.3 11.3 1.6
Certain conditions originating in the perinatal period 1.4 2.4 1.2
Symptoms and ill-defined conditions 14.9 2.1 10.5
Traumas and poisonings 15.7 13.4 13.6
Patients without symptoms or diseases 44 19.3 3.1
Total 139.3 106.8 1253
Of which hospitalization during pregnancy and childbirth 16.2 - 14.2

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

Source: See table 4.7
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Patienter behandlet ved sygehuse® i lgbet af 1996, efter Tabel 4.8
hoveddiagnosegrupper, pr. 1.000 indbyggere

Aland? Norway Sweden
8.9 2.8 4.1 Infektions- og parasiteere sygdomme
11.1 10.5 8.8 Svulster
43 1.8 3.1 Endokrine, ernaerings- og stofskiftesygdomme
1.3 0.7 1.0 Sygdomme i blod og bloddannende organer
23 . 1.6 Psykiske lidelser
11.9 5.0 4.3 Sygdomme i nervesystem og sanseorganer
22.8 17.3 18.9 Sygdomme i kredslgbsorganer
20.5 9.4 9.4 Sygdomme i dndedreetsorganer
18.4 8.9 10.8 Sygdomme i fordgjelsesorganer
12.8 6.9 7.5 Sygdomme i urin- og k@nsorganer
2.2 1.2 1.2 Sygdomme i hud og underhud
Sygdomme i knogler, beveegelsessystem
14.7 8.2 6.9 og bindeveev
1.3 1.7 1.0 Medfgdte misdannelser
2.8 1.9 0.7 Visse arsager til sygdomme i perinatalperioden
14.4 9.1 13.2 Symptomer og mangelfuldt definerede tilstande
17.8 14.7 13.8 Traumer og forgiftninger
5.0 4.7 4.8 Patienter uden symptomer eller sygdomme
163.0 117.1 122.9 | alt
16.4 15.4 11.9 Heraf indleeggelser under graviditet og fadsel

* Omfatter somatiske afdelinger ved almindelige sygehuse og ved somatiske specialsygehuse.
1 Ekskl. psykiatriske hospitalsafdelinger eller ikke-specialiserede afdelinger pa sundhedscentraler.

Kilde:  Se tabel 4.7
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Table 4.9 Average length of stay in hospitals* by main diagnostic groups 1996

Denmark  Faroe  Finland"  Aland”
Islands

Infectious and parasitic diseases 5.7 5.9 6.1 5.0
Neoplasms 7.1 49 5.7 7.1
Endocrine, nutritional and metabolic diseases 7.9 7.9 6.8 5.4
Diseases of blood and bloodforming organs 6.2 4.1 5.1 5.8
Mental disorders 7.7 2.9 12.5 4.8
Diseases of the nervous system and sense organs 5.2 3.7 3.6 4.4
Diseases of the circulatory system 8.5 10.5 7.4 8.2
Diseases of the respiratory system 5.9 4.8 49 4.7
Diseases of the digestive system 5.2 3.0 4.6 49
Diseases of the genito-urinary system 4.2 2.1 3.9 49
Diseases of the skin and subcutaneous tissue 7.1 6.9 5.7 4.9
Diseases of the musculo-skeletal system and

connective tissue 8.6 5.6 5.1 5.6
Congenital malformations 4.9 1.5 4.2 5.8
Certain conditions originating in the perinatal period 10.8 5.2 9.5 5.3
Symptoms and ill-defined conditions 3.2 2.8 3.2 3.8
Traumas and poisonings 6.9 5.4 6.1 4.8
Patients without symptoms or diseases 6.5 2.5 2.0 3.6
Total 6.1 4.6 5.2 5.4

Of which hospitalization during pregnancy and
childbirth 35 5.2 3.9 4.1

* Definition, see Table 4.7
1 Excl. of wards in psychiatric hospitals or in non-specialized departments in health centres.

Source: See Table 4.7
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Gennemsnitlig liggetid ved sygehuse* efterhoveddiagnosegrupper 1996 Tabel 4.9

Iceland®  Norway Sweden
4.5 6.5 48 Infektions- og parasiteere sygdomme
8.3 8.7 7.9 Svulster
5.9 7.2 6.3 Endokrine, ernaerings- og stofskiftesygdomme
6.5 5.8 5.4 Sygdomme i blod og bloddannende organer
11.4 13.9 Psykiske lidelser
6.4 5.4 49 Sygdomme i nervesystem og sanseorganer
8.3 8.0 6.0 Sygdomme i kredslgbsorganer
6.6 5.8 4.8 Sygdomme i andedreetsorganer
5.8 5.9 4.7 Sygdomme i fordgjelsesorganer
4.6 5.1 4.2 Sygdomme i urin- og k@nsorganer
8.3 9.8 7.5 Sygdomme i hud og underhud
Sygdomme i knogler, beveegelsessystem
6.3 8.2 6.7 og bindeveev
8.4 5.9 4.6 Medfgdte misdannelser
11.9 10.9 11.2 Visse arsager til sygdomme i perinatalperioden
49 3.7 2.6 Symptomer og mangelfuldt definerede tilstande
5.6 6.4 5.1 Traumer og forgiftninger
5.0 4.2 4.0 Patienter uden symptomer eller sygdomme
6.3 6.2 6.4 | alt
4.6 4.6 3.4 Heraf indleeggelser under graviditet og fadsel

* Definition, se tabel 4.7

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

Kilde:

Se tabel 4.7
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Table 4.10 Discharges and average length of stay in hospitals*. Tuberculosis 1996
Udskrivninger og gennemsnitlig liggetid ved sygehuse®. Tuberkulose 1996

Denmark  Faroe  Finland ~ Aland  Iceland Norway Sweden
Islands
Discharges  Udskrivninger
Total | alt 749 - 1,743 5 23 242 625
Per 100,000 of the age
Pr. 100.000 i alderen
0-44 14 - 7 7 5 4 5
45-64 12 - 32 49 13 4 5
65+ 20 - 151 24 24 15 17
Total | alt 14 - 34 20 9 6 7
Average length of stay
Gennemsnitlig liggetid
Total
| alt 14.5 - 14.3 14.2 14.0 14.3 11.9

The table includes ICD-9:010-018 and ICD-10: A15-A19
Tabellen omfatter ICD-9: 010-018 og ICD-10: A15-A19

Source: *Definition, see Table 4.7
Kilde: * Definition, se tabel 4.7

Table 4.11 Discharges and average length of stay in hospitals*. Malignant neo-

plasm of breast, females 1996

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

1996
Denmark  Faroe  Finland ~ Aland  Iceland Norway Sweden
Islands
Discharges  Udskrivninger
Total | alt 10,202 165 9,242 100 497 7.227 14,183
Per 100,000 females
of the age
Pr. 100.000 kvinder i alderen
0-24 1 - 0 - - 0 1
25-44 171 510 97 565 300 156 147
45-64 821 1,234 391 2,417 1,060 725 614
65+ 768 503 378 490 765 687 623
Total | alt 383 410 180 779 375 325 309
Average length of stay
Gennemsnitlig liggetid
Total, females
| alt, kvinder 6.9 2.2 5.1 4.2 8.2 8.1 5.4

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 4.12 Discharges and average length of stay in hospitals*. Malignant neo-
plasm of larynx, trachea, bronchus and lung 1996
Udskrivninger og gennemsnitlig liggetid ved sygehuse*. Kreeft i strubehoved,
luftrgr, bronkie og lunge 1996

Denmark  Faroe  Finland ~ Aland  Iceland Norway Sweden

Islands

Discharges  Udskrivninger

Males Meend

Total | alt 6,380 19 6,186 28 233 4171 6,420

Per 100,000 males of the age

Pr. 100.000 maend i alderen
0-24 1 - 0 - - 0 0
25-44 30 - 23 - 29 14 9
45-64 402 118 360 502 349 297 193
65+ 1,073 482 1,356 725 1,039 919 665
Total | alt 246 84 248 226 175 192 150

Females Kvinder

Total | alt 4,130 21 1,504 8 197 2,155 4,003

Per 100,000 females

of the age

Pr. 100.000 kvinder i alderen
0-24 1 - 0 - - 1 0
25-44 20 - 7 - 35 20 13
45-64 318 113 91 269 390 186 157
65+ 411 474 188 - 555 281 255
Total | alt 155 99 57 62 149 97 92

Average length of stay

Gennemsnitlig liggetid

Total, males and females

| alt, meend og kvinder 8.2 7.3 7.0 7.4 9.4 11.6 9,6

The table includes ICD-9: 161-162 and ICD-10: C32-C34 Source: *Definition, see Table 4.7

Tabellen omfatter ICD-9: 161-162 og ICD-10: C32-C34 Kilde: * Definition, se tabel 4.7
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Table 4.13 Discharges and average length of stay in hospitals*. Malignant mela-
noma of skin 1996
Udskrivninger og gennemsnitlig liggetid ved sygehuse*. Ondartet melanom i
hud 1996

Denmark  Faroe  Finland ~ Aland  Iceland Norway Sweden
Islands

Discharges  Udskrivninger
Total | alt 1,175 1 1,234 9 20 1,269 1,696

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

0-14 - - 0 - 3 0 0
15-24 4 - 1 - 2 2 2
25-64 25 23 25 114 5 33 18
65+ 54 0 71 49 34 73 53
Total I alt 22 5 24 36 8 29 19
Average length of stay
Gennemsnitlig liggetid
Total
| alt 8.2 32.0 5.0 5.7 11.0 8.1 7.5
The table includes ICD-9: 172 and ICD-10: C43 Source: *Definition, see Table 4.7
Tabellen omfatter ICD-9: 172 og ICD-10: C43 Kilde: * Definition, se tabel 4.7
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Table 4.14 Discharges from hospitals*. Acute myocardial infarction 1996
Udskrivninger fra sygehuse®. Akut hjerteinfarkt 1996

Denmark  Faroe  Finland ~ Aland  Iceland Norway Sweden

Islands
Discharges  Udskrivninger
Males Meend
Total | alt 7,039 38 7,048 40 377 7,603 16,007
Per 100,000 males of the age
Pr. 100.000 maend i alderen
0-44 18 - 19 40 20 26 14
45-64 376 216 395 220 607 495 399
65+ 1,313 1,002 1,545 1,813 1,607 1,684 1,738
Total | alt 271 167 282 323 283 350 366
Females Kvinder
Total | alt 4,070 31 5,088 38 159 4,419 9,825
Per 100,000 females
of the age
Pr. 100.000 kvinder i alderen
0-44 6 0 3 0 4 3 4
45-64 17 136 97 67 126 126 108
65+ 692 740 953 1,469 771 933 962
Total | alt 153 146 194 296 120 199 292
Average length of stay
Gennemsnitlig liggetid
Total
| alt 7.5 . 9.0 9.8 10.7 8.3 7.1
The table includes ICD-9: 410 and ICD-10: 121-122 Source: *Definition, see Table 4.7
Tabellen omfatter ICD-9: 410 og ICD-10: 121-122 Kilde: * Definition, se tabel 4.7
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Table 4.15 Discharges and average length of stay in hospitals*. Cerebrovascular
diseases 1996
Udskrivninger og gennemsnitlig liggetid ved sygehuse*. Karsygdomme i hjerne

1996
Denmark  Faroe  Finland ~ Aland  Iceland Norway Sweden
Islands
Discharges  Udskrivninger
Males Meaend
Total | alt 11,297 61 10,352 62 197 7,560 23,760
Per 100,000 males of the age
Pr. 100.000 meend i alderen
0-44 39 16 40 66 19 28 29
45-64 528 631 574 251 170 350 441
65-79 1,952 1,150 2,128 2,400 959 1,645 2,281
80+ 3,200 445 2,647 4,697 1,394 2,957 4,072
Total | alt 435 268 415 500 148 348 527
Females Kvinder
Total | alt 10,745 34 9,580 54 316 7,251 22,792
Per 100,000 females
of the age
Pr. 100.000 kvinder i alderen
0-44 35 0 34 27 38 25 30
45-64 321 89 299 201 281 224 273
65+ 1,354 562 1,323 1,659 1,362 1,039 1,480
80+ 2,672 355 2,163 2,309 1,203 2,393 3,366
Total | alt 403 159 365 421 238 327 492
Average length of stay
Gennemsnitlig liggetid
Total
| alt 19.4 33.1 15.0 14.8 16.5 15.2 14.4
The table includes ICD-9: 430-434, 436-438 and ICD-10: 160-169 Source: *Definition, see Table 4.7
Tabellen omfatter ICD-9: 430-434 og ICD-10: 160-169 Kilde:  * Definition, se tabel 4.7
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Table 4.16 Discharges and average length of stay in hospitals*. Asthma 1996
Udskrivninger og gennemsnitlig liggetid ved sygehuse*. Astma 1996

Denmark  Faroe  Finland ~ Aland  Iceland Norway Sweden
Islands

Discharges  Udskrivninger
Total | alt 7,699 79 13,657 91 491 5,716 11,342

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

0-4 830 1,152 806 1,567 585 706 737
5-14 145 154 178 542 152 141 69
15-24 76 67 142 103 29 58 32
25-64 79 89 179 156 92 62 56
65-74 175 126 506 484 455 147 184
75+ 126 39 569 735 666 156 285
Total I alt 146 182 265 361 185 130 128

Average length of stay

Gennemsnitlig liggetid

Total

| alt 43 4.0 5.0 4.1 8.7 4.1 3.4

The table includes ICD-9: 493 and ICD-10: J45-146 Source: *Definition, see Table 4.7

Tabellen omfatter ICD-9: 493 og ICD-10: J45-J46 Kilde: * Definition, se tabel 4.7
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Table 4.17 Discharges and average length of stay i

n hospitals*. Bronchitis, emphy-

sema and other chronic obstructive pulmonary disease 1996
Udskrivninger og gennemsnitlig liggetid ved sygehuse®. Bronkit, emfysem og

anden obstruktiv lungesygdom 1996

Denmark  Faroe  Finland ~ Aland  Iceland Norway Sweden
Islands

Discharges  Udskrivninger

Total | alt 18,656 46 11,288 49 480 8,387 16,328

Per 100,000 of the age

Pr. 100.000 i alderen
0-4 106 58 41 - 17 24 63
5-14 2 - 6 - 2 3 3
15-24 3 14 3 - 10 4 2
25-64 173 56 93 52 77 79 68
65-74 1,701 315 1,161 823 1,045 892 693
75+ 1,648 809 1,157 1,225 1,566 978 856
Total | alt 355 106 220 194 180 191 175

Average length of stay

Gennemsnitlig liggetid

Total

| alt 8.0 7.3 8.0 9.0 15.8 7.9 7.0

The table includes ICD-9: 490-492, 496 and ICD-10: J40-J44
Tabellen omfatter ICD-9: 490-492 og ICD-10: J40-J44

Source: * Definition, see Table 4.7
Kilde: * Definition, se tabel 4.7

Table 4.18 Discharges and average length of stay in hospitals*. Cervical and other

intervertebral disc disorders 1996

Udskrivninger og gennemsnitlig liggetid ved sygehuse®. Diskuprolaps i halsens

ryghvirvler og andre ryghvirvler 1996

Denmark  Faroe  Finland ~ Aland  Iceland Norway Sweden
Islands

Discharges  Udskrivninger

Total | alt 9,697 43 9,105 45 646 4,592 4,387

Per 100,000 of the age

Pr. 100.000 i alderen
0-24 16 36 21 39 37 13 5
25-44 276 118 262 178 387 183 83
45-64 315 179 307 422 492 180 80
65+ 133 99 123 73 187 41 34
Total | alt 184 99 178 178 243 105 50

Average length of stay

Gennemsnitlig liggetid

Total

| alt 9.5 13.1 5.0 3.3 5.2 7.7 6.9

The table includes ICD-9: 722 and ICD-10: M50-M51
Tabellen omfatter ICD-9: 722 og ICD-10: M50-M51
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Table 4.19 Discharges and average length of stay in hospitals*. Osteoporosis and
osteomalacia, females 1996
Udskrivninger og gennemsnitlig liggetid ved sygehuse®. Osteoporose og osteo-
malaci, kvinder 1996

Denmark  Faroe  Finland ~ Aland  Iceland Norway Sweden

Islands

Discharges  Udskrivninger

Females Kvinder

Total | alt 1,708 1 639 11 . 479 1,706

Per 100,000 females

of the age

Pr. 100.000 kvinder i alderen
0-44 2 - 3 - . 0 1
45-64 21 - 9 - . 7 13
65-74 149 - 51 352 . 40 104
75-79 392 - 120 609 . 124 226
80+ 588 72 162 486 . 207 344
Total | alt 64 2 20 86 . 22 44

Average length of stay

Gennemsnitlig liggetid

Total

| alt 16.3 10.0 11.0 9.5 . 11.5 11.6

The table includes ICD-9: 268.2, 733.0-733.1 and ICD-10: M80-M83 Source: *Definition, see Table 4.7

Tabellen omfatter ICD-9: 268.2, 733.0-733.1 og ICD-10: M80-M83 Kilde: * Definition, se tabel 4.7
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Table 4.20 Discharges and average length of stay in hospitals*. Fracture of neck of
femur 1996
Udskrivninger og gennemsnitlig liggetid ved sygehuse*. Brud af lar 1996

Denmark  Faroe  Finland ~ Aland  Iceland Norway Sweden

Islands

Discharges  Udskrivninger

Males Meend

Total | alt 3,606 13 2,097 12 83 2,777 6,981

Per 100,000 males of the age

Pr. 100.000 maend i alderen
0-44 13 13 12 - 2 12 7
45-64 81 78 67 31 62 71 55
65-74 381 63 267 108 247 313 339
75-79 1,030 172 620 624 288 793 844
80+ 2,141 956 1,552 1,978 1,470 2,089 2,356
Total | alt 139 57 84 97 62 128 153

Females Kvinder

Total | alt 9,679 32 5,640 34 237 7,480 17,597

Per 100,000 females

of the age

Pr. 100.000 kvinder i alderen
0-44 6 15 5 - 1 4 3
45-64 105 - 48 34 59 94 66
65-74 740 168 346 881 498 647 550
75-79 1,666 1,391 1,098 406 1,504 1,422 1,496
80+ 4,064 1,452 2,816 2,552 3,089 3,662 3,946
Total | alt 363 150 215 265 179 337 377

Average length of stay

Gennemsnitlig liggetid

Total, males and females

| alt, meend og kvinder 16.4 17.4 13.0 12.4 14.9 12.3 12.2

The table includes ICD-9: 820 and ICD-10: S72.0-572.2 Source: *Definition, see Table 4.7

Tabellen omfatter ICD-9: 820 og ICD-10: $72.0-572.2 Kilde: * Definition, se tabel 4.7
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Table 4.21 Discharges and average length of stay in hospitals*. Alcoholic liver dis-
ease, unspecified fibrosis and cirrhosis of liver 1996
Udskrivninger og gennemsnitlig liggetid ved sygehuse*. Alkoholisk
leversygdom, bindevaevsdannelse i lever og skrumpelever 1996

Denmark  Faroe  Finland ~ Aland  Iceland Norway Sweden

Islands
Discharges  Udskrivninger
Males Meend
Total | alt 1,798 6 1,376 2 20 386 1,353
Per 100,000 males of the age
Pr. 100.000 maend i alderen
0-44 23 - 20 - 6 7 9
45-64 167 98 136 31 4 40 64
65+ 103 37 75 60 99 33 61
Total | alt 69 26 55 16 15 18 30
Females Kvinder
Total | alt 980 5 880 3 23 336 820
Per 100,000 females
of the age
Pr. 100.000 kvinder i alderen
0-44 12 - 9 - 3 6 7
45-64 86 23 82 101 50 31 33
65+ 50 118 49 - 49 27 31
Total | alt 37 23 34 23 17 15 18
Average length of stay

Gennemsnitlig liggetid

Total, males and females
| alt, meend og kvinder 9.5 5.7 8.0 6.0 9.0 9.0 8.6

The table includes ICD-9: 571.0-571.6, 571.9 and ICD-10: 571.0-571.6, 571.9 Source: *Definition, see Table 4.7
Tabellen omfatter ICD-9: 571.0-571.6, 571.9 og ICD-10: 571.0-571.6, 571.9  Kilde: * Definition, se tabel 4.7
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Table 4.22 Fourteen major surgical procedure groups, total numbers 1996
Fjorten store operationsgrupper, i alt 1996

Denmark Faroe  Finland ~ Aland Norway Sweden

Islands
[032] Coronary bypass operations, excl. PTCA
Bypass operationer af koronarkar, ekskl. PICA 2,530 - 4,995 8 3,196 7,059
Dilatation of coronary artery (PTCA)
Perkutan coronar angioplastik (PTCA) 2,286 - 1.386 1 3,622 3,035
[008+ Operations on thyreoidea
009] Thyreoideaoperationer 1,596 - 2,229 5 1,049 2,682
[077] Kidney transplant
Nyretransplantation 143 - 162 - 198 298
$) Hysterectomy
Hysterektomi 6,110 22 9,728 48 4,582 10,099
¥) Prostatectomy TURP
Prostatektomi TURP 5115 20 3,959 6 4,530 9,407
¥) Prostatectomy, open
Prostatektomi, aben 15 1 983 2 335 695
¥) Total hip replacement
Total hofteledsplastik 7,109 - 4,458 27 5,544 13,725
¥) Mastectomy (women)
Ablatio mammae, (kvinder) 2,889 4 1,992 6 1,901 3,001
¥) Partial excision of mammary gland (women)
Resektion af mammae (kvinder) 2,856 17 1.942 5 1,144 3,648
+) Appendectomy
Appendektomi 7,676 43 9,697 24 4901 10,069
¥) Disc operations
Disk-operationer 2,243 12 4,084 24 2,679 4171
[067+ Cholecystectomy
068] Kolecystektomi 4,927 32 3,392 21 3,252 11,045
[099] Caesarean section
Kejsersnit 8,627 85 9,166 49 7,109 11,299

Numbers in brackets refer to: Nordic Short-list of Surgical Operations (Copenhagen, 1989)
+) Cf. Appendix A, in: Rates of Surgery in the Nordic Countries (Copenhagen, 1994)

Source: D:Sundhedsstyrelsen; F: STAKES; N: Norsk institutt for sykehusforskning;
Kilde:  S: Socialstyrelsen
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Table 4.23 Fourteen major surgical procedure groups, per 100,000 inhabitants
1996
Fjorten store operationsgrupper, pr. 100.000 indbyggere 1996

Denmark Faroe  Finland ~ Aland Norway Sweden

Islands
[032] Coronary bypass operations, excl. PTCA
Bypass operationer af koronarkar, ekskl. PTCA 48 - 98 32 73 80
Dilatation of coronary artery (PTCA)
Perkutan coronar angioplastik (PTCA) 44 - 27 4 82 34
[008+ Operations on thyreoidea
009] Thyreoideaoperationer 30 - 44 20 24 30
[077] Kidney transplant
Nyretransplantation 3 - 3 - 5 3
+) Hysterectomy"
Hysterektomi” 229 51 370 369 206 226
%) Prostatectomy TURP?
Prostatektomi TURP? 196 46 158 49 209 215
¥) Prostatectomy, openzl
Prostatektomi, dben” 9 2 39 16 15 16
¥) Total hip replacement
Total hofteledsplastik 135 - 87 107 126 155
+) Mastectomy”
Ablatio mammae" 108 9.0 76 46 86 67
$) Partial excision of mammary gland "
Resektion af mammae” 107 39 74 39 52 82
+) Appendectomy
Appendektomi 146 99 189 95 112 114
¥) Disc operations
Disk-operationer 43 28 80 95 61 47.2
[067+ Cholecystectomy
068] Kolecystektomi 94 74 101 83 74 125
[099] Caesarean section®
Kejsersnit® 128 113 151 169 117 118
Symbols: See Table 4.22 Symbolforklaring: Se tabel 4.22
1 Per 100,000 females. 1 Pr. 100.000 kvinder.
2 Per 100,000 males. 2 Pr. 100.000 mend.
3 Per 1,000 live births. 3 Pr. 1.000 levendefgdte.

Source: See Table 4.21
Kilde:  Se tabel 4.21
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Table 4.24 Surgical procedures in connection with cancer diagnoses, total and per
100,000 inhabitants 1996
Operationer i forbindelse med kreeftdiagnoser, i alt og pr. 100.000 indbyggere
1996

Denmark  Faroe  Finland ~ Aland Norway Sweden
Islands

Total 1alt

+) Hysterectomy
Hysterektomi
(ICD-9: 180-184; ICD-10: C51-58) 1,110 10 777 4 905 2,011

¥) Prostatectomy, TURP
Prostatektomi, TURP
(ICD-9: 185; ICD-10: C61) 1,111 5 390 2 1,092 1,841

$) Prostatectomy, open
Prostatektomi, aben
(ICD-9: 185; ICD-10: C61) 6 - 292 2 126 449

¥) Mastectomy
Ablatio mammae
(ICD-9: 174; ICD-10: C50) 2,632 4 1,753 5 1,780 2,639

+) Partial excision of mammary gland
Resektion af mammae
(ICD-9: 174; ICD-10: C50) 1,224 10 826 1 710 2,754

Per 100,000 inhabitants
Pr. 100.000 indbyggere
+) Hysterectomy"

Hysterektomi"
(ICD-9: 180-184; ICD-10: C51-58) 42 23 30 31 M 45

+) Prostatectomy, TURP?
Prostatektomi, TU RP?
(ICD-9: 185; ICD-10: C61) 43 12 16 16 50 42

¥) Prostatectomy, open 2
Prostatektomi, aben?
(ICD-9: 185; ICD-10: C61) 0 - 12 16 6 10

+) Mastectomy"
Ablatio mammae”
(ICD-9: 174; ICD-10: C50) 95 9 67 41 80 59

$) Partial excision of mammary gland "
Resektion af mammae”
(ICD-9: 174; ICD-10: C50) 46 23 31 8 32 62

Symbols: See Table 4.22 Symbolforklaring: Se tabel 4.22

1 Per 100,000 females. 1 Pr. 100.000 kvinder.
2 Per 100,000 males. 2 Pr. 100.000 maend.

Source: See Table 4.21
Kilde:  Se tabel 4.21
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Figure 4.1 Appendectomy 1990-1996. Men aged 0-24 years
Appendektomi 1990-1996. Mend i alderen 0-24 ar

Per 100,000 inhabitants
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q has been used for Denmark 1996
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Figure 4.2 Appendectomy 1990-1996. Women aged 0-24 years
Appendektomi 1990-1996. Kvinder i alderen 0-24 ar

Per 100,000 inhabitants
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Figure 4.3 Hip replacement 1990-1996. Men aged 30-69 years
Hofteprotese 1990-1996. Mand i alderen 30-69 ar

Per 100,000 inhabitants
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Figure 4.4 Hip replacement 1990-1996. Women aged 30-69 years
Hofteprotese 1990-1996. Kvinder i alderen 30-69 ar
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Figure 4.5 Gall bladder 1990-1996. Men aged 15-94 years
Galdebleaere 1990-1996. Maend i alderen 15-94 ar

Per 100,000 inhabitants
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Figure 4.6 Gall bladder 1990-1996. Women aged 15-94 years
Galdebleere 1990-1996. Kvinder i alderen 15-94 ar

Per 100,000 inhabitants

300

250
200

150

100

50 — \ \ \ \ \ \
1990 1991 1992 1993 1994 1995 1996

Denmark Finland Iceland Norway Sweden

109



MEDICAL TREATMENT, MORBIDITY AND ACCIDENTS

Cancer diseases

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

It is possible to follow the number of
cancer cases since the creation of the reg-
isters in the 1940’s and 1950’s up to the
beginning of the 1990’s.

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-
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Cancersygdomme

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

Udviklingen i antal tilfeelde af cancer kan
folges fra etableringen af registrene i
1940’erne og 1950’erne, frem til begyn-
delsen af 1990’erne.

Arsagerne til kreeft er bade ydre og indre
faktorer, som medferer eendringer i ar-
vemassen. Nydelsesmidler, kostfaktorer,
visse erhvervseksponeringer og faktorer i
miljoet, har vist sig at veere kraeftfremkal-
dende.

Kreftforekomsten gges med stigende al-
der, og kreeft 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 kreefttilfzelde
ages 1 samtlige nordiske lande, og denne
tendens er stadig til stede, nar der korri-
geres for forskelle i befolkningsstorrel-
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 oget, med fa undtagelser
hvor forekomsten er faldende. Det gel-
der for leebekreeft, spiserorskreeft, kreft i
mavesakken og kreeft i livmoderhalsen —
for sidstnaevntes vedkommende med den
undtagelse, at forekomsten i Greonland er
forblevet pa samme niveau som tidligere.
Den viste nedgang i forekomsten af liv-
moderhalskraeft i de nordiske lande, skal
ses 1 sammenhang med befolkningsbase-
ret screening for forstadier og tidlig
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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-
sophagus, both alcohol and tobacco con-
sumption are known to be major risk fac-
tors.

Breast and prostate cancer is increasing
in all countries, and so is colorectal can-
cer. Dietary factors are probably signifi-
cant for this development, but for breast
and prostate cancer also hormonal fac-
tors play an important role. Testis cancer
is increasing in all countries, but the in-
cidence 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 and Swedish
males is falling and that the increase in
lung cancer in Norway is reduced. Ma-
lignant melanoma is increasing in all
countries, and it is estimated that, in the
Nordic countries, this form of cancer will
have increased by 100 per cent by the
year 2010.

Differences in cancer incidence between
the Nordic countries and the autono-
mous areas Greenland and Aland must
be judged with caution as the population
sizes and number of cases are much
smaller, giving rather unstable rates.

kreeft, og disses behandling. Udviklingen
i spisergrskreeft blandt danske og svenske
mend er 1 de seneste ar, i modseaetning til
de ovrige nordiske lande, vendt til en
svag stigning. For spiserorskraefts ved-
kommende er bade alkohol- og tobaks-
forbrug erkendte storre risikofaktorer.

Bryst- og prostatacancer stiger i alle lan-
de, ligesom colorektal cancer. Kostfakto-
rer er formentlig af veesentlig betydning
for denne udvikling, men for bryst- og
prostatacancer spiller hormonelle fakto-
rer 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, sasom lunge- og blaere-
cancer i Danmark, Island, Norge og Sve-
rige. Det skal dog bemerkes, at lunge-
kreeft blandt finske og svenske maend er
faldende, og at stigningen i lungekreeft 1
Norge er mindre. Forekomsten af ma-
lignt melanom 1 huden stiger i alle lande,
og det er estimeret, at denne kraeftsyg-
dom vil veere gget med 100 pct. i Norden
iar 2010.

Forskelle i1 kreeftforekomst mellem de
nordiske lande og de autonome omrader,
Gronland og Aland, mé bedemmes med
forsigtighed, da befolkningernes sterrelse
1 disse omrader er sma, hvilket forer til
ustabile incidensrater.
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Table 4.25 Age-standardized rates (WSP) for new cases of cancer per 1,000,000
inhabitants 1986-1996. Males
Aldersstandardiserede rater (WSP) for nye tilfeelde af cancer pr. 1.000.000 ind-
byggere 1986-1996. Mand

140-204 178 177 181.0 151 153 162-163 190 204

Total Testis Prostate Bladder Stomach Colon Lungs Melanoma  Leukaemia

| alt Testikler Prostata Bleere ~ 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
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 2,590 23 389 152 183 126 558 78 78
1991-95 2,638 29 518 161 147 138 485 76 50
Aland
1986-90 2,761 30 570 241 189 182 401 118 79
1991-95 2,900 63 661 146 111 130 471 88 -
Iceland
1986-90 2,823 52 597 199 227 215 356 30 50
1991-95 2,772 67 694 208 175 175 327 41 20
1996" 2,866 46 785 194 145 253 218 84 67
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
Sweden
1986-90 2,543 44 532 175 112 171 252 104 48
1991-95 2,652 49 600 179 95 181 241 111 46
1 Preliminary figures. 1 Forelgbige data.
Numbers refer to ICD-7 rev. WSP = World Standard Population

Covers HFA Statistical Indicators 10.4 and 10.6

Source: Hakulinen et al. (1986); Tulinius et al. (1992); Engeland et al. (1993); Prener et al. (1991)
Kilde:  The Cancer Registry lin the Nordic countries
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Table 4.26 Age-standardized rates (WSP) for new cases of cancer per 1,000,000
inhabitants 1986-1996. Females
Aldersstandardiserede rater (WSP) for nye tilfeelde af cancer pr. 1.000.000 ind-
byggere 1986-1996. 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
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 2,127 643 37 31 102 115 79 66 50
1991-95 2,231 714 36 35 85 118 86 64 50
Aland
1986-90 2,226 642 109 15 58 61 86 72 -
1991-95 2,560 677 146 65 133 97 103 98 -
Iceland
1986-90 2,693 820 86 65 100 165 265 65 64
1991-95 2,751 741 86 47 84 144 304 85 27
1996" 2,429 568 129 62 36 144 199 110 35
Norway
1986-90 2,259 558 122 52 71 196 117 153 42
1991-95 2,415 616 127 55 59 216 149 161 32
Sweden
1986-90 2,539 690 81 48 58 159 102 114 50
1991-95 2,547 746 77 47 46 159 126 111 30
1 Preliminary figures. 1 Forelgbige data.
Numbers refer to ICD-7 rev. WSP = World Standard Population

Covers HFA Statistical Indicators 10.4 and 10.6

Source: Hakulinen et al. (1986); Tulinius et al. (1992); Engeland et al. (1993); Prener et al. (1991)
Kilde:  The Cancer Registry in the Nordic countries
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Figure 4.7 New cases for eight different types of cancer 1991-95. Males
Nye tilfeelde af otte forskellige cancertyper 1991-95 Meend
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Figure 4.8 New cases for eight different types of cancer 1991-95 Females
Nye tilfeelde af otte forskellige cancertyper 1991-95 Kvinder
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Sexually transmitted
diseases etc.

This section deals with sexually transmit-
ted diseases and general public health.

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.
Finland has the lowest incidence of all
countries in the ‘old” Western Europe.

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.

Chlamydia infection is without doubt the
most common among the sexually
transmitted diseases in the Nordic coun-
tries, and it is at the same time the most
common cause of infertility among
women. The disease is often without
symptoms.

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

Seksuelt overforte
sygdomme m.v.

I dette afsnit belyses seksuelt overforte
sygdomme og befolkningens sundheds-
tilstand.

Monstret for udbredelse af HIV-smitte
adskiller sig efter relativt klare linier.
Danmark har en forekomst, der ligger pa
linie med andre lande pa 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
‘gamle’ Vesteuropa.

For de traditionelle kenssygdomme, go-
norré og syfilis, er der — mélt 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.

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.

Der er markante forskelle i forekomsten
af diagnostiserede tilfeelde af bade hepa-
titis B og C. En del af forskellene kan dog
skal tilskrives forskelle i registrerings-
praksis. For sa vidt angar diagnostiserede
tilfeelde af tuberkulose spores der i nogle
lande en stigning, i andre et fald.
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Table 4.27 Confirmed new cases of HIV 1986-1996
Paviste nye tilfeelde af HIV 1986-1996

Denmark ~ Faroe  Greenland  Finland ~ Of which  Iceland  Norway Sweden

Islands Aland
Males
Meaend
1986-90 . 2 3 53 0 7 116 383
1991-95 245 1 4 53 1 6 81 213
1996 197 1 3 49 - 3 74 150
Females
Kvinder
1986-90 . 0 1 8 - 1 36 78
1991-95 82 0 4 18 - 2 31 102
1996 70 - 20 - 2 43 71
Total
| alt
1986-90 . 2 4 61 0 8 152 461
1991-95 327 1 8 71 1 7 111 315
1996 267 1 . 69 - 5 117 221

Source: D: Statens Seruminstitut; Fl: Landsleeknin; G: Embedsleegeinstitutionen; F: Folkhélsoinstitutet; A: Land-
Kilde: skapslakaren; I: Landleeknisembaettid; N: Statens Institutt for Folkehelse; S: Smittskyddsinstitutet

Table 4.28 Notified cases of AIDS, in total and per 100,000 inhabitants 1986-
1996
Anmeldte tilfeelde af AIDS, i alt og pr. 100.000 indbyggere 1986-1996

Denmark  Faroe  Greenland Finland”  Aland  Iceland Norway Sweden

Islands
Number
Antal
1986-90 133 1 " 14 0 15 36 93
1991-95 221 1 2 31 1 23 63 163
1996 156 - 3 22 . 3 49 153
Per 100,000
inhabitants
Pr. 100.000
indbyggere
1986-90 2.6 1.4 . 0.2 0.8 1.2 0.9 1.0
1991-95 4.2 1.8 3.6 0.6 3.2 1.7 1.5 1.8
1996 2.9 - 55 0.4 1.1 1.1 1.7
1 Excluding foreigners. 1 Eksklusive udleendinge.

Note: Figures for deaths caused by AIDS, please see Anm.: Vedr. opggrelser over dgdsfald som falge af AIDS
Chapter V, Table 5.7. henvises til Kapitel V, tabel 5.7.

Source: D:Sundhedsstyrelsen; Fl: Landsleeknin; G: Embedsleaegeinstitutionen; F: Folkhalsoinstitutet; A: Land-
Kilde:  skapsldkaren; I: Landleeknisembeettid; N: Statens Institutt for Folkehelse; S: Smittskyddsinstitutet
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Table 4.29 Notified cases of gonorrhoea and syphilis per 100,000 inhabitants aged
15 years or over 1996
Anmeldte tilfeelde af gonorré og syfilis pr. 100.000 indbyggere 15 ar og
derover 1996

Denmark”  Faroe  Greenland  Finland Aland  Iceland Norway Sweden

Islands
Gonorrhea
Gonorré 3.2 2.0 1,153.2 55 - 1.0 6.3 0.3
Syphilis
Syfilis 0.9 - 49 5.3 - - 0.2 0.1
1 Refers to 1995. Vedrgrer 1995.

The table partly covers HFA Statistical Indicator 4.3

Source: See Table 4.28
Kilde:  Se tabel 4.28

Figure 4.9 Notified cases of gonorrhoea and syphilis per 100,000 inhabitants aged
15 years or over 1996
Anmeldte tilfeelde af gonorré og syfilis pr. 100.000 indbyggere 15 ar og
derover 1996
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Table 4.30 Diagnosed cases of chlamydia per 100,000 inhabitants 1989-1996
Diagnosticerede tilfeelde af chlamydia pr. 100.000 indbyggere 1989-1996

Denmark  Faroe Greenland” Finland ~ Aland  Iceland® Norway  Sweden

Islands
Males
Meend M+F M+F
1989 . 102 . 197 323 326 . 252
1990 . 82 . 190 374 285 . 230
1993 . 64 . 153 139 348 124 138
1994 125 64 . 122 171 428 137 128
1995 124 67 . 138 250 368 157 131
1996 127 69 2,861 139 106 367 192 134
Females
Kvinder
1989 . . 321 395 . 466
1990 . . 308 313 . 414
1993 . . 235 477 310 209
1994 402 . 201 493 274 190
1995 370 . 224 428 276 192
1996 376 5,346 227 523 312 190
1 Basee upon surveys in Nuuk. 1 Baseret pa undersggelser i Nuuk.
2 Notified cases. 2 Anmeldte tilfeelde.

Source: See Table 4.28
Kilde:  Se tabel 4.28
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Table 4.31 Diagnosed cases of acute hepatitis B and C per 100,000 inhabitants by
sex 1989-1996
Diagnosticerede tilfeelde af akut hepatitis B og C pr. 100.000 indbyggere efter
kon 1989-1996

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 - - 4.0 - 36.7 165 18 13 3.7 23
1995 28 14 - - 2.2 39 1.5 52 34 12 46 21
1996 1.2 0.7 - - 4.8 4.0 45 45 30 14 29 13
Hepatitis C
1989 - - 0.0 . 150 4.0 . . . .
1990 - - 1.2 . 102 24 . . 70 35
1995 0.3 041 - - 26.6 11.9 216 82 09 05 46.0 19.2
1996 02 02 - - 346 4.0 282 89 04 04 421 172
1 Both acute and chronic. 1 Bade akutte og kroniske.

Source: See Table 4.28
Kilde:  Se tabel 4.28.

Table 4.32 Diagnosed cases of tuberculosis per 100,000 inhabitants 1985-1996
Diagnosticerede tilfeelde af tuberkulose pr. 100.000 indbyggere 1985-1996

Denmark  Faroe  Greenland Finland Aland Iceland ~ Norway  Sweden

Islands
Males
Meend M+F
1985 6.5 16.7 . . . 5.8 10.9 9.7
1990 8.2 4.4 . . 27.7 9.4 7.6 8.1
1995 9.8 - . 14.5 7.9 4.5 6.4 6.5
1996 11.2 - 127.5 14.2 11.9 3.7 5.9 5.6
Females
Kvinder
1985 5.6 4.6 . . 4.9 6.7 7.1
1990 55 - . . 55 5.7 49
1995 7.5 95 . 115 4.5 45 6.3
1996 7.3 - 192.0 11.1 4.5 4.0 55

Source: See Table 4.28

Kilde:  Se tabel 4.28
I: Icelandic Tuberculosis Register
I: Islands tuberkuloseregister
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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 4.33 Patients discharged after treatment for injuries incurred in accidents,
per 100,000 inhabitants, by place of accident 1996
Udskrivninger fra sygehuse efter behandling for skader padraget ved ulykker,
pr. 100.000 indbyggere efter ulykkessted 1996

Denmark  Finland”  Iceland Norway  Sweden

Place of occurrence
Sted

Transport area
Transportomrade 237 190 . 207

Residential area
Boligomrade 419 486 . 365

Industrial and workshop area
Produktions- og veerkstedsomrade 44 44 . 19

Retail, commercial and service area
Butiks-, handels- og liberalt 13
erhvervsomrade 15 13

School, public premises and

institutional area

Skole-, offentligt administrations-

og institutionsomrade 58 84 - 96
Sports area

Idreets- og sportsomrade 77 72 . 72

Amusement, entertainment and
park areas 19 30 12
Forlystelses- og parkomrade

Open countryside

Fri natur 49 38 . 35

Sea, lake and river

Hav- og sgomrade 7 5 . 10

Place, other and unspecified

Sted, andet og uspecificeret eller uoplyst 117 788 . 131

Total

| alt 1,041 1,749 . 960 2,049
1 Refers to 1995. 1 Vedrgrer 1995.

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 4.34 Patients discharged after treatment for injuries incurred in accidents,
per 100,000 inhabitants, by sex and age 1996
Udskrivninger fra sygehuse efter behandling for skader padraget ved ulykker,
pr. 100.000 indbyggere efter kgn og alder 1996

Denmark Finland”" Norway Sweden
M F M F M F M F

0-14 988 722 426 282 957 678 1,079 759
15-24 1,362 582 1,187 385 974 481 1,470 950
25-64 887 517 884 490 710 429 1,123 896
65+ 1,653 3,131 2,114 2,657 1,839 3,351 3,071 4,288
Total
| alt 1,066 1,017 968 804 930 989 1,449 1,553
1 Refers to 1995. 1 Vedrgrer 1995.

Source: D: Classification for Accident Monitoring, 2nd revised edition. Nordic Medico-Statistical Committee.
Kilde: ~ Copenhagen 1990
Other countries: ICD-9: EB00-E949

See Table 4.32
Se tabel 4.32
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CHAPTERV

MORTALITY AND CAUSES OF DEATH

Mortality and causes of death
Dadelighed og dodsarsager

Mortality statistics form the core of the
statistical system for disease assessment
in most countries. The quality of the sta-
tistics varies. It is therefore necessary
with studies covering a longer duration
of time in order to unveil real differences
between countries. On this basis, certain
conclusions may be drawn.

The infant mortality rate is approxi-
mately halved in all countries over the
last 20 years and is among the lowest in
the world for all countries, but there is,
however, some differences between the
countries. The reasons for this are multi-
factorial, but differences in the organiza-
tion of the antenatal and perinatal ser-
vices, and differences in smoking habits
during pregnancy are probably all of sig-
nificance.

In all countries, the mortality rate is
higher for men than for women in both
the age group 1-14 years and 15-24
years. This reflects partly that boys and
young men are probably more prone to
accidents than are girls and young
women and partly that there is a marked
difference in the suicide rate between the
sexes.

Deodsérsagsstatistik er kernen i de fleste
landes sygdomsstatistiksystemer. Stati-
stikkens kvalitet varierer, og det er derfor
neodvendigt med leengere tidsstudier for
med sikkerhed at kunne fastsla forskelle
landene imellem. Pa den baggrund kan
der drages en raekke konklusioner.

Spadbernsdedeligheden er omtrent hal-
veret i alle landene i lobet af de sidste 20
ar og ligger for alles vedkommende
blandt de laveste i verden, men der er
dog visse forskelle landene imellem. Ar-
sagerne til disse forskelle er multifakto-
rielle; men formentlig spiller forskelle 1
organiseringen af de ante- og perinatale
tilbud til gravide en rolle, ligesom forskel-
le i rygevaner under graviditeten gor det.

I alle landene er dedeligheden hgjere for
meend end for kvinder i savel alders-
gruppen 1-14 ar som aldersgruppen
15-24 ar. Dette afspejler dels, at drenge
og unge mend formentlig padrager sig
flere ulykker end piger og unge kvinder,
dels en markant forskel i selvmordsraten
kennene imellem.
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Concerning suicides, it is a well known
fact that the practice for coding “Sui-
cide” and “Injury caused by accident or
purposely inflicted” differs from one
country to another. Some caution should
therefore be shown when making com-
parisons.

Denmark and Greenland have the high-
est overall mortality from cancer in the
Nordic countries. There is no obvious
overall trend in cancer mortality for
Denmark, Norway and Iceland, although
a slight decrease in age groups below 55
years can be observed in all three coun-
tries. In Sweden, cancer mortality has
decreased in most age groups. In Fin-
land, a decrease is seen among males be-
low the age of 75, which corresponds to
the dramatic decrease in the incidence of
Iung cancer. Among Finnish females, a
decrease is also observed, but it is less
dramatic.

Death-caused cardiovascular diseases
have in general decreased. For deaths
caused by AIDS, the highest rates are
found in Denmark and the lowest in
Finland and Iceland.

124

Med hensyn til selvmord er det velkendt,
at der er forskellig praksis i de nordiske
lande med hensyn til brugen af dedsar-
sagsgrupperne for “selvmord” og “ska-
der forvoldt ved ulykke eller pafort med
forszet”. Der ber derfor udvises en vis
forsigtighed ved sammenligninger.

Danmark og Grenland har den hgjeste
dedelighed af kreeft i de nordiske lande.
Der er ikke nogen entydig udvikling 1
kreeftdedeligheden for Danmark, Norge
og Island, selvom der i alle tre lande kan
observeres en mindre nedgang i alders-
grupperne under 55 ar. I Sverige er
kreeftdodeligheden faldet i de fleste al-
dersgrupper. I Finland ses en nedgang
blandt mend under 75 ir, som korrelerer
med den store nedgang i forekomsten af
lungekreeft. Blandt finske kvinder ses og-
sa en nedgang, der dog er mindre.

Der har generelt set veeret et fald i dede-
ligheden af hjerte-karsygdomme i alle
landene for alle aldersgrupper. Nar det
geelder dedelighed af AIDS, findes de
hgjeste rater i Danmark og de laveste i
Finland og Island.



MORTALITY AND CAUSES OF DEATH

Table 5.1 Deaths by sex and age per 100,000 inhabitants 1985-1996

Dgde efter ken og alder pr. 100.000 indbyggere 1985-1996
Age Alder Total Under 1 year” 1-14 years  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 1,073 905 704 37 23 92 35 570 365 6,877 5,015
1990 1,222 1,137 868 641 32 21 71 32 529 346 6,969 5,232
1995 1,204 1,199 557 447 24 17 74 30 498 335 7,094 5714
1996 1,160 1,148 615 469 23 19 72 26 485 320 6,876 5,527
Faroe Islands
1992 905 747 484 683 36 19 53 - 399 143 6,427 4,636
1993 908 735 1,305 529 - 20 110 - 379 221 6,274 4,231
Greenland
1991 889 675 3,056 2,467 146 61 701 167 781 510 7,875 6,403
1995 942 795 1,805 3610 111 100 493 240 814 430 9,746 8,188
Finland
1985 1,053 924 662 579 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
Aland
1985 1,094 952 1,342 775 - 52 - 119 442 135 6,631 4,406
1990 941 894 - - - - 294 62 344 113 5368 4,211
1995 929 1,125 649 1,242 88 - 64 - 415 196 5,012 5,299
1996 1234 997 643 - - - 65 73 576 104 6,703 4,568
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 5,769 4,757
1995 733 705 717 488 38 47 85 29 298 203 5,493 4,702
1996 736 661 405 332 13 17 98 34 281 163 5,562 4,489
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
1996 1,082 982 452 358 23 13 68 26 346 204 6,152 4,746
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 5,942 4,631
1996 1,075 1,048 401 362 15 12 48 23 336 205 5915 4,700

1 Iceland: Per 100,000 live births.

Source: The national registers for causes of death
Kilde:  De nationale dgdsdrsagsregistre.

1

Island: Pr. 100.000 levendefadte.
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Table 5.2 Age-standardized rates (ESP) for the most frequent causes of death
Aldersstandardiserede rater (ESP) for de hyppigste dgdsarsager

Cause of death”
Dadsarsag"

Per 100,000 inhabitants
Pr. 100.000 indbyggere

Denmark

1995

Faroe  Greenland  Finland Aland Iceland ~ Norway  Sweden
Islands

1993 1993 1995 1995 1995 1995 1996

[23-28]
Cardiovascular
diseases, total
Hjerte-karsyg-
domme, i alt
Males Mend
Females Kvinder

[3-15]

Cancer, total
Cancer, i alt
Males Mend
Females Kvinder

[46-52]
Accidents, suicide
and self-inflicted
injury, total
Ulykker, selvmord
og villet egen-
skade, i alt

Males Mend
Females Kvinder

[1-52]

All causes of
death

Alle dgdsarsager
Males Mend
Females Kvinder

350.7
357.6

256.8
256.6

70.7
448

978.8
985.3

481.9 7253 447.9 319.5 352.6 373.8 351.7
393.8 599.9 430.0 412.4 346.2 355.7 360.9

196.8 314.4 210.3 171.7 190.8 217.5 183.0
227.0 548.2 172.1 205.1 224.9 197.8 182.9

77.7 210.9 121.7 46.5 79.2 60.8 53.5
31.8 118.8 44.8 - 40.9 33.5 28.8

901.1 1,700.4 986.7 740.8 770.9 877.3 757.5
816.1 1,885.5 865.1 796.2 867.5 830.0 769.1

1 Numbers in brackets refer to the Nordic abbreviated 1 Tallene i parentes modsvarer Nordisk forkortet dgds-
list for causes of death, cf. Appendix 4. arsagsliste, jf. Bilag 4.

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

Source: See Appendix 4

Kilde:  Se Bilag 4
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Table 5.3 Death rates from malignant neoplasms per 100,000 males by age
1986-1996

MORTALITY AND CAUSES OF DEATH

Dgdeligheden af ondartede svulster pr. 100.000 meend efter alder 1986-1996

Denmark  Faroe Greenland Finland ~ Aland Iceland  Norway  Sweden
Islands

Age Alder
0-14 1986-90 35 8.5 3.4 - 3.7 4.9 3.8
1991-95 4.4 - 3.4 - - 2.9 34
1996 3.6 34
15-34 1986-90 11.0 9.9 8.0 5.8 12.1 8.5 7.7
1991-95 8.4 15.1 7.3 - 7.0 7.8 7.9
1996 8.8 6.2
35-44 1986-90 41.7 45.9 32.1 39.9 36.3 335 28.6
1991-95 37.0 41.4 28.4 52.4 28.8 30.3 26.5
1996 41.2 25.8
45-54  1986-90 155.8 193.4 122.1 85.6 110.9 124.2 103.0
1991-95 145.7 202.7 110.0 103.7 104.6 119.5 98.6
1996 150.6 95.0
55-64 1986-90 548.1 861.3 451.6 341.1 374.5 421.4 352.0
1991-95 514.3 682.4 392.5 278.7 345.0 404.9 339.1
1996 481.4 3249
65-74 1986-90 1,276.8 2,125.1 1,100.9  1,048.2 948.9 1,007.9 879.8
1991-95 1,284.9 1.993.3 1,025.1  1,014.6 947.7 1,005.8 887.7
1996 1,255.0 854.9
75+ 1986-90 2,369.8 2,376.6 2,150.6 1,962.2 2,1000 2,116.6 1,885.9
1991-95 2,451.4 3.277.2 2,151.0 1,696.6 19353 2,183.8 1,871.7
1996 2,447,8 1,896.4

The table covers HFA Statistical Indicator 10.1

Source:

Kilde:

The national registers for causes of death. ICD-8: 140-209; ICD-9: 140-208; ICD-10: CO0-C97, D45.9
De nationale dgdsarsagsregistre. ICD-8: 140-209; ICD-9: 140-208; ICD-10: C00-C97, D45.9
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Table 5.4 Death rates from malignant neoplasms per 100,000 females by age

1986-1996
Dgdeligheden af ondartede svulster pr. 100.000 kvinder efter alder 1986-1996
Denmark  Faroe Greenland Finland ~ Aland Iceland  Norway  Sweden
Islands

Age Alder
0-14 1986-90 3.7 . 3.0 3.2 - 3.2 3.4 3.4
1991-95 3.7 “ - 2.7 7.5 0.6 2.8 2.9
1996 3.5 . . . . . . 2.0
15-34 1986-90 9.3 . 17.4 8.4 5.8 6.3 7.6 7.2
1991-95 8.4 . 4.3 6.7 5.0 6.7 7.4 7.0
1996 8.6 . . . . . . 6.9
35-44 1986-90 59.0 - 89.3 37.6 54.0 55.0 48.7 46.5
1991-95 57.0 . 89.2 36.7 42.3 43.2 48.9 40.1
1996 51.5 . . . . . . 34.4
45-54 1986-90 201.0 . 327.2 116.9 118.3 176.2 145.3 133.0
1991-95 188.8 . 263.1 114.3 108.6 182.4 137.9 126.2
1996 183.3 . . . . . . 123.7
55-64 1986-90 488.5 . 758.2 263.3 360.6 420.6 332.7 309.5
1991-95 476.9 . 844.9 252.8 270.5 389.8 320.2 307.6
1996 464.0 . . . . . 305.3
65-74 1986-90 804.9 . 874.6 539.5 580.3 644.3 572.7 580.3
1991-95 872.6 . 1,448.3 524.7 426.4 646.7 596.5 595.0
1996 882.6 . . . . . . 599.0
75+ 1986-90 1,379.1 .- 1,325.5 1,146.0 1,151.8 1,177.7  1,138.6 1,084.4
1991-95 1.411.2 . 1,615.9 1,106.1 1,105.0 12263 1,121.6 1,063.7
1996 1,357.2 . . . . . . 1,069.5

The table covers HFA Statistical Indicator 10.1

Source: See Table 5.3
Kilde:  Se tabel 5.3
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Table 5.5 Death rates from cardiovascular diseases per 100,000 males by age

1986-1996

Dgdeligheden af hjerte-karsygdomme pr. 100.000 meend efter alder 1986-1996

Denmark Greenland Finland ~ Aland Iceland  Norway  Sweden
Age Alder
0-34 1986-90 3.2 8.4 5.9 . 1.9 3.7 4.0
1991-95 3.0 9.9 5.0 2.9 2.6 3.3 3.7
1996 2.8 3.0
35-44 1986-90 40.7 75.2 75.6 . 25.7 35.7 30.4
1991-95 31.9 57.9 63.2 26.2 20.5 329 29.7
1996 27.1 25.8
45-54  1986-90 177.6 255.8 292.0 . 163.6 190.5 147.9
1991-95 127.3 180.8 209.8 188.5 125.6 133.6 115.0
1996 117.6 115.0
55-64 1986-90 652.8 640.1 909.4 . 541.2 687.3 583.1
1991-95 522.7 641.0 709.2 528.1 431.7 518.0 466.8
1996 428.0 377.3
65-74 1986-90 1,780.9 2,246.5 2,311.3 . 1,409.1 1,857.4 1,754.7
1991-95 1,610.4 1,682.5 1,926.2 1,388.4 1,321.7 1,601.6 1,485.2
1996 1,402.0 1,326.5
75+ 1986-90 5,904.7 7,404.0 6,085.8 . 5300.0 5,672.0 6,063.6
1991-95 5,602.6 8,680.2 5893.4 4,120.2 5,223.6 52805 5,636.5
1996 4,938.9 5,334.1
Source: The national registers for causes of death. ICD-8: 390-458; ICD-9: 390-459; ICD-10: C45.9, 101-152,
Kilde: M30.0, M30.1, M30.8, M31.3, M31.5, M31.6, M31.8, R02.9, R58.9

De nationale dgdsarsagsregistre. ICD-8: 390-458; ICD-9: 390-459; ICD-10: C45.9, 101-152, M30.0,

M30.1, M30.8, M31.3, M31.5, M31.6, M31.8, R02.9, R58.9
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Table 5.6 Death rates from cardiovascular diseases per 100,000 females by age

1986-1996
Dgdeligheden af hjerte-karsygdomme pr. 100.000 kvinder efter alder
1986-1996
Denmark Greenland Finland Aland Iceland  Norway  Sweden
Age Alder
0-34 1986-90 2.2 7.1 3.0 1.7 2.2
1991-95 2.5 6.0 2.7 - 2.0 2.0
1996 2.2 2.4
35-44 1986-90 15.8 63.8 18.9 . 8.7 13.2 12.8
1991-95 15.7 61.3 15.8 254 8.6 9.0 11.4
1996 15.0 11.7
45-54  1986-90 61.3 163.6 61.0 . 41.8 43.4 42.8
1991-95 449 82.2 46.4 21.7 30.9 35.3 37.5
1996 42.0 35.7
55-64 1986-90 234.5 300.7 254.3 177.5 193.7 172.6
1991-95 208.0 410.4 178.5 90.2 121.0 156.7 149.5
1996 164.0 122.7
65-74 1986-90 820.1 1,351.7 1,086.3 . 669.6 778.4 7413
1991-95 774.4 1,357.8 845.3 4549 570.7 684.1 629.6
1996 674.2 1. 578.1
75+ 1986-90 4,692.3 5,498.3 5,045.8 4,266.6 4,358.6 4,772.0
1991-95 4,568.8 6.232,7 49123 3,854.6 4,043.6 4,131.3 4,464.4
1996 3,951.9 4,251.2
Source: See Table 5.5
Kilde:  Se tabel 5.5
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Table 5.7 Deaths caused by AIDS, in total and per 100,000 inhabitants 1986-1996
Dgdsfald som fglge af AIDS, i alt og pr. 100.000 indbyggere 1986-1996

Denmark  Faroe  Greenland Finland”  Aland  Iceland Norway Sweden
Islands
Number
Antal
1986-90 81 0 . 9 0.2 2 24 86
1991-95 217 1 2 25 0.6 4 56 145
1996 162 . . 26 . 1 42 103
Per 100,000
inhabitants
Pr. 100.000
indbyggere
1986-90 1.6 0 . 0.2 0.8 0.7 0.6 1.0
1991-95 4.2 1.4 0.7 0.5 2.4 1.5 1.3 1.6
1996 3.1 . . 0.5 . 0.4 1.0 1.2
1 Excluding foreigners. 1 Eksklusive udleendinge.
Note: Figures for notified cases of AIDS, Anm.: Vedr. opggrelser over anmeldte tilfeelde af AIDS
please see Chapter IV, Table 4.27. henvises til Kapitel IV, tabel 4.27.

Source: D:Sundhedsstyrelsen; Fl: Landsleeknin; G: Embedsleegeinstitutionen; F & A: Statistikcentralen;
Kilde:  I: Landlaeknisembaettid; N: Statens Institutt for Folkehelse; S: Smittskyddsinstitutet
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Figure 5.1 Deaths caused by AIDS 1986-1996
Dgdsfald som falge af AIDS 1986-1996

Per 100,000 inhabitants
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Table 5.8 Suicides per 100,000 inhabitants by sex and age 1985-1996
Selvmord pr. 100.000 indbyggere efter kgn og alder 1985-1996

Total Males Maend Total Females Kvinder

lalt  10-19 20-24  25-64 65+ lalt  10-19  20-24  25-64 65+

Denmark

1985 39.8 6.5 22.1 45.7 67.3 23.1 2.4 1.3 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 53 16.7 29.1 48.9 12.7 0.7 3.3 12.5 24.6
1996 27.9 4.7 17.4 29.2 49.4 1.1 1.4 2.2 12.1 17.8
Faroe Islands

1986-90

1991-95

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
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
Norway

1985 20.8 9.3 27.8 28.5 22.3 7.4 2.5 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 11.1
1995 19.1 12.9 24.6 22.4 28.8 6.2 3.9 5.1 8.1 7.4
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 2.5 6.1 13.7 14.5
1995 215 5.8 16.2 27.4 35.1 9.3 2.0 6.6 11.5 14.2
1996 20.0 4.4 15.1 25.6 328 8.5 2.0 5.7 10.8 12.6
1 Age groups 15-19, 20-24, 25-64 and 65+ years. 1 Aldersgrupperne 15-19, 20-24, 25-64 og 65+ ar.

The table covers HFA Statistical Indicator 12.1

Source: The national registers for causes of death. ICD-8: E950-E959; ICD-9: E950-E959: ICD-10: X60-X84
Kilde:  De nationale dgdsarsagsregistre. ICD-8: E950-E959; ICD-9: E950-E959; ICD-10: X60-X84
G: Embedsleaegeinstitutionen
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Table 5.9 Deaths in accidents per 100,000 inhabitants by sex and age 1985-1996
Dgdsfald i ulykker pr. 100.000 indbyggere efter kgn og alder 1985-1996

Total Males Maend Total Females Kvinder

lalt  10-19 20-24  25-64 65+ lalt  10-19  20-24  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 11.5 177.9
1995 51.2 7.3 42.7 33.2 200.0 43.3 3.4 8.5 12.8 196.9
1996 47.2 8.8 37.0 33.0 175.9 38.3 3.8 7.7 10.6 177.8
Faroe Islands

1986-90 23.4 110.3 61.3 117.6 10.8 42.2 5.9 68.2
1991-95

Greenland

1986-90 1399 101.2 131.5 157.6 253.2 48.8 9.9 129 62.6 138.9
1991-95 99.0 55.3 111.5 110.6 256.2 40.4 37.5 18.9 33.0 123.1
Finland

1985 66.4 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 86.7 210.1 353 5.7 18.5 18.2 133.3
1995 72.6 7.0 33.2 81.7 194.2 32.0 3.6 7.4 16.3 125.5
Aland

1986-90 57.8 62.7 46.1 64.1 89.6 36.1 55.1 - 9.9 124.3
1991-95 48.8 - 46.9 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
Norway

1985 59.8 13.2 54.0 49.2 178.7 393 8.1 11.3 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
Sweden

1985 41.0 21,4 41.0 32.7 115.8 25.6 9.0 7.1 9.0 98.5
1990 41.2 22.1 34.4 31.2 124.3 26.5 9.3 11.8 8.4 99.4
1995 33.0 9.8 25.6 243 110.5 22.2 5.1 5.9 6.7 87.0
1996 329 10.4 20.9 22.9 117.4 22.2 3.0 5.7 7.5 87.1

The table partly covers HFA Statistical Indicator 11.1

Source: The national registers for causes of death. ICD-8: E800-E949; ICD-9: E800-E949; ICD-10: Y10-Y35, Y87.2
Kilde:  De nationale dgdsérsagsregistre. ICD-8: E800-E949; ICD-9: EB00-E949; ICD-10: Y10-Y35, Y87.2
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CHAPTER VI

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 ending with a description of the
use of medicine.

Health care expenditure

During recent decades, the expenditures
on the health services have grown much
more rapidly than the gross domestic
product (GDP), but have now started to
fall again and so has the expenditure
share of the GDP.

It is characteristic for all Nordic
countries, however, that the health ser-
vices in recent years have undergone ra-
tionalization and efficiency-promoting
processes, and that new methods of
treatment have come into use. These ini-
tiatives have contributed to reducing the
length of hospital stays, and in recent
years a fall in health care expenditures
can be detected.

The reduction of the Swedish rates after
1990 are also due to the fact that the care
for the elderly and disabled was trans-

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 en belysning af sundhedsperso-
nalet, kapacitet og ydelser i sygehusvese-
net. Til slut omtales leegemiddelforbru-
get.

Sundhedsudgifter

Udgifterne til sundhedsvesenet er i de
seneste artier vokset betydeligt hurtigere
end bruttonationalproduktet (BNDP),
men er nu igen begyndt at falde, og det
samme gaelder udgifternes andel af BNP.

Det er dog karakteristisk for alle nordiske
lande, at sundhedsvasenet i de senere ar
har gennemgéet rationaliserings- og ef-
fektiviseringsprocesser, og at der er taget
nye behandlingsformer i brug. Disse til-
tag har veeret medvirkende til at reducere
liggetiden ved hospitalerne, og i de sene-
re ar kan der spores et fald i sundheds-
udgifterne.

Faldet i de svenske udgifter efter 1990
skyldes blandt andet, at udgifterne til al-
dre og handicappede er flyttet fra syge-

135



RESOURCES

ferred from the hospital sector to the
municipal social services for the elderly
and disabled.

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
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 addition, both Denmark and Norway
have started to use SNA-93 when calcu-
lating GDP which has partly meant an
overall increase in GDP as well as certain
changes to what is included as health
Costs.
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hussektoren til kommunernes sociale ser-
vice for @ldre og handicappede.

Det er dog forbundet med en raekke 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-
le forskelle pa de enkelte landes sund-
hedsvaesener, hvilket blandt andet inde-
bearer forskelle i, hvad der medregnes
som sundhedsudgifter.

Dertil kommer, at baide Danmark og
Norge nu er gaet over til at anvende
SNA-93 ved opgerelsen af BNP hvilket
dels har medfert en samlet stigning i
BNP samt visse aendringer i det som
medtages som sundhedsudgifter.
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Table 6.1 Health care expenditure (million KR/FIM) 1995
Udgifter til sundheds- og sygepleje (mio. KR/FIM) 1995

Denmark Faroe Greenland  Finland Aland Iceland Norway” Sweden
Islands

DKK DKK DKK FIM FIM ISK NOK SEK

Public con-

sumption

Offentligt

konsum 49,701 458 591 30,255 204 29,908 49,642 75,321

Hospital

care

Sygehus-

vaesenet 36,882 302 230 15,335 114 21,286 35,672 56,491

General

medical and

health care

Almindelig

sundheds-

tjeneste 11,033 145 321 13,747 84 8,030 13,037 14,311

Dental care
Tandpleje 1,786 1 36 1,173 6 592 933 4,519

Private con-

sumption

Privat

konsum 12,177 44 . 10,635 . 5,892 14,511 21,162

Total con-

sumption

Samlet

konsum 61,878 502 591 40,890 204 35,800 64,153 117,262

Investments
Investeringer 2,017 22 45 1,174 18 1,334 3,559 5,764

Total health

care expendi-

ture

Samlede

udgifter til

sundheds-

og sygepleje 63,895 524 632 42064 222 37,135 67,712 123,026

The table covers HFA Statistical Indicator 34.1
1 Refers to 1994. 1 Vedrgrer 1994.

Source: D Danmarks Statistik; Fl: Feergernes Statistik; G: Embedslaegeinstitutionen; F: Folkpensionsanstalten;
Kilde:  A:Landskapsstyrelsen |: Det gkonomiske Institut; N: Statistisk sentralbyra; S: Statistiska centralbyran &
Landstingsforbundet
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Table 6.2 Health care expenditure per capita and as percentage of GDP 1985-

1995
Udgifter til sundheds- og sygepleje pr. indbygger og i pct. af BNP 1985-1995
Denmark  Faroe  Greenland  Finland Aland Iceland Norway” Sweden
Islands

Total expenditure
per capita KR/FIM
Samlede udgifter
pr. indbygger KR/FIM 12,221 11,500 11,340 8,208 8,809 138,885 15,614 13,921
Total expenditure
per capita in
PPP-Euro
Samlede udgifter pr.
indbygger i KKP-Euro 1,255 1,181 1,642 1,170 1,256 1,473 1,451 1,263
GDP (million KR/FIM)
BNP (mio. KR/FIM) 1,011,329 5,000 7,074 549,863 3,770 435,063 867,563 1,649,922
Expenditure as
percentage of GDP
Udgifter i pct. af BNP
1985 - . 9.5 7.3 5.0 7.3 6.7 9.0
1990 6.5 8.2 8.8 8.0 5.6 8.0 7.7 8.8
1993 6.9 10.3 9.1 8.4 6.7 8.3 8.1 7.9
1994 6.6 10.7 8.8 7.9 6.3 8.1 7.8 7.7
1995 6.2 10.5 8.9 7.7 5.9 8.2 7.5

1 Refers to 1994.

Source: OECD: Health Care Systems in Transition
Kilde: ~ D: Danmarks Stgtistik; Fl: Hagstova Feroya; G: Grenlands Statistik; F: Folkpensionsanstalten og Stati-
stikcentralen; A: Landskapstyrelsen; |: Det gkonomiske Institut; N: Statistisk sentralbyra;

S: Statistiska centralbyran

See Table 6.1
Se tabel 6.1
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Figure 6.1 Health care expenditure as percentage of GDP 1985-1995
Udgifter til sundheds- og sygepleje i pct. af BNP 1985-1995
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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,
NOMESCO has converted the number
of physicians, nurses, assistant nurses,
midwives, and physiotherapists into
‘man-years’. The calculation shows the
total ‘man-years’ and the number of
‘man-years’ for employees at the hospi-
tals. As a source for this task, the public
salary ledgers have been used.

Between the countries, there are signifi-
cant differences in staff load, both in to-
tal and within the individual categories of
staff.

As regards the use of home help, the reg-
istration has become difficult since
Denmark operates with integrated
schemes where the staff that carries out
nursing and care within nursing and pro-
tected homes also perform home help.
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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 foretaget en omregning af antal lae-
ger, sygeplejersker, sygehjelpere, jorde-
medre og fysioterapeuter til arsvaerk. Be-
regningen viser dels drsveerk i alt, dels
antal arsveerk for ansatte ved sygehuse.
Som kildegrundlag til dette er der hoved-
sagelig anvendt de offentlige lenregnska-
ber.

Der er betydelige forskelle i personale-
forbruget, bade totalt set og inden for de
enkelte personalekategorier mellem lan-
dene.

Nar det geelder brugen af hjemmehjeelpe-
re er opgorelsen blevet vanskelig, idet
man blandt andet i Danmark arbejder
med integrerede ordninger hvor det per-
sonale som forestdr pleje-og omsorgen pa
plejeafdelinger/i beskyttede boliger ogsa
yder hjemmehjelp.
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Table 6.3 Active health personnel in total calculated as ‘man-years’ 1996
Erhvervsaktivt sundhedspersonale i alt omregnet til arsveerk 1996

Denmark”  Faroe  Greenland Finland®  Aland Iceland® Norway  Sweden
Islands

Physicians
Leeger 15,1924) 85 68 14,579 56 797 10,536 23,810
Dentists
Tandleeger 4,629 39 25 4,796 19 273 3,701 7,643
Qualified nurses
Sygeplejersker 36,924 401 182 62,574 211 1,579 38,460 71,922
Qualified
auxiliary nurses
Sygehjalpere 36,928 107 216 34,994 134 1,032 35690 65274
Midwives
Jordemadre 1,032 19 11 3,895 7 146 1,283 9
Physiotherapists
Fysioterapeuter 4,6005) 36 8 8,531 17 218 4,626 7.318
Total
| alt 99,215 687 510 129,369 494 4,045 94,296 175,967

Refers to 1995.

Personal under the age of 63.

1
2
3 Refers to 1994.
4

Refers to 1994. Number of physicians whose main
occupation is more than 1872 hours per week.

5 Estimated.

6 Incl. under Qualified nurses.

The table covers HFA Statistical Indicators 27.3

1 Vedrgrer 1995.

2 Personale under 63 ar.

3 Vedrgrer 1994.

4 Vedrgrer 1994. Viser antal leeger med en hovedbe-
skeeftigelse pa over 182 time pr. uge.

Skennet.

6 Inkl. under Sygeplejersker.

o

Source: D Sundhedsstyrelsen; Fl: Sjukrahusstjorin; G: Embedsleegeinstitutionen; F: STAKES;
Kilde:  A:Landskapstyrelsen; I: Landleeknisembaettid; N: Statistisk sentralbyra og Statens helsetilsyn;
S: Landstingsforbundet, Svenska Kommunférbundet, Statens Arbetsgivarverk & Riksforsakringsverket
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Table 6.4 Active health personnel employed in hospitals calculated as ‘man-years'

1996
Erhvervsaktivt sundhedspersonale ansat ved sygehuse omregnet til &rsveerk
1996
Denmark”  Faroe  Greenland Finland® Of which Iceland® Norway  Sweden
Islands® Aland
Physicians
Leeger 9,316 51 68 6,210 36 518 6,177
Dentists
Tandleeger 44 1 25 39 -
Qualified nurses
Sygeplejersker 26,168 209 182 . 133 1,015 20,149
Qualified
auxiliary nurses
Sygehjeelpere 13,924 29 216 . 98 609 6,519
Midwives
Jordemadre 163 13 11 . 6 88 1,057
Physiotherapists
Fysioterapeuter 1,650 12 8 . 7 61 876
Total
I alt 51,265 315 510 . 280 2,291 34,778
1 Refers to 1995. 1 Vedrgrer 1995.
2 Comprises only the main hospital. 2 Omfatter kun hovedsygehuset.
3 Based upon questionnaire data. 3 Oplysningerne stammer fra en enqueteundersggelse.
4 Refers to 1994. 4 Vedrgrer 1994.
5 Estimated. 5 Skegnnet.

The table covers HFA Statistical Indicators 27.3

Source: F: Finske Lakerférbund og Finska Tandlakerforbund
Kilde:

See Table 6.3
Se tabel 6.3
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Table 6.5 Active health personnel in total per 100,000 inhabitants calculated as
‘'man-years' 1996
Erhvervsaktivt sundhedspersonale i alt pr. 100.000 indbyggere omregnet til ars-
veerk 1996
Denmark”  Faroe  Greenland  Finland Aland Iceland® Norway  Sweden
Islands
Physicians 3
Leeger 290 194 121 284 222 299 240 269
Dentists
Tandleeger 88 89 50 93 75 102 84 86
Qualified nurses
Sygeplejersker 706 917 327 1,219 836 591 878 813
Qualified
auxiliary nurses
Sygehjeelpere 706 245 388 681 729 387 815 738
Midwives
Jordemgdre 20 43 20 75 28 55 29 A
Physiotherapists
Fysioterapeuter 88 82 14 116 67 82 106 83
Total
| alt 1,898 1,570 920 2,520 1,958 1,515 2,152 1,990

1 Refers to 1995.

2 Refers to 1994.

3 Refers to 1994. Number of physicians whose main
occupation is more than 182 hours per week.

4 Incl. under Qualified nurses.

The table covers HFA Statistical Indicators 27.3

Source: See Table 6.3
Kilde:  Se tabel 6.3

Vedrgrer 1995.
Vedrgrer 1994.

Vedrgrer 1994. Viser antal leeger med en hovedbe-
skeeftigelse pa over 1872 time pr. uge.
Inkl. under Sygeplejersker.

143



RESOURCES

Table 6.6 Active health personnel employed in hospitals per 100,000 inhabitants
calculated as ‘man-years’ 1996
Erhvervsaktivt sundhedspersonale ansat ved sygehuse pr. 100.000 indbyggere
omregnet til arsveerk 1996

Denmark”  Faroe  Greenland  Finland Of which Iceland® Norway  Sweden
Islands® Aland

Physicians
Leeger 178 119 121 121 142 194 141
Dentists
Tandleeger 1 2 50 1 -
Qualified nurses
Sygeplejersker 500 500 327 . 526 380 460
Qualified
auxiliary nurses
Sygehjeelpere 266 100 388 . 388 228 149
Midwives
Jordemgdre 3 100 20 . 24 33 24
Physiotherapists
Fysioterapeuter 329 100 14 . 27 23 20
Total
| alt 980 800 920 . 1,108 858 794
1 Refers to 1995. 1 Vedrgrer 1995.
2 Comprises only the main hospital. 2 Omfatter kun hovedsygehuset.
3 Refers to 1994. 3 Vedrgrer 1994.
4 Estimated. 4 Skennet.

The table covers HFA Statistical Indicators 27.3

Source: See Table 6.3
Kilde:  Se tabel 6.3
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Table 6.7 Working physicians by specialist group 1996
Erhvervsaktive leeger efter beskeeftigelsesomrade 1996

Denmark"  Faroe Greenland Finland Of which Iceland® Norway3) Sweden”
Islands Aland

Physicians, total
Leeger i alt 15,102 85 67 13,287 56 797 12,988 27,500

of which:  heraf:

Hospital health service
Sygehuse 8,889 57 65 6,210 36 522 6,923 18,000

Non-hospital

health service

Sundhedsvaesen

uden for sygehuse 4,615 28 - 7,077 20 225 4,107 9,500

of which:  heraf:
General practitioners

Alment praktiserende
leeger 3,729 26 - 3,872 17 170 3,374 5,000

Practising specialists
Praktiserende

specialleeger 886 1 - 1,037 2 55 733 2,000
Administrative medicine

Administrativ medicin 220 1 2 288 1 16 444

Medical research,

education, etc.
Medicinsk forskning,

undervisning m.m. 809 - - 1,188 - 34 598 500
Other medical work
Andet medicinsk arbejde 569 - - 898 - . 916 2,000
1 Number of physicians whose main occupation is 1 Antal leeger med en hovedbeskeeftigelse pa over 1872
more than 182 hours per week in 1994. time pr.uge i 1994.
2 Refres to 1994. 2 Vedrgrer 1994.
3 Members of the Norwegian Medical Association as 3 Medlemmer af Den norske lzegeforening pr. 6. maj
per May 6 1997. 1997.
4 Refers to 1997. Members of the Swedish Medical As- 4 Vedrgrer 1997. Medlemmer af Sveriges Lakarforbund
sociation as per January 1 1997. pr. 1. januar 1998.

Source: D: Sundhedsstyrelsen; Fl: Landslaeknin; G: Direktoratet for Sundhed, Milje og Forskning; F: STAKES;
Kilde:  A:Landskapsldkaren; I: Landleeknisembeettio; N: Norsk Legeforening; S: Sveriges Lakarforbund
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Table 6.8 Home helpers 1996
Hjemmehjeelpere 1996

Denmark  Faroe  Finland  Aland  Iceland" Norway  Sweden
Islands

Number of home helpers

(estimated ‘man-years’)

Antal hjemmehjelpere

(&rsveerk) . 225 . 85 613 9,936

Full-time employed
Fuldtidsansatte . - 13,700 73 270 3,067

Part-time employed
Deltidsansatte . 350 . 22 1,100 13,910

1 As per December 1996. 1 Pr. december 1996.

Source: D:Danmarks Statistik; Fl: Landsleeknin; F: STAKES; I: Hagstofa islands; N: Statistisk sentralbrya;
Kilde:  S: Statistiska centralbyran

Figure 6.2 Inhabitants per working physician 1985-1996
Indbyggere pr. erhvervsaktiv lzege 1985-1996
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Figure 6.3 Inhabitants per working dentist 1985-1996
Indbyggere pr. erhvervsaktiv tandleege 1985-1996
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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. In Norway the number
of hospitals have not been reduced dur-
ing recent years, but the existing hospi-
tals 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 countries.

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 treatment.
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Kapacitet og ydelser
1 sygehusvaesenet

Det er et kendetegn ved de nordiske lan-
des sygehusvasen, at man i en arrekke
har nedlagt sygehuse, og ressourcerne er
blevet samlet pa feerre enheder, og oftest
med en arbejdsdeling pa de mest specia-
liserede omrader. 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 tem-

po.

I Grenland, Finland og Island er struktu-
ren dog lidt anderledes, idet der til sund-
hedscentrene er knyttet et antal senge-
pladser, som i tabellerne er rubriceret
under andre hospitaler. En del af disse
sengepladser er dog plejepladser, som i
de andre lande findes ved alderdoms- og
plejehjemmene. Dette medforer, iser for
Finland og Islands vedkommende, at
man far et betydeligt storre antal senge-
pladser i forhold til befolkningen, end i
de andre lande.

I tabellerne over sygehuse er der foreta-
get en opdeling, sdledes at man kan folge
udviklingen i de forskellige typer sygehu-
se.

Almindelige sygehuse er sygehuse med
flere specialer og beskaeftiger sig i hoved-
sagen med somatisk korttidsbehandling,
men inkluderer ogsé korttidspsykiatrisk
behandling.



The section on ‘Specialized hospitals’ in-
cludes 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 nursing
and/or long-term treatment at health cen-
tres with mixed medical and surgical
wards.

The hospital beds are divided into medi-
cal, surgical, psychiatric and other treat-
ment. It is clear that above all Finland
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 treatment
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 surgery
has been included with out-patient
treatment. Within psychiatric treatment
there has been some development to-
wards more out-patient treatment forms,
for which reason the number of psychiat-
ric patients admitted has been reduced.
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Under rubrikken ‘Specialsygehuse’, er

der opregnet sygehuse, som kun har et
enkelt speciale inden for den somatiske
behandling.

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 helse-
centrene med blandede medicinske og ki-
rurgiske afdelinger.

Sengepladserne ved sygehusene er for-
delt pa medicin, kirurgi, psykiatri og an-
det. Det fremgar klart, at det forst og
fremmest er Finland og Island som un-
der rubrikken ‘Andet’ medregner aktivi-
teter, som ikke medtages af de ovrige
lande.

Tabellerne over udskrivninger og gen-
nemsnitlig liggetid omfatter indlagte pa-
tienter ved almindelige sygehuse og spe-
cialsygehuse. Denne afgrensning er fore-
taget for at fremme sammenlignelighe-
den 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 i antallet
af gennemferte operationer, hvilket bl.a.
skyldes overgangen til dagkirurgi. Dagki-
rurgi er medtaget sammen med den am-
bulante behandling. Inden for den psyki-
atriske behandling har der veeret en ud-
vikling hen imod mere ambulante be-
handlingsformer, hvorfor antallet af ind-
lagte psykiatriske patienter er blevet re-
duceret.
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Table 6.9 Number of hospitals by number of beds 1996
Sygehuse efter antal sengepladser 1996

Denmark  Faroe  Greenland  Finland Aland  Iceland” Norway  Sweden
Islands

Ordinary hospitals
Almindelige sygehuse
-199 33 3 1 39 1 4 44 38
200-499 23 - 18 - 1 18 24
500-799 4 - 6 - 1 3 20
800+ 8 - 5 - - 3 9
Total 1alt 68 3 1 68 1 6 68 91
Specialized hospitals -
Specialsygehuse
-199 13 - 12 - - 7 9
200-499 1 - - - 1 -
500-799 - - - - - - -
800+ - - - - - - -
Total |alt 14 - 14 - - 8 9
Psychiatric hospitals
Psykiatriske sygehuse
-199 10 - 50 1 - 18 3
200-499 1 - 10 - - 1 2
500-799 1 - 1 - - - -
800+ - - - - - - -
Total |alt 12 - 61 1 - 19 5
Other hospitals
Andre sygehuse
-199 - - 16 278 1 19 36 3
200-499 - - 10 - - - -
500-799 - - - - - - -
800+ - - - - - - -
Total 1alt - - 16 288 1 19 36 3
Hospitals, total
Sygehuse, i alt 94 3 17 416 3 25 131 108

1 Refers to 1995

Note: Ordinary hospitals are hospitals which mainly
treat patients with somatic diseases. Specialized hospi-
tals 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 can-
not be categorized in the above, e.g. the Finnish health
centres.

1 Vedrgrer 1995

Anmcerkning: Ved almindelige sygehuse forstas sygehu-
se, som overvejende behandler somatiske patienter. Spe-
cialsygehuse er sygehuse med kun ét speciale. Til psy-
kiatriske sygehuse henregnes sygehuse, der udelukkende
behandler psykiatriske patienter (dog ekskl. psykiatriske
plejehjem). Andre sygehuse omfatter langtidsmedicinske
sygehuse og sygehuse, der ikke kan kategoriseres i oven-
stdende, fx de finske halsovardscentraler.

Source: D:Sundhedsstyrelsen; Fl: Sjukrahustjérin; G: Embedsleegeinstitutionen; F: STAKES; A: Landskaps-

Kilde:
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lakaren; I: Heilbrigdis- og tryggingamalaraduneytid; N: Statistisk sentralbyra; S: Landstingsforbundet



RESOURCES

Figure 6.4 Number of ordinary hospitals by number of beds 1990 and 1996
Antal almindelige sygehuse fordelt efter antal senge 1990 og 1996
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Table 6.10 Authorized hospital beds by speciality 1996
Normerede sengepladser ved sygehuse efter specialer 1996

Denmark  Faroe  Greenland Finland™  Aland  Iceland™? Norway  Sweden
Islands

Number
Antal
Medicine
Medicin 11,706 135 36 9,706 70 586 6,529 20,296
Surgery
Kirurgi 8,998 74 54 7,803 46 417 6,928 10,586
Psychiatry
Psykiatri 4,262 64 18 6,629 35 315 3,013 6,255
Other
Andet - - 336 22,159 98 1,114 1,095 -
Total
I alt 24,966 273 444 47,297 249 2432 17,565 37,137
Beds per 100,000
inhabitants
Sengepladser pr.
100.000 indbyggere
Medicine
Medicin 222 314 65 190 277 157 149 229
Surgery
Kirurgi 170 172 96 153 182 156 158 120
Psychiatry
Psykiatri 81 149 32 130 138 118 69 71
Other
Andet - - 601 455 388 479 25 -
Total
| alt 473 635 794 929 986 910 401 420

1 Refers to 1995.

2 Calculated from bed-days and a 90 per cent occupa-

tional rate. Beds in mixed medicine and surgery

wards at small hospitals are included under "Medi-
cine". "Other" consists of beds in geriatric wards, for
rehabilitation, and long-term care in hospitals (incl.

ordinary hospitals).

Source: D, Fl, G, f\, | and N: See Table 6.9

Kilde: D, FI, G, A, I og N: Se tabel 6.9

S: Socialstyrelsen & Landstingsforbundet
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Vedrgrer 1995.
Beregnet pd basis af sengedage og en belaegnings-
procent pa 90. Under "Medicin” medregnes senge i
blandede medicinske og kirurgiske afdelinger ved de
sma sygehuse. "Andet" omfatter sengepladser i geri-
atri, genoptreening og langtidspleje pa hospitaler
(inkl. almindelige hospitaler).
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Table 6.11 Discharges, bed-days and average length of stay at wards in ordinary

hospitals and specialized hospitals 1996

Udskrivninger, sengedage og gennemsnitlig liggetid pa afdelinger ved almin-
delige sygehuse og specialsygehuse 1996

Denmark  Faroe  Finland  Aland  Iceland'® Norway —Sweden
Islands

Discharges per 1,000 inhabitants
Udskrivninger pr. 1.000
indbyggere
Medicine Medicin 89 83 90 123 93 76 77
Surgery Kirurgi 101 102 118 124 88 87 75
Psychiatry Psykiatri 4 10 9 1 7 4 9
Total | alt 194 195 218 258 195 167 170
Bed-days per 1,000 inhabitants
Sengedage pr. 1.000
indbyggere
Medicine Medicin 675 634 648 812 636 475 430
Surgery Kirurgi 485 447 444 547 433 453 364
Psychiatry Psykiatri 128 574 446 363 381 222 242
Total | alt 1,288 1,656 1,542 1,722 1,786 1,150 1.211
Average length of stay
Gennemsnitlig liggetid
Medicine Medicin 8 8 7 7 7 6 5
Surgery Kirurgi 5 4 4 4 5 5 6
Psychiatry Psykiatri 32 57 49 33 52 51 26
Total | alt 7 8 7 7 9 7 7
1 Refers to 1995. 1 Vedrgrer 1995.

2 Incl. patients who have been admitted in small hospi- 2
tals for less than 90 days. The total comprises reha-
bilitation, geriatrics and long-term care in ordinary
hospitals.

Source: D, Fl, G, A | and N: See Table 6.9
Kilde: D, Fl, G, A, | og N: Se tabel 6.9
S: Socialstyrelsen

Inkl. patienter, der har veeret indlagt ved sma sygehu-
se i mindre end 90 dage. | sumtotalerne medregnes
revalidering, geriatri og langtidspleje ved almindelige

sygehuse.
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Table 6.12 Discharges from hospitals* by sex and age, per 1,000 inhabitants in the
age group 1996
Udskrivninger fra sygehuse™ efter kgn og alder, pr. 1.000 indbyggere i alders-
gruppen 1996

23)

Denmark Faroe Finland Aland Iceland Norway Sweden
Islands"

Age Alder

Males

Meend

0-14 130 117 143 212 106 94 88

15-44 85 81 101 98 71 64 70

45-64 175 201 221 214 175 141 157

65-69 355 253 428 411 385 283 325

70-74 452 316 575 569 476 366 428

75-79 544 412 707 661 659 444 532

80+ 635 426 747 850 828 522 675

Total

| alt 166 147 191 218 146 130 156

Females

Kvinder

0-14 96 99 111 172 92 73 69

15-44 207 251 193 210 214 155 148

45-64 169 185 211 238 199 134 143

65-69 280 210 323 347 302 218 249

70-74 341 303 421 429 402 277 333

75-79 400 348 516 615 500 333 418

80+ 512 335 575 655 629 408 553

Total

| alt 211 208 228 270 211 164 183

1 Comprises only the main hospital. 1 Omfatter kun hovedsygehuset.

2 Refers to 1994. 2 Vedrgrer 1994.

3 Wards in specialized hospitals excl. psychiatry, rena- 3 Afdelinger ved specialiserede sygehuse eksl. psykiatri,
bilitation, geriatrics and nursing wards + small hospi- ~ genoptraning, geriatri og sygepleje + sma hospitaler.
tals, though only discharges for bed-days under 90 Dog kun udskrivninger ved indleeggelsestider pa min-
days. dre end 90 dage.

*Definition, see Table 4.7
* Definition, se tabel 4.7

Source: D, Fl, G, F, | and N: See Table 6.9
Kilde: D, Fl, G, F, 1 og N: Se tabel 6.9
A: STAKES; S: Socialstyrelsen
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Table 6.13 Bed-days in hospitals* by sex and age, per 1,000 inhabitants in the age

group 1996

Sengedage pa sygehuse* efter kgn og alder, pr. 1.000 indbyggere i aldersgrup-

pen 1996

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

Age Alder

Males

Meend

0-14 465 273 424 515 530 421 311

15-44 346 808 360 374 260 283 490

45-64 1,027 1,093 1,093 1,088 1,019 881 1,004

65-69 2,511 2,302 2,625 2,821 2910 2,146 2,302

70-74 3,467 3,000 3,997 4,301 4,135 2,971 3,302

75-79 4,452 4,611 5,472 4,502 5,983 3,769 4,208

80+ 5,896 4,946 7,079 8,116 8,938 4,546 6,243

Total

| alt 982 937 985 1,181 936 835 1,088

Females

Kvinder

0-14 377 247 348 547 475 343 260

15-44 754 1,144 657 768 859 701 707

45-64 1,.003 1177 926 1,052 1,131 875 930

65-69 2,204 1,470 1,933 2,506 2,394 1,758 1,841

70-74 3,049 3,181 2,810 3,391 3,835 2,449 2,774

75-79 4,068 3,284 3,933 5,448 5,771 3,067 3,690

80+ 5,931 4,163 6,296 5,282 7,711 3,990 5,462

Total

| alt 1,299 1,224 1,201 1,458 1,298 1,070 1,252

1 Comprises only the main hospital. 1 Omfatter kun hovedsygehuset.

2 Refers to 1994. 2 Vedrgrer 1994.

3 Wards in specialized hospitals excl. psychiatry, rena- 3 Afdelinger ved specialiserede sygehuse eksl. psykiatri,
bilitation, geriatrics and nursing wards + small hospi- ~ genoptraning, geriatri og sygepleje + sma hospitaler.
tals, though only discharges for bed-days under 90 Dog kun udskrivninger ved indleeggelsestider pa min-
days. dre end 90 dage.

*Definition, see Table 4.7
* Definition, se tabel 4.7

Source: D, Fl, G, F, | and N: See Table 6.9
Kilde: D, Fl, G,, | og N: Se tabel 6.9
A: STAKES; S: Socialstyrelsen
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Pharmaceutical products

Sales statistics are usually presented us-
ing the ATC (Anatomical Therapeutic
Chemical) classification and using the
DDD (Defined daily dose) per 1,000 in-
habitants per day for measurement.
Common Nordic statistics on medicines
is published by NLLN (Nordic Council
on Medicines) and further information is
available in national publications (see
references).

Al10A4, A10B: Insulins and Oral
blood glucose lowering drugs

The total consumption of all antidiabetic
medicines is slightly increasing in all
Nordic countries.

The countries can be divided into three
categories by the level of sales of antidia-
betics, both insulins and oral drugs. Fin-
land and Sweden have the highest fig-
ures, Norway and Denmark intermedi-
ate, and Iceland the lowest. This has
been the case as long as the sales figures
have been available, i.e. since the 1970’s.
The variations in the occurrence of dia-
betes explain about half of the differ-
ences in the sales of medicines, and the
rest is due mainly to therapeutic tradi-
tions.

C10: Serumblipidreducing
agents

Sales of serumlipidreducing agents is
rapidly increasing in all Nordic coun-
tries. Sales are low in terms of DDDs,
but as the group includes expensive
drugs, the rise in costs is dramatic.
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Laegemidler

Leaegemiddelstatistik publiceres normalt
ved anvendelse af ATC (Anatomical
Therapeutic Chemical) til klassificering
af leegemidler med brug af DDD (Defi-
nerede Dogndoser) pr. 1.000 indbyggere
pr. dag som maleenhed. Nordisk leege-
middelstatistik sammenstilles og publice-
res af NLN (Nordiska likemedelsnimn-
den). Yderligere information kan fas i
nationale publikationer (se referencerne).

A10A4, A10B: Insuliner og
Perorale antidiabetika

Det samlede forbrug af diabetesleegemid-
ler stiger noget i alle de nordiske lande.

Landene kan opdeles i tre grupper med
hensyn til niveauet pa salget af antidiabe-
tika, bade insuliner og perorale midler.
Finland og Sverige har de hgjeste tal, Is-
land de laveste med Norge og Danmark i
en mellemgruppe. Dette har veret tilfeel-
det lige sa leenge salgsstatistik har eksiste-
ret, dvs. tilbage til 1970’erne. Variatio-
nerne i forekomsten af diabetes forklarer
ca. halvdelen af forskellen, den resteren-
de del skal hovedsagelig findes i de tera-
peutiske traditioner.

C10: Blodlipidregulerende
nudler

Salget af blodlipidregulerende midler
vokser hurtigt i de nordiske lande. Selv-
om salgstallene er smé, udtrykt i DDD,
bliver udgiftsstigningen dramatisk, da de
leegemidler, som indgdr i denne gruppe
er dyre.



CO01A4, C01D: Cardiac glyco-
stdes and vasodilators used in
cardiac diseases

There are persisting differences between
the countries in the use of cardiac (digi-
talis) glycosides, CO1A.

ATC-group C01D, Vasodilators used in
cardiac diseases, includes the sales of
vasodilators such as glyceryl nitrate (ni-
tro-glycerine) and other nitrates. The in-
creasing use is mostly due to develop-
ment of new dosage forms for these
drugs (transdermal ointments, plasters
and slow-release formulations), which
have broadened the spectrum of usage.

C03, C07, CO8, CO9A:
Diuretics, Beta-blocking

agents, Calcium-channel
blockers, and ACE-inhibitors

These drug groups are all to a large ex-
tent used in the treatment of hyperten-
sion, but they are also used against other
common conditions such as angina pec-
toris and cardiac failure. Therapy tradi-
tions vary markedly. In Denmark, for ex-
ample, there is a high relative use of diu-
retics while Norway has the highest rela-
tive use of other antihypertensives such
as calcium antagonists and ACE inhibi-
tors. The total use has increased with 2,5
to 12 per cent, but there is a shift to-
wards less use of diuretics and beta-
blockers and more use of other anti-
hypertensives. This has lead to a marked
increase in costs.
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CO01A4, C01D: Hjerteglykosider
og Koronar-terapeutika

Der er stadigveek store forskelle 1 anven-
delsen af hjerte-(digitalis-) glykosider,
CO01A, landene imellem.

ATC-gruppe C01D, kardilaterende mid-
ler, ved karsygdomme, omfatter salg af
karudvidende midler som glycerylnitrat
(nitroglycerin) og andre nitrater. Den
foregede udbredelse beror i hovedsagen
pa udviklingen af nye doseringsmader for
disse leegemidler (liniment, plastre og
depotpraparater), som har udvidet an-
vendelsesomradet.

C03, C07, C08, CO94: Diure-

tika, beta-receptorblokerende
mudler, Calctum-blokkere og
ACE-hemmere

Disse legemiddelgrupper anvendes i vid
udstraekning til behandling af for hejt
blodtryk, men anvendes ogsa til behand-
ling af andre almindelige sygdomme, sa-
som angina pectoris og hjertesvigt. Be-
handlingstraditionerne varierer betyde-
ligt. Fx er brugen af diuretika relativt ud-
bredt i Danmark, mens Norge relativt set
har det hojeste forbrug af andre hyper-
tensiva, sasom kalciumantagonister og
ACE-haemmere. Det samlede forbrug er
steget med 2,5 til 12 pct., men der en
tendens til at bruge feerre diuretika og be-
ta-receptblokerende midler og i stedet
bruge andre midler mod forhgjet blod-
tryk. Dette har medfert en betydelig ud-
giftsstigning.
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MO01A4, M03B, NO2B:
Analgesics

Medicines belonging to the groups
MO1A, M03B and NO2B are used in the
relief of various types of pain, including
headache, rheumatic disorders and ar-
throsis. For a long period there have
been big differences in the use of drugs
for pain relief in the Nordic countries.
Denmark has the highest consumption,
while Norway has the lowest. The pre-
scription of narcotic analgesics is limited
in all countries. The continuous increase
in the sales of analgesics may mainly be a
consequence of a high occurrence of
musculo-skeletal pain that has been re-
ported from all the Nordic countries.

NO5A4, NO5B, NO5C, N0O6A:
Psycholeptics and Psycho-
analeptics

The pattern and the level of utilization of
psycholeptics and psychoanaleptics in
the Nordic countries have differed for a
long period of time. The pattern is still
rather varying, e.g. Sweden has the low-
est consumption of benzodiazepines and
use other hypnotic drugs to a larger ex-
tent than the other countries.

The level of use of antipsychotics
(NOS5A) varies between the countries,
while that of antidepressants (NO6A) is
increasing. The new antidepressants, i.e.
Selective Serotonin Re-uptake Inhibitors
(SSRI), are the main reason for the in-
crease.
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MO1A, M03B, NO2B:
Smertestillende midler

Laegemidlerne i MO1A, M03B og N02B
anvendes til at behandle forskellige typer
smerte, sdsom hovedpine, reumatiske
smerter og ledsmerter. Der har leenge
veeret store forskelle i anvendelsen af dis-
se midler i de nordiske lande. Danmark
forbruger mest analgetika, mens Norge
forbruger mindst. Anvendelsen af narko-
tiske analgetika er begrenset i alle lande-
ne. Den stadige veekst i salget af analgeti-
ka kan for en stor dels vedkommende
skyldes den store hyppighed af smerter i
beveaegelsesapparatet der er registreret i
alle de nordiske lande.

NO5A, NO5B, NO5C, N06A:
Psykofarmaka og psyko-
analeptika

Der har leenge veret forskelle bade i ni-
veauet og i laegemiddelvalget inden for
gruppen i de nordiske lande. Anvendel-
sesmensteret er fortsat meget forskelligt.
Fx har Sverige det laveste forbrug af
benzodiazepiner og bruger andre hypno-
tika i storre udstreekning end andre lan-
de.

Forbruget af antipsykotisk medicin
(NOS5A) varierer, mens brugen af anti-
depressiva (NO6A) er stigende. Dette
skyldes hovedsagelig de nye antidepres-
siva sdsom serotonin re-uptake inhibito-
rer (SSRI).



R034, RO3B, RO3C+R03D,
R06: Antiasthmatics

The use of antiasthmatic drugs shows a
continuous increase in all the Nordic
countries. This applies to inhalants,
which are gaining ground as against
drugs for systemic use. The differences
in total consumption of antiasthmatics
between the countries are relatively
small. Regional differences within the
countries are, however, relatively large.

The increase in the consumption is due
to several inter-related factors. The oc-
currence of asthma seems to be increas-
ing, a growing proportion of asthmatic
patients are treated with medicines, and
medication has become more aggressive
than before.

JO01, J01A4, Jo1C, Jo1D, JO1F:
General anti-infectives for
systemic use

Average consumption of products in this
group in the Nordic countries can be
broken down roughly as follows:

Tetracyclines, betalactam antibacterials
and penicillins 75 per cent, sulfonamids
and trimethoprim 6-12 per cent, mac-
rolides and lincosamides 7-17 per cent
and others 2-9 per cent.

Interesting deviations from the average
include very low use of tetracyclines in
the Faroe Islands and Denmark, and that
the use of cephalosporins is extremely
high in Finland, nine times the average
for the other countries.

Concern has been expressed about the
rising incidence of multiple resistance to
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R03A4, RO3B, RO3C+R03D,
R06: Astmamudler

Brugen af leegemidler mod astma udviser
en kontinuerlig stigning i alle de nordiske
lande. Dette geelder inhalationsmidler,
der vinder terreen i forhold til legemidler
til systemisk brug. Forskellene mellem
landene i det samlede forbrug er relativt
smd. De regionale variationer inden for
de enkelte lande er dog forholdsvis store.

Stigningen i forbruget skyldes flere sam-
virkende faktorer. Forekomsten af astma
synes at veere stigende, en storre del af
astmapatienterne behandles med medi-
cin, og den medicinske behandling er
blevet mere aggressiv end tidligere.

JO01, JO1A4, Jo1C, JO1D, JO1F:
Midler mod infektions-
sygdomme (systemiske)

Det gennemsnitlige forbrug af denne ty-
pe medicin i de nordiske lande kan opde-
les som folger:

Tetracykliner, bredspektrede penicilliner
og beta-lactam udger 75 pct., sulfonamid
og trimethoprim 6-12 pct., makroliner 7-
17 pct. og andre praeparater 2-9 pct.

Nogle interessante afvigelser fra gennem-
snittet er, at forbruget af tetracyklin er
meget lille i Danmark og pa Faereerne,
mens forbruget af cefalosporiner er eks-
tremt hojt i Finland, svarende til ni gange
det gennemsnitlige forbrug i de andre
lande.

Der har veeret givet udtryk for bekymring
over for den voksende incidens af multi-
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antibiotics in some bacteria strains, espe-
cially since new products countering the
resistance are not under way. The reason
for this rising resistance has not been
clarified, but extensive use of antibiotics
is likely to be an important factor.

The consumption of medicines in
Greenland is distinguished from that of
the other countries by being low for cer-
tain groups of medicine, while it is high
for certain types of antibiotics. This is
due to the patterns of disease and the
huge geographical distances, which
partly mean that the patients’ access to
medicines is more difficult and partly
necessitates use of antibiotics on a
broader indication. Medicine is handed
out in connection with contacting the
health service. In addition medicines in
smaller quantities may be bought over
the counter for the prescribed treatment.

160

pel resistens/immunitet hos visse bakte-
riestammer over for antibiotika, iser da
der ikke synes at veere nye medikamenter
pa vej, som kan ophzve resistensen. Ar-
sagen til den stigende resistens/immuni-
tet er ikke Kklarlagt, men udstrakt brug af
antibiotika udger formentlig en vigtig
faktor.

Medicinforbruget i Gronland adskiller
sig fra de evrige landes ved i en raekke
medicingrupper at ligge lavt, hvorimod
det inden for visse typer antibiotika ligger
hejt. Dette skyldes forskelle i sygdoms-
menstret og de store geografiske afstan-
de, der dels bevirker, at patientens ad-
gang til medicin er vanskeligere, dels
neodvendigger anvendelse af antibiotika
pa en bredere indikation. Medicin udle-
veres i forbindelse med kontakt til sund-
hedsveesenet. Herudover kan der i min-
dre omfang kebes medicin i handkeb til
den foreskrevne behandling.
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Table 6.14 Insulins and oral blood glucose lowering drugs, DDD per 1,000 inhabi-

tants per day 1986-1996

Insulin og perorale antidiabetika, DDD pr. 1.000 indbyggere pr. dag 1986-1996

Denmark ~ Faroe  Greenland  Finland Aland  Iceland Norway Sweden

Islands
A10A
Insulins
Insulin
1986 6.3 2.9 6.9 . 3.6 5.7 10.7
1995 6.7 5.8 11.8 8.8 3.4 10.9 14.4
1996 7.1 6.0 12.7 9.9 3.4 11.5 14.9
A10B
Oral blood glu-
cose lowering
drugs
Perorale
antidiabetika
1986 6.1 2.2 . 13.7 . 3.6 5.7 10.9
1995 7.9Y 10.4 1.7 19.0 11.4 6.5 7.1 13.6
1996 8.4 10.3 2.5 20.4 11.3 6.8 7.9 16.6

1 Hospital sales not included.

1 Ekskl. salg til hospitaler.

Source: Table 6.14-6.22: Nordiska likemedelsndmnden (Nordic Council on Medicines): Nordic Statistics on

Kilde:  Medicines.

D: Medicinbrug i Danmark og Leegemiddelstyrelsen; Fl: Landsapotekarin;
G: Kebenhavns Amt, Centralapoteket; F & A: Likemedelsverket; |: Notkun lyfja og Sundheds- og
Socialforsikringsministeriet; N: Legemiddelforbruket i Norge og Norsk Medisinaldepot; S: Svensk ldke-

medelsstatistik og Apoteksbolaget AB

Table 6.15 Serumlipid-reducing agents, DDD per 1,000 inhabitants per day

1992-1996

Blodlipidregulerende midler, DDD pr. 1.000 indbyggere pr. dag 1992-1996

Denmark  Faroe  Greenland

Finland Aland  Iceland Norway Sweden

Islands
C10
Serumlipid-
reducing agents
Blodlipidregule-
rende midler
1992 1.4 0.3 . 2.9 . 3.8 3.0 3.9
1995 3.17 1.0 0.0 5.7 0.7 6.2 1.1 7.8
1996 4.4 1.7 1.0 8.5 3.6 9.1 18.4 12.6

1 Hospital sales not included.

1 Ekskl. salg til hospitaler.
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Table 6.16 Cardiac glycosides and vasodilators used in cardiac diseases, DDD per
1,000 inhabitants per day 1990-1996
Hjerteglykosider og koronar-terapeutika, DDD pr. 1.000 indbyggere pr. dag

1990-1996
Denmark"  Faroe  Greenland  Finland Aland  Iceland Norway Sweden
Islands

CO1A
Cardiac
glycosides
Hjerteglykosider
1990 9.6 10.5 . 24.1 . 6.1 10.4 16.5
1995 9.0 14.5 2.6 15.7 16.1 5.8 8.2 12.9
1996 8.8 12.6 29 14.4 15.6 5.6 7.9 13.8
Co1D
Vasodilators
used in cardiac
diseases
Koronar-
terapeutika
1990 7.5 13.4 . 24.9 . 13.8 16.5 19.3
1995 10.5 24.3 1.8 26.3 23.0 14.5 20.1 23.5
1996 11.0 24.0 1.6 26.0 23.3 14.7 20.5 26.7
1 Hospital sales not included. 1 Ekskl. salg til hospitaler.
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Table 6.17 Diuretics, beta-blocking agents, calcium-channel blockers and ACE in-
hibitors, DDD per 1,000 inhabitants per day 1990/92-1996
Diuretika, beta-receptorblokerende midler, calcium-blokkere og ACE-
heemmere, DDD pr. 1.000 indbyggere pr. dag 1990/92-1996

Denmark"  Faroe  Greenland  Finland Aland  Iceland Norway Sweden
Islands

Co3

Diuretics

Diuretika

1990 105.2 71.2 . 63.9 . 56.4 41.0 85.3
1995 102.0 90.6 27.4 62.6 34.5 56.8 41.9 83.2
1996 100.2 89.5 33.0 62.2 50.2 58.0 41.4 88.4

co7

Betablocking

agents

Beta-receptor-

blokerende

midler

1992 12.6 22.7 . 35.9 . 35.2 23.1 36.6
1995 15.5 315 7.5 43.3 345 343 25.6 36.3
1996 16.0 31.7 7.3 46.6 38.0 35.0 26.7 40.7

Cco8

Calcium-chan-

nel blockers

Calcium-

blokkere

1992 18.5 20.0 . 25.9 . 17.4 23.5 25.7
1995 28.2 38.6 0.0 31.0 24.0 21.3 33.9 32.1
1996 30.1 42.3 6.1 31.4 27.4 229 35.2 35.8

C09A

ACE inhibitors,

plain

ACE-ha@mmere,

enkelte

1992 7.7 9.1 . 28.1 . 22.1 22.5 18.5
1995 22.2 22.2 . 35.6 28.2 26.5 38.8 30.1
1996 22.1 27.0 8.7 38.2 32.2 26.1 34.2 35.8

1 Hospital sales not included. 1 Ekskl. salg til hospitaler.
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Table 6.18 Analgesics, DDD per 1,000 inhabitants per day 1990/92-1996
Smertestillende midler, DDD pr. 1.000 indbyggere pr. dag 1990/92-1996

Denmark"  Faroe  Greenland  Finland Aland  Iceland Norway Sweden
Islands

MO1A

Antiinflam-

matory and an-

tirheumatic

products, non-

steroids

Non-steroide

antiinflamma-

toriske stoffer

1990 22.1 22.0 . 45.3 . 34.1 20.0 25.7
1995 29.8 29.0 17.1 54.6 31.2 36.7 24.5 30.6
1996 30.2 24.0 17.9 54.4 34.8 39.8 25.6 34.8

MO03B

Muscle relax-

ants, centrally

acting agents

Centralt

virkende

preeparater

1990 1.1 0.7 . 2.1 . 3.4 4.8 5.3
1995 1.4 0.7 0.8 2.4 2.1 3.1 3.2 3.2
1996 1.4 0.8 1.1 2.5 2.4 2.5 2.3

NO2B

Other analge-

sics and antipy-

retics

Andre analge-

tika og antipy-

retika

1992 79.2 50.7 . 22,5 . 31.0 36.2 52.7
1995 61.7 41.2 30.7 18.1 25.9 31.5 25.7 42.5
1996 66.8 38.1 33.2 18.2 . 315 24.3 44.2

1 Hospital sales not included. 1 Ekskl. salg til hospitaler.
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Table 6.19 Psycholeptics and psychoanaleptics, DDD per 1,000 inhabitants per day
1986/90-1996
Psykofarmaka og psykoanaleptika, DDD pr. 1.000 indbyggere pr. dag 1986/90-

1996
Denmark"  Faroe  Greenland  Finland Aland  Iceland Norway Sweden
Islands

NO5A
Antipsychotics
Neuroleptika
1986 10.1 4.3 . 16.4 8.4 10.2 11.0
1995 6.6 8.2 9.4 15.2 9.4 8.3 8.7 8.7
1996 6.7 8.2 10.6 15.1 9.7 8.3 8.4 9.1
NO5B
Anxiolytics
Beroligende
midler, atarak-
tika
1986 38.4 13.7 . 24.2 . 26.1 24.1 23.4
1995 26.6 20.0 52 28.9 9.8 23.0 18.9 171
1996 25.7 19.7 4.6 29.0 10.8 23.1 18.0 17.3
NO5C
Hypnotics and
sedatives
Hypnotika og
sedativa
1990 55.7 43.8 . 35.1 . 38.5 42.0 39.0
1995 44.5 43.6 5.1 39.5 20.3 41.2 26.0 40.2
1996 39.0 38.0 4.6 40.8 271 44.4 26.9 43.7
NO5CD03
Flunitrazepam
Flunitrazepam
1990 15.9 . 12.0 16.7 15.1
1995 14.7 0.4 22,5 13.4 13.7
1996 6.7 0.3 239 12.2
NOGA
Antidepressants
Antidepressiva
1986 9.2 2.3 . 5.3 . 14.8 9.3 8.0
1995 18.4 10.8 3.9 20.3 9.5 33.0 22,5 27.4
1996 20.5 12.3 5.1 23.5 15.9 38.8 30.9 34.4
NO6ABO3
Fluoxetine
Fluoxetin
1990 0.2 . 0.5 . 2.8 . -
1995 3.7 0.3 4.4 1.0 11.8 0.1 0.5
1996 4.0 0.3 5.3 1.3 13.8 1.3

1 Hospital sales not included.

1 Ekskl. salg til hospitaler.
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Table 6.20 Antiasthmatics, DDD per 1,000 inhabitants per day 1990-1996
Astmamidler, DDD pr. 1.000 indbyggere pr. dag 1990-1996

Denmark”  Faroe  Greenland ~ Finland ~ Aland  Iceland Norway Sweden
Islands

RO3A

Adrenergics,

inhalants

Adrenerge midler

til inhalation

1990 20.9 13.1 . 16.2 . 19.7 22.1 26.8
1995 26.1 14.6 10.0 15.6 15.4 20.4 26.1 29.0
1996 26.6 15.3 10.4 16.6 14.8 21.2 27.5 36.8

R0O3B

Other anti-

asthmatics,

inhalants

Andre

astmamidler

til inhalation

1990 8.5 2.1 . 14.3 . 10.1 1.1 12.1
1995 19.6 8.4 5.8 20.7 21.3 18.6 23.7 28.7
1996 21.0 10.2 6.0 22.6 23.6 19.7 24.8 42.0

R0O3C+R03D

Systemic anti-

asthmatics

Astmamidler til

systemisk brug

1990 17.4 7.0 . 11.8 . 9.8 10.1 12.1
1995 12.5 4.6 6.1 6.8 8.1 49 7.1 6.5
1996 11.2 3.7 4.8 5.9 . 4.2 6.4 6.9

1 Hospital sales not included. 1 Ekskl. salg til hospitaler.
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Table 6.21 Antihistamines, DDD per 1,000 inhabitants per day 1990-1996
Antihistaminer, DDD pr. 1.000 indbyggere pr. dag 1990-1996

Denmark"  Faroe  Greenland  Finland Aland  Iceland Norway Sweden

Islands

RO6

Antihistamines

for systemic use

Antihistaminer

til systemisk

brug

1990 8.0 10.1

1995 10.7 11.0 2.7
1996 11.2 1.1 2.4

8.2 . 15.6 22.1 15.0
12.5 12.2 19.4 32.8 20.0
14.3 15.4 21.9 334 21.0

1 Hospital sales not included.

1 Ekskl. salg til hospitaler.
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Table 6.22 General anti-infectives for systemic use, DDD per 1,000 inhabitants per

day 1990/92-1996
Midler mod infektionssygdomme (systemiske), DDD pr. 1.000 indbyggere pr.
dag 1990/92-1996

Denmark”

Faroe
Islands

Greenland  Finland

Aland

Iceland  Norway Sweden

Jo1
Antibacterials
for systemic use
Antibiotika til
systemisk brug
1990

1995

1996

JO1A
Tetracyclines
Tetracykliner
1990
1995
1996

Jo1C
Beta-lactam
antibacterials,
penicillins
Ampicillin og
penicillin m/
gget effekt pa
gram-negative
stave

1990

1995

1996

JO1CA
Penicillins with
extended spec-
trum
Penicilliner med
gget effekt pa
gram-negative
stave

1992

1995

1996

168

10.8
12.7
1.3

_—_
— o =

6.4
7.8
73

3.1
2.8

14.5
15.8
14.1

0.8
1.2
0.9

8.7
10.6
9.3

3.5
3.3
2.6

18.4
15.9

3.1
23

10.5
9.5

4.2
4.1

20.8
21.3
20.8

5.5
5.6
5.7

6.6
7.0
6.7

2.1
3.4
3.5

17.4
18.0

3.9
3.9

9.6
9.0

3.8
43

23.2
20.7
21.8

5.5
5.2
5.4

11.2
10.4
10.9

4.4
4.8

14.0
15.6
14.5

4.0
4.1
3.7

6.1
7.3
7.0

1.4
1.7
1.7

16.9
17.3
15.9

3.6
3.7
3.5

9.2
8.7
8.0

1.6
1.4
1.2

... continued
... fortseettes
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Denmark”

Faroe
Islands

Greenland  Finland

Aland

Iceland  Norway Sweden

JO1CE
Beta-lacta-
mase-sensitive
penicillins
Betalactamase
sensitive peni-
cilliner

1992

1995

1996

JO1CF
Beta-lacta-
mase-resistant
penicillins
Betalactama-
seresistente
penicilliner
1992

1995

1996

JO1DA
Cephalosporins
and related
substances
Cefalosporiner
og besleegtede
preeparater
1990

1995

1996

JO1F
Macrolides and
lincosamides
Makrolider og
lincosamider
1990

1995

1996

4.3
4.6

0.2
0.3

0.1
0.0

1.8
2.1
1.9

7.4

6.2

0.6
0.4
0.4

0.1
0.2
0.2

3.4
2.2
2.2

5.7
4.8

0.6

0.1
0.2

2.2
2.8

3.6

2.9

0.1
0.1

1.8
3.0
2.8

2.6
2.0
2.1

43
4.1

0.5
0.4

1.3
1.3

0.8
1.2

3.8
3.7
3.7

0.4
0.4
0.4

2.3
1.5
1.9

5.0 6.8
5.4 5.8
5.1

0.2 1.4
0.2 13

0.3 0.6
0.4 1.0
0.4 1.0

1.3 1.7
1.6 1.3
1.5 1.2

1 Hospital sales not included.

Ekskl. salg til hospitaler.
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SECTION B

Patients, Diagnoses and Activities in General Practice
in the Nordic countries

Pasienter, diagnoser og aktiviteter 1 allmennpraksis
1 de nordiske landene
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PATIENTS, DIAGNOSES AND ACTIVITIES IN GENERAL PRACTICE

ANDERS GRIMSMO, ERIK HAGMAN, ERIK FALKO® LORENTZEN,
LARS MATTHIESSEN, THORSTEIN NJALSSON

Patients, Diagnoses and Activities in General
Practice in the Nordic Countries
Pasienter, diagnoser og aktiviteter 1 allmennpraksis 1 de

nordiske landene

An attempt to make data from
computerised medical records
available for comparable statistics

Introduction

NOMESCO (Nordic Medico-Statistical
Committee) has pointed out that statis-
tics from primary health care in the Nor-
dic countries are inadequate and difficult
to compare'. Consequently, a seminar
was held in 1995 gathering representa-
tives from primary health care in the
Nordic countries. The participants dis-
cussed the possibilities of compiling in-
formation from computerised medical
records from primary health care in a
common Nordic project.

On the basis of the recommendations
from the seminar, NOMESCO set up a
project group to perform the following
tasks’:

e Prepare the basis for descriptive Nor-
dic health statistics, with data mainly
coming from the computerised re-
cords of general practitioners in pri-
mary health care.

e Analyse whether the data collected
are comparable.

o Initiate standardisation of basic data

Et forsok pa innsamling av
informasjon fra edb-journaler for
a lage sammenlignbar statistikk

Innledning

NOMESCO (Nordic Medico-Statistical
Committee) har papekt at statistikk fra
primerhelsetjenesten i de nordiske lan-
dene er mangelfull og lite sammenlign-
bar'. I 1995 ble det derfor avholdt et se-
minar med representanter fra primerhel-
setjenesten fra de nordiske landene. Del-
takerne dreftet mulighetene til 4 samle
inn informasjon fra edb-journalen i all-
mennpraksis i et felles nordisk prosjekt.

Basert pa anbefalingene fra seminaret
opprettet NOMESCO en prosjektgruppe
som ble gitt folgende arbeidsoppgaver’:

e Utarbeide grunnlaget for deskriptiv
nordisk helsestatistikk, hvor data for-
trinnsvis hentes fra edb-journalen i
allmennpraksis.

e Undersgke om de innsamlede dataene
er innbyrdes sammenlignbare.

o Initiere en standardisering av basis da-
tasett og terminologi i edb-journalen i
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sets and terminology for the data re-
cords in the Nordic countries.

e Prepare the basis for an analysis of
quantitative statistics and, if possible,
prepare suggestions for the compila-
tion of additional statistics.

Primary health care is often defined as
the basic level of care within the health
services: non-specialist care provided at
the first contact between individuals and
the health service. Even by using this
narrow definition of the primary health
care service, the project group soon dis-
covered that there is an incongruity be-
tween this definition and the role of gen-
eral practice in the Nordic countries.
Two major organisational circumstances
contribute to this:

1. People have, to varying degrees, di-
rect access (first contact) to specialist
health services in Finland, Iceland
and Sweden. In Denmark and Nor-
way people usually need a referral
from their general practitioner.

2. Infant check-ups, antenatal care,
check-ups, vaccinations, screenings
and family planning are to varying
degrees included in the tasks carried
out by general practitioners. In Swe-
den in particular, and in Norway,
many of these services are run sepa-
rately from general practice, although
general practitioners often participate.

An immediate conclusion would conse-
quently be that data from general prac-
tice in the Nordic countries are not com-
parable. In our approach, however, we
decided to include the differences that
we already knew of and put the questions
as follows: How do these organisational
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Norden.

e Skape grunnlag for en analyse av
kvantitativ statistikk og evt. gi forslag
til innsamling av supplerende sta-
tistikk.

Primeerhelsetjenesten blir ofte definert
som grunnmuren i helsetjenesten: ikke-
spesialiserte tjenester ved forste kontakt
mellom den enkelte og helsetjenesten.
Selv om dette er en snever definisjon av
primerhelsetjenesten, fant prosjektgrup-
pen raskt ut at allmennpraksis avviker fra
dette pa forskjellig vis i de nordiske lan-
dene. To vesentlige organisatoriske for-
hold bidrar til dette:

1. Innbyggerne har i varierende utstrek-
ning muligheter til direkte kontakt
(forste kontakt) med spesialist helse-
tjenesten 1 Finland, Island og Sverige.
I Danmark og Norge er det hovedre-
gelen at det foreligger en henvisning
fra en allmennlege.

2. Barnekontroller, svangerskapskontrol-
ler, helseundersokelser, vaksinasjoner,
screeningundersekelser og fami-
lieplanlegging inngar i ulik grad i van-
lig allmennpraksis. I Sverige mest,
men ogsa i Norge, er flere av disse
tjenestene adskilt fra allmennpraksis,
selv om det som oftest er allmennle-
ger som deltar i disse.

Pé bakgrunn av dette kunne en lettvint
konklusjon veert at allmennpraksis 1 de
nordiske landene ikke lar seg sammenlig-
ne. Vi valgte imidlertid en tilneerming der
vi bestemte oss for & ta med forskjellene
som vi visste var der og stilte isteden
sporsmalene slik: Hvordan virker disse
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differences affect the number of contacts
in and the contents of general practice,
and how can they best be illustrated
when comparing? Next, what difficulties
and limitations are revealed in a practical
attempt to collect data from computer-
ised records and what is needed to make
any additional or regular information ac-
cessible from general practice computer
systems? Consequently, the present re-
port is in two parts; we first present the
results of a practical experiment, and
then provide recommendations on the
basis thereof as to the development of a
system collecting data from general prac-
tice.

Material and method

The registration was carried out at the
beginning of 1997 and took four weeks.
On the basis of earlier studies, we calcu-
lated that a population of approximately
15,000 people would be needed in each
country to assess the variables we wanted
to look into. In this way, the number of
general practitioners participating would
also be large enough to rule out most of
the variations found between doctors’.

We would need a random sample of doc-
tors with a known patient population to
make sound national statistics of general
practice, but only general practitioners in
Denmark and Iceland have patient lists.
A random sample of doctors from
Finland, Norway and Sweden would
provide us with a material where the pa-
tient population would be difficult to
identify and estimate. In these countries,
the denominator has to be defined by
health centres or geographically, which is
possible only in some areas. Second best
to randomizing was then to select prac-

organisatoriske forskjellene inn pa antal-
let kontakter og innholdet i allmennprak-
sis, og hvordan kan man vise dette nar
man sammenligner? Deretter, hvilke van-
skeligheter og begrensninger foreligger
nar man skal forseke a trekke ut data fra
edb-journalen, og hva ber gjeres for at
evt. mer informasjon skal bli tilgjengelig
for rutinestatistikk fra allmennpraksis?
Denne rapporten er derfor todelt, hvor vi
forst presenterer resultatene fra et prak-
tisk forsek og sa pa bakgrunn av dette
kommer med anbefalinger for utviklin-
gen av et system for innsamling av data
fra allmennlegetjenesten.

Materiale og metode

Undersokelsen ble foretatt i begynnelsen
av 1997 og varte i 4 uker. P4 bakgrunn
av tidligere studier beregnet vi at vi
trengte et befolkningsgrunnlag pa om lag
15.000 innbyggere fra hvert land for a
studere de variablene som vi hadde valgt
ut. Dette skulle ogsa tilsi et stort nok an-
tall allmennleger til 4 utjevne variasjoner
mellom legene’.

Hyvis vi skulle ha laget representativ
nasjonal statistikk, matte vi ha trukket et
tilfeldig utvalg av leger med en kjent pa-
sientpopulasjon. Det er imidlertid bare i
Danmark og Island at legene har pasient-
lister. Et representativt utvalg av all-
mennleger fra Finland, Norge og Sverige
ville gi oss et materiale der befolk-
ningsnevneren ville veert ukjent eller van-
skelig & beregne. I disse landene kan man
bare definere avgrensede pasientpopu-
lasjoner i tilknytning til sterre helsesentre
eller geografisk i noen omrader av lande-
ne. Det nest beste var derfor a velge
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tices or areas strategically and not to in-  praksiser eller omrader strategisk og
clude any extremes as to health service unnga ytterligheter med hensyn til type
functions or population composition. allmennlegetjenester og befolknings-
“Typical” practices are difficult to define sammensetning. Praksiser som er “typi-
taking into account the variations within  ske” er vanskelig 4 definere nar man vet
each country. at variasjonene er store innen hvert land.

Table 1 Participating practices and doctors in the NOMESCO primary health care
study, including factors known ahead and believed to have major influences
on consultation rates and general practice activities

Denmark™  Finland? Iceland? Norway? Sweden®
General practitioners
Number posts 6 13 7 19 14
Population served 9,315 25,394 19,361 17,718 25,687
Wages
Fixed salary only 10
Fee for service + others 6 13 7 9 14
Patient charges
Adults - 50 FIM 700 ISK 78 NOK 120 SEK
Children - - 300 ISK - -
Practice organisation
Group practice 1 - - - -
Solo practice 4 - - - -
Health centre - 2 1 3 19
Doctors have patient
lists? Yes No Yes No No
Services included in gene-
ral practice (office hours)
Emergency ward/-room Yes Yes Yes Yes Yes
Infant check-ups Yes Yes Yes No No
Antenatal care Yes Yes Yes Partially No
Routine cervical smears Yes No Optional Yes No
Family planning Yes Yes No Yes No
Occupational health No Yes No No No
"Gatekeeper” to special-
ised services Yes No Partially Yes Partially
Doctors sick-leave certifi-
cate needed from day (4) (1) Variable 4 8

Six private practitioners on the island of Funen.

Three health centres with defined population - Tapiola, Hangd and Ekends hélsovardcentral.
One municipality - Horduvéllum.

Three municipalities - Surnadal, @rskog and @rsta.

One municipality - Arvika.

Three groups of physicians at the same health centre.

OO WN =
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Table 1 shows the final material. In
Denmark, 10 general practitioners were
recruited from the start, but four doctors
in one health centre had to be left out of
the comparison because of insufficient
registration of diagnoses. In Sweden, 2.5
doctors serving the chosen areas did not
participate. We have estimated a loss of
about 20 per cent of the patient contacts
in the Swedish material. In Finland, Ice-
land and Norway, all the general practi-
tioners in the chosen areas participated
to the end.

Table 1 also summarises important or-
ganisational factors that had been identi-
fied and which we assumed would be
important when interpreting the results.

Prior to the survey, we had thoroughly
examined which variables might be
common to and accessible from the
computer records in all the Nordic coun-
tries, and in which context comparable
data could be produced. We limited the
data collection to consultations in general
practice, i.e. patients seeing a doctor face
to face in the usual office hours".

Other types of contact, indirect contacts
as well as contacts with doctors on call
outside of office hours are not com-
pletely registered, as the computer re-
cords are not always used in these con-
nections. Due to lack of standardisation,
registration of activities had to be re-
stricted to taking a bloodtest — yes/no;
counting the number of referrals; pre-
scriptions; requests for x-ray; and
physiotherapy. Even such a coarse as-
sessment later proved to be difficult.

The computer records were unable to
distinguish between principal diagnoses
and associated diagnoses. Consequently,

Tabell 1 viser det endelige materialet. I
Danmark ble det opprinnelig rekruttert
10 allmennleger, men fire leger i et lege-
senter matte utelates i bearbeidelsen pa
grunn av utilstrekkelig registrering av di-
agnoser. I Sverige var det 2,5 privatprak-
tiserende leger i det utvalgte omradet
som ikke deltok. Vi beregnet at vi derved
ville miste 20 pst. av kontaktene i det
svenske materialet. I Finland, Island og
Norge deltok alle allmennlegene i de
utvalgte omradene.

Tabell 1 summerer ogsa opp viktige or-
ganisatoriske forhold, som vi hadde fatt
kartlagt og som vi antok ville bli viktig i
tolkningen av resultatene.

Forut for undersekelsen gikk vi noye
gjiennom hvilke data som kunne veere fel-
les og tilgjengelige 1 edb-journalene i alle
de nordiske landene, og i hvilken kon-
tekst dataene kunne vaere sammenlignba-
re. Vi begrenset datainnsamlingen til &
gjelde konsultasjoner i allmennpraksis,
dvs. pasientkontakter ansikt til ansikt
med legen i ordineer kontortid”.

Andre kontakttyper, indirekte kontakter
og kontakter pé legevakt, blir ufullstendig
registrert fordi edb-journalen ikke alltid
blir benyttet i disse sammenhengene.
Mangel pa standardisering forte til at vi
matte begrense registrering av tiltak i
allmennpraksis til tatt blodpreve — ja/nei
og telle antall henvisninger, resepter,
rontgen- og fysioterapirekvisisjoner. Selv
en slik grov tilneerming viste seg senere a
veere vanskelig nok.

Journalsystemene kunne ikke skille mel-
lom hoveddiagnose og bidiagnose. Vi in-
struerte derfor legene til a sette hoveddi-
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we instructed doctors to enter principal
diagnoses as first diagnoses. When proc-
essing the data, we only dealt with one
diagnosis per contact (principal diagno-
sis).

The general practitioners in Denmark
and Norway used the ICPC (Internatio-
nal Classification of Primary Care)’,
while in Sweden and Iceland they used
the ICD9 (International Classification of
Diseases)’. In Finland, one medical cen-
tre had developed its own code list of di-
agnoses, whereas the others used the
ICD9. To overcome this problem, we
aggregated the diagnoses into larger
groups. These groups were constructed
for the following purposes: 1) They
should to the highest possible degree be
mutually exclusive despite the fact that
the diagnostic procedure in general prac-
tice may often be uncertain. 2) They
were to represent groups recognisable by
general practitioners as being typical or
important in general practice, and 3)
They were to show some of the most
significant health services provided in
primary health care in addition to the
usual curative work (emergency room,
preventive measures/check-ups, and
family planning/antenatal care). This
categorising of diagnoses had been tested
and validated in an earlier study’.

The data collected in this project was or-
dinary information registered by general
practitioners in their computerised re-
cords when treating patients’. The doc-
tors were not asked to register any addi-
tional information for the purpose of the
project, just encouraged to make appro-
priate diagnoses at every patient contact.
Collection of data was done by either
copying databases within the records or
by using build-in report functions. None
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agnosen som forste diagnose. I bearbei-
delsen har vi kun forholdt oss til en diag-
nose per kontakt (hoveddiagnosen).

Allmennlegene som var med fra Dan-
mark og Norge, brukte ICPC (Interna-
tional Classification of Primary Care)’.
De svenske og islandske legene brukte
ICD9 (International Classification of Di-
seases)’. I Finland hadde et av lege-
sentrene utviklet sin egen liste med diag-
nosekoder, mens de andre brukte ICD9.
For & komme forbi dette problemet, ag-
gregerte vi diagnosene til storre grupper.
Disse gruppene ble konstruert med fel-
gende formal: 1) De skulle veere mest
mulig gjensidig utelukkende selv om den
diagnostiske prosessen i allmennpraksis i
seg selv ofte kan veere usikker. 2) De
skulle representere grupper som all-
mennleger gjenkjenner som typiske eller
viktige 1 allmennpraksis og 3) de skulle
vise de viktigste tjenestene som ytes i
primeerhelsetjenesten ved siden av vanlig
kurativt helsearbeid (oyeblikkelig hjelp,
forebyggende aktivite-
ter/helseundersekelser og familieplanleg-
ging-/svangerskapsomsorg). Denne
gruppeinndelingen hadde vert provd ut i
en tidligere undersokelse .

Dataene som ble samlet inn i dette
prosjektet, var vanlig informasjon som
allmennleger registerer i sin journal nar
de behandler pasienter’. Legene ble ikke
spurt om 4 registrere noe tillegg med
tanke pé prosjektet. De ble bare opp-
muntret til 4 sette diagnose ved hver pa-
sientkontakt. Innsamlingen av dataene
skjedde retrospektivt ved enten a ta kopi
av databaser i journalen eller ved & be-
nytte innlagte rapportfunksjoner. Ingen
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of the systems had pre-installed report
functions that were fully suited for this
project. Consequently, some of the na-
tional project leaders ended up by work-
ing hard to prepare the data for analysis.

The tables used in this project were de-
signed prior to the data collection. Each
country prepared its own data to be in-
cluded in the tables. Most tables describe
percentages or consultation rates with the
total population or contacting patients as
denominator. In one table, the results
have been standardised in respect of sex
and age to reveal any possible effects of
the population composition. We have di-
vided age into 10-year-groups, as this is
the common grouping in the population
statistics most easily accessible. We have
looked upon consultations as incidences
and calculated 95 per cent confidence in-
tervals in the population based tables.
This provides an estimate of the reliabil-
ity of the measuring, but the method of
choice does not give rise to an examina-
tion as to whether or not the differences
we found are statistically significant. The
interpretation of the results was done
jointly by the national project leaders.

Results

In all, 59 doctors participated. The total
study population counted 97,475 people.
12,774 people had 15,754 consultations
in a four-week-period. Table 1 shows the
number of doctors and people from each
country.

The percentage of the population con-
sulting a general practitioner in the
course of four weeks, the number of con-
sultations, and the consultation rate are
shown in Table 2. The number of con-

av systemene hadde ferdige rapport-
funksjoner som passet direkte til dette
prosjektet. Noen av de nasjonale pro-
sjektlederne endte derfor opp med et be-
tydelig arbeid for & klargjere dataene.

Tabellene som presenteres 1 denne un-
dersokelsen ble konstruert forut for da-
tainnsamlingen. Hvert land bearbeidet
sine egne data som skulle inn i tabellene.
De fleste tabellene beskriver andeler eller
kontaktrater med hele befolkningen eller
pasienter med kontakt som nevner. I én
tabell har vi standardisert resultatene for
kjonn og alder for 4 avslere eventuelle ef-
fekter av befolkningssammensetningen.
Alderen har vi delt i 10-arsgrupper fordi
det var den lettest tilgjengelige felles inn-
delingen i befolkningsstatistikken. Vi har
betraktet konsultasjoner som insidenser
og beregnet 95 pst. konfidensintervaller i
de populasjonsbaserte tabellene. Dette
gir et estimat av malingenes reliabilitet,
men utvalgsmetoden gir ikke grunnlag
for a teste om forskjellene vi finner, er
statistisk signifikante. Tolkningen av re-
sultatene ble gjort av de nasjonale
prosjektlederne sammen.

Resultater

T alt deltok 59 allmennleger. Undersekel-
sen omfattet totalt en befolkning pa
97.475 innbyggere. 12.774 personer
hadde 15.754 konsultasjoner i lopet av fi-
re uker. Tabell 1 viser en oversikt over
antall leger og innbyggere fra hvert land.

Andelen av befolkningen som konsulterte
sin allmennlege i lopet av fire uker, antal-
let konsultasjoner og konsultasjonsraten
er vist i tabell 2. Antallet konsultasjoner
var heyest i det danske materialet i alle
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sultations were highest for Denmark in
all columns. The number of consulta-

kolonner. De svenske tallene var like klart
lavest og bare 1/3 av det som vi fant

Table 2 The number of persons and percentage of the population with consultation

in general practice during four weeks and the number of consultations
(face to face in office hours)

Inhabitants Consultations
Study With Number of persons by ~ Total  Per 10,000 Per 100 with
population  consultation — number of consultations number  people  consultation
Number Per cent 1 2 3+

Denmark 9315 1,983 213 1512 335 136 2,696 2,894 136
Females 4,661 1,156 24.8 873 196 87 1,591 3,413 138
Males 4,654 827 17.8 639 139 49 1,105 2,374 134
0-9 years 1,282 267 20.8 210 45 12 338 2,637 127
10-19 » 1,029 165 16.0 133 23 9 208 2,021 126
20-29 » 1,212 246 20.3 179 41 26 353 2,913 143
30-39» 1,479 288 19.5 216 57 15 384 2,596 133
40-49 » 1,302 259 19.9 203 37 19 365 2,803 141
50-59 » 1,164 260 223 197 43 20 373 3,204 143
60-69 » 829 209 25.2 157 38 14 287 3,462 137
70-74» 314 106 33.8 78 23 5 140 4,459 132
75+ » 704 182 259 138 28 16 248 3,523 136
Finland 25394 3,601 14.2 4,789 1,886 133
Females 12,961 1,945 15.0 2,671 2,061 137
Males 12,433 1,656 13.3 2,118 1,704 129
0-9 years 3,016 627 20.8 815 2,702 130
10-19 » 2,944 381 12.9 621 2,109 163
20-29 » 3,162 427 13.5 566 1,825 133
30-39» 3,353 431 12.9 607 1,810 141
40-49 » 3,958 435 11.0 518 1,531 119
50-59 » 3,312 419 12.7 618 1,830 147
60-69 » 2,396 358 14.9 471 1,974 132
70-79 » 2,097 261 12.4 367 1,760 141
80+ » 1,156 203 17.6 269 2,327 133
Iceland 19,361 2,559 132 2,114 331 114 3,187 1,646 125
Females 9,673 1,507 15.6 1,241 207 59 1,864 1,927 124
Males 9,688 1,052 10.9 873 124 55 1,323 1,366 126
0-9 years 3,392 778 229 603 130 45 1,013 2,986 130
10-19 » 3,244 306 9.4 260 28 18 376 1,159 123
20-29 » 2,790 262 9.4 224 30 8 327 1,172 125
30-39» 3,078 338 11.0 294 35 9 395 1,283 117
40-49 » 2,729 279 10.2 241 31 7 325 1,191 116
50-59 » 1,771 247 13.9 200 37 10 315 1.779 128
60-69 » 1,138 160 14.1 133 17 10 205 1,801 128
70-79 » 778 154 19.8 131 16 7 189 2,429 123
80+ » 441 35 7.9 28 7 0 42 952 120

continued...

180



PATIENTS, DIAGNOSES AND ACTIVITIES IN GENERAL PRACTICE

Table 2 ... continued

Inhabitants Consultations
Study With Number of persons by ~ Total  Per 10,000 Per 100 with
population  consultation — number of consultations number  people  consultation
Number Per cent 1 2 3+
Norway 17,718 2,637 149 2372 222 43 2,970 1,676 113
Females 8,760 1,561 17.8 1,430 112 19 1,729 1974 111
Males 8,958 1,076 12.0 942 110 24 1,241 1,385 115
0-9 years 2,336 259 11.1 242 16 1 278 1,190 107
10-19» 2,468 196 79 186 9 1 207 839 106
20-29 » 2,569 350 13.6 312 33 5 395 1,538 113
30-39» 2,322 350 15.1 311 32 7 397 1,710 113
40-49 » 2,385 329 13.8 299 23 7 366 1,535 111
50-59 » 1,609 324 20.1 294 27 3 357 2,219 110
60-69 » 1,542 294 19.1 261 29 4 331 2,147 113
70-79 » 1,593 335 21.0 292 33 10 395 2,480 118
80+ » 900 200 22.2 175 20 5 244 2,711 122
Sweden 25,687 1,994 7.8 1,887 98 9 2,112 822 106
Females 13,019 1,157 8.9 1,101 52 4 1,217 935 105
Males 12,668 873 6.6 786 46 5 895 707 107
0-9 years 3,141 202 6.4 194 7 1 210 669 104
10-19 » 2,873 149 5.2 140 8 1 162 564 109
20-29 » 2,952 202 6.8 194 8 0 209 708 103
30-39» 3,100 223 7.2 207 13 3 243 784 109
40-49 » 3,563 251 7.0 238 1 2 266 747 106
50-59 » 3,112 239 7.7 223 15 1 256 823 107
60-69 » 2,818 258 9.2 243 15 0 273 969 106
70-79 » 2,681 339 12.6 322 16 1 357 1332 105
80+ » 1,447 131 9.1 126 5 0 136 940 104

tions in Sweden was clearly the lowest, i Danmark, selv om vi skulle legge til 20
about 1/3 of what applied to Denmark, pst. (se over). I det finske, islandske og
even taking into account that an addi- norske utvalget var andelen som besgkte
tional 20 per cent were added (cf. en allmennlege omtrent lik (13-15 pst.) i
above). In Finland, Iceland and Norway, lepet av fire uker. Men de finske og is-
the percentage of the population seeing a landske pasientene med kontakt i under-
general practitioner (13-15 per cent) sokelsesperioden gikk til lege oftere enn
during a four-week-period was approxi- de norske (hoyre kolonne), noe som forte
mately identical, but the Finnish and Ice- til at konsultasjonsraten per 10.000 ble
landic patients consulted a doctor more  forskjellig.

often during the study period than did

the Norwegians (right column), which

resulted in different consultation rates

per 10,000 people.
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In Table 3, the consultation rates have
been standardised by sex and age. This
had the greatest impact on the consulta-
tion rate in Iceland, revealing that the se-
lected population there was relatively
young. In Norway and Sweden, the ef-
fect was the opposite, but not to the
same extent. The confidence intervals
show no overlapping.

I tabell 3 er konsultasjonsraten standardi-
sert for kjenn og alder. Dette hadde
storst innvirkning pa konsultasjonsraten i
det islandske materialet og forteller at
utvalget her bestod av en relativt ung be-
folkning. Virkningen pé de svenske og
norske tallen var motsatt, men ikke i
samme utstrekning. Det var ingen over-
lapping av konfidensintervallene.

Table 3 The number of consultations per 10,000 inhabitants during 4 weeks in the
Nordic countries adjusted for sex and age using the WHO European stan-

dard population

Number of consultations per 10,000 inhabitants

Unadjusted Adjusted 95 per cent Cl (adjusted value)
Denmark 2,894 2,845 2,742 - 2,952
Finland 1,886 1,941 1,856 - 2,030
Iceland 1,646 2,301 2,208 - 2,397
Norway 1,676 1,643 1,565 - 1,725
Sweden 822 782 729 - 839
Consultations Konsultasjoner etter

by sex and age

General practitioners have more female
than male patients. This has been a con-
sistent conclusion in earlier studies. In
our survey, 58-60 per cent of the patients
were women, and about the same ap-
plied in all the Nordic countries despite
very different consultation rates. Only
the Finnish data had a significantly lower
proportion of women, 54 per cent. How-
ever, Table 2 reveals other details. Al-
though more women saw a doctor (per-
centage of the population), the frequency
of their visits to the doctor during four
weeks is no higher than that of men
(right column).
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Rjonn og alder

Allmennleger har flere kvinnelige enn
mannlige pasienter. Dette har veert en
giennomgaende konklusjon i tidligere
undersokelser. I var undersokelse var 58-
60 pst. av pasientene kvinner, og omtrent
likt i alle utvalgene tross en stor variasjon
i konsultasjonsraten. Bare i det finske
materialet var andelen kvinner merkbart
lavere, 54 pst. Men tabell 2 viser ogsa
andre detaljer. Selv om flere kvinner
oppseker lege (prosent av befolkningen),
s er antallet ganger de gér til legen i lo-
pet av fire uker ikke heyere enn for menn
(hoyre kolonne).
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Age and consultation rate can most easily Alder og konsultasjonsrate er lettest &

be studied in Figure 1. The curves are studere i figur 1. Forlepet av kurvene er i
basically much alike, but reflects the total prinsippet noksa like, men gjenspeiler
consultation rate by being at different den totale konsultasjonsraten ved a ligge
levels. pa forskjellige nivéer.

Figure 1 The number of consultations in general practice in different age groups
during four weeks in the Nordic countries

Number of consultations

5.000 —

4.000 —

3.000 - -

2.000 —

1.000 —

0 I I I I I I I I I
0-9 10-19  20-29  30-39  40-49  50-59  60-69  70-79 80+

Denmark Finland Iceland Norway Sweden

The consultation rates for the youngest  Konsultasjonsraten i den yngste alders-

age group were identical in Denmark, gruppen var den samme i det danske,
Finland and Iceland and much higher finske og islandske materialet og mye
than in Norway and Sweden. This dif- hoyere enn i det norske og svenske.
ference was due to both a higher fre- Denne forskjellen skyldtes bade en hoye-

quency and a higher percentage of chil- re frekvens og en hoyere andel med barn
dren seeing a doctor in those three coun- som besgkte legen i disse tre landene (ta-
tries (‘T'able 2). From the age group 10-  bell 2). Fra aldersgruppen 10-19 ar til

19 years to 70-79 years, there was a fairly 70-79 ar var det en noksé jevn stigning i
steady rise in the number of consulta- antallet konsultasjoner i alle utvalgene
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tions in all the countries, except for
Finland, where a relatively high number
of people from the youngest age groups
saw a doctor. In Denmark and Iceland,
there was a significant fall in the consul-
tation rate for the oldest part of the
population, primarily caused by a lower
percentage seeing a doctor at this age.
Nevertheless, in four weeks as much as
1/4 to 1/3 of the population in the oldest
age groups saw their general practitioner.

Diagnoses and other reasons
Jfor contact

Table 4 shows the twenty most common
diagnoses made in general practice in
each of the Nordic countries. Except for
infections in the upper respiratory sys-
tem in Finland (here: Ekenids and
Hangd), the most striking feature was the
even and low distribution of the diagno-
ses. Consequently, even small variations
could easily cause large jumps on the
ranking list. Only hypertension and up-
per respiratory infections were the diag-
noses common to all countries on the top
twenty list. Non-disease consultations
were among the top twenty in all the
countries.
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med unntak av det finske, hvor et relativt
heyt antall i de yngre aldersgruppene be-
sokte legen. I det danske og islandske
materialet var det et fall i konsultasjons-
raten for de eldste, noe som i hovedsak
skyldtes at en lavere andel av befolknin-
gen i denne alderen oppsekte lege. Like-
vel var det sa mye som 1/4 til 1/3 av be-
folkningen i de eldste aldersgruppene
som konsulterte sin allmennlege i lopet
av fire uker.

Diagnoser og andre
kontaktarsaker

Tabell 4 viser de tjue hyppigst gitte diag-
nosene i allmennpraksis i utvalgene fra
hvert av de nordiske landene. Med unn-
tak av ovre luftveisinfeksjoner i det finske
materialet (her: Ekends og Hangd), sa
var det den jevne og lave fordelingen av
diagnosene som var mest sldende. Selv
sma variasjoner forarsaket derfor store
hopp pa rangeringslisten. Det var bare
heyt blodtrykk og evre luftveisinfeksjo-
ner som var blant de tjue hyppigst gitte
diagnosene hos alle. Henvendelser for
andre grunner enn sykdom var ogsd med
blant tjue hyppigste i alle utvalgene.
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Table 4a The most frequent diagnoses given at consultations in general practice in

Denmark
ICPC Title Per cent
1 K86 Hypertension 5.2
2 A49 Preventive procedures 4.4
3 X37 Cervical smear 2.3
4 R74 Upper respiratory infection 23
5 199 Musculoskeletal disease NEC 2.0
6 SO3 Warts 1.9
7 7183 Overweight 1.8
8 T90 Diabetes 1.8
9 A44 Preventive vaccination/medication 1.6
10 R96 Asthma 1.6
11 P76 Depressive disorder 1.4
12 W31 Pregnancy 1.4
13 L79 Distortion joints NEC 1.3
14 R78 Acute bronchitis 1.3
15 R75 Sinusitis acute/chronic 1.2
16 P15 Chronic alcohol abuse 1.1
17 H81 Ear wax 1.1
18 R81 Pneumonia 1.0
19 S74 Dermatophytosis 1.0
20 L19 Multiple/unspecified symptoms muscles 1.0
N=2,696

Table 4b The most frequent diagnoses given at consultations in general practice in

Finland
ICPC Title Per cent
1 R74 Upper respiratory infection 121
2 H72 Serous otitis media 5.9
3 H71 Acute otitis media 5.0
4 A30 Complete medical/health examination 5.0
5 R75 Sinusitis acute/chronic 4.6
6 A31 Partial medical/health examination 3.7
7 R78 Acute bronchitis 3.5
8 R76 Tonsillitis acute 2.9
9 A45 Observation/health education/advice 2.5
10 L83 Syndromes of cervical spine 23
11 A80 Accident/injury NOS 2.2
12 S19 Other injury to the skin 2.0
13 A62 Administrative procedure 1.8
14 U1 Cystitis/other urinary infection NEC 1.6
15 K86 Hypertension 1.5
16 D06 Other localised abdominal pain 1.4
17 A97 No disease 1.3
18 F76 Foreign body in eye 1.2
19 R81 Pneumonia 1.1
20 199 Musculoskeletal disease NEC 1.1
N=2,220
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Table 4c The most frequent diagnoses given at consultations in general practice in

Iceland
ICPC Title Per cent
1 A30 General medical/health examination 7.1
2 A77 Viral disease NOS 4.6
3 K86 Hypertension 3.7
4 R74 Upper respiratory infection 3.6
5 R78 Acute bronchitis 3.5
6 H71 Acute otitis media 3.5
7 R76 Tonsilitis acute 2.9
8 R75 Sinusitis acute/chronic 2.3
9 Lo3 Low back complaints 2.0
10 S18 Laceration/cut 2.0
11 L79 Distortion joints NEC 1.9
12 S03 Warts 1.8
13 R96 Asthma 1.7
14 S10 Boil/carbuncle/cellulitis local 1.5
15 L18 Muscle pain/fibrositis 1.4
16 P76 Depressive disorder 1.4
17 P74 Anxiety disorder/anxiety state 1.3
18 S16 Bruise/contusion intact skin 1.3
19 F70 Infectious conjunctivitis 1.2
20 L09 Arm symptoms/complaints 1.2
N=3,187

Table 4d The most frequent diagnoses given at consultations in general practice in

Norway
ICPC Title Per cent
1 W30 Pregnancy 3.2
2 R8O Influenza 3.1
3 K86 Hypertension 29
4 R74 Upper respiratory infection 2.4
5 L84 Lumbago 2.2
6 K78 Atrial fibrillation/flutter 2.1
7 193 Tennis elbow 2.0
8 K74 Angina pectoris 1.8
9 T90 Diabetes 1.6
10 192 Shoulder syndrome 1.6
11 R78 Acute bronchitis 1.5
12 RO5 Cough 1.5
13 H71 Acute otitis media 1.4
14 P76 Depressive disorder 1.3
15 R75 Sinusitis acute/chronic 1.3
16 A77 Viral disease NOS 1.3
17 L02 Back symptoms/complaints 1.3
18 X31 Cervical smear 1.2
19 L83 Syndromes cervical spine 1.2
20 R76 Tonsillitis acute 1.2
N=2,970

186



PATIENTS, DIAGNOSES AND ACTIVITIES IN GENERAL PRACTICE

Table 4e The most frequent diagnoses given at consultations in general practice in

Sweden
ICD9 Title Per cent
1 401B Hypertension 8.0
2 724X Back pain 3.1
3 250A  Diabetes 3.1
4 413X Angina pectoris 2.7
5 726X  Enthesopathy 2.7
6 465X Upper respiratory tract infection 2.6
7 300X  Neurosis unspecified 2.5
8 382A  Acute otitis media 2.4
9 729X  Soft tissue disease NOS 2.1
10 789A  Abdominal pain 1.9
11 719E Arthralgia 1.9
12 493X Asthma 1.7
13 V70X General medical/health examination 1.7
14 216X Benign neoplasm skin 1.5
15 079X  Viral diseases NOS 1.4
16 311X Depression unspecified 1.3
17 380X Ear problems unspecified 1.3
18 595X  Cystitis 13
19 428X Heart failure 1.2
20 715X Arthrosis NOS 1.2
N=2,112
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Table 5a Number of consultations in general practice during four weeks in the Nor-
dic countries, by main diagnosis*, in total and in per cent

Denmark Finland Iceland Norway Sweden
Number Per Number Per Number Per Number Per Number Per
cent cent cent cent cent

Respiratory tract infec-
tions incl. otitis 203 9.3 1,348 28.4 699 188 436 15.3 367 17.7
Neck, shoulder & other
enthesopathies 78 3.6 91 1.9 105 2.8 218 7.7 100 4.8
Low back problems 63 2.9 124 2.6 120 3.2 140 4.9 74 3.6
Psychiatric problems 111 5.1 94 2.0 188 5.1 138 4.9 121 5.8
Atopic and hypersensitiv-
ity problems 97 4.4 43 0.9 159 43 92 3.2 95 4.6
Hypertension 141 6.5 198 4.2 136 3.7 90 3.2 172 8.3
Ischemic heart disease 42 1.9 86 1.8 56 1.5 158 5.5 118 5.7
and arrhythmias
Diabetes 44 2.0 48 1.0 12 0.3 50 1.7 67 3.2
Cancer 17 0.8 1 0.0 15 0.4 18 0.6 3 0.1
Female genital problems 70 3.2 104 2.2 66 1.8 78 2.7 49 2.4
Digestive system func-
tional problems 69 3.2 173 3.6 350 9.4 89 3.1 31 1.5
Skin infections 100 4.6 130 2.7 41 1.1 58 2.1 28 1.4
Injuries and accidents 95 4.4 475 10.0 43 1.1 133 4.7 118 5.7
Other diagnosis 886 40.6 1,381 29.1 1380 37.2 916 32.2 699 33.7
Sum 2,016 923 4,298 90.6 3,369 90.8 2,613 91.9 2,040 98.3
Antenatal care and family
planning 74 3.4 58 1.2 89 2.4 170 6.0 - 0.0

Vaccination, infant check-
ups, smears, etc.
93 43 391 8.2 252 6.8 51 1.8 36 1.7

Total 2,183 100.0 4,746 100.0 3,710 100.0 2,844 100.0 2,076 100.0

Diagnosis not given 513 1 32 126 40

*) A list of diagnosis codes (ICPC and ICD) used in all *) En liste med hvilke diagnosekoder (ICPC og ICD9)
groups of diagnoses is available from the NOMESCO som inngar i hver diagnosegruppe kan fas pa
Secretariat. NOMESKO's sekretariat.
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Table 5b Number of consultations in general practice in the Nordic countries, by
main diagnosis*, per 10,000 inhabitants

Denmark  Finland Iceland  Norway  Sweden

Respiratory tract infections incl. otitis 218 531 361 246 143
Neck, shoulder & other enthesopathies 84 36 54 123 39
Low back problems 68 49 62 79 29
Psychiatric problems 119 37 97 78 47
Atopic and hypersensitivity problems 104 17 82 52 37
Hypertension 151 78 70 51 67
Ischemic heart disease and arrhythmias 45 34 29 89 46
Diabetes 47 19 6 28 26
Cancer 18 0.4 8 10 0
Female genital problems 75 41 34 44 19
Digestive system functional problems 74 68 181 50 12
Skin infections 107 51 21 33 1
Injuries and accidents 102 187 22 75 46
Other diagnosis 951 544 713 517 272
Sum 2,164 1,692 1,740 1,475 794
Antenatal care and family planning 79 23 46 96 0
Vaccination, infant check-ups, smears, etc.

100 154 130 29 14
Total 2,344 1,869 1,916 1,605 808

In Table 5, the diagnoses are gathered
into larger groups. The number of con-
sultations per 10,000 people describes
the absolute number of consultations.
The percentage distribution is a relative
comparison, as if the doctors had the
same total number of patients. As an ex-
ample, the percentage of patients seeing
Danish or Swedish doctors due to psy-
chiatric problems was the same, but the
consultation rate for the same ailment

was more than twice as high in Denmark.

Respiratory tract infections were the
most common diagnoses in all the coun-
tries, both absolutely and proportionally.

I tabell 5 er diagnosene aggregert i sterre
grupper. Antallet konsultasjoner per
10.000 innbyggere beskriver det absolut-
te antallet konsultasjoner. Prosentforde-
lingen er mer en relativ sammenligning,
som om legene hadde det samme antallet
pasienter. Andelen pasienter som hen-
vendte seg for psykiske lidelser var for
eksempel likt hos de danske og svenske
legene, men konsultasjonsraten for de
samme lidelsene var mer enn det dobbel-
te 1 det danske materialet.

Luftveisinfeksjoner var den storste grup-

pen i alle utvalgene bade absolutt og rela-
tivt. Antallet var spesielt hoyt i det finske
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The number was particularly high in
Finland. In Iceland, the number was also
high, but the percentage was about the
same as in Norway and Sweden. The
number of consultations for injuries was
also high in Finland, but low in Iceland.
Icelandic doctors had a high rate of con-
sultation on digestive system functional
problems compared with doctors in the
other countries.

Sweden had a generally low consultation
rate, but proportionally, Swedish general
practitioners had more consultations
concerning patients suffering from hy-
pertension and chronic heart diseases
than had doctors in the other countries.
The absolute number of consultations
for ischaemic heart disease and arrhyt-
mias was highest in Norway. Danish
doctors had many patients with skin in-
fections.

8-10 per cent of the consultations were
for non-disease reasons in all the coun-
tries, except for Sweden where this was a
rare reason for contact. Norway had a
high consultation rate for antenatal care
and family planning. Denmark, Finland
and Iceland had most consultations in
the group comprised by vaccination, in-
fant check-ups, routine smears and other
health check-ups.

Examinations and actions

Complete figures for the most common
actions taken in connection with consul-
tations in general practice were only
available from the computerised medical
records in Denmark, Norway and Swe-
den. Table 6 shows the percentage of pa-
tients acted upon, while Table 7 shows
the equivalent number of people.
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materialet. I det islandske utvalget var
ogsa antallet hoyt, men prosentandelen
var omtrent som i Norge og Sverige. Det
ble ogsa registret et hoyt antall skader i
det finske utvalget, men her var det til-
svarende tallet for Island lavt. De island-
ske legene hadde et heyt antall konsul-
tasjoner for fordeyelsesproblemer sam-
menlignet med de andre.

Konsultasjonsraten var generelt lav i det
svenske materialet, men ser man pa den
relative fordelingen, hadde de svenske
allmennlegene flere konsultasjoner for
heyt blodtrykk og kronisk hjertesykdom
enn de andre. Det absolutte antallet kon-
sultasjoner for iskemisk hjertesykdom og
arytmier var hoyest i det norske utvalget.
De danske legene hadde mange pasienter
med hudinfeksjoner.

8-10 pst. av konsultasjonene omhandlet
andre forhold enn sykdom med unntak
for det svenske materialet hvor dette var
en sjelden kontaktarsak. I Norge var det
en hoy konsultasjonsrate for svangerskap-
somsorg og familieplanlegging. Tilsvaren-
de var det for gruppen som bestod av vak-
sinasjoner, barnekontroller, cervixcytolo-
gier og helseundersokelser i det danske,
finske og islandske materialet.

Undersokelser og tiltak

Dekkende tall for de vanligste tiltakene
som blir iverksatt ved konsultasjoner i
allmennpraksis var bare tilgjengelig i
edb-journalsystemene som vi brukte i
Danmark, Norge og Sverige. Tabell 6 vi-
ser andelen pasienter det ble iverksatt til-
tak for, mens tabell 7 viser hva dette be-
tyr nar vi telte antall personer.
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Table 6 Type of actions per 100 consultations in general practice in the Nordic
countries. The percentage of consultations resulting in a referral, a request
of X-ray or physiotherapy, a blood test or a prescription

Type of actions taken per 100 consultations

Number of Referral Request Prescription  Blood test Physio-
consultations  hospita/ of x-ray therapy
specialist
Denmark 2,696 8 3 28 10 1
Finland 4,789 . 6 39
Iceland 3,187 N . 45 . .
Norway 2,970 9 6 35 26 3
Sweden 2,112 9 7 52 42 4

Table 7 The number persons during four weeks per 10,000 inhabitants by type of
action in general practice in the Nordic countries resulting in a referral, a
request of X-ray or physiotherapy, a blood test or a prescription

Number of Referral Request  Prescription Blood test Physio-
inhabitants in hospita/ of x-ray therapy
study population specialist
Denmark 9,315 161 43 721 252 25
Finland 25,394 107 727
Iceland 19,361 . . 739 . .
Norway 17,718 148 87 592 421 50
Sweden 25,687 79 60 432 346 30

The percentage being referred was the
same in all the countries, but the number
of people referred to the secondary
health care system was highest in Den-
mark. On the other hand, Danish general
practitioners more seldom ordered x-rays
or physiotherapy, and they made up pre-
scriptions or blood tests in a lesser pro-
portion of the consultations than did
doctors in the other countries. Swedish
doctors made up prescriptions or took
blood tests most frequently, but in rela-
tion to the size of the population, the
number was still the lowest. The number
of people having x-rays taken was high-
est in Finland.

Andelen som ble henvist, var like stor i
utvalgene, men ser man pa antallet per-
soner som ble overfort til spesialisthel-
setjenesten, var dette heyest i det danske
materialet. P4 den annen side sa bestilte
de danske legene sjeldnere rentgen og fy-
sioterapi, og de skrev ut resept og tok
blodpreve hos en lavere andel av pasien-
tene sammenliknet med de andre. Lege-
ne i det svenske materialet tok oftest
blodpreve eller skrev hyppigst ut en re-
sept, men malt i forhold til antall perso-
ner i befolkningen likevel minst. Antall
personer som det ble tatt rentgen av, var
heyest i det finske utvalget.
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Table 8 Number of persons per 10,000 inhabitants per 4 weeks referred to hospital
or specialist and the percentage of the consultations for each diagnosis* re-
sulting in a referral

Denmark Norway Sweden
Person per Per 100 con- Person per Per 100 con- Person per Per 100 con-
Diagnosis 10,000  sultations 10,000  sultations 10,000  sultations
Respiratory tract infec-
tions incl. otitis 10 49 6 2.2 1 0.8
Neck, shoulder & other
enthesopathies 15 17.9 15 11.9 1 2.0
Low back problems 2 3.2 8 10.7 1 2.7
Psychiatric problems 15 12.6 6 7.8 5 10.7
Atopic and hypersensiv-
ity problems 9 8.2 5 9.2 3 7.3
Hypertension 8 5.0 2 3.3 4 5.3
Ischemic heart disease
and arrhythmias 3 7.1 12 13.3 5 12.0
Diabetes 5 11.4 4 14.3 4 15.2
Cancer 6 35.3 8 23.1 0 0.0
Female genital problems 9 11.4 10 22.8 0 0.0
Digestive system func-
tional problems 6 8.7 M 239 4 344
Skin infections 5 5.0 1 3.4 0 0.0
Injuries and accidents 9 8.4 3 3.5 4 9.3
Antenatal care and fam-
ily planning 13 16.2 8 8.2 0 0.0
Other diagnosis 88 8.5 62 16.1 44 15.4
All diagnosis 161 7.9 148 10.0 79 9.0
N (persons/referrals) = 189 191 264 270 202 203
Diagnosis not given 5 0 0
*) A list of diagnosis codes (ICPC and ICD) used in all *) En liste med hvilke diagnosekoder (ICPC og ICD9)
groups of diagnoses is available from the NOMESCO som inngar i hver diagnosegruppe kan fas pa
Secretariat. NOMESKO's sekretariat.

In Table 8, we have taken a closer look at I tabell 8 har vi sett neermere pa andelen
the percentage and the number of people og antallet personer som ble henvist i re-
being referred in relation to the diagnoses lasjon til diagnosene som ble gitt. Dette
made. This gives us an idea about which gir oss en ide om hvilke problemer all-
problems general practitioners in each mennleger selv tok hand om eller som de
country dealt with themselves or pre- foretrakk a henvise til spesialist. Vi greide
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ferred to refer to the secondary health
care services. Figures for Finland and
Iceland were not available, and the
Swedish data were limited and should be
interpreted with care.

While in Tables 6 and 7 we have only
shown whether or not a prescription was
made up in connection with a consulta-
tion.

ikke skaffe tall for Finland og Island og
det svenske materialet var lite og ma tol-
kes med forsiktighet.

I tabell 6 og 7 sa vi bare pa om resept ble
utskrevet eller ikke 1 samband med kon-
sultasjoner.

Table 9a People with contact (direct and indirect) receiving prescription(s) in office
hours during four weeks in general practice (repeat prescriptions included)

Persons with contact in office hours

Study population Number Prescriptions given
Number Per cent
Denmark 9,315 3,400 1,756 53
Iceland 19,361 4,339 2,188 50
Norway 17,718 3.417 2,269 66
Sweden 25,687 4,000 1,536 38

Table 9b The number of prescriptions given during four weeks in general practice

(repeat prescriptions included)

Number of prescriptions

Number of con- Total Per 100 Per 100 pre- Per 10,000

tacts contacts scriptions given  inhabitants
Denmark 6,684 3,652 55 208 3,921
Iceland 4913 2,706 55 124 1,398
Norway 4,194 3,679 88 162 2,076
Sweden 7,428 3,230 43 210 1,257

Table 9 shows the total number of pre-
scriptions (repeated prescriptions in-
cluded) in connection with all types of
contacts during office hours. The differ-
ent numbers of prescriptions per 10,000
inhabitants (right column) was explained
by different patterns in each country.
The high number of prescriptions per
10,000 people in Denmark was not due

I tabell 9 har vi tatt med det totale antal-
let resepter (inklusive reitereringer) i til-
knytning til alle typer kontakter i kontor-
tid. Forskjellene i antallet resepter per
10.000 innbyggere (heyre kolonne)
fremkom pa ulikt vis 1 vire materialer.
Det hoye antallet resepter per 10.000 1
det danske materialet skyldtes ikke at en
stor andel av pasientene fikk resept, men
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to a high percentage of people receiving
a prescription, but a high number of pre-
scriptions to each patient getting medi-
cine and the high contact rate per 10,000
inhabitants. The low number of pre-
scriptions per 10,000 inhabitants in Ice-
land was mainly caused by a lower per-
centage of patients getting prescriptions.
Norwegian doctors made up prescrip-
tions to both a high percentage of their
patients and in connection with a high
proportion of contacts.

Discussion

This study clearly reveals that knowing
the population denominator is essential
for comparisons to be reliable. Tables 2
and 9 are good examples. But represen-
tative population based data are difficult
to obtain, the way primary health care is
organised. Lists of patients should have
been available from each individual doc-
tor in all the countries. This is especially
the case in big cities or heavily populated
areas. This may represent a bias in our
study. In some studies, endeavours have
been made to use lists of so-called active
patients”'’, but this method was not used
in our countries.

The selection of doctors and populations
was made strategically in different ways
in the respective countries, either by us-
ing doctors’ lists, or geographically. Con-
sequently, we can by no means claim to
have procured national data. Generalisa-
tion of our finds and comparison of the
countries is possible only where the fig-
ures correspond to other major studies.
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et hoyt antall resepter til pasienter som
fikk medisin og hey kontaktrate per
10.000 innbyggere. Det lave antallet re-
septer per 10.000 i det islandske utvalget
kom i hovedsak av at en lav andel av pa-
sientene fikk resept. De norske legene
skrev ut resept til bade en hey andel av
pasientene og ved en heoy andel av kon-
taktene.

Diskusjon

Denne undersgkelsen demonstrerer tyde-
lig at man er avhengig av a kjenne popu-
lasjonsnevneren dersom sammenlignin-
ger skal bli meningsfulle. Tabell 2 og 9 er
gode eksempler. Men det er vanskelig &
trekke ut representative utvalg slik pri-
meerhelsetjenesten er organisert. Vi skulle
ha hatt pasientlister knyttet til den enkel-
te lege i alle landene. Spesielt er dette et
problem i storre byer og sentrale strok.
Dette kan ha hatt innvirkning pa vare re-
sultater. I noen undersgkelser har man
isteden forsegkt & bruke en liste med sa-
kalte aktive pasienter ", men dette er ik-
ke provd i vare land.

Vart valg av allmennleger og populasjo-
ner ble gjort strategisk pa forskjellige ma-
ter i de respektive landene, enten ved &
benytte pasientlister eller velge geografi-
ske omrader. Vi kan derfor ikke paberope
oss 4 ha fremskaffet nasjonale data. Ge-
neralisering av vare funn og sammenlig-
ning av landene kan bare skje i den ut-
strekning tallene er i overensstemmelse
med andre storre studier.
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We did not manage to procure all the
figures we had planned using from all the
countries. We encountered most difficul-
ties in Finland (Tables 6, 7, 8, 9, and
10), and in Table 4, only part of the Fin-
nish material forms the basis of the rank-
ing. In Table 7, it appears that part of the
contacts lacked diagnoses. When con-
fronted with this fact, the participating
doctors answered that they had probably
merely been forgotten, and that this was
distributed arbitrarily to the various di-
agnoses. Not all practitioners were used
to making a diagnosis in connection with
each contact.

Denmark

In an earlier major study involving 55
practices in Denmark, the consultation
rate was 2,756 (2,655-2,861) per 10,000
people per month''. The corresponding
number in our study was 2,845 (2,742-
2,952). The proportions of diagnoses
were also alike, but the share of people
getting referrals to a specialist was
somewhat lower in our study. The high
consultation rate in Denmark had of
course a high impact on other variables
mapped in this study.

As shown in the list of diagnoses (Table
5), general practitioners in Denmark
cover the whole spectrum of tasks and
many of them also work independently.
In health centres, which are more com-
mon in the other countries, many tasks
are usually delegated to nurses. Warts
and ear wax, placed high on the Danish
top twenty list, are tasks dealt with by
nurses in Norway and Sweden.

Vi greidde heller ikke fremskaffe de talle-
ne vi hadde tenkt a bruke fra alle lande-
ne. De storste vanskene hadde vi i Fin-
land ( tabell 6,7,8,9 0g10), og i tabell 4
ligger bare en del av det finske utvalget til
grunn for rangeringen. I tabell 7 ser man
ogsa at en del kontakter var uten diagno-
se. Ved intervju av de deltagende legene,
mente de at hovedarsaken var forglem-
melse og at dette ble tilfeldig fordelt pa
de forskjellige diagnosene. Ikke alle lege-
ne var vant med a sette diagnose ved
hver kontakt.

Danmark

I en tidligere storre dansk undersekelse
med 55 deltagende praksiser var konsul-
tasjonsraten 2.756 (2.655-2.861) per
10.000 innbyggere per méned''. Det til-
svarende tallet i var undersgkelse var
2.845 (2.742-2.952). Fordelingen av
diagnosene var ogsa sammenfallende,
men andelen som ble henvist til spesialist
var noe lavere i var undersokelse. Den
heye konsultasjonsraten som vi fant i det
danske materialet, hadde selvfolgelig og-
sé stor innvirkning pa de andre variable-
ne som vi kartla.

Slik det fremgar av diagnoselisten (tabell
5), dekker danske allmennleger hele
spektret av oppgaver. Flertallet av danske
allmennleger driver ogsa solopraksis. I
helsesentre, som er mest vanlig i de an-
dre landene, er det vanlig at mange opp-
gaver blir delegert til medarbeidere. F.
eks. vorter og erevoks som kom heyt pa
den danske topp-tjue listen, blir vanligvis
tatt hand om av sykepleiere alene i Norge
og Sverige.
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Doctors from the other Nordic countries
who have worked in general practice in
Denmark, claim that the patient-doctor
relationship there is more personal. This
may reflect an organisational difference —
i.e. running a practice alone with defined
patient lists as opposed to large health
centres, which again leads to a more ex-
tensive use of general practitioners.

Patients in Denmark are the only ones in
the Nordic countries not paying for con-
sultations (Table 1). There is much to
indicate that this fact influences the con-
sultation rate'”.

Finland

Infant check-ups was included in general
practice in our study in Finland as well
as in Denmark. In the largest survey of
general practice in Finland, the annual
consultation rate was calculated at 2,388
(2,294-2,486) per 1,000 inhabitants'.
Calculated in the same way, our figure
would be 2,523 (2,426-2,624) per 1,000
inhabitants (standardised).

The somewhat higher rate in our study
was mainly caused by the age group 10-
29 years (Table 2). Looking at the diag-
nostic groups, one explanation could be
a high rate of consultations for infections
which are epidemic, affecting primarily
young people, and for injuries which are
known to have the highest rate in the age
group 20-30 years. A relatively high
number of injuries also appears in other
statistics from Finland".

Fins also need a medical certificate from
a doctor from the first day of absence
from work. To the extent this caused a
higher consultation rate, it would give a
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Allmennleger fra de andre nordiske lan-
dene som har arbeidet 1 Danmark, fortel-
ler at lege-pasient forholdet i Danmark er
mer personlig. Det kan vere at dette re-
flekterer systemforskjeller — det 4 drive
solo med definerte pasientlister i motset-
ning til store helsesentre, og at dette igjen
forer til mer bruk av allmennlegen.

Pasienter i Danmark er ogsa de eneste 1
Norden som ikke betaler egenandel ved
besok hos allmennlegen (tabell 1). Mye
tyder pa at dette kan ha innvirkning pa
konsultasjonsraten .

Finland

Barnekontroller var inkludert i allmenn-
praksis 1 det finske materialet som i
Danmark. I den sterste undersegkelsen
som er gjort 1 allmennpraksis 1 Finland,
ble den arlige konsultasjonsraten bereg-
net til 2.288 (2.294-2.486) per 1.000
innbyggere"’. Beregnet pa samme madte
ville konsultasjonsraten i1 vart materiale
bli 2.523 (2.426-2.624) per 1.000 per ar
(standardisert).

En noe heyere rate i vart materiale skrev
seg 1 hovedsak fra aldersgruppen 10-29
ar. Ser man pa diagnosefordelingen kan
forklaringen veere en hey konsultasjons-
rate for infeksjonssykdommer som er
epidemiske og rammer hyppigst yngre
personer, og mange skader som er hyp-
pigst i alderen 20-30 ar. Et relativt hoyt
antall skader fremkommer ogsa i andre
statistikker fra Finland .

I det omradet som vi kartla, matte finner
ha sykmelding fra lege fra forste dag ved
fraveer i arbeidet. I den utstrekning det
forarsaket en heyere konsultasjonsrate,
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shift towards more diagnoses for acute
illnesses, such as infections and injuries
(Tables 4 and 5).

The health check required when entering
military service is delegated to general
practitioners in Finland. This is usually
done at the beginning of the year when
we carried out our study. This may have
had an effect on the consultation rate for
10-19 year-olds. This together with a
high rate of injuries could explain the
higher proportion of male consultations
in the survey in Finland. This could also
explain the high number of x-rays.

Finland had the lowest rate for psychiat-
ric problems. The explanation is proba-
bly that patients may consult psychiatric
clinics directly and that these usually take
care of the follow-up.

Iceland

General practitioners in Iceland carry out
the infant check-ups programme, which
comes top on the top twenty list, in their
practice. Like in Denmark, the Icelandic
general practitioners have patient lists
and had the highest consultation rate but
one in our study (standardised). Figure 1
shows a relatively flat age curve for con-
sultations. This corresponds well with
the survey being carried out in an urban
area as shown in a previous study in Ice-
land". The average consultation rate per
individual per year was 2.1 in our study
compared with the average of 3.1 (2.8-
3.3) in a nationwide study in Iceland in
1988. But if standardised by sex and age,
the consultation rate would be 3.0 in our
study.

ville det gi en vridning mot flere diagno-
ser for akutt sykdom som infeksjoner og
skader (tabell 4 og 5).

Helseundersekelsen som gjeres ved
innskriving i det militeere, er delegert til
allmennleger i Finland. Dette blir oftest
gjort i begynnelsen av aret, pa den tiden
som vi gjorde undersekelsen. Dette kan
ha virket inn pa konsultasjonsraten i al-
dersgruppen 10-19 ar. Dette pluss et
heyt antall skader, kan ogsé forklare en
heyere andel menn med konsultasjon i
det finske materialet. Et hoyt antall rent-
genrekvisisjoner kan ogsa ha samme for-
Klaring.

Det finske utvalget hadde den laveste
konsultasjonsraten for psykiske lidelser.
Grunnen er sannsynligvis at pasienter
kan henvende seg til psykiatriske klinik-
ker direkte og at disse ogsa vanligvis tar
hénd om oppfelgingen.

Island

Allmennleger i Island har barnekontroller
i sin praksis, og kontaktarsaken ligger
overst pa topp-tjue listen. Islandske all-
mennleger har pasientlister som de dan-
ske, og hadde den nest hagyeste konsul-
tasjonsraten i var undersekelse (standar-
disert). Figur 1 viser en relativt flat al-
derskurve for konsultasjoner. Dette pas-
ser godt med at undersekelsen ble gjort i
et urbant omrade slik det er vist i en tid-
ligere studie i Island". Den gjennom-
snittlige konsultasjonsraten per individ
per ar var 2,1 i vart materiale mot gjen-
nomsnittlig 3,1 (2,8-3,3) i en landsom-
fattende undersokelse i Island i 1988.
Men hvis vi standardiserer for kjonn og
alder blir konsultasjonsraten 3,0 i vart
materiale.
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The young population partly explains
the high consultation rate for respiratory
infections and perhaps the lower number
of prescriptions per 10,000 inhabitants.
As shown in Table 5, there were few
consultations due to diabetes which cor-
responds well to Iceland having less dia-
betes than most other western countries.
The high number of digestive problems
was caused by a particular interest locally
in this area.

In our study, we did not clarify the num-
bers of referrals and x-rays in Iceland. In
a recent study, it was registered that Ice-
landic general practitioners request x-
rays in connection with 3.2 per cent of all
contacts within office hours'.

Norway

Several studies have been made on con-
tacts, diagnoses and actions in general
practice in Norway, but only a few with a
known population denominator (rural
areas). The rate of direct contacts found
(1.8 to 2.3 per person per year) has been
quite steady since the fifties' . The slight
increase found is mainly caused by an
increased average age in the population.
The annual individual consultation rate
in our study would be 2.2 per individual
per year in Norway (2.4 if all direct con-
tacts were included).

When comparing the consultation rate in
Norway with that of other countries, one
has to take into account that 20-30 per
cent of the patient contacts in general
practice are dealt with by nurses only
and consequently not registered as con-
sultations. In addition, infant check-ups
is carried out separately from the doc-
tor’s curative practice on other premises.
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Den unge populasjonen kan delvis for-
klare den heye konsultasjonsraten for
luftveisinfeksjoner og kanskje ogsa det
lave antallet resepter per 10.000 innbyg-
gere. Som tabell 5 viser, var det fa kon-
sultasjoner for diabetes. Det passer med
at Island har mindre diabetes enn de fle-
ste vestlige land. Det heoye antallet kon-
sultasjoner for fordeyelsesproblemer
skyldtes en spesiell interesse for dette fel-
tet helt lokalt.

Vi fikk ikke kartlagt henvisninger og
rontgenrekvisisjoner i Island. I en tidlige-
re studie ble det registrert at islandske
allmennleger rekvirerer rentgen ved 3,2
pst. av kontaktene i vanlig kontortid'*.

Norge

Det er blitt gjort flere studier i Norge
vedrerende pasientkontakter, diagnoser
og tiltak i allmennpraksis, men bare noen
fa med kjent populasjonsnevner (spredt
bygde strgk). Raten for direkte kontakter
(1,8 til 2,3 per person per ar) som er blitt
pavist, har holdt seg forholdsvis stabil si-
den 50-tallet'’. Den lille okningen som
man kan spore, skyldes i hovedsak en @-
kende gjennomsnittsalder i befolkningen.
Hyvis vi beregner érlig individuell konsul-
tasjonsrate i vart materiale, var den 2,2
(2,4 hvis alle direkte kontakter ble inklu-
dert).

Nar man skal sammenligne konsulta-
sjonsraten 1 Norge med andre land, mé
det ogsa tas i betraktning at 20-30 pst. av
kontaktene 1 allmennpraksis blir tatt hand
om av legens medarbeidere alene og slik
ikke registrert som konsultasjoner. I til-
legg drives barnekontroller adskilt fra le-
gens kurative praksis 1 andre lokaler.
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The distribution of diagnoses in our
study became quite similar to earlier
studies. The percentage of patients re-
ferred during consultation was 9 per
cent. In other studies, the share varied
from 7.5 to 8.2 per cent when all types of
contact were included. The number of
prescriptions and the percentage of pa-
tients getting medication, correspond
well with another large study on this
topic'®.

Compared with the other countries,
Norway had a high number of diagnoses
coded 1.93 (epicondylitt, ICPC). We
discovered that the Norwegian translator
of the ICPC had included several other
types of entesopathies in this group
which in the original English version be-
long to the 1.99.

Sweden

Independent practitioners working in the
area in Sweden covered by our survey,
were not included in our material (2.5
doctors), but regular statistics from two
other areas were made (Dalby and
Tierp). For the same period, the consul-
tation rate in Tierp was 1,021 per 10,000
people””. This was 20 per cent higher
than in our study and corresponds to the
loss estimated in our material. When we
compared the proportions of diagnoses
with the Tierp area, they were much
alike, suggesting that the loss of consulta-
tions in our study did not cause any sig-
nificant bias.

The consultation rate in general practice
in Sweden seems low, judging from our
and other studies. In the county statistics
concerning the area we studied, the
health centre in our study counted 1.3
visits per person annually”’. But when all

Fordelingen av diagnoser i vér studie ble
sveert lik tilsvarende undersgkelser som
er blitt gjort tidligere. Andelen pasienter
med konsultasjon som ble henvist, var 9
pst. I andre undersekelser har andelen
variert mellom 7,5 og 8,2 pst. nar alle ty-
per kontakter er blitt inkludert. Antallet
resepter og andelen pasienter som fikk
resept, stemmer godt over ens med en
annen stor reseptundersokelse’”.

Antallet diagnoser kodet som 1.93 (epi-
kondylitt, ICPC), var heyt i det norske
utvalget sammenlignet med de andre ma-
terialene. Vi oppdaget at den norske
oversetteren av ICPC hadde inkludert
flere andre entesopatier 1 denne kategori-
en, som i den originale engelske versjo-
nen tilherer 1.99.

Sverige

Privatpraktiserende allmennleger som
arbeidet i kommunen som vi kartla i Sve-
rige, deltok ikke i undersekelsen (2,5 le-
ger). Men i Sverige er det blitt produsert
regelmessig statistikk fra to andre omra-
der (Dalby og Tierp). I den samme peri-
oden var konsultasjonsraten i Tierp
1.021 per 10.000 innbyggere"’. Det var
20 pst. heyere enn i vart materiale og
noeyaktig slik vi hadde estimert frafallet
hos oss pa forhand. Nar vi sammenlignet
fordelingen av diagnoser med Tierp om-
radet, var det omtrent helt likt. Det taler
for at frafallet i vart materiale ikke har
forarsaket noen bias.

Konsultasjonsraten i allmennpraksis sy-
nes a veere lav i Sverige bedemt ut i fra
var og andre undersekelser. I statistikk
for fylket i vart omrade, sd har helse-
sentret i var undersgkelse hatt 1,3 besok
per innbygger per ar" . Men nér alle kon-
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contacts with general practitioners, spe-
cialists and hospital specialists are in-
cluded, the annual number of contacts
per capita is 2.5 (infant check-ups and
antenatal care excluded). There is rela-
tively easy access to specialist services in
Sweden. Sweden also has relatively large
local health centres, and there are few
doctors in private practice.

Swedish general practitioners get compe-
tition from the other end too. Many of
the same tasks as in Norway are dele-
gated to nurses, in addition to antenatal
care, family planning and routine smears
(Table 5), constituting more than 30 per
cent of the patient contacts in primary
health care.

Organmisational differences

When comparing the Nordic countries in
our study, several differences were easily
recognised as organisational. We have
endeavoured to group diagnoses to re-
veal such discrepancies. As to non-
curative activities, a division into other
groups might have clarified this (Table
1). Another method could have been to
use suitable categories for reasons for
contact, but this would have meant extra
work for the general practitioners.

When planning this study, we decided to
limit the registration to the consultations
with general practitioners during office
hours. This was the only setting recog-
nisable as a common entity in all the
countries. But in the course of the study
we found that doctors organised their
work in different ways, first and foremost
as to use of indirect contacts (phone calls
and occasional contact over the counter).
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takter med allmennleger og spesialister, i
og utenfor sykehusene, er blitt medreg-
net, har den arlige kontaktraten per inn-
bygger vert 2,5 (eksklusive barnekon-
troller og svangerskapsomsorg). Spesia-
listhelsetjenesten i Sverige er godt ut-
bygd. Sverige har ogsa relativt store loka-
le helsesentre og det er fa privatpraktise-
rende allmennleger.

Svenske allmennleger har ogsa konkur-
ranse i den andre enden. Mange av de
samme oppgavene som i Norge er dele-
gert til sykepleiere og i tillegg svan-
gerskapsomsorg, familieplanlegging og
cervixcytologi screening (tabell 5). Dette
utgjer om lag 30 pst. av kontaktene i
primerhelsetjenesten.

Organisatoriske forskjeller

Ved sammenligning av materialene i var
undersgkelse, var det lett & se at mange
av forskjellene skyldtes ulikheter i organi-
satoriske forhold mellom de nordiske
landene. Vi forsekte 4 gruppere diagno-
sene pa en slik mate at dette skulle kom-
me til syne. For den ikke-kurative virk-
somheten, kan vi i ettertid se at andre
inndelinger kunne gjort dette enda tyde-
ligere (tabell 1). En annen metode kunne
ha veert a lage grupper for kontaktérsak,
men det ville ha fort til merarbeid for le-
gene.

Nar vi planla denne undersokelsen, be-
sluttet vi & begrense registreringene til
konsultasjoner hos allmennlegen i vanlig
kontortid. Det var den eneste virksomhe-
ten som lot seg definere noksa likt i vare
land. Men underveis oppdaget vi at all-
mennlegene organiserte arbeidet sitt nok-
s ulikt, 1 forste rekke med hensyn til
bruk av indirekte kontakter (telefon og
enkle kontakter i skranken). Som allerede
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As already shown in Tables 6, 7 and 9,
only part of the prescriptions was issued
during consultations.

vist i tabell 6, 7 og 9, var det bare en del
av reseptene som ble utstedt i samband
med konsultasjonen.

Table 10a The total number of actions with all contacts (direct and indirect) in of-

fice hours during four weeks

Referrals X-ray Prescriptions Blood test Physiotherapy
Denmark 250 101 871 347 59
Iceland 81 26 2,188 53 .
Norway 306 175 3,679 1,167 111
Sweden 336 207 3,230 1,230 78

Table 10b Actions taken at consultations by the general practitioner in office hours
during four weeks, in total and in per cent of the total number (10a)

Number Per cent Number Per cent Number Per cent Number Per cent Number Per cent

Denmark 196 78.4 78 77.2 745 85.5 339 97.7 48 81.4
Iceland 80 98.8 25 96.2 1,430 65.4 52 98.1 . .
Norway 270 88.2 157 89.7 1,616 439 777 66.6 90 81.1
Sweden 190 56.0 155 748 2,370 73.0 890 72.4 47 60.0

Table 10 shows to which degree the dif-
ferent activities were linked to consulta-
tions. Consequently, activities connected
with indirect contacts must also be regis-
tered in order to provide a true picture of
what is done in general practice. This
also reflects the use of other staff in gen-
eral practice.

Night duty and home visits in and out of
office hours also constitute an important
part of general practice. In Norway, for
instance, these make up about 12-15 per
cent of the contacts and especially apply
to small children and elderly. The com-
puterised record is only partly used in
this work, and besides many of the par-
ticipating doctors are not general practi-
tioners. Reliable data from these activi-
ties are therefore not easily obtainable.

Tabell 10 gir et bilde av hvor stor andel
av tiltakene som ble iverksatt i samband
med konsultasjonene. Et riktig bilde av
hva som foregér i allmennpraksis fir man
derfor ikke uten at aktiviteter knyttet til
indirekte kontakter blir registrert. Dette
reflekterer ogsa omfanget av arbeidet til
medarbeidere.

Legevakt og besgk i hjemmet i og uten-
om kontortid utgjer ogsa en viktig del av
allmennpraksis. I Norge for eksempel,
utgjor dette om lag 12-15 pst. av kontak-
tene og gjelder spesielt sma barn og
eldre. Edb-journalen blir bare delvis be-
nyttet i dette arbeidet og dessuten er det
mange leger som ikke er allmennleger
som deltar. Pélitelige data fra denne virk-
somheten er derfor ikke lett tilgjengelig.
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Recommendations

The present survey has demonstrated
that valid data can be extracted from
electronic medical records in general
practice. The reliability also seemed to be
good when we compared with other sur-
veys in which other methods had been
used. To us, it meant a lot of work, but
all the tables presented can be made
automatically by means of reports from
the medical record systems. This has al-
ready been demonstrated by several au-
thors™*.

NOMESCO should encourage a uni-
form and comparable collection of data
from general practice in the Nordic
countries. If organised, the data collected
from general practice may provide im-
portant information both to authorities
and general practitioners.

The main aim for general practitioners
would be:

¢ On-going evaluation/control of one’s
practice

e Planning of one’s own practice

e Audit groups, further education and
supplementary training courses

e Quality development in running of
practice and in medical treatment

e Documentation in connection with
supervision and control
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Anbefalinger

Denne undersgkelsen har vist at valide
data kan ekstraheres fra edb-journalen i
allmennpraksis. Reliabiliteten synes ogsa
4 veere god nar vi sammenligner med an-
dre undersekelser hvor det er benyttet
andre metoder. For oss innebar det et be-
tydelig arbeid a bearbeide dataene, men
alle tabellene som vi har vist, kan lages
automatisk ved hjelp av rapportfunksjo-
ner innebygd i journalsystemene. Ogsa
andre har kunnet demonstrere dette”"”.

NOMESCO ber oppmuntre til at data
som blir samlet inn fra allmennpraksis i
Norden blir enhetlig og sammenlignbare.
Hyvis dette blir godt organisert, kan data
fra allmennpraksis gi viktig informasjon
bade til myndigheter og allmennlegene
selv.

Hovedformalet vil for allmennlegene vee-
re:

e TFortlepende egenevaluering/egen-
kontroll

e DPlanlegging av egen praksis

e Auditgrupper, videre- og etterutdan-
ning

e Kovalitetsutvikling i drift av praksis og
1 medisinsk behandling

Dokumentasjon ved tilsyn og kontroll
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and for municipal and Central Govern-
ment authorities:

e Information for planning and man-
agement

e Supervision of the general health
situation

e Evaluation of need, availability and
use of health care services

e National supervision (Central Gov-
ernment health supervision) and mu-
nicipal and individual supervision

e Evaluation of reforms, efficiency and
use of resources

e Evaluation of co-operation between
different levels and services

e Evaluation of the interaction between
preventive actions, the national health
insurance scheme, social services and
services in general practice.

All of the topics will form a suitable basis
for research.

Information in the
computerised medical record

In most cases, statistics deal with three
main problems: What is concerned, who
is concerned, and in which connection?
It is therefore essential that information
in the databases in the medical records
(referrals, medicines, laboratory tests,
etc.) are uniquely linked with the diagno-
sis/health problem, person, and type of
contact. This is only partly the case in
existing record systems and the reason
why our tables are not completed for all
the countries. In a problem oriented

og for kommunale og statlige myndighe-
ter:

e Informasjon til planlegg og styring

e Overvakning av helsetilstanden

e Vurdering av behov, tilgjengelighet og
helsetjenesteforbruk

e Nasjonalt tilsyn (Statens helsetilsyn)
og kommunalt og individuelt tilsyn

(fylkeslegene)

e Evaluering av reformer, effektivitet og
ressursforbruk

e Vurdering av samarbeidet mellom
ulike nivaer og tjenester

Vurdering av samspillet mellom fore-
byggende tiltak, trygd, sosiale ytelser
og allmennlegetjenester.

P4 alle omradene vil dataene ogsa gi
grunnlag for forskning.

Informasjonen
1 edb-journalen

For de fleste forméal omhandler statistikk
tre hovedproblemstillinger: Hva gjelder
det, hvem gjelder det og i hvilken sam-
menheng? Det er derfor helt essensielt at
informasjon i databasene i edb-journalen
(henvisninger, medikamenter, laborato-
rieprover, etc.) er entydig knyttet til di-
agnose/helseproblem, person og kontakt-
type. Dette er bare delvis tilfelle i dagens
journalsystemer, og dette var hovedarsa-
ken til at vi ikke fikk fylt ut tabellene
fullstendig for alle landene. I en proble-
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medical record, such a linking of infor-
mation will be made automatically by the
way in which the doctor enters the data
in the medical record. In the traditional
record, this is done by the doctor manu-
ally selecting for example which diagno-
sis is relevant when referral is made or
blood tests requisitioned.

Most attempts to use data from the
computerised medical record have re-
ported lack of standardisation as the
main problem. Authors then have called
for authorities to require standardisation.
In several fields, standardisation is being
made due to the needs connected with
communication — electronic forwarding
of referrals/extracts of medical records,
requisitions, prescriptions, etc., but it is
still rather unlikely that all medical record
systems in future will be using the same
standards. The standards themselves are
constantly developing due to technologi-
cal development and changing needs.

The computer is a very powerful tool to
identify, redefine and categorise variables
— even information stored as free text. It
is therefore possible to operate with sev-
eral or just partially developed standards
for most statistical purposes. Standards
do, of course, facilitate the work and
make it more efficient. Standards already
exist for diagnoses (ICPC and ICD) and
for pharmaceuticals (ATC). Work is also
progressing as far as biological tests are
concerned. The need is most urgent to
categorise referrals, various requisitions
and data reflecting different types of ac-
tivities in general practice.

The data collection will be retrospective.
For routine statistics, no extra workload
will be placed on the general practitioner.
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morientert journal vil en slik kobling av
informasjonen kunne skje automatisk ved
den maéten legen skriver journalen pa. I
den tradisjonelle journalen ma det skje
ved at legen manuelt velger for eksempel
hvilken diagnose det gjelder nar det skri-
ves henvisning og rekvireres blodpreve.

De fleste forsek pa bruk av data fra edb-
journalen har konkludert med at mangel
pa standardisering har veert hovedpro-
blemet. I publikasjonene er det derfor
blitt etterlyst strengere krav til standardi-
sering fra myndighetene. P4 flere felter
pagar det imidlertid omfattende standar-
diseringsarbeid motivert ut i fra behove-
ne ved kommunikasjon — elektronisk for-
sendelse av henvisninger/epikriser, rekvi-
sisjoner, resepter etc. Men det er likevel
lite sannsynlig at alle edb-journaler i
fremtiden vil ha de samme standardene.
Standardene er i seg selv kontinuerlig
under endring pa grunn av teknologisk
utvikling og endrede behov.

Datamaskinen er et meget kraftig verktoy
for 4 kunne identifisere, redefinere og ka-
tegorisere variabler, selv informasjon lag-
ret som bare fritekst. Det er derfor mulig
a operere med flere eller bare delvise
standarder for de fleste statistiske formal.
Men standarder gjor selvfelgelig arbeidet
lettere og mer effektivt. Det finnes ferdi-
ge standarder for diagnoser (ICPC og
ICD) og legemidler (ATC). Man har og-
sa kommet langt nar det gjelder biologi-
ske prover. Det er storst behov for & ka-
tegorisere henvisninger, diverse rekvi-
sisjoner og meldinger som kan gjenspeile
ulike typer aktiviteter i allmennpraksis.

Datainnsamlingen vil vaere retrospektiv.
For rutinestatistikk vil det ikke veere ned-
vendig & palegge allmennlegene ekstra
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Data normally registered for the doctor’s
own purpose when treating patients will
satisfy most statistical needs. Thus regis-
tration for limited periods has no advan-
tage. The best quality data will be ob-
tained by ongoing registration, where ac-
curacy becomes a habit for the doctors
involved. It is therefore only necessary to
make two demands from the participat-
ing doctors:

e that a diagnosis is made at every con-
tact and

e that type of contact is stated.

All other demands connected with the
creation of a data gathering system are
either technical challenges to the pro-
gram supplier (implementation of stan-
dards, programming of a system to ex-
tract and present data, and possibly
communication solutions) or organisa-
tional questions which must be solved by
the authorities (protection of individuals,
financing, recruitment of general practi-
tioners, property right to information,
running of the system).

Extraction of data from the
computerised records

The main task is to formulate the ques-
tions to be answered and then to specify
the tables and define the variables best
answering those questions. This must be
done by the users of the information if it
is to be of interest and relevance, i.e. first
and foremost the general practitioners
who will be the “waterboys” in the sys-
tem. At this level, standardisation is es-
pecially important. The Nordic countries
should have a common set of tables cov-
ering the most central areas.

arbeid. Data som legen selv trenger i
samband drift og behandling av pasien-
ter, tilfredsstiller de fleste statistiske for-
mal. A begrense innsamlingen til bestem-
te perioder har lite for seg. Hoyest kvali-
tet pa dataene oppnar man ved kontinu-
erlig registrering, hvor innleert noyak-
tighet blir en vane for legene. Det er
egentlig bare to krav man trenger 4 stille
deltagende leger:

e At de er noyaktig med 4 sette diagno-
se ved hver kontakt

e At type kontakt blir angitt

Alle de andre kravene som er knyttet til 4
lage et system for innsamling av data, er
enten tekniske utfordringer til program-
vareleveranderen (implementere stan-
darder, programmere et system for ut-
trekk og presentasjon av data, evt. kom-
munikasjonslesning) eller organisatoriske
sporsmal som ma lgses av myndighetene
(personvern, finansiering, rekruttering av
allmennleger, eiendomsretten til infor-
masjonen, drift av systemet).

UttreRk av data fra
edb-journalen

Den primaere oppgaven blir 4 formulere
de spersméalene man vil ha svar pa. De-
retter spesifisere tabellene og definere va-
riablene som best kan gi svar pa disse
sporsmalene. Dette ma brukerne av in-
formasjonen gjore, hvis den skal bli inte-
ressant og relevant, og da i forste rekke
allmennlegene som blir “vannbeererne” i
systemet. Det er pa dette nivaet at stan-
dardisering er viktigst. De nordiske lan-
dene bor fa et felles sett av tabeller pa de
mest sentrale omradene.
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The record systems have integrated re-
port functions. Most of them also have
completed reports giving simple over-
views of the number of patients by sex
and age, diagnoses, etc. The tables, or
reports, are, however, characterised by
two things: those producing them have
not had the necessary statistical skills,
and they vary from one system to the
next. The blame can be laid at nobody’s
door, since there has been no guidelines
as to how it should be done.

In principle, two strategies may be cho-
sen when data are to be extracted from
the record. One may either leave it com-
pletely to the supplier to program reports
which produce exactly the tables one has
specified, or one may create a partial
mirror database in the record where a
copy of the data needed for the statistics
may be saved in a standard format com-
mon to all the systems. In that case, a
separate program will be necessary to
create the tables, or they must be pre-
pared centrally elsewhere.

The advantages of the first method are
that it is easy to ensure that no identifi-
able personal data leave the record, that
double saving of data is avoided, and that
the statistics will be easily accessible and
well integrated into the other functions of
the program. With a mirror database,

one will be more independent of the pro-
gram suppliers when the contents and
compositions of the tables need to be
changed for various purposes, add in-
formation, and run together data. Fur-
thermore, it is easier to ensure that the
processing of the statistics becomes cor-
rect and alike. The way in which one will
finance the data extraction will perhaps
be the most decisive factor for the choice
of strategy.
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Journalsystemene har innebygde rapport-
funksjoner. De fleste har ogsa ferdige
rapporter som gir enkle oversikter over
antall pasienter med kjenn og alder, di-
agnoser og litt forskjellig annet. Tabelle-
ne eller rapportene baerer imidlertid preg
av to ting. De som har laget dem har ikke
veert kyndige 1 statistikk og de er forskjel-
lige fra et system til et annet. Ingen kan
bebreides siden det ikke har veert noen
retningslinjer for hvordan dette ber gjo-
res.

Det er prinsipielt to strategier a velge
mellom for a4 hente ut data fra journalen.
Enten kan man overlate helt til journalle-
veranderene 4 programmere rapporter
som produserer ngyaktig de tabellene
som man har spesifisert. Eller man kan
opprette en partiell speildatabase i edb-
journalen hvor en kopi av dataene som
skal brukes til statistikk, lagres i et stan-
dard og felles format for alle systemene.
Da ma man ha et separat program som
kan lage tabellene eller at de sendes sen-
tralt for bearbeidelse.

Fordelen med den forste metoden er at
det er enkelt 4 sikre at ingen personiden-
tifiserbare data forlater journalen, at man
unngar dobbeltlagring og at statistikken
blir lett tilgjengelig og godt integrert med
journalprogrammets gvrige funksjoner.
Med en speildatabase vil man veere mer
uavhengig av programvareleveranderene
nar man vil endre tabellenes innhold og
sammensetning for ulike formal, legge
inn tilleggsinformasjon og gjere koblin-
ger. Man kan ogsa enklere sikre at selve
statistikkbearbeidelsen blir korrekt og lik.
Den maten man vil finansiere data ut-
trekket pa, vil kanskje vaere mest avgjo-
rende for valg av strategi.
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Organisation of the data
collection

A centralised collection and processing
of data is a prerequisite for retrieving na-
tional data. Feedback on results of com-
parisons are necessary in order to pro-
vide general practitioners with a basis for
quality development. Both aims require
an efficient communication solution, and
it has now become an organisational
challenge as several systems are being
developed at the moment.

A selection of general practitioners will
suffice to produce national data. The
number will depend on the purpose. If
use of health care services is the only fac-
tor to be studied, about 15-20 full-time
general practitioners will suffice (more, if
groups of doctors participate). The most
important will be to make sure that the
selection consists of doctors from both
central and peripheral areas, and to avoid
atypical practices such as practices in
city centres, for immigrants, for students
only, etc. Contact rates are usually very
stable, and a month’s registration twice a
year will provide a reliable figure. But
such a figure will not provide data on in-
cidences and prevalence of illness, and
will only provide a superficial insight in
the work of general practitioners. Statis-
tics showing use of health care services
will thus in the long rung be of no inter-
est to those general practitioners gather-
ing the data.

General practice is characterised by
many contacts over time and gradual ac-
cumulation of patient information. Con-
tinuous registration is necessary to reflect
this. To get sufficient data for epidemi-
ological purposes and process evaluation
in general practice, one would need a se-

Organisering av
datainnsamlingen

En sentral innsamling og bearbeidelse av
data er en forutsetning for a skaffe til veie
nasjonale data. Tilbakemelding av resul-
tater med sammenligninger er nedvendig
for & gi allmennlegene en plattform for
kvalitetsutvikling. Begge formalene kre-
ver en effektiv kommunikasjonslesning,
og det er na i hovedsak blitt en organisa-
torisk utfordring etter hvert som flere sy-
stemer er under utvikling.

Det vil veere tilstrekkelig med et utvalg av
allmennleger for 4 lage nasjonale data.
Antallet vil veere avhengig av formalet.
Hyvis forbruk av helsetjenester er det ene-
ste som skal studeres, vil omtrent 15-20
fulltids allmennleger vere tilstrekkelig
(noen flere hvis grupper av leger deltar).
Det viktigste vil veere 4 sikre at utvalget
bestar av leger bade fra sentrale og peri-
fere strok og unngé atypiske praksiser
som i indre bykjerner, for innvandrere,
for bare studenter etc. Kontaktrater er
vanligvis sveert stabile og en maneds regi-
strering to ganger per ar vil gi reliable
tall. Men dette vil ikke kunne gi data som
beskriver insidenser og prevalens av syk-
dom, og det vil bare gi et overfladisk inn-
syn i hvordan allmennleger arbeider. Sta-
tistikk som viser forbruk av helsetjenester
vil i lengden derfor vaere av liten interesse
for allmennlegene som samler dataene.

Allmennpraksis er kjennetegnet av man-
ge kontakter over tid og gradvis akkumu-
lering av informasjon om pasientene.
Kontinuerlige registreringer ma til for &
gjenspeile dette. Dersom man vil studere
epidemiologiske forhold og prosesser i
allmennpraksis, trenger man et utvalg
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lection of general practitioners covering
about 1 per cent of the population (a
minimum of 30 doctors), provided data
are available from several of the Nordic
countries. Individually, the countries
would need a far higher number of doc-
tors to study the same factors. This does,
of course, not exclude the possibility of
collecting easily accessible data from
many more general practitioners, but a
smaller group of motivated and trained
doctors could deliver high-quality data
covering a broad spectrum.

When recruiting general practitioners for
data gathering, it is important that they
also benefit from the participation. Fi-
nancial compensation may be one solu-
tion, but the majority will most likely
benefit more from gaining access to their
own data as well as individual feedback
in comparing with others. This in itself
will be important to obtain a high quality
of the information. If general practitio-
ners in addition get to participate in the
formulation of the objectives and the
questions to be answered, it will give
them a feeling of ownership to the sys-
tem and information. A continuous
training program for doctors who gather
data could also have a positive effect on
both the motivation and the quality. The
most vulnerable point is security The
doctors who provide data must be al-
lowed to be anonymous and must be as-
sured that the information will not be
used to control the individual in this
connection. It should therefore be possi-
ble to enter into a contract in documen-
tation thereof and have a trustworthy
third party keep the “key” as to who
sends data and who is to receive statistics
in return.
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allmennleger som har et antall pasienter
som svarer til om lag 1 pst. av befolknin-
gen (minimum 30 leger). Dette er under
forutsetning av at man far data fra flere
av de nordiske landene. Hver for seg ville
landene trenge et langt heyere antall le-
ger for a studere de samme forholdene.
Dette utelukker ikke at lett tilgjengelige
data kan samles inn fra langt flere all-
mennleger, men en mindre gruppe leger
som er motivert og trenet, apner for a
kunne samle inn et bredt omfang av data
med hoey kvalitet.

For & rekruttere allmennleger til datainn-
samling, er det viktigste at de selv far et
utbytte av & vaere med pa det. Det kan
selvfelgelig gis skonomisk kompensasjon,
men for de fleste vil det trolig telle mer &
fa tilgang pa egne data og individuell til-
bakemelding med sammenligning med
andre. Det i seg selv vil vaere viktig for a
oppna hey kvalitet pa informasjonen.
Hyvis allmennlegene i tillegg far vaere med
a formulere malene og spersmaélene som
skal besvares, vil det gi en folelse av & ha
et eierskap til systemet og informasjonen.
Et kontinuerlig utdanningsprogram for
leger som samler inn data, vil ogsa kunne
ha positiv innvirkning pa bade moti-
vasjon og kvalitet. Det mest sarbare
punktet er rettssikkerheten. LLegene som
leverer data, ma kunne vere anonyme og
vite at informasjonen ikke vil bli brukt til
kontroll av den enkelte i denne sammen-
hengen. Man ma derfor kunne innga en
kontrakt som dokumenterer dette og ha
en tiltrodd tredjepart som oppbevarer
“nekkelen” til hvem som sender data og
skal motta statistikk i retur.
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Appendix 1

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.
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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

The Nordic Short-list with codes from Nordisk forkortet morbiditetsliste med
ICD-9 and ICD-10 for morbidity which  koder fra ICD-9 og ICD-10, der danner
forms the basis for the tables in this ap-  grundlaget for tabellerne i dette bilag,
pendix may be obtained from the kan fas ved henvendelse til NO-
NOMESCO Secretariat. MESKO?’s sekretariat.
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Age-adjusted rates (ESP) for discharges from ordinary and specialized hospitals per 100,000

inhabitants 1996. Males

Aldersstandardiserede rater (ESP) for udskrivninger fra almindelige og specialiserede sygehuse pr.

100.000 indbyggere 1996. Meand

Denmark  Finland Norway  Sweden
1 Tuberculosis
Tuberkulose 15.26 37.10 6.36 6.56
2 Viral hepatitis
Viral leverbeteendelse 16.17 15.56 7.83 16.55
3 Human immunodeficiency virus (HIV) disease
Human immundefekt virus (HIV) sygdom 51.57 8.24 6.80 11.17
4 Malignant neoplasm of oesophagus
Kreeft i spisergr 43.69 18.10 22.35 25.31
5 Malignant neoplasm of stomach
Kreeft i mavesaek 34.80 51.48 51.74 33.73
6 Malignant neoplasm of colon and rectum
Kreeft i tyktarm og endetarm 148.50 117.12 157.41 108.06
7 Malignant neoplasm of pancreas
Kreeft i bugspytkirtel 26.45 30.36 27.39 34.10
8 Malignant neoplasm of larynx, trachea, bronchus and lung
Kreeft i strubehoved, luftrgr, bronkie og lunge 222.90 240.92 178.40 119.90
9 Malignant melanoma of skin
Ondartet melanom i hud 22.16 27.62 28.99 18.68
10 Malignant neoplasm of breast
Kreeft i bryst 1.59 1.24 1.90 0.97
11 Malignant neoplasm of cervix uteri
Kreeft i livmoderhals
12 Malignant neoplasm of other and unspecified parts of uterus
Kreeft i anden og uspecificeret del af livmoder
13 Malignant neoplasm of ovary
Kreeft i eeggestok
14 Malignant neoplasm of prostate
Kreeft i bleerehalskirtel 169.15 203.17 207.14 200.15
15 Malignant neoplasm of testis
Kreeft i testikel 50.84 17.76 44.28 16.40
16 Malignant neoplasm of bladder
Kreeft i urinbleere 168.40 4.61 124.77 108.56
17 Leiomyoma of uterus
Fibrom i livmoder
18 Thyrotoxicosis
Tyreotoksikose 7.30 4.48 3.48 5.75
19 Diabetes mellitus
Sukkersyge 227.94 243.67 118.04 202.94
20 Organic mental disorders
Organiske psykiske lidelser 25.82 40.23 15.00 64.98
...continued
...fortscettes
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Denmark  Finland Norway  Sweden

21 Mental and behavioural disorders due to psychoactive

substance use

Psykiske lidelser og adfeerdsmaessige forstyrrelser forarsaget

af brug af alkohol eller andre psykoaktive stoffer 220.58 130.73 104.67 498.04
22 Schizophrenia, delusional and mood disorders

Skizofreni, paranoide psykoser og affektive sindslidelser 14.56 25.28 17.43 301.70
23 Parkinson's disease

Rystelammelse 18.96 37.18 6.69 25.93
24 Alzheimer's disease

Alzheimers sygdom 1.06 5.32 0.29 1.15
25 Multiple sclerosis

Dissemineret sklerose 17.32 19.72 19.71 11.33
26 Epilepsy

Epilepsi 122.96 127.95 85.85 96.79
27 Acute myocardial infarction

Akut hjerteinfarkt 238.61 274.89 310.52 290.61
28 Other ischaemic heart disease

Anden iskeemisk hjertesygdom 635.96 896.88 767.76 697.03
29 Cerebrovascular diseases

Karsygdomme i hjerne 380.88 405.42 297.39 408.21
30 Pneumonia

Lungebetaendelse 379.93 374.20 311.62 294.08
31 Bronchitis, emphysema and other chronic obstructive

pulmonary disease

Bronkit, emfysem og anden obstruktiv lungesygdom 294.91 318.32 179.29 144.89
32 Asthma

Astma 148.78 262.64 127.97 114.25
33 Gastric and duodenal ulcer

Mavesar og duodenalsar 131.76 81.22 70.72 76.55
34 Diseases of appendix

Sygdomme i blindtarm 142.19 176.62 116.00 141.77
35 Crohn's disease and ulcerative colitis

Chrons sygdom og tyktarmsbetaendelse med sar 69.69 66.08 59.24 70.72
36 Alcoholic liver disease, unspecified fibrosis and cirrhosis of

liver

Alkoholisk leversygdom, bindeveevsdannelse i lever og skrum-

pelever 63.43 50.73 17.40 28.17
37 Cholelithiasis and cholecystitis

Galdesten og galdebleerebetendelse 111.19 174.45 99.19 137.96
38 Rheumatoid arthritis and other inflammatory

polyarthropathies

Leddegigt og andre inflammatorisk polyartritter 51.91 183.49 80.74 63.35
39 Arthrosis

Slidgigt 150.50  251.78  120.08  142.09
40 Systemic connective tissue disorders

Generaliserede bindeveevssygdomme 27.89 29.84 34.01 34.31

...continued
... fortseettes
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Denmark

Finland

Norway

Sweden

41 Dorsopathies excl. intervertebral disc disorders
Rygsygdomme og ryglidelser ekskl. diskusprolaps

42 Cervical and other intervertebral disc disorders
Diskusprolaps i halsens ryghvirvler og andre ryghvirvler

43 Osteoporosis and osteomalacia
Osteoporose og osteomalaci

44 Glomerular, tubulo-interstitial diseases and renal failure
Glomeruleaere sygdomme, tubulointerstitiale nyresygdomme
og nyreinsufficiens

45 Urolithiasis
Urinvejssten

46 Hyperplasia of prostate
Forstarret bleerehalskirtel

47 Salpingitis and oophoritis
Beteendelse i eeggeleder og seggestok

48 Female genital prolapse
Nedsynkning og fremfald af kvindelige kgnsdele

49 Medical abortion
Fremkaldt abort

50 Other pregnancies with abortive outcome
Andet svangerskab, der ender med abort

51 Oedema, proteinuria and hypertensive disorders in pregnancy,
childbirth and the puerperium
@dem, proteinuri og hypertension i svangerskab, under fodsel
0g barselsperiode

52 Other complications in pregnancy, childbirth and the
puerperium
Andre komplikationer i svangerskab, under fodsel og barsels-
periode

53 Single spontaneous delivery
Spontan fadsel (enkeltfadsel)

54 Abdominal and pelvic pain
Smerter i mave og underliv

55 Fracture of skull and facial bones
Kraniebrud og brud af ansigtsknogler

56 Concussion
Commotio cerebri

57 Fracture of neck, thorax and pelvis
Brud af hals, thorax og baekken

58 Fracture of neck of femur
Brud af lar

59 Burns and corrosions
Forbraendinger og etsninger

60 Poisoning
Forgiftning

61 Diagnoses not included in the above
Diagnoser ikke medtaget ovenfor

155.11

189.07

8.45

131.41

134.07

3.34

239.62

79.30

231.86

76.30

114.97

23.48

142.89

10,979.13

236.67

188.06

4.31

178.20

90.79

272.76

234.22

73.23

54.81

83.45

84.00

41.79

97.42

11,372.46

151.86

120.03

4.42

105.73

136.04

159.49

159.89

59.77

215.22

90.71

102.47

40.11

108.92

6,919.81

117.46

54.66

6.02

142.91

101.51

149.27

322.06

49.43

230.88

94.85

107.35

25.34

111.85

7,679.59
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Age-adjusted rates (ESP) for discharges from ordinary and specialized hospitals per 100,000

inhabitants 1996. Females

Aldersstandardiserede rater (ESP) for udskrivninger fra almindelige og specialiserede sygehuse pr.

100.000 indbyggere 1996. Kvinder

Denmark  Finland Norway  Sweden
1 Tuberculosis
Tuberkulose 12.89 27.21 3.91 6.51
2 Viral hepatitis
Viral leverbeteendelse 11.66 12.71 5.10 11.73
3 Human immunodeficiency virus (HIV) disease
Human immundefekt virus (HIV) sygdom 15.25 1.36 2.91 4.14
4 Malignant neoplasm of oesophagus
Kreeft i spisergr 15.48 11.09 7.94 8.40
5 Malignant neoplasm of stomach
Kreeft i mavesaek 18.01 36.81 30.17 23.12
6 Malignant neoplasm of colon and rectum
Kreeft i tyktarm og endetarm 147.99 107.02 158.24 112.03
7 Malignant neoplasm of pancreas
Kreeft i bugspytkirtel 28.44 33.24 29.58 33.96
8 Malignant neoplasm of larynx, trachea, bronchus and lung
Kreeft i strubehoved, luftrgr, bronkie og lunge 152.57 53.65 99.86 82.11
9 Malignant melanoma of skin
Ondartet melanom i hud 19.33 18.14 26.37 14.81
10 Malignant neoplasm of breast
Kreeft i bryst 365.67 325.97 324.59 293.16
11 Malignant neoplasm of cervix uteri
Kreeft i livmoderhals 77.01 29.81 84.54 45.76
12 Malignant neoplasm of other and unspecified parts of uterus
Kreeft i anden og uspecificeret del af livmoder 56.68 78.93 72.99 90.41
13 Malignant neoplasm of ovary
Kreeft i eeggestok 181.11 193.70 112.39 137.41
14 Malignant neoplasm of prostate
Kreeft i bleerehalskirtel
15 Malignant neoplasm of testis
Kreeft i testikel
16 Malignant neoplasm of bladder
Kreeft i urinbleere 54.62 1.50 38.92 37.89
17 Leiomyoma of uterus
Fibrom i livmoder 113.86 26.80 120.64 114.72
18 Thyrotoxicosis
Tyreotoksikose 38.52 19.49 14.57 25.09
19 Diabetes mellitus
Sukkersyge 182.27 205.12 105.91 191.46
20 Organic mental disorders
Organiske psykiske lidelser 36.66 49.03 23.23 82.70
...continued
...fortscettes
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Denmark  Finland Norway  Sweden

21 Mental and behavioural disorders due to psychoactive

substance use

Psykiske lidelser og adfeerdsmaessige forstyrrelser forarsaget

af brug af alkohol eller andre psykoaktive stoffer 97.76 43.44 32.11 140.52
22 Schizophrenia, delusional and mood disorders

Skizofreni, paranoide psykoser og affektive

sindslidelser 27.46 42.06 28.33 355.83
23 Parkinson'’s disease

Rystelammelse 18.19 37.36 5.36 25.34
24 Alzheimer's disease

Alzheimers sygdom 1.64 7.40 0.60 2.37
25 Multiple sclerosis

Dissemineret sklerose 32.82 36.91 30.93 23.36
26 Epilepsy

Epilepsi 106.67 99.99 70.61 83.46
27 Acute myocardial infarction

Akut hjerteinfarkt 138.25 176.26 174.32 177.29
28 Other ischaemic heart disease

Anden iskeemisk hjertesygdom 317.26 523.25 384.19 404.28
29 Cerebrovascular diseases

Karsygdomme i hjerne 363.02 334.88 283.53 399.74
30 Pneumonia

Lungebeteendelse 349.87 228.06 263.97 257.81
31 Bronchitis, emphysema and other chronic obstructive

pulmonary disease

Bronkit, emfysem og anden obstruktiv lungesygdom 360.95 115.53 163.48 148.62
32 Asthma

Astma 141.82 256.65 123.80 123.28
33 Gastric and duodenal ulcer

Mavesar og duodenalsar 133.75 61.35 60.87 61.70
34 Diseases of appendix

Sygdomme i blindtarm 128.39 142.50 85.56 110.94
35 Crohn's disease and ulcerative colitis

Chrons sygdom og tyktarmsbetaendelse med sar 100.29 54.17 64.12 73.60
36 Alcoholic liver disease, unspecified fibrosis and cirrhosis of

liver

Alkoholisk leversygdom, bindeveevsdannelse i lever og skrum-

pelever 35.22 31.14 15.71 17.62
37 Cholelithiasis and cholecystitis

Galdesten og galdebleerebeteendelse 277.57 314.81 216.09 265.57
38 Rheumatoid arthritis and other inflammatory

polyarthropathies 101.12

Leddegigt og andre inflammatorisk polyartritter 477.38 215.98 163.88
39 Arthrosis

Slidgigt 231.00 420.86 246.04 223.96
40 Systemic connective tissue disorders

Generaliserede bindevaevssygdomme 70.68 71.68 79.98 82.53

...continued
... fortscettes
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Denmark  Finland Norway  Sweden

41 Dorsopathies excl. intervertebral disc disorders
Rygsygdomme og ryglidelser ekskl. diskusprolaps 203.22 244.84 150.29 150.35

42 Cervical and other intervertebral disc disorders
Diskusprolaps i halsens ryghvirvler og andre ryghvirvler 159.38 144.61 87.29 45.11

43 Osteoporosis and osteomalacia
Osteoporose og osteomalaci 55.97 18.32 17.77 28.63

44 Glomerular, tubulo-interstitial diseases and renal failure
Glomeruleaere sygdomme, tubulointerstitiale nyresygdomme 147.50 214.94 114.31 150.90
og nyreinsufficiens

45 Urolithiasis
Urinvejssten 76.61 36.28 73.03 52.80

46 Hyperplasia of prostate
Forstorret bleerehalskirtel

47 Salpingitis and oophoritis

Beteendelse i eeggeleder og seggestok 58.91 31.13 26.64 35.73
48 Female genital prolapse

Nedsynkning og fremfald af kvindelige kgnsdele 118.85 130.88 109.91 120.02
49 Medical abortion

Fremkaldt abort 285.29 114.29 23.61 84.22

50 Other pregnancies with abortive outcome
Andet svangerskab, der ender med abort 484.20 196.91 278.50 219.37

51 Oedema, proteinuria and hypertensive disorders in pregnancy,
childbirth and the puerperium
@dem, proteinuri og hypertension i svangerskab, under fadsel

o0g barselsperiode 46.25 104.76 99.64 71.92
52 Other complications in pregnancy, childbirth and the

puerperium

Andre komplikationer i svangerskab, under fodsel og barsels-

periode 1,456.56 1,208.39 1,161.73 1,372.50
53 Single spontaneous delivery

Spontan fadsel (enkeltfadsel) 1,197.19 1,794.94 1,846.81 1,169.76
54 Abdominal and pelvic pain

Smerter i mave og underliv 431.00 392.23 242.60 524.55
55 Fracture of skull and facial bones

Kraniebrud og brud af ansigtsknogler 30.11 24.37 17.97 17.46
56 Concussion

Commotio cerebri 159.75 39.21 136.94 152.36
57 Fracture of neck, thorax and pelvis

Brud af hals, thorax og baekken 76.72 61.77 84.03 116.54
58 Fracture of neck of femur

Brud af lar 305.77 191.15 272.50 281.91
59 Burns and corrosions

Forbraendinger og etsninger 12.23 18.36 15.85 11.54
60 Poisoning

Forgiftning 179.93 92.02 147.21 157.47
61 Diagnoses not included in the above

Diagnoser ikke medtaget ovenfor 11,747.76 11,316.31 7,150.92 8,074.47
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Appendix 4

The Nordic Short-list for causes of death Den nordiske forkortet dodsarsagsliste

with codes from ICD-8, ICD-9 and med koder fra ICD-8, ICD-9 og ICD-
ICD-10 which forms the basis for the ta- 10, der danner grundlaget for tabellerne i
bles in this appendix may be obtained dette bilag, kan fas ved henvendelse til
from the NOMESCO Secretariat. NOMESKO?’s sekretariat.
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Age-adjusted rates (new ESP) for causes of death per 100,000 inhabitants. Males

Nordic Abbreviated List Denmark  Faroe Greenland Finland
Islands

Cause of death 1996 1993 1993 1995
1. Tuberculosis 1.15 - 47.75 2.66
2. Other infectious diseases 9.89 - 2.30 4.77
3. Malignant neoplasm of oesophagus 8.81 - 19.07 5.44
4. Malignant neoplasm of stomach 10.16 12.99 14.84 14.43
5. Malignant neoplasm of small and large intestine 21.87 4.89 34.70 10.23
6. Malignant neoplasm of rectum 12.00 8.46 - 7.36
7. Malignant neoplasm of pancreas 10.43 9.25 42.41 12.15
8. Malignant neoplasm of respiratory system 75.97 61.61 119.28 65.09

9. Malignant neoplasm of breast 0.32 - - 0.11
10. Malignant neoplasm of cervix uteri .

11. Malignant neoplasm of other parts of uterus

12. Malignant neoplasm of ovary, fallopian tube and broad ligament

13. Malignant neoplasm of prostate 32.78 11.24 - 29.36
14. Neoplasms of lymphatic and haemotopoietic tissue 19.00 10.67 3.33 18.53
15. Malignant neoplasms of other and unspecified nature 65.43 77.67 80.73 47.65
16. Benign neoplasms and neoplasms of unspecified nature 433 8.63 6.21 3.98
17. Diabetes mellitus 10.26 5.07 - 8.86
18. Other endocrine and metabolic diseases 3.09 6.38 9.57 2.00
19. Diseases of blood and bloodforming organs 3.05 - 15.69 0.69
20. Alcoholic psychosis and alcoholism 8.44 - 9.08 4.02
21. Other mental disorders 7.13 12.10 - 20.04
22. Diseases of the nervous system and sense organs 10.94 16.56 10.94 18.45
23. Rheumatic fever and rheumatic heart disease 0.37 5.07 - 0.98
24. Hypertension 4.63 436 - 5.58
25. Ischaemic heart disease 188.26  322.95 248.42  287.56
26. Other heart diseases 54.05 34.02 202.74 37.03
27. Cerebrovascular disease 72.01 82.76 227.09 94.71
28. Other diseases of the circulatory system 31.36 32.77 47.05 22.06
29. Influenza 1.77 3.18 - 0.62
30. Pneumonia 27.66 12.10 47.83 45.99
31. Bronchitis, emphysema and asthma 48.38 20.49 38.01 30.35
32. Other diseases of the respiratory system 5.92 8.39 - 5.28
33. Diseases of oral cavity, oesophagus, stomach and duodenum 8.37 - - 6.93
34. Cirrhosis of liver 17.13 - 14.06 14.78
35. Other diseases of the digestive system 14.12 15.64 31.38 16.74
36. Nephritis and nephrosis 1.73 - - 2.18
37. Infection of kidney and calculus of urinary system 0.90 - 15.69 2.11
38. Hyperplasia of prostate 1.27 436 32.92 1.46
39. Other diseases of genito-urinary system 3.35 - 9.57 1.77
40. Complications of pregnancy, childbirth and the puerperium . . . .
41. Diseases of the skin, musculoskeletal system and connective tissue 2.85 4.36 27.07 2.74
42. Congenital malformations 5.22 16.68 4.79 4.15
43. Certain conditions originating in the perinatal period 3.83 - 16.10 2.45
44. Sudden death 12.79 3.75 77.94 2.58
45. Other symptoms and ill-defined causes 87.12 6.92 32.92 1.14
46. Motor vehicle traffic accidents 14.35 20.96 15.69 12.06
47. Accidental poisoning by alcohol 0.52 3.75 - 13.35
48. Accidental falls 15.43 16.60 - 17.92
49. Other accidents 12.26 11.53 52.81 27.04
50. Suicide 22.75 14.77 112.05 42.26
51. Injury causes by accident or purposely inflicted 3.96 10.13 6.53 5.02
52. Homicide and other injury 1.41 - 23.80 4.09
Total deaths, males 30,144 217 217 24,283

ESP = European Standard Population.
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Aldersstandardiserede dadsarsagsrater (ny ESP) pr. 100.000 indbyggere. Meend

Of which Iceland  Norway Sweden Nordisk forkortet liste
Aland
1995 1995 1995 1996 Dodsarsag
11.23 0.70 1.45 0.87 1. Tuberkulose
16.87 7.81 5.27 4.87 2. Andre infektionssygdomme
5.62 11.57 4.50 4.31 3. Ondartet svulst i spiseroret
16.14 14.29 13.46 9.66 4. Ondartet svulst i maveseek
4.90 17.84 19.08 13.76 5. Ondartet svulst i tynd- og tyktarm
- 0.90 12.04 8.01 6. Ondartet svulst i endetarm
22.68 10.43 11.13 11.96 7. Ondartet svulst i bugspytkirtel
28.82 40.28 49.27 33.90 8. Ondartet svulst i andedreetsorganer og brys
- - 0.23 0.14 9. Ondartet svulst i brystkirtel
10. Ondartet svulst i livmoderhals
11. Ondartet svulst i andre dele af livmoder
. . . . 12. Ondartet svulst i eeggestok
39.56 23.94 37.74 35.54 13. Ondartet svulst i prostata
26.12 23.65 18.69 18.25 14. Ondartet svulst i lymfatiske og bloddannende veev
27.91 47.92 51.31 47.48 15. Ondartet svulst i andre eller uspecificerede lokalisationer
4.90 0.67 4.37 4.44 16. Godartede og uspecificerede svulster
- 4.00 9.48 12.80 17. Sukkersyge
6.65 2.95 4.30 4.90 18. Andre indresekretoriske sygdomme og stofskiftesygdomme
- 0.57 1.66 2.26 19. Sygdomme i blod og bloddannende organer
- - 8.65 4.69 20. Alkoholisk psykose og alkoholisme
28.01 0.90 11.22 14.41 21. Andre mentale lidelser
47.14 18.38 15.34 11.97 22. Sygdomme i nervesystem og sanseorganer
4.90 1.60 1.14 0.76 23. Rheumatisk feber og rheumatiske hjertesygdomme
9.80 6.28 8.27 4.31 24. Hypertensionssygdomme
203.75  211.07 213.91 201.60 25. Iskeemiske hjertesygdomme
43.38 36.89 51.65 47.83 26. Andre hjertesygdomme
33.15 81.03 73.96 63.38 27. Karleaesioner i centralnervesystemet
24.54 15.72 24.87 33.78 28. Andre kredslgbssygdomme
- 3.18 1.29 1.96 29. Influenza
4.90 41.01 45.74 30.11 30. Lungebeteaendelse
17.17 20.88 31.79 20.31 31. Bronchitis, emfysem og asthma
5.62 7.62 4.61 5.69 32. Andre sygdomme i dndedraetsorganer
4.90 2.30 5.52 4.96 33. Sygdomme i mundhule, spisergr, mavesak og tolvfingertarm
14.44 0.90 5.84 6.55 34. Levercirrhose
9.80 8.72 11.48 12.55 35. Andre sygdomme i fordgjelsesorganer
12.32 3.36 5.41 4.26 36. Nephritis og nefrose
- 1.59 1.29 1.18 37. Nyrebeteaendelse og sten i nyre og urinleder
- 1.41 1.65 0.54 38. Prostatahypertrofi
- 2.1 3.30 3.27 39. Andre sygdomme i urin- og kgnsorganer
. . . 40. Komplikationer under svangerskab og fgdsel
- 3.34 3.47 2.98 41. Sygdomme i hud, knogler og bindeveev
10.41 7.14 3.38 3.19 42. Medfgdte misdannelser
- 513 3.28 1.56 43. Visse tilstande med udspring i den perinatale periode
8.62 2.21 21.67 0.68 44. Pludselig ded
- 1.41 13.76 8.32 45, Symptomer og mangelfuldt definerede tilstande
- 12.43 9.79 7.27 46. Motorkgretgjsulykker
- 2.57 1.89 1.47 47. Forgiftningsulykker med alkoholer
- 5.25 14.29 8.66 48. Faldulykker
15.46 34.11 14.18 9.69 49. Alle andre ulykker
31.05 17.94 18.87 18.70 50. Selvmord
- 6.93 0.51 6.08 51. Skader forvoldt ved ulykke eller pafgrt med forseet
- - 1.27 1.66 52. Drab og anden voldsom dgd
115 983 23,024 46,954 Antal dede i alt, meend
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Age-adjusted rates (new ESP) for causes of death per 100,000 inhabitants. Females

Nordic Abbreviated List

Denmark  Faroe Greenland Finland

Islands
Cause of death 1996 1993 1993 1995
. Tuberculosis 0.51 - 25.77 2.39
. Other infectious diseases 6.61 - 51.97 4.74
. Malignant neoplasm of oesophagus 3.36 5.10 6.42 2.80

1
2
3
4. Malignant neoplasm of stomach
5. Malignant neoplasm of small and large intestine
6. Malignant neoplasm of rectum
7. Malignant neoplasm of pancreas
8. Malignant neoplasm of respiratory system
9. Malignant neoplasm of breast
10. Malignant neoplasm of cervix uteri
11. Malignant neoplasm of other parts of uterus
12. Malignant neoplasm of ovary, fallopian tube and broad ligament
13. Malignant neoplasm of prostate
14. Neoplasms of lymphatic and haemotopoietic tissue
15. Malignant neoplasms of other and unspecified nature
16. Benign neoplasms and neoplasms of unspecified nature
17. Diabetes mellitus
18. Other endocrine and metabolic diseases
19. Diseases of blood and bloodforming organs
20. Alcoholic psychosis and alcoholism
21. Other mental disorders
22. Diseases of the nervous system and sense organs
23. Rheumatic fever and rheumatic heart disease
24. Hypertension
25. Ischaemic heart disease
26. Other heart diseases
27. Cerebrovascular disease
28. Other diseases of the circulatory system
29. Influenza
30. Pneumonia
31. Bronchitis, emphysema and asthma
32. Other diseases of the respiratory system
33. Diseases of oral cavity, oesophagus, stomach and duodenum
34. Cirrhosis of liver
35. Other diseases of the digestive system
36. Nephritis and nephrosis
37. Infection of kidney and calculus of urinary system
38. Hyperplasia of prostate
39. Other diseases of genito-urinary system
40. Complications of pregnancy, childbirth and the puerperium
41. Diseases of the skin, musculoskeletal system and connective tissue
42. Congenital malformations
43. Certain conditions originating in the perinatal period
44. Sudden death
45. Other symptoms and ill-defined causes
46. Motor vehicle traffic accidents
47. Accidental poisoning by alcohol
48. Accidental falls
49. Other accidents
50. Suicide
51. Injury causes by accident or purposely inflicted
52. Homicide and other injury
Total deaths, females
Total deaths, males and females

6.42 18.93 10.32 10.91
25.44 18.63 47.96 13.08
10.00 10.56 13.45 7.01
11.94 16.09 56.91 12.29
49.26 15.27 121.98 14.27
47.04 36.15 42.95 29.77

6.03 28.81 54.29 1.82

6.14 - - 5.50
17.32 - 11.34 11.77

15.81 21.51 22.52 20.04
57.88 55.92 160.08 42.89

6.52 - 32.78 5.98
10.30 3.84 - 11.97
3.18 5.10 20.12 1.28
3.82 - - 0.83
2.29 - - 0.74
11.97 5.10 - 46.22
10.84 14.43 - 20.05
0.69 - 1.69

5.56 10.56 20.12 7.56
159.48  213.79 9536  227.58
57.27 34.82 221.94 40.97
98.23  113.91 262.45 134.06
36.41 20.76 - 18.18
3.56 29.69 - 1.08
36.33 15.29 54.04 45.76
51.11 7.67 105.44 10.14
4.61 8.93 30.53 3.79

10.96 5.47 6.90 7.35
8.22 16.62 - 5.26
18.48 15.66 49.94 20.61
1.76 - - 2.00
1.94 - 10.19 8.45

3.93 3.84 14.43 3.40

0.15 - 3.42 0.04
5.28 5.47 - 7.41
4.45 3.02 2.12 3.51
2.37 12.70 1.84

10.61 3.02 54.16 1.35
106.46 20.39 144.05 1.93
5.33 5.47 18.33 4.08
0.32 - 3.42 2.1
22.23 15.66 24.11 15.49
4.42 5.86 20.68 7.61
9.16 4.84 41.97 11.55

2.48 - - 2.13
0.83 - 10.33 1.88
30,568 163 197 25,042
60,712 380 414 49325

Source: The national registers for causes of death.
Kilde: ~ De nationale dgdsarsagsregistre
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Aldersstandardiserede dadsarsagsrater (ny ESP) pr. 100.000 indbyggere. Kvinder

Of which Iceland  Norway Sweden Nordisk forkortet liste
Aland
1995 1995 1995 1996 Dgdsérsag
- 0.90 1.10 0.84 1. Tuberkulose
4.70 5.65 7.32 5.83 2. Andre infektionssygdomme
- 4.12 1.19 1.96 3. Ondartet svulst i spiseroret
9.30 9.81 10.21 7.18 4. Ondartet svulst i mavesaek
11.93 22.35 23.12 16.13 5. Ondartet svulst i tynd- og tyktarm
9.40 4.40 10.63 6.58 6. Ondartet svulst i endetarm
18.48 12.61 11.70 13.72 7. Ondartet svulst i bugspytkirtel
9.30 39.36 23.89 23.04 8. Ondartet svulst i andedraetsorganer og brys
31.76 61.22 33.30 28.94 9. Ondartet svulst i brystkirtel
4.70 3.86 5.10 2.87 10. Ondartet svulst i livmoderhals
5.61 6.15 5.62 4.98 11. Ondartet svulst i andre dele af livmoder
27.80 13.64 14.72 12.20 12. Ondartet svulst i eeggestok
. . . . 13. Ondartet svulst i prostata
46.09 10.94 16.80 16.88 14. Ondartet svulst i lymfatiske og bloddannende veev
30.74 36.45 41.48 48.39 15. Ondartet svulst i andre eller uspecificerede lokalisationer
- 2.86 6.12 6.91 16. Godartede og uspecificerede svulster
6.55 5.06 9.84 12.98 17. Sukkersyge
- 3.45 4.09 3.93 18. Andre indresekretoriske sygdomme og stofskiftesygdomme
- 1.74 2.21 2.96 19. Sygdomme i blod og bloddannende organer
- - 1.81 1.15 20. Alkoholisk psykose og alkoholisme
75.59 2.69 19.69 28.26 21. Andre mentale lidelser
- 26.05 15.64 11.72 22. Sygdomme i nervesystem og sanseorganer
- 4.93 2.18 1.86 23. Rheumatisk feber og rheumatiske hjertesygdomme
4.70 5.82 8.41 593 24. Hypertensionssygdomme
137.46  161.23 149.42 161.73 25. Iskeemiske hjertesygdomme
47.02 51.22 73.13 63.48 26. Andre hjertesygdomme
171.49 104.58 104.24 92.24 27. Karlaesioner i centralnervesystemet
51.72 18.38 18.31 35.61 28. Andre kredslgbssygdomme
- 6.72 2.14 2.83 29. Influenza
14.11 97.70 63.98 34.20 30. Lungebeteendelse
- 36.51 23.04 18.18 31. Bronchitis, emfysem og asthma
- 6.01 3.20 5.58 32. Andre sygdomme i dndedraetsorganer
24.17 2.01 5.23 4.53 33. Sygdomme i mundhule, spisergr, mavesak og tolvfingertarm
- 2.31 3.34 3.23 34. Levercirrhose
23.51 22.10 16.56 16.63 35. Andre sygdomme i fordgjelsesorganer
- 7.06 4.22 4.09 36. Nephritis og nefrose
4.70 3.43 2.07 1.46 37. Nyrebeteendelse og sten i nyre og urinleder
. . . 38. Prostatahypertrofi
- 4.92 4.96 3.87 39. Andre sygdomme i urin- og kensorganer
- - 0.19 0.12 40. Komplikationer under svangerskab og fodsel
5.67 1.54 7.26 6.30 41. Sygdomme i hud, knogler og bindeveev
- 8.84 2.67 2.64 42. Medfgdte misdannelser
7.47 2.72 1.39 1.55 43. Visse tilstande med udspring i den perinatale periode
7.47 0.90 15.42 0.72 44. Pludselig ded
4.70 4.33 19.51 16.03 45. Symptomer og mangelfuldt definerede tilstande
- 7.20 4.37 3.53 46. Motorkeretgjsulykker
- 0.73 0.84 0.32 47. Forgiftningsulykker med alkoholer
- 8.35 17.62 8.88 48. Faldulykker
- 20.51 3.38 4.38 49. Alle andre ulykker
- 413 6.27 8.04 50. Selvmord
- - 0.29 2.89 51. Skader forvoldt ved ulykke eller pafgrt med forseet
- - 0.79 0.81 52. Drab og anden voldsom dgd
144 940 22,158 46,861 Antal dade i alt, kvinder
259 1,923 45,182 93,815 Antal dede i alt, meend og kvinder
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Appendix 5

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 _ o _ o o

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

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 @
Phone: +45 3917 39 17
Fax: +4539 18 48 01

National Board of Health
P.O. Box 2020

DK-1012 Copenhagen K
Phone: +45 33 91 16 01
Fax: +4533 91 22 48
E-mail: sst@sis.dk

Statens Seruminstitut
Artillerivej 5

DK-2300 Copenhagen S
Phone: +45 32 68 32 68
Fax: +45 44 91 73 73
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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

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
m Statistics on health
personnel
m Statistics on hospital economy
m Statistics on hospital
capacity
m Information on alcohol consumption

Hawve responsibility for:

m Statistics on infectious diseases

m Statistics and information on vaccina-
tions



National Board of Medicines
Frederikssundsvej 378
DK-2700 Brenshgj

Phone: +45 44 8891 11
Fax: +4544 91 73 73

The Committee for
Tobacco Use Prevention
Ravnsborggade 2, 2™
DK-2200 Copenhagen N
Phone: +45 3537 52 00
Fax: +45 3537 53 88

Danish Veterinary and
Food Administration
Morkhej Bygade 19
DK-2860 Sgborg
Phone: +45 33 95 60 00
Fax: +45 33 95 66 96

Faroe Islands

Faroe Statistics

P.O. Box 355

FR-110 Torshavn
Phone: +298 31 46 36
Fax: +298 31 86 96

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

FURTHER INFORMATION

Hawve responsibility for:
m Statistics on pharmaceutical products

Hawve responsibility for:
m Statistics on the use of tobacco

Hawve responsibility for:
m Statistics on food and consumption of
fats

Hawve responsibility for:

m Population and vital statistic

m Statistics on health care economy

m Information on alcohol consumption
m Statistics on the use of TobaccO

Hawve responsibility for:

Statistics on abortions

Statistics on infectious diseases
Statistics and information on vaccina-
tions

Hawve responsibility for:
m Statistics on pharmaceutical products
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FURTHER INFORMATION

National Board of Health in Denmark Hawve the responsibility for:
Amaliegade 13 m Statistics on causes of death
P.O. Box 2020

DK-1012 Copenhagen K

Phone: +45 33 91 16 01

Fax: +4533 93 16 36

Sjukrahusstjorin Hawve responsibility for:

P.O. Box 336 m Statistics on causes of deaths
FR-110 Torshavn

Phone: +298 31 53 60

Fax: +298 31 82 65

Greenland

Statistics Greenland Hawve responsibility for:

P.O. Box 1025 m Population and vital statistics
DK-3900 Nuuk m Statistics on health personnel
Phone: +299 32 30 00/5560 m Statistics on hospital capacity
Fax: +299 32 29 54 m Statistics on health care economy

E-mail: stat@gs.gh.gl

Chief Medical Officer Hawve responsibility for:

P.O. Box 120 m Statistics on births

DK-3900 Nuuk Statistics on abortions

Phone: +299 32 30 00/5192 Statistics on malformations

Fax: +299 32 51 30 Statistics on infectious diseases

E-mail: eligoh@greennet.gl Statistics and information on
vaccinations

National Board of Health in Denmark Hawve responsibility for:
Amaliegade 13 m Statistics on causes of deaths
P.O. Box 2020

DK-1012 Copenhagen K

Phone: +45 33 91 16 01

Fax: +4533 93 16 36

E-mail: sst@sis.dk
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Kobenhavns Amts Centralapotek
Marielundsvej 25

DK-2730 Herlev

Phone: +45 44 57 77 00

Fax: +45 44 57 77 09

The Directorate for Health and Research
P.O. Box 1160

DK-3900 Nuuk

Phone: +299 32 30 00/6607

Fax: +299 32 55 05

Finland

Statistics Finland
TyOpajankatu 13
FIN-00022 Tilastokeskus
Phone: +358 9 173 41
Fax: +358 9 173 42 91
Website: www.stat.fi

STAKES

P.O. Box 220
FIN-00531 Helsinki
Phone: +358 9 396 71
Fax: +358 9 396 72 052
Website: www.stakes.fi

FURTHER INFORMATION

Hawve responsibility for:
m Statistics on pharmaceutical products

Hawve responsibility for:

m Statistics on hospital capacity

m Statistics on health care economy
m Statistics on health personnel

Hawve responsibility for:

Population and vital statistics
Causes-of-Death Register
Tobacco statistics

Statistics on road traffic accidents
Living Condition Surveys
European Household Panel

Hawve responsibility for:

m Register of Institutional Care

m Medical Birth Register

m Register of Abortions and Steriliza-
tions

Register of Congenital Malformations
Cancer Register

Register of Visual Impairments
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 dental care

Statistics on IVF-treatments

Statistics on alcohol and narcotics
Definitions and classifications in
health care
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FURTHER INFORMATION

National Public Health Institute
Mannerheimintie 166
FIN-00300 Helsinki

Phone: +358 9 474 41

Fax: +358 9 474 44 08
Website: www.ktl.fi

National Agency for Medicines
Mannerheimintie 166

P.O. Box 55

FIN-00301 Helsinki

Phone: +358 9 473 341

Fax: +358 9 473 342 66
Website: www.nam.fi

Social Insurance Institute
Nordenskidldinkatu 12
FIN-00250 Helsinki
Phone: +358 9434 11
Fax: +358 9 241 23 58
Website: www.kela.fi

Ministry of Agriculture
Information service

P.O. Box 250

FIN-00171 Helsinki
Phone: +358 9 13421306
Fax: +358 9 13421573
Website: www.mmm.fi/tike

Aland

Landskapsstyrelsen/LLandskapsldkaren
P.O. Box 60

FIN-22101 Mariehamn

Phone: +358 18 250 00

Fax: +358 18 191 55
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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

Hawve responsibility for:

m Sickness insurance benefits and allow-
ances, reimbursements for medicine
expenses, and disability pensions

m Statistics on health care expenditure

Hawve responsibility for:
m Statistics on nutrion

Hawve responsibility for:

Statistics on infectious diseases
Statistics on health personnel
Statistics on hospital capacity
Information on alcohol consumption
Statistics on use of tobacco

Statistics on health care economy



Social Insurance Institute
Statistics Finland

STAKES

National Agency for Medicine

National Public Health Institute

Iceland

Statistics Iceland
Skuggasund 3

1S-150 Reykjavik

Phone: +354 560 9800

Fax: +354 562 8865

E-mail: hagstofa@hagstofa.is
Website: www.statice.is

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: einar.magnusson@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

FURTHER INFORMATION

Hawve responsibility for:
m See Finland

Hawve responsibility for:

m Population and vital statistics

m Statistics on causes of deaths

m Statistics on alcohol consumption

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
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FURTHER INFORMATION

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: +354 562 1414
Fax: +354 562 1417
E-mail: hrafnt@krabb.is
Website: www.krabb.is

Icelandic Nutrition Council
Baronsstig 47

1S-101 Reykjavik

Phone: +354 552 2400
Fax: + 345 562 2415
E-mail: manneldi@vortex.is

Norway

Statistics Norway

P.O. Box 8131 Dep.
N-0033 Oslo

Phone: +47 22 86 45 00
Fax: +47 22 86 49 73
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Hawve responsibility for:

Statistics on health care economy

Hawve responsibility for:

Statistics on cancer

Hawve responsibility for:

Statistics on nutrition

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



Medical Birth Registry of Norway
Armauer Hansens hus

Haukeland sykehus

N-5021 Bergen

Phone: +47 55 97 49 89

Fax: +47 5597 49 98

Norwegian Board of Health
P.O. Box 8128 Dep.
N-0032 Oslo

Phone: +47 22 24 90 90
Fax: +47 22 24 9590

SINTEF-Unimed
Norwegian Patient Register
N-7034 Trondheim
Phone: +47 73 59 25 90
Fax: +47 73 59 63 61

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

Norwegian Medicinal Depot
P.O. Box 100 Veitvedt
N-0518 Oslo

Phone: +47 22 16 96 00
Fax: +47 22 16 61 21

Norwegian Cancer Registry
Montebello

N-0310 Oslo

Phone: +47 22 45 13 00
Fax: +47 224513 70

National Nutrition Council
P.O. Box 8139 Dep.
N-0033 Oslo

Phone: +47 22 24 90 61
Fax: +47 22 24 90 91

FURTHER INFORMATION

Hawve responsibility for:
m Statistics on births

Hawve responsibility for:

m Statistics on dentists

m Information and statistics on immuni-
zation

Hawve responsibility for:
m Statistics on in-patients

Hawve responsibility for:

m Statistics on sexual transmitted dis-
eases

m Statistics on accidents

Hawve responsibility for
m Statistics on contraceptives
m Statistics on pharmaceutical products

Hawve responsibility for:
m Statistics on cancer

Hawve responsibility for:
m Statistics on food and consumption of
fats
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FURTHER INFORMATION

Norwegian Medical Association
P.O. Box 1152 Sentrum
N-0107 Oslo

Phone: +47 23 10 90 00

Fax: +47 2391 70

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

Sweden

Statistics Sweden

Box 24 300

S-104 51 Stockholm
Phone: +46 8 783 40 00
Fax: +46 8 661 52 61
E-mail: scb@scb.se
Website: www.scb.se

National Board of Health and Welfare
S-106 30 Stockholm

Phone: +46 8 783 30 00

Fax: +46 8 783 33 27

E-mail: socialstyrelsen@sos.se
Website: www.sos.se/epc

National Board of Infectious Diseases
S-105 21 Stockholm

Phone: +46 8 735 13 00

Fax: +46 8 73511 77

National Corporation of
Swedish Pharmacies
S-131 88 Stockholm
Phone: +46 8 466 10 00
Fax: +46 8 466 15 15
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Hawve responsibility for
m Statistics on physicians

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

Hawve responsibility for:
m Statistics on drug sales and drug
prescribing



Federation of Swedish County Councils

Box 70491

S-107 26 Stockholm

Phone: +46 8 702 43 00

Fax: +46 8 702 45 90

E-mail: landstingsforbundet@]If.se
Website: www.If.se

National Social Security Office
S-103 51 Stockholm

Phone: +46 8 786 90 00

Fax: +46 8 411 27 09

Federation of Swedish Municipalities
S-118 82 Stockholm

Phone: + 46 8 772 41 00

Fax: +46 8 641 15 35

E-mail: sk@svekom.se

Website: www.svekom.se

Swedish Employer’s Federation
Box 16386

S-103 27 Stockholm

Phone: + 46 8 700 13 00

Fax: +46 8 10 15 52

E-mail: agv@arbetsgivarverket.se

The National Agricultural
Administration

S-551 82 Jonkdping
Phone: +46 36 15 50 00
Fax: +46 36 71 51 14
Website: www.sjv.se

FURTHER INFORMATION

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 (den-
tists)

Hawve responsibility for:
m Statistics on health personnel

Hawve responsibility for:
m Statistics on health personnel

Hawve responsibility for:
m Statistics on food consumption
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NOMESCO PUBLICATIONS

10.

11.

12.
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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 jamférda 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.



13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

NOMESCO PUBLICATIONS

Sigurdsson, G., et al: Egilsstadir-projektet. Problemorienterad journal ochindi-
vidbaserat informations-system for primidrvard. NOMESKO, Stockholm 1980.

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 fodselsregistrering 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 primérvarden i Norden. NOMESKO,
Helsinki 1985.

Health Statistics in the Nordic Countries 1984. NOMESCO, Copenhagen
1986.

Fadsler i Norden. Medicinsk fodselsregistrering 1979-1983. (Births in the Nor-

dic Countries. Registration of the Outcome of Pregnancy 1979-1983).
NOMESCO, Reykjavik 1987.
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NOMESCO PUBLICATIONS

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.
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Health Statistics in the Nordic Countries 1985. NOMESCO, Copenhagen
1987.

Computerized Information Systems for Primary Health Care in the Nordic
Countries. NOMESCO, Copenhagen 1988.

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 i1 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.



40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

NOMESCO PUBLICATIONS

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.

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.
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