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OVERVIEW 

 
 
Life expectancy in Switzerland is the highest 
of all the countries in the European Region of 
WHO.  This has been achieved in part through 
the significant progress made in reducing 
excess male mortality. 
However, life expectancy is only one, albeit an 
overall measure, of health status.  Therefore, 
although the general trend is towards declining 
mortality, the steady increase in mortality due 
to lung cancer among women is noteworthy.  
Death rates due to accidents and the effects of 
violence remain high and are clearly above EU 
averages for both men and women.  These 
trends show that there is considerable scope 
for further improvements in the overall health 
status and life expectancy. 
Furthermore, whereas the life expectancy is 
high at present, the frequency of functional 
disorders, primarily in women, indicates a high 
level of psychosocial stress.  Relatively large 
sections of the population are affected, with up 
to one third of young people reporting low 
levels of psychological well-being. These 
problems are also confirmed by the fact that 
Switzerland has one of the highest suicide 
rates among men and women of the reference 
countries 1. 
With respect to lifestyles, overweight is 
relatively widespread and shows an upward 
trend, while the level of physical activity, for  

                                                 
1 The 15 EU countries plus Iceland and Norway 
 

example, is declining.  Whereas alcohol 
consumption shows a downward trend and 
approximates to the EU average, cigarette 
consumption and the rate of smoking place 
Switzerland in third position among the 
reference countries.  These trends could have 
significant impact on cardiovascular diseases 
(CVD) and cancer mortality which are major 
components of overall mortality and life 
expectancy.  Notable advances have been 
achieved in reducing drug related deaths, 
improving the quality of life and reducing 
human immunodeficiency virus (HIV) 
infection among those injecting illegal drugs. 
There is scope for improvement to workplace 
safety as the rate of injuries due to work-
related accidents is comparatively high, while 
that for deaths is just below, the EU average. 
Health care is both of high quality and readily 
accessible and the health expenditure at 10% 
of the gross domestic product is among the 
highest of the reference countries.  Switzerland 
also occupies first position for spending on 
hospital care (more than half of total 
expenditure) and the annual increase in such 
spending is also the highest amongst the 
reference countries.  This may be due inter 
alia to a still high bed/population ratio and a 
mean length of hospital stay that is well above 
average. 
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TECHNICAL NOTES 
 
Highlights on Health provide an overview of the health of a country’s population and the main 
factors related to it.  When possible, international comparisons are used as one means of 
assessing the country’s comparative strengths and weaknesses; and to provide a summary 
assessment of what has been achieved so far and what could be improved in the future.  The 
country groups used for comparison are called reference countries and are chosen based on: 

�� similar health and socioeconomic trends or development; and/or 
�� geopolitical groups such as the European Union (EU), the newly independent states, the 

central Asian republics or the candidate countries for EU accession. 
 
For Switzerland, the reference countries are the 15 EU countries plus Iceland and Norway. 
To make comparisons between countries as valid as possible, data for each indicator have, 
whenever possible, been taken from one common international source (such as WHO, 
EUROSTAT, the Organisation for Economic Co-operation and Development or the International 
Labour Office).  This is done to ensure that they have been harmonized in a reasonably consistent 
way.  It should also be noted, however, that other factors such as recording and classification 
practices and cultural differences can influence the comparability of the data.  Unless otherwise 
mentioned, the source of all data is the health for all statistical database of the WHO Regional 
Office for Europe (WHO Regional Office for Europe, 2001).  This is complemented by 
information from national sources and by personal communication with national counterparts. 
A special case of comparison is when each country is given a rank order.  Although useful as a 
summary measure, ranking can be misleading and should be interpreted with caution, especially 
if used alone, as the rank is sensitive to small differences in the value of an indicator.  Also, when 
used to assess trends (such as the table at the start of the section on health status), ranking can 
hide important absolute changes in the level of an individual country.  Mostly bar charts (to 
indicate a country’s position versus the reference countries according to the latest data) or line 
charts (usually to show time trends from 1970 onwards) have been used.  Line charts present the 
trends for all the reference countries and for the EU, as appropriate.  Only the country in focus 
and the appropriate group average are highlighted in bold and identified in the legend.  This 
enables the country’s trends to be followed in relation to those of all the reference countries, and 
performance in relation to observable clusters and/or the main trend or average can be recognized 
more easily.  To smooth out fluctuations in annual rates caused by small numbers, 3-year 
averages have been used, as appropriate.  For example, this is the case for maternal mortality for 
all reference countries. 
Comparisons should preferably refer to the same point in time.  However, the countries’ latest 
available data are not all for the same year.  This should be kept in mind, as the country’s position 
may change when more recent data become available. 
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THE COUNTRY AND ITS PEOPLE 
 
Switzerland is a federal republic; its first 
constitution (as a federal state) dates from 
1848.  Legislative authority at the federal level 
resides in a bicameral system: the National 
Council, whose 200 members are 
representatives of the people from each canton 
in proportion to its population, and the 46-
member Council of States, which is made up 
of two representatives per canton.  Both 
chambers are elected by universal suffrage for 
four-year terms. 
The executive, the Federal Council, comprises 
seven members (ministers), who have equal 
rank and are elected individually by parliament 
for a four-year period of office.  Each year, 
one member of the Federal Council is elected 
federal president for a period of one calendar 
year; the holder of this office exercises 
representative functions but has no additional 
powers.  The four largest political parties are 
represented in the Federal Council; but they 
form a collegiate body, not a coalition, and 
decisions are supported by all members of the 
Federal Council. 
The next political level is formed by the 23 
cantons, three of which are divided into “half 
cantons”, so that, as a rule, 26 cantons are 
 

involved.  Although they are of very different 
size (with respect to both area and population), 
each has its own constitution, legislature and 
executive, which are usually elected every four 
years by universal suffrage.  The larger parties 
are also represented in the cantonal 
governments where, as at the federal level, 
they form a collegiate system.  The cantons 
levy taxes and have important political powers 
in, for example, health, justice and education. 
Switzerland is a member of the European Free 
Trade Association (EFTA). 
 
Demography 
Switzerland has a population of just over 7 
million.  The four national languages, German, 
French, Italian and Romansch (Rhaeto-
Romanic), are spoken by 65%, 18%, 10% and 
just under 1% of the population, respectively.  
Population growth in 1997 was 0.17%, one of 
the lowest rates among the reference countries.  
This is due to a very low (0.25%) natural rate 
of increase (births minus deaths) and a 
(temporarily negative)  migration  balance  of  
-0.08% (Council of Europe, 1998).  Total 
fertility also shows a declining trend, reaching 
its lowest level in 1998 at 1.46. 

Demographic structure, 1997 

 Switzerland EU Minimum for 
EU country 

Maximum for 
EU country 

Population (thousands) 7 081 374 566 424 82 060 

�� 0–14 years (%) 17.7 17.4 16.0 24.4 

�� 15–64 years (%) 67.4 67.0 63.7 68.4 

�� 65+ years (%) 14.9 15.6 11.4 17.5 

Population density  (inhabitants/km2) 172 117 15 380 

Urban population (%) 61 79 36 97 

Births per 1000 population 11.4 10.8 9.1 14.4 

Deaths per 1000 population 8.9 9.9 8.6 10.7 

Natural growth (persons/1000 inhabitants) 2.5 0.9 -0.6 5.7 

GDP per person in US $ PPP 26 261 20 588 13 560 36 009 

GDP: gross domestic product; PPP: purchasing power parity 
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Age pyramid, 1970 and 1997 
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Private households by type in the EU and Switzerland, 1990–1991
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Source: EUROSTAT, 1996 (for EU); Bundesamt für Statistik, 1998 (for Switzerland). 
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The population pyramid graphically presents 
the changes in Switzerland’s population 
structure between 1970 and 1997.  Particularly 
striking is the reduction (by about 15%) in the 
younger age groups (�24 years) and the clear 
increase in the numbers of those aged between 
30 and 54 years, and over 80 years.  Between 
1970 and 1997, the absolute number of men 
and women in the last group increased 
between two- and threefold, the number of 
women exceeding that of men more than 
twofold after the age of 80 years. 

Household composition and family 
structure 
Demographic and sociocultural transformation 
has led to important changes in household and 
family structure in Switzerland, as in its 
European neighbours. 
In recent decades, mean household size has 
steadily decreased, to 2.3 people per household 
at the beginning of the 1990s.  This decline is 
due to both an increasing number of one-
person households and the decreasing number 
of children.  With respect to the proportion of 
households with children, Switzerland 
occupies fourth from last position among the 
reference countries.  Married couples with 
children below the age of majority form only 
30.6% of private households.  Single-parent 
households account for 5.1% of all private 
households: that is, one in seven households 
with children below the age of majority is 
headed by a single parent. 
In 1990, one-person households accounted for 
32.4% of all private households, one of the 
highest proportions among the reference 
countries.  In about two thirds of these 
(19.1%), the householder was a single (older) 
woman (Bundesamt für Statistik, 1998). 

Migrant population and ethnic profile 
Immigrants and ethnic minorities can have 
specific patterns of disease and health needs 
because of cultural, socioeconomic and 
behavioural factors and exposure to a different 
environment in their country of origin.  
Obtaining access to health care that can meet 
such specific needs and which is culturally and 
linguistically acceptable can also be difficult.  
Moreover, many such people have a higher 
risk of living in relative poverty and being 
marginalized, which can result in reduced 
health status compared with the indigenous 
population.  Illegal immigrants, in particular, 
can find it difficult to obtain health care, and 
following up any care given can be 
problematic. 
The proportion of resident foreign citizens 
(over 19%) is, after Luxembourg, by far the 
highest of the reference countries.  This is 
essentially due to restrictive naturalization 
policies.  Thus, in 1997, Italians – the majority 
of whom immigrated in the post-war period – 
still accounted for the highest share (25%), 
followed by citizens of the former Yugoslavia 
(23%), Portuguese (10%) and Spaniards and 
Germans (7% each).  The majority of the 
foreign population (60%) is accounted for by 
citizens of the EU, Norway and Iceland. 
 
Education 
The relevance of educational attainment to 
health is well documented.  In Europe, where 
primary education is nearly universal, the 
proportion of the population with at least 
secondary education (higher level) would be 
an appropriate indicator of educational 
achievement. 
 
 
 

Percentage of population with at least secondary education (higher level) 
 Men Women 

Age (years) Switzerland EU* Switzerland EU* 
Total (25–59) 89 64 75 54 
55–59 87 52 61 35 

25–29 93 70 83 69 

* Excluding Italy (data incompatible) 
          Source: EUROSTAT, 1995 (for EU); Bundesamt für Statistik, 1993 (for Switzerland)  
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To compare the situation in Switzerland with 
that in the EU is not without methodological 
problems: not only are the sources of 
information different, but data are collected in 
Switzerland by other methods than those used 
in the EU (a special study (EUROSTAT, 
1995)).  The clearly higher figures obtained 
for all age groups and both sexes in 
Switzerland compared with the EU should 
therefore be interpreted with caution. 
A much lower proportion of older women 
(55–59 years of age) complete their secondary 
education compared with their male 
contemporaries in both the EU and 
Switzerland.  But, whereas in the EU this 
difference has been eroded in the course of the 
past 30 years – in the 25–29-year age group, 
the proportions of both sexes are virtually 
equal – in Switzerland the gap, although 
narrower, was still 10% in 1993.  Closer 
examination shows that this is due principally 
to the far smaller proportion of women 
completing higher (tertiary) education (12% of 
women aged between 25 and 29 years, 
compared with 28% of men of the same age).  
Moreover, far more women than men (17% 
versus 7%) abandon formal education at the 
minimum school-leaving age (Bundesamt für 
Statistik, 1993). 
 

Economy 
In mid-1996, 4.6% of the working population 
was engaged in agriculture and forestry, 
28.0% in industry and 67.5% in the tertiary 
(service) sector.  The contributions of the 
primary, secondary and tertiary sectors to the 
GDP in 1991 were 3%, 33.5% and 63.5%, 
respectively (OECD, 1998).  In 1996, women 
accounted for 41% of the civil labour market 
and foreign citizens for 26% (Bundesamt für 
Statistik, 1998). 
Switzerland has one of the lowest 
unemployment rates of the reference countries 
(average 3.9% in 1998).  The rate varies 
considerably, however, between cantons and 
in some it exceeds 6%.  Women (4.4%) are 
more affected than men (3.5%) and the 
unemployment rate is especially high among 
foreigners (8.1%).  Of those who are 
unemployed, 30% have been without work for 
more than one year (Bundesamt für Statistik, 
1999). 
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HEALTH STATUS 
 
A summary of the changes since 1980 of 
Switzerland’s position relative to the 
reference countries shows that: 

�� in general, Switzerland’s relative 
position has markedly improved and 
this is reflected in it having the highest 
life expectancy; 

�� although the relative position for most 
indicators has improved, mortality due 
to external causes has deteriorated and 
is amongst the highest of the reference 
countries; and 

�� Switzerland ranks about average for 
infant mortality, maternal mortality 
and female breast cancer. 

 
The 1997 health interview survey shows that 
a high proportion of the Swiss population 
assess their physical health as good or very 
good.  This is consistent with Switzerland’s 
high position among the reference countries 
with respect to many health status indicators.  
Among younger people, nine out of ten rated 
their health as good or very good, a 
judgement still shared by at least four fifths 
of men and three quarters of women on 
reaching the age of retirement. 

 

Switzerland relative to reference countries 
in 1980   �   and latest available year (1995–1999)   � 

BEST WORST  Reference countriese 

POSITION  1 2  3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 SWI Average Mina Maxb 

Life expectancy 
at birth (years)  �    �              79.5 78.2 75.4 79.5 

Infant mortality rate  
per 1000 live births  �      �           4.8 5.3 3.8 7.6 

Maternal mortality rate from  
all causes per 100 000 live birthsc          �         5.3 5.9 0.0 10.8 

SDRd from cardiovascular 
diseases, age 0–64 years  �                 37.0 49.3 34.1 73.1 

SDR from ischaemic heart  
disease, age 0–64 years    � �              18.5 25.0 12.7 47.7 

SDR from cerebrovascular  
disease, age 0–64 years �                  5.4 9.2 5.4 20.3 

SDR from cancer, 
age 0–64 years    �    �           67.3 78.6 61.2 95.3 

SDR from trachea/bronchus/lung 
cancer, age 0–64 years     �    �          14.6 17.3 11.3 24.6 

SDR from cancer of the cervix  
among females aged 0–64 years    �          �     1.2 2.0 0.7 3.8 

SDR from breast cancer  
among females aged 0–64 years           � �       17.1 17.5 12.4 24.3 

SDR from external causes  
of injury and poisoningf            �    �   57.8 41.0 28.2 73.5 

SDR from motor vehicle  
traffic accidents    �       �        6.6 10.2 3.4 20.1 

SDR from suicide and 
self-inflicted injury             �  �    17.1 11.1 3.5 23.3 

 

� Position improved 8 indicators a Lowest value observed among 18 reference countries 

� Position unchanged 3 indicators b Highest value observed among 18 reference countries 

� Position deteriorated 2 indicators c Maternal mortality 1980–1982 and three last available years. Three-year averages
    d SDR: standardized death rate 
    e Germany 1980 = Federal Republic of Germany only 

    f 1994 data 
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Individual assessment of health is virtually 
uniform across geographical and linguistic 
boundaries, but differs according to social 
position and, in particular, educational level.  
Only just under three quarters of people who 
had completed the minimum educational 
requirement assessed their health as good or 
very good, compared with 90% of those who 
had received higher (tertiary) education. 
Somewhat in contrast to this, there is a 
relatively high frequency of functional 
disorders such as headache, lower back pain, 
abdominal pain, sleep disturbances or general 
asthenia.  Such symptoms are often an 
expression of severe or frequent psychosocial  
 

Percentage of population assessing 
their health as good or very good,

 by age group and sex

0 25 50 75 100

15–34 years

35–49 years

50–64 years

65 years and over

Percent

Males Females

 
Source: Bundesamt für Statistik. Unpublished data from the 
1997 Swiss health interview survey (Schweizerische 
Gesundheitsbefragung). 

strains and stresses.  About 15% of men and at 
least 25% of women in the age group 15–34 
years reported that such problems occurred 
several times over a four-week period.  The 
corresponding figures for those aged 35 years 
or more were about 20% of men and 33% of 
women. 
 
Life expectancy 
Life expectancy has continued to increase 
steadily in recent years, above all among men.  
With respect to life expectancy at birth, in 
1997 men in Switzerland occupied third 
position after Iceland and Sweden among the 
reference countries, and women were in 
second place, immediately after France, with 
figures of 76.4 and 82.3 years, respectively. 
These high positions for both men and women 
result in Switzerland having the highest life 
expectancy in Europe for both sexes 
combined. 
With respect to life expectancy at age 65, 
women in Switzerland again occupy second 
position (21.4 years, compared with 22.6 years 
in France). While this figure has remained 
stable since 1994, male life expectancy at age 
65 has seen an increase to just under 16.7 
years, advancing Switzerland to third position 
after France and Greece. 
There has been considerable progress in 
reducing premature mortality among men in 
Switzerland.  In the 1980s, life expectancy 
among men would have been about 6.5 years 
higher, if all deaths before age 65 had been 
eliminated.  In 1997, this potential loss had 
been reduced to 5.3 years.  This improvement 
of about 1.2 years also contributed 
significantly to the first-ever decline in the 
difference between male and female life 
expectancy, which has decreased from more 
than 7 to less than 6 years since 1991. 
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 Life expectancy at birth,
 males
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 Loss of life expectancy due to deaths 
before 65 years, males
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 Life expectancy at birth,
 females
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 Life expectancy at age 65,
 females
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Loss of life expectancy due to deaths 
before 65 years, females
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Main causes of death 
About three quarters of all deaths are due to 
the three principal causes of mortality: 
cardiovascular diseases (CVD), cancer, and 
accidents and the effects of violence, including 
suicide.  These causes are responsible for both 
a large number of premature deaths (that is, 
occurring before the age of 65) and a 
considerable burden of disease (illnesses and 
disabilities).  Since they are also intimately 
linked to individual and collective habits and 
modes of behaviour associated with risks to 
health, many opportunities are available for 
 

disease prevention and health promotion to 
reduce such risks.  To assess this potential, the 
situation in various age groups is examined in 
more detail below. 
Between 1 and 14 years of age, the risk of 
death is by far the lowest compared with the 
other age groups.  In this age group, the 
number of deaths per year is slightly above 
200.  The higher death rate among boys is 
predominantly due to accidents, although in 
both sexes, accidents and injuries account for 
most deaths followed by congenital anomalies 
and cancer. 
 
 

Main causes of death by age group and sex  
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Between 15 and 44 years of age, male 
mortality increases and remains about double 
that of women until the age of 64 years.  In 
absolute figures, at least 2000 men and just 
under 1000 women die in this age group 
annually in Switzerland.  The excess mortality 
in men is due mainly to much higher accident 
and suicide rates, and somewhat higher CVD 
mortality. 
Between 45 and 64 years of age, the main 
cause of death is cancer, followed by CVD.  
Pronounced excess mortality in men persists, 
owing to slightly higher cancer mortality and, 
above all, a death rate from CVD at least 
threefold greater.  The rate of violent death in 
this age group (about 800 men and at least 200 
women die annually) rises slightly in men and 
almost doubles in women; but the relative 
proportion of deaths due to accidents and 
suicides decreases, owing to the more than 10-
fold increase in cancer and CVD mortality. 
Between 65 and 84 years of age, these trends 
persist, the main cause of death in both sexes 
becoming CVD, followed by cancer and 
respiratory diseases. 
In summary, improvements will come from 
delaying the onset of CVD (already prevalent 
in the age group 15–44) and reducing its 
mortality and that from cancer (main cause of 
death in age group 45–64). 
 

Trends in mortality from
 cardiovascular diseases among 
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Cardiovascular diseases 
For all age groups combined, CVD are the 
most frequent cause of death.  In people under 
65 years, it is the second most frequent cause 
of death, and the mortality rates in this age 
group have declined continuously during the 
past decades in all the reference countries, not 
least because of intensive preventive measures 
and improved treatment.  Switzerland has long 
enjoyed very low mortality in the age group 0–
64 years – for cerebrovascular disease it has 
the lowest rate – and in 1997 only France 
showed slightly better figures for all CVD 
deaths in both sexes. 
That does not mean, however, that further 
progress in this area is unlikely, since low 
mortality does not necessarily point to a low 
incidence of CVD.  Moreover, the relatively 
high prevalence and negative trends of the 
relevant risk factors (see Lifestyles section 
below) indicate that further improvements so 
as to reduce the prevalence of CVD risk 
factors are entirely possible and essential. 
 
Cancer 
Since 1980, overall mortality due to cancer in 
men aged 0–64 years has declined and, in 
1997, only Iceland, Sweden, Finland and 
Norway showed lower rates.  A similar picture 
is evident for lung cancer, the most frequent  
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cause of cancer deaths, with Swiss rates 
showing a downward trend since 1980, 
predating the decline in the EU average.  Other 
than the four countries already indicated, only 
Ireland and the United Kingdom have more 
favourable rates. 
 
 
 
 
 

Trends in mortality from cancer 
among males aged 0–64 years

50

75

100

125

150

70 72 74 76 78 80 82 84 86 88 90 92 94 96
Year

St
an

da
rd

iz
ed

 d
ea

th
 ra

te
 p

er
 1

00
 0

00

Switzerland EU
 

 

Trends in mortality from 
trachea/bronchus/lung cancer among 

males aged 0–64 years
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For overall cancer mortality in  women aged 
0–64 years, Switzerland occupies sixth place 
behind Finland, Greece, Spain, Portugal and 
France.  Again, a continuous decline dates 
from about 1980.  In marked contrast, 
however, the lung cancer rates show a 
continuous and rising trend since 1970.  
Whereas Switzerland was below the EU 
average until the end of the 1980s, it now 
approximates to this average. 
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External causes of death and injuries 
The category external causes of death and 
injuries covers all deaths caused by accidents, 
injuries, poisoning and other environmental 
circumstances or events such as violent acts 
(homicide) and suicide.  The trend for 
mortality from these factors, and in particular 
from road traffic accidents, has been falling in 
western Europe since 1970.  Switzerland has 
followed this trend, but the mortality rates for 
both men and women remain substantially 
above the EU average.  According to the latest 
available data among the reference countries, 
only Finland, Belgium, France and (for  
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Trends in mortality from 
motor vehicle traffic accidents
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women) Luxembourg show higher mortality 
than Switzerland. These findings are due 
mainly to a very high death rate from suicide 
(see below). 
Road traffic accident fatalities in Switzerland, 
on the other hand, which account generally for 
a high proportion of deaths in this category, 
are broadly similar to the EU average, even 
falling below the latter for both sexes since the 
late 1980s.  By 1997, the rate of road traffic 
accident deaths among women was lower only 
in the United Kingdom, while that for men 
placed Switzerland in fifth lowest position 
among the reference countries. 
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Mental health 
Although mental and psychosocial wellbeing 
are important aspects of health-related quality 
of life, too little information is usually 
available to allow these important dimensions 
of the population’s health to be described 
reliably.  Suicide rates can be used as a 
surrogate indicator of the overall level of 
mental health. 
In Switzerland, like in other countries, 
attempted suicide is more frequent among 
women, whereas the death rate from suicide is 
almost threefold higher among men.  Although 
a downward trend has been seen in both sexes 
since about 1980, in 1997 Switzerland, 
together with Finland, Belgium, Austria and 
France, continued to show the highest rates of 
suicide among the reference countries.  About 
1000 men (more than 700 aged between 15 
and 64 years) and about 400 women (just 
under 300 aged between 15 and 64 years) die 
every year in Switzerland as a result of 
suicide. 
In 1997, the level of mental and psychosocial 
wellbeing and the prevalence of psychological 
problems were investigated as part of the 
second health survey of the Swiss population 
(Calmonte et al., 2000).  This confirmed the 
findings of the first investigation: mental 
health improves with age, and the proportions 
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of men and women with impaired mental 
health ranged from about 30% among those 
aged 15–34 years to under 20% among those 
aged over 65 years.  Between 3% and 4% of 
those aged 15–64 years seek treatment for 
psychological problems in the course of a 
year; this is rarely the case after the age of 65.  
Treatment for depression is more frequent, 
above all in the middle-aged: in the course of a 
year, 4% of men aged 35–64 years and about 
7% of women aged over 35 years are treated 
for depression. 
 
AIDS and HIV infection 
The acquired immunodeficiency syndrome 
(AIDS) is caused by the human 
immunodeficiency virus (HIV), which can be 
transmitted in three ways: sexual transmission; 
transfusing infected blood or blood products or 
using non-sterile injection equipment; or from 
mother to child.  The incubation period 
between initial HIV infection and developing 
AIDS is about 10 years or more. 
After a rapid increase in the 1980s, the rate of 
newly diagnosed AIDS cases in Switzerland 
and in most of the reference countries has 
decreased since 1994.  In 1999, Switzerland 
was in fourth place (after Spain, Portugal and 
Italy), with some 3.6 cases per 100 000 
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population, equating to a total of about 240 
new AIDS cases.  This decrease reflects the 
availability of new medication that delays the 
outbreak of the disease. At the same time, 
more effective treatments have materially 
contributed to a dramatic decrease in the 
number of deaths from AIDS (about 120 in 
1998).  Consequently, although the incidence 
of AIDS is declining, the number of people 
living with AIDS is increasing (to an estimated 
2000 in 1998). 
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New cases of AIDS  
by risk group and year
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  Source: Bundesamt für Gesundheit, 2000 and unpublished data. 

 

The number of newly reported cases of HIV 
infection (about 600 in 1999) has continuously 
declined since 1991/1992, above all among 
those injecting illegal drugs and men who 
engage in sexual relations with other men. 
Since 1990, heterosexual contact has become 
the dominant route of infection, accounting for 
over 50% of the diagnoses made since 1997.  
This trend is also apparent in new cases, where 
the proportion of heterosexuals rose from 20% 
in 1996 to 40% in 2000.  At the end of 1999, 
the number of people who had tested HIV 
positive (but were not yet ill) was estimated at 
15 000, of whom about one third were women 
(UNAIDS/WHO, 2000; Bundesamt für 
Gesundheit, 2000). 
 
Long-term illness and disability 
The prevalence of long-term illness and 
disability is an important indicator of a 
population’s health status and health-related 
quality of life, but, the available data do not 
allow reliable international comparisons to be 
drawn.  For example, data on the number of 
people receiving disability benefits depend on 
national social security systems and the 
relevant legislation.  In Switzerland, such 
benefits are provided for those of limited 
educability and employability, and they 
therefore terminate when recipients reach 
retirement age.  Subsequently, all members of 
the population receive statutory old age 
insurance (AHV).  
Only 2.5% of the female population aged 0–62 
years receives disability benefits compared 
with 3.3% of men aged 0–65 years.  This 
difference reflects the fact that the female 
employment rate is lower than the male, and 
that women are less often able to claim loss of 
earnings caused by disability.  Moreover, no 
conclusions can be drawn from these data 
about the prevalence or severity of disability 
and handicap above the age of retirement. 
According to the Swiss health survey, in 1997 
about 15% of the population was suffering 
from a chronic health problem or one that had 
persisted for at least one year.  The frequency 
of such problems increases with age, from 
about 10% in those aged 15–34 years to over 
20% in those aged 55–64 years, with the 
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proportion of women exceeding that of men in 
all age groups.  Clearly higher rates are also 
seen among people of both sexes belonging to 
the lower social classes. 
Chronic disease is especially widespread in old 
age.  From the age of 65, at least 25% of men 
and 30% of women living in independent 
(private) households suffer from a chronic 
health problem.  In the course of a year, about 
60% of men and women receive medical care 
for a chronic disease. 
The incidence of physical disabilities increases 
only at a more advanced age; limited mobility, 
at least in those still living in their own homes, 
is the most important category, followed by 
visual and hearing impairments.  From the age 
of 75, 5% of men and 4% of women are 
limited in their ability to perform activities of 
daily living, such as those related to eating and 
personal hygiene. 
 
Health of children and adolescents 
The first year of life is one of the most critical 
phases as regards mortality.  Only after the age 
of 55 years do mortality rates again reach the 
same level.  In the past 20 years, infant 
mortality rates have decreased by more than 
50% on average in the EU countries. 
Switzerland, which showed a comparatively 
low figure even in 1980, at present lies a little 
below the EU average, with just under 5 
deaths per 1000 live births.  Low birth weight 
is an important factor in neonatal mortality (up 
to the 28th day).  In Switzerland, the proportion 
of neonates weighing less than 2500g remains 
at about 5%, a level that is also related to the 
more frequent use of assisted fertility 
techniques with a consequent increase in 
multiple births. 
Striking progress has been made in improving 
children's oral health, which has a positive 
long-term influence on the general state of 
health and, in particular, the digestive system.  
Swiss children aged 12 years have an average 
of only slightly more than one decayed or 
missing tooth, putting Switzerland in a leading 
position among the reference countries. 
Adolescence is characterized by efforts to take 
on adult roles. This transition involves 

experimentation and imitation, which can 
make young people vulnerable to damage their 
health. Acute health problems can result from 
accidents, experiments with drugs, unsafe sex  
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Percentage of people aged 15–20 
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or unwanted pregnancies.  In the longer run, 
the adoption of specific lifestyle patterns can 
lead to chronic degenerative diseases. 
A poll of 15–20 year-olds (Narring et al., 
1994) revealed the principal problems 
experienced by young people: almost half the 
girls and just under one third of the boys said 
that they needed help to overcome nervousness 
and stress.  Other problems included those of 
an emotional character (depression, 
relationships/love) as well as difficulties at 
school, with their job prospects, or with their 
parents.  The frequency of emotional problems 
is also confirmed by an international study of 
health in schoolchildren (Currie et al., ed., 
2000): 51% of Swiss schoolgirls aged 15 
reported that they felt depressed at least once a 
week, placing them in fifth position among the 
28 countries compared; and the findings for 
boys (22%) placed Switzerland in an 
intermediate position. 
 
Women’s health 
Women as a group live longer than men and 
have lower mortality rates for all the main 
causes of death.  However, women have 
higher reported rates of morbidity and 
utilization of health care services (especially 
around childbirth), and they can be more 
affected by social welfare policies than men. 
According to the Swiss health survey of 1997, 
about every third woman over 35 years suffers 
frequent or severe functional disorders such as 
headache, back or abdominal pain or sleep 
disturbances, while only every fifth man 
reports similar disorders.  Moreover, the 
incidence of such functional disorders appears 
to have increased.  Chronic conditions, such as 
rheumatism and high blood pressure, are more 
widespread in women, especially in old age.  
Among those aged 65 years and above, about 
40% receive medical treatment for such 
problems in the course of a year, and at least 
one third of women in this age group regularly 
takes antihypertensives. 
With respect to life expectancy, women in 
Switzerland occupy second position among the 
reference countries, and they show 
correspondingly low death rates.  The 

exceptions are mortality due to violent deaths, 
mainly suicides, and cancers.  Breast cancer is 
the most common cause of death in women in  
Switzerland aged under 65 years, accounting 
for about 500 deaths annually in this age group 
(of about 1400 deaths in all age groups).  But a 
downward trend was recorded in Switzerland 
earlier than in the EU, so the most recent 
Swiss death rates are below the EU average.  
Moreover, screening programmes have been 
launched in the western part of Switzerland, 
where mortality due to this form of cancer was 
especially high.  A striking reduction has also 
been achieved in mortality from cervical  
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Trends in mortality from 
cancer of the cervix among females

aged 0–64 years
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cancer, although the incidence of this 
condition is much lower. 
Until about 1980, maternal mortality in 
Switzerland fell sharply, as it did on average in 
the EU.  Switzerland has since remained 
slightly below the EU average, with a mean of 
5 deaths per 100 000 live births. 
Violence against women has in general 
received limited attention as a public health 
issue.  Data on the occurrence and type of such 
violence are limited. Recent World Bank 
estimates indicate that, in established market 
economies, gender-based victimization is 
responsible for some 20% of the days of ill 
health in the lives of women of reproductive 
age (Heise, 1994).  In a nationwide poll in 
1996 of a sample group of women aged 20–60 
years living with a partner (Gillioz et al., 
1997), 6% stated that in the 12-month period 
before the poll they had experienced physical 
or sexual violence.  This figure is also 
supported by the results of the 1997 Swiss 
health survey. According to this survey, 6% of 
women aged over 15 years considered it 
probable that they would be exposed to sexual 
molestation and 3.5% that they would be 
forced to take part in sexual acts in the coming 
12 months.  Among women aged 15–20 years, 
18% stated that they had already experienced a 
form of sexual aggression (Narring et al., 
1994). 
An indication of people's willingness to resort 
to violence against women is that women are 
frequently victims of murder.  Among the 
reference countries, Switzerland occupies third 
position for this type of crime. 
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Data are 3-year moving averages 
 

Trends in mortality from 
homicide among females
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LIFESTYLES 
 
Among the factors (including genetics and the 
physical and social environments) influencing 
health, behaviour is of decisive importance.  
Lifestyle patterns such as nutritional habits, 
physical activity and smoking or heavy alcohol 
consumption play a substantial role with 
regard to the incidence of disease and 
premature mortality, especially from CVD and 
cancers.  These diseases are the main causes of 
death among people under 65 years in most 
countries.  Unhealthy behaviour also 
contributes to a wide range of other chronic 
illnesses and thus affects the quality of life in 
general, especially in old age. 
Lifestyle, however, is also influenced by 
behavioural patterns common to a person’s 
social group and by more general 
socioeconomic conditions.  Evidence is 
growing that, at least in most western 
European countries, improvements in lifestyles 
have largely been confined to the more 
socially and economically privileged 
population groups, who are better placed to 
adopt health-promoting changes in behaviour 
(WHO Regional Office for Europe, 1993 and 
1999). 

Risk factors 
The extent to which lifestyles influence 
morbidity and mortality in a population may 
be assessed from the prevalence of such risk 
factors as hypertension, raised cholesterol 
levels or overweight.  No representative and 
current medical data exist for any of these 
factors for Switzerland.  The following data 
are based on the self-reported findings of a 
random sample of the population (Calmonte et 
al., 2000). 
The incidence of raised blood pressure and 
blood lipids increases after the age of 40 years.  
Over 12 months, one in four women and one 
in five men aged 55–64 years has received or 
is currently receiving treatment for 
hypertension, while 18% and 17%, 
respectively, are taking daily medication for 
this condition.  Raised cholesterol counts are 
found in about 25% of men and 20% of 
women of this age. 
Overweight and obesity are commonly 
assessed with the body mass index (BMI), 
calculated as weight in kilograms/(height in 
metres)2.  Among men, overweight is  
 
 

 

Prevalence of hypertension and raised cholesterol (blood lipid concentration), 
 by age and sex 

 Hypertension 

Age (years) Sex Receiving 
treatment (%) 

Taking 
medication (%) 

Medically diagnosed 
raised cholesterol 

(%) 

Male 5 1 11 
35–44 

Female 4 3 5 

Male 15 10 19 
45–54 

Female 12 8 13 

Male 21 17 24 
55–64 

Female 25 18 19 

Male 35 27 24 
65–74 

Female 42 29 25 
Source: Bundesamt für Statistik. Unpublished data from the 1997 Swiss health interview survey (Schweizerische  
Gesundheitsbefragung). 
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especially widespread: almost every third man 
between the ages of 25 and 34 years is mildly 
or severely overweight (obese).  From middle 
age, just under half of all men are (mildly) 
overweight and about 10% are obese.  In 
women aged over 54 years, about one third are 
overweight and some 10% are obese.  The 
proportion of both men and women of normal 
weight increases in direct relation to 
educational level, while that of obese people 
decreases.  Compared with the results of the 
1992–1993 survey, the prevalence of 
overweight and obesity shows an upward 
trend. 
 
Physical activity 
As physical activity in daily life and at work 
has declined for most of the population in 
western Europe, leisure exercise has become 
more important to maintain an activity level 
beneficial to health. 
In the Swiss population, the proportion of 
those engaging in strenuous physical activity 
(such as sport) at least once or twice a week 
declines from the 25th year of life.  In 1997, 
just under one third of men aged 35–44 years 
(31%) pursued no activities of this type, a 
proportion that rose to 45% among men aged 
65–74 years.  The corresponding proportions 
for women were  40%  and  63%.   Since 
1992–1993, the proportions of both men and  
 

women who pursue a physically strenuous 
activity three or more times a week have 
tended to increase among younger people, 
while remaining substantially unchanged 
among older people.  In contrast, the 
proportion of those who pursue a physical 
activity once or twice a week has declined, 
above all among women, over all age groups 
(Bundesamt für Statistik, unpublished data 
from the 1997 Swiss health interview survey 
(Schweizerische Gesundheitsbefragung)). 
 
Nutrition 
Nutritional habits are rooted in cultural 
traditions and influenced by agricultural and 
food production practices.  Nevertheless, in 
recent decades considerable changes have 
occurred with increasing globalization, as 
global food markets have opened up, transport 
has become more rapid and more efficient 
techniques for conserving food have been 
developed.  These factors together with 
increases in purchasing power, at least for 
some sections of the population, are some of 
the reasons why the historically different 
nutrition patterns between northern and 
southern Europe are appearing to converge. 
The historical differences in western Europe 
between the northern and southern dietary 
patterns are confirmed by national food 
balance sheets (data relating to the amount  
 

Prevalence of overweight and obesity in terms of BMI, by age and sex  

Age (years) Sex Overweight 
(BMI (25-<30) (%) 

Obesity 
(BMI �30) (%) 

Male 26 6 
25–34 

Female 13 4 

Male 36 5 
35–44 

Female 18 6 

Male 48 9 
45–54 

Female 24 7 

Male 49 12 
55–64 

Female 31 13 

Male 48 11 
65–74 

Female 35 13 
Source: Bundesamt für Statistik. Unpublished data from the 1997 Swiss health interview survey 
(Schweizerische Gesundheitsbefragung). 
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Food consumption patterns, 1970–1999 
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of food available within each country) 
collected since the 1960s by the Food and 
Agriculture Organization (FAO) of the United 
Nations2.  Typical for northern Europe is a 
high availability of saturated fat accompanied 
by a low availability of fruit and vegetables.  
This pattern is reversed in southern Europe.  
 

                                                 
2 The rapid increase in international trade 
accelerated in 1994, when food was incorporated 
into international free trade agreements (the GATT 
Uruguay Round). This process has affected the 
reliability of national food statistics, making 
international comparisons more difficult since 
1994. 

 
Switzerland's consumption of cereals is close 
to the average of the northern countries and 
follows its rising trend.  A similar trend can be 
observed for sugar, the Swiss consumption 
level being higher than the northern average.  
In contrast, Swiss patterns of consumption of 
both animal fats and vegetables and fruits fall 
between the two averages.  While animal fat 
consumption in Switzerland shows a positive, 
steadily declining trend since 1980 converging 
towards the southern average, the trend for 
vegetables and fruits is also declining and 
reached the low consumption level of the 
northern countries at the end of the 1990s. 
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Switzerland is a landlocked country and fish is 
still served comparatively rarely: only 6% of 
the population aged between 15 and 74 years 
eats fish at least three times a week.  Meat and 
meat products are eaten by 19% of men 5–6 
days a week and by 30% daily, the 
corresponding proportions among women 
being 15% in both cases.  Since 1992–1993, 
the proportion of white meat (poultry and veal) 
eaten appears to have increased.  About one 
third of the population prefers white meat to 
red, the proportion of women (45%) exceeding 
that of men (26%).  Just under 80% of women 
and just under 70% of men also eat fruit daily 
(Bundesamt für Statistik, unpublished data 
from the 1997 Swiss health interview survey 
(Schweizerische Gesundheitsbefragung)). 
 
Alcohol consumption 
The consumption of alcoholic drinks in the EU 
has steadily declined since 1980, following an 
increase in the 1970s.  In Switzerland, a 
similar trend dates from 1985 and has become 
especially clear for beer and wine since 1990.  
After a reduction since 1985 of about 15%, 
total annual consumption in 1997 was 9.2 
litres (in pure alcohol) per person, just under 
the EU average. Between 1996 and 2000, the 
mean annual consumption per person was 59 
litres of beer (72 litres per person aged 15 and 
over), 43 litres of wine (53 litres) and 3.7 litres 
of spirits (4.5 litres). Beer accounted for some 
30% of all (pure) alcohol consumed, wine for 
52%, and spirits for 16% (Eidgenössische 
Alkoholverwaltung, 2001). 
According to the 1997 health survey, 25% of 
men and 10% of women consume alcoholic 
drinks every day and a further 15% and 6%, 
respectively, consume alcoholic drinks several 
times a week, while 11% of men and 26% of 
women consume no alcohol.  For the large 
majority of the population, about 80% of men 
and just under 70% of women, the current 
average daily consumption (<20 g and <40 g 
of pure alcohol daily for women and men, 
respectively) represents little risk, at least in 
relation to chronic health problems.  The 
drinking habits of about 4% of women and 
men (20–40 g/day and 40–60 g/day, 
respectively) present a moderate health risk, 
 

and just under 1% of women and about 3% of 
men (�40 g and �60 g/day, respectively) run a 
severe health risk.  
 

Annual alcohol consumption per 
person in litres of pure alcohol, 
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Tobacco consumption 
In 1997, about one third of the population in 
Switzerland (38% of men and 27% of women 
aged over 15 years) smoked occasionally or 
regularly.  Since 1992/1993, the proportion of 
smokers, especially among those aged 15–24 
years, has clearly increased.  In the age group 
15–44 years, about 45% of men and at least 
35% of women were smokers in 1997. 
Among the reference countries for which data 
are available, Switzerland occupies third 
position with respect to both the number of 
cigarettes smoked per person per year and the 
proportion of men who smoke every day.  As 
to the rate of regular smoking among women, 
Switzerland occupies a leading position, 
although its rates are not as high as the top 
three countries. 
Tobacco control has recently been 
strengthened in Switzerland, and a national 
tobacco control policy document was adopted 
in June 2001.  Switzerland has also actively 
supported European and global efforts in this 
area. 
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Number of cigarettes smoked 
per person per year, 1980 and 1999
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Percentage of regular daily smokers 
aged 15 years and over, 
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Illicit drugs use 
In 1997, 33% of men and 20% of women aged 
15–39 years had used cannabis at least once in 
their lives and 9.5% and 4.5%, respectively, 
had used cannabis again that year.  The 
prevalence of use has increased, in particular 
among those aged 15–24 years (to 16% of men 
and 9% of women).  As a rule, use begins 
before the 18th year of life (Gmel, 2000). 
In 1997, the lifetime prevalence of hard drug 
use had reached 4.6%: 6% among men and 
3.3% among women aged 15–39 years.  The 
most widely used drug was cocaine (3.2%), 
followed by ecstasy (2.1%), amphetamines 
(1.2%) and heroin (1.0%).  Since 1992/1993, a 
slight increase has occurred in both lifetime 
prevalence and current use.  In 1997, just 
under 1% of the population (1.3% of men and 
0.5% of women) declared that they continued 
to use such drugs. 
Drug-related deaths, which exceeded 400 a 
year at the beginning of the 1990s, have 
steadily declined since 1995, falling by almost 
half to 210 in 1998 (Bundesamt für Polizei, 
unpublished data, 1999).  This positive trend 
is due primarily to the controlled heroin 
prescription programme, which has also 
substantially improved socially undesirable 
behaviour (such as criminality and 
prostitution) and above all social and 
professional integration and, consequently, the 
quality of life of addicts (Uchtenhagen, 1996). 
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ENVIRONMENT AND HEALTH 
 
Environmental conditions affect humans 
through short-term and long-term exposure to 
noxious factors.  In the long term, the main 
objective is to promote sustainable 
development compatible with good health, and 
especially to protect the food chain (water and 
agricultural products) from the effects of 
harmful substances.  Short-term environmental 
protection means avoiding or at least reducing 
potentially harmful situations, bearing in mind 
that people are not exposed equally to adverse 
environmental conditions and not all people 
and social groups are equally vulnerable to 
them.  Thus, children, pregnant women, 
elderly people and ill people are more likely to 
be affected by polluted air or contaminated 
food.  Also, specific population groups tend to 
experience more adverse environmental 
conditions.  Low income, for instance, is often 
associated with exposure to environmental 
hazards at work (noxious substances and risk 
of accidents) and poor housing conditions 
(such as crowding, air pollution and noise).  
These situations may affect health and 
wellbeing either directly or indirectly by 
causing discomfort and stress, giving rise to 
unhealthy coping behaviour such as the use of 
drugs or heavy drinking. 
 
Air quality 
Among the substances released into the 
atmosphere by human activity, carbon dioxide 
(CO2) generated by the combustion of fossil 
fuel is of particular global significance.  In 
Switzerland, about 90% of emissions of 
climate-changing “greenhouse” gases are due 
to such combustion, with private homes, 
industry and traffic making about equal 
contributions.  Since the beginning of the 
1980s, the amount of CO2 produced per 
inhabitant per year has remained roughly 
constant, although in absolute terms a slight 
increase has been recorded, primarily due to 
traffic (AefU Schweiz, 1997; Bundesamt für 
Statistik, 1998).  Compared with its European 
neighbours, Switzerland has one of the lowest 

CO2 emissions per person.  As in most 
European countries, emissions of sulphur 
dioxide have been clearly reduced in recent 
decades and the official national maximum 
limits are not exceeded.  With respect to other 
noxious substances, however, the degree of air 
pollution remains a problem.  Thus, in some 
cases, nitrogen dioxide and ozone loads are far 
above the maximum limits; as with particulate 
matter (PM10), it is average rather than peak 
loads that are significant (AefU Schweiz, 
1997). 
 

Carbon dioxide emissions from 
fossil fuels, in tonnes per inhabitant, 
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Water and sanitation 
About 40% of drinking water is obtained from 
springs, about 40% from ground water and 
about 20% from lakes.  Only 29% of the water 
distributed through the public supply system, 
essentially that obtained from surface water, is 
purified in a multistage process.  Water is 
generally of hygienically good quality, but 
contamination with nitrates, for instance, 
varies by region.  So far, however, no 
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systematic measurements have been carried 
out.  Since 1970, mean daily drinking-water 
consumption by households has remained 
largely constant, at about 180 litres per 
inhabitant.  Most households are connected to 
a public drinking-water system, while isolated 
households, primarily in remote mountain 
areas, have their own wells.  At the beginning 
of the 1990s, the wastewater from at least 90% 
of inhabitants was fed to central wastewater 
purification plants (Bundesamt für Umwelt, 
Wald und Landschaft, 1994). 
 
Waste 
The large amounts of waste generated in 
industrialized countries are a threat to health 
because of the associated air, water and soil 
pollution.  After a huge increase in the 1980s, 
the annual amount of waste generated in 
Switzerland has declined, owing to new 
legislation and stronger recycling measures.  
In 1990, the country generated 439kg of 
domestic waste per inhabitant, placing it 
clearly above the EU average of 388kg 
(EUROSTAT, 1997); by 1996, this figure had 
fallen to only 352kg (Bundesamt für Umwelt, 
Wald und Landschaft, 1998).  Currently, about 
three quarters of all waste and 80% of 
domestic rubbish are incinerated. 
Expressed as proportions of total consumption, 
at least 60% of paper, about 80% of glass and 
PET and 55% of tin plate are recycled 
(Bundesamt für Umwelt, Wald und Landschaft, 
1998). 
 
Housing 
Whereas housing conditions, such as quality, 
location and infrastructure, affect people’s 
health and wellbeing, lack of housing is even 
more crucial. Homeless people are more 
vulnerable to health problems, such as 
malnutrition, infectious diseases and 
psychosocial stress caused by solitude and 
insecurity, than the rest of the population. Data 
on the quality of housing and on homelessness 
are increasingly becoming available, although 
their reliability and comparability are not 
always of the same level. 

Studies of the scale of homelessness and 
precarious living conditions have been carried 
out in many EU countries in recent years.  In 
Switzerland, assessments of the situation, 
when available, are at best based on estimates 
in the larger cities.  Homelessness in the true 
sense may be relatively rare, but a recent study 
(Leu et al., 1997) indicates that, owing inter 
alia to increased unemployment and a 
worsening economic situation, the living 
conditions (such as overcrowding and bad 
housing quality) of significant proportions of 
specific population groups have become 
critical.  Some 11% of the total population 
lives in overcrowded flats, but this overall 
figure includes at least a quarter of young 
families and a quarter of all foreigners; among 
the latter, up to 44% of families with more 
than two children experience overcrowding 
(Bundesamt für Statistik, 1998). 
As to living conditions in general, living space 
per person in 1990 was 39m2 (compared with 
34m2 in 1980) and housing density was 0.63 
persons per room.  In 28% of flats, however, 
housing density was at least 1 person per room 
(Bundesamt für Statistik, 1998). 
Increasing urbanization, and road and air 
traffic have brought to the fore the issue of 
noise and its effects on health.  Traffic noise 
continues to be the most important disturbing 
factor in areas of residential accommodation.  
In 1997, according to the Swiss health survey, 
28% of both men and women were troubled in 
their homes by traffic noise, and 19% were 
disturbed by noise from neighbours. 
Safety from accidents at home or during 
leisure-time activities is an important factor in 
public health, especially since more injuries 
result from such accidents than from 
occupational and road traffic accidents. 
In 1997, 2.3% of men and 1% of women (aged 
over 15 years) were admitted to hospital after 
sports or leisure-time accidents, and a further 
5.9% and 3.5%, respectively, received 
outpatient treatment.  Domestic accidents (in 
flat, house and garden) led to the admission to 
hospital of 0.5% of men and 0.8% of women, 
and a further 1.7% and 2.9%, respectively, 
received outpatient treatment (Calmonte et al., 
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2000).  Domestic accidents increase with age, 
while sports and other leisure-time accidents 
predominantly affect younger age groups. 
Occupational health and safety 
Exposure to health risks at the workplace is 
still an important cause of ill health and death.  
However, information about exposure in terms 
of the type, frequency and intensity of hazards 
and the number of workplaces or people 
affected is scarce.  The number of cases of 
recognized occupational disease that attract 
disability benefit awards provides an estimate 
of risk levels, although such figures are 
generally lower than the actual number of 
cases.  Usually, only a small proportion of 
reported cases is recognized, and delays 
between reporting and recognition may be 
considerable. 
In Switzerland, work-related diseases appear 
to show a slightly downward trend.  In 1997, 
2844 new cases were reported among men and 
814 among women, corresponding to a crude 
rate of 14.1 and 6.8 per 10 000 full-time 
employees, respectively (Bundesamt für 
Statistik, 1999). 

In contrast, the risk of an accident at work is 
substantially higher.  Although the rate of 
those injured in work-related accidents has 
decreased substantially in Switzerland since 
1980, in 1996 the rate of those injured per 100 
000 insured (i.e. people in full-time equivalent 
employment) remained high: 870 injured 
(1127 men and 420 women) (Sammelstelle für 
die Statistik der Unfallversicherung UVG, 
1996). In the case of work-related accidents, 
no direct comparison can be made with the 
reference countries owing to different 
reporting practices.  For instance, the 
EUROSTAT statistics relate only to accidents 
entailing more than three days’ absence.  
At least 100 people die annually as the result 
of a work-related accident.  This corresponds 
to a rate of 3.2 deaths per 100 000 insured 
(1996), which is a clear reduction compared 
with rates at the beginning of the 1990s.  Since 
lower rates are recorded for such deaths in 
countries such as the United Kingdom or 
Norway, however, further progress can still be 
made in this respect in Switzerland. 
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HEALTH CARE SYSTEM3 
 

                                                 
3  A more detailed description is available in the HiT for Switzerland (European Observatory on Health 
Care Systems, 2000). 

Institutional structure and resources 
The Swiss health system has a strong federal 
character and consequently no uniform 
structure.  Instead, the whole health care sector 
comprises 26 slightly different systems, 
corresponding to the number of cantons and 
half-cantons, which all have their own health 
law.  Responsibility for supervision of the 
health services lies with the cantonal health 
directors (ministers).  They nevertheless 
operate within the realms of federal law, 
especially that related to health insurance.  In 
addition, the constitution guarantees all service 
providers (including those in the health sector, 
such as physicians and hospitals) the right and 
freedom to operate anywhere in the country.  
The health directors collectively form the 
Swiss Health Directors’ Conference 
(Schweizerische Sanitätsdirektorenkonferenz 
(SDK)), which aims to exert a measure of 
coordination and harmonization of health 
policy by recommendations and joint 
statements. 
The powers of the federal government are 
limited to the area of insurance against 
sickness, accidents and disability and to public 
health.  With the exception of environmental 
matters, these powers are exercised by the 
Federal Department of the Interior.  As a rule, 
the federal government enacts framework 
laws, while responsibility for regulations and 
implementation is transferred to the cantons 
and local authorities.  Supervision is 
essentially exercised by the Federal Office of 
Public Health, which is subordinate to the 
Department of the Interior.  The main 
responsibilities of this Office include: 
 

�� surveillance of communicable diseases, 
�� radiation protection and control of 

chemical products, 
�� food safety, 

�� narcotics legislation and control, 
�� prevention of addiction (alcohol, 

tobacco, medication, illegal drugs), and 
�� examination of professional medical 

qualifications (human medicine, 
dentistry and pharmacy). 

 
Training in the health-related professions is 
also regulated by federal law. 
In the area of health insurance, the federal 
government has legislative and supervisory 
powers.  These are exercised through the 
Federal Office of Social Insurance (Bundesamt 
für Sozialversicherung), which is likewise 
subordinate to the Department of the Interior.  
Since 1996, when the new health insurance act 
came into force, all Swiss residents are 
required to purchase basic insurance cover.  
The insurance companies providing this 
compulsory health insurance are registered 
with the Federal Office mentioned above and 
are accountable to it. Moreover, they are not 
allowed to make a profit from this activity or 
to refuse an applicant for compulsory health 
insurance.  Premiums are community-rated, in 
the sense that they do not vary by age or sex.  
They do vary, on the other hand, among 
cantons. Some of the factors involved are 
differences in costs between cantons and 
competition among insurers within a canton. 
Insured people are allowed to change their 
compulsory insurance provider up to twice a 
year.  Premiums are independent of income 
level, but low-income individuals and families 
receive a contribution to the premiums from 
the federal government and the canton.  In 
1998, an average of about 30% of insured 
people benefited from such a premium 
reduction, with clear differences among the 
cantons as to the proportion of beneficiaries 
(Bundesamt für Sozialversicherung, 2000).  
Insured adults must bear a statutory annual 
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excess (“franchise”) of Sw.fr.230 for the costs 
of outpatient treatment and drugs.  Policy-
holders may reduce the premium level by 
choosing a higher franchise and consequently 
accepting greater risk, or by means of an 
alternative form of insurance (such as health 
maintenance organizations (HMO) or bonus 
systems). 
According to legal guidelines, the services 
compulsorily reimbursed under basic 
insurance should be “effective, appropriate and 
economical”.  As a result, the federal 
authorities enjoy certain powers of control in 
defining them.  These services mainly 
comprise the diagnosis and treatment of 
diseases and injuries, on both an inpatient and 
an outpatient basis, including care at home and 
in institutions, necessary transport costs, 
certain preventive measures and a small 
number of dental treatments. 
Just under 40% of the population purchases 
voluntary additional insurance, to obtain more 
comfortable accommodation in hospital.  In 
contrast to the provision of basic insurance, 
insurers may reject applicants for such 
additional insurance or accept them with 
conditions. 
Since 1984, all employees have been 
compulsorily insured under the federal 
accident insurance law, against the 
consequences of work-related and non-work-
related accidents and occupational diseases.  
Since 1959, compulsory disability insurance, 
which meets the cost of professional 
rehabilitation and unemployment benefits, has 
likewise applied to the entire population.  Both 
forms of insurance are financed by a 
percentage of salary (from both employer and 
employee) according to the social insurance 
model. 
Most outpatient diagnosis, treatment and care 
are made available by private service providers 
(predominantly independent physicians) on a 
fee-for-service basis.  Hospitals are operated 
by public (cantons or local authorities) or 
private partially subsidized institutions.  Rates 
are negotiated on a canton-wide level between 
the sickness insurance fund association and  
 

organizations of service providers (such as a 
medical or hospital association), usually with 
the participation of the health administration.  
Accident and disability insurance compensates 
all service providers according to national 
uniform scales. 
Primary health care 
Outpatient medical care is largely provided by 
physicians in private practice (specialists and 
general practitioners), some of whom also 
make house calls, and by the outpatient 
departments of public hospitals (such as 
polyclinics) or private clinics.  In principle, 
patients have unlimited and free access to the 
physician of their choice, be it a general 
practitioner or a specialist.  If they opt for a 
special basic insurance scheme (such as 
HMO), however, the choice is limited. 
Medical services are charged to the patient 
according to scales (fee-for-service) negotiated 
in the canton between the sickness insurance 
fund association and the medical association.  
The insurer then either reimburses the patient, 
or the provider direct.  In future, services will 
be charged on a national scale, according to a 
uniform nomenclature of medical procedures.  
For all treatment and drug costs arising in the 
course of a calendar year, adult patients must 
accept a franchise of a minimum Sw.fr.230, 
and pay an excess of 10% up to a maximum of 
Sw.fr.600 for all costs above this franchise.  
For those aged 0–18 years, the franchise does 
not apply and the surcharge of 10% is limited 
to a cumulative ceiling of Sw.fr.300 for 
children in the same household. 
Cantons and local authorities provide a school 
medical service, which conducts regular 
check-ups in public schools, monitors immune 
status, carries out vaccination programmes, 
and so on. 
Dental care 
Dental care is principally provided by private 
dentists and public dental clinics.  Compulsory 
basic insurance reimburses only specific, 
primarily surgical, procedures, but not 
preventive and conservative treatment. 
School dentist services examine the dental 
health of all pupils several times during the 
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obligatory period of primary and secondary 
education.  The costs of any treatment required 
are, however, usually met in full by the 
patient. 
Home nursing 
In recent years, home-based care (Spitex) has 
taken on greater importance in health policy.  
As a result, compulsory health insurance has, 
to a limited extent, taken on the reimbursement 
of care services and household help. 
The provision of such services is the 
responsibility of the local authorities. They 
often, however, delegate these tasks to private 
associations.  The structure of, access to and 
extent of these care services vary among both 
cantons and local authorities. 
Pharmacies 
In 1997, private pharmacies sold 70% of the 
medication used outside hospitals.  
Independent physicians with an appropriate 
authorization (about one quarter of all private 
practitioners) dispensed a further 23% and 
chemist shops another 7% (Pharma 
Information, 1998). 
Just under one third of licensed drugs are on a 
“specialties list”, making them reimbursable 
under compulsory health insurance, except for 
a 10% excess.  In 1997, the drugs on this 
positive list accounted for almost 60% of the 
market.  The cost of drugs not on this list must 
be met by the patient or, if applicable, by 
supplementary insurance. 

Neither the authorities nor the insurers agree 
prices.  Nevertheless, the Federal Office for 
Social Insurance, which is responsible for 
compiling the specialties list, exerts a certain 
influence on prices in that cost-effectiveness is 
among the criteria taken into account when a 
product is included on the list.  If there is 
evidence of “abusive” prices for any drugs, the 
agency of consumer price surveillance 
(Preisüberwacher) can intervene. 
 
Hospital care 
Hospitals are operated by public bodies (such 
as the cantons, local authorities or associations 
of local authorities) and by private institutions, 
which may be non-profit-making organizations 
or profit-oriented enterprises.  The cantons and 
local authorities meet the construction and 
investment costs of public institutions, and 
also subsidize the operating costs of public and 
private non-profit-making hospitals and often 
underwrite deficit guarantees. 
Under the terms of basic insurance, patients 
may choose between public and non-profit-
making hospitals in their home canton.  
Supplementary insurance policies meet the 
higher costs that may be associated with 
treatment outside the canton or at a private 
clinic.  Throughout Switzerland, only patients 
living alone in a household must pay a 
surcharge of Sw.fr.10 per day for hospital 
costs (except in the case of pregnancy).  This 
is because the costs of maintaining their own 
household drop during their stay in hospital. 
 

 

Numbers of physicians, dentists and pharmacists per 1000 population 

 Switzerland EU 

 No. in  
1997/1998 

% increase  
over 1980 

No. in  
1997/1998 

% increase  
over 1980 

All physicians 3.2 36 3.5 59 

Physicians in private practice 1.8 56   
General practitioners in private 
practice only 0.6 39 1.0 15 

Dentists 0.5 09 0.7 37 

Pharmacists 0.6 77 0.8 48 
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The health insurance law obliges the cantons 
to plan hospital capacity and to compile a list 
of the institutions that meet the planned 
requirements.  Only hospitals included in this 
list may claim reimbursement of treatment 
costs under compulsory insurance.  The law 
also provides for the routine collection of a 
minimum set of data on hospital activities, 
which is used to evaluate the cost–
effectiveness of service provision by 
comparing institutions within and between 
cantons. 
The method of financing hospital treatment 
and operating costs varies significantly among 
the cantons.  In broad terms, about 50% of 
operating costs are covered by health 
insurance, on the basis of a daily flat rate 
agreed annually between the cantonal sickness 
insurance fund association and the hospitals or 
the association of hospitals.  In recent years, a 
few cantons have begun to finance their 
hospitals by a global budget, to improve cost 
control.  The budget comprises contributions 
from the canton and from insurers. The total 
share of contributions by each side is 
established first, then a daily rate is calculated, 
based on utilization statistics for the previous 
year and in the light of the income stream 
received by the insurers.  A number of other 
cantons are making a broad-based attempt to 
switch to a system of financing whereby a flat 
rate is paid per case, based on all patient 
diagnosis-related groups (APDRGs). 
Resource utilization 
The physician/population ratio in Switzerland 
is below the EU average, owing to a relatively 
low (lower than EU) overall increase in the 
number of doctors since 1980.  A greater 
increase has been recorded in the number of 
physicians in private practice, but comparative 
findings for the EU are unavailable.  Despite 
comparatively strong growth, the general 
practitioner/population ratio remains clearly 
below the EU average.  This is also true of 
dentists, the increase in whose numbers has 
been very low.  Pharmacists have achieved the 
most marked increase in numbers; but the 
pharmacist/population ratio remains below the 
EU average, especially in cantons in which 
physicians also dispense drugs. 
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According to the 1997 health survey, three 
quarters of the Swiss population aged over 15 
years visit a doctor at least once a year: at least 
80% of women and just under 70% of men.  
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Nationally, each inhabitant visits a doctor on 
average four times a year.  The services of a 
dentist are sought by 65% and of a 
physiotherapist by 14% of the population. 
 

Hospital admissions, 
per 100 population per year, 

1980 and latest available data
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As to hospital resources, Switzerland remains 
in third position among the reference 
countries, with 5.6 acute beds per 1000 
inhabitants (OECD, 2000).  Even if only 
general hospitals are considered, owing to the 
 difficulty of defining acute care, Switzerland, 
together with France, remains in sixth position 
with 4.3 beds per 1000 inhabitants.  On the 
other hand, the number of psychiatric beds has 
declined by almost half since 1980.  The ratio 
in Switzerland is average although, at 1.2 
psychiatric beds per 1000 inhabitants, it is still 
clearly higher than in Italy, Spain or Sweden, 
for example. 
The high bed ratio in acute care is, at best, 
only partially due to the rate of hospital 
admissions since, with 15–16 referrals per 100 
inhabitants per year, Switzerland occupies a 
median position among the reference 
countries, slightly under the EU average.  
Despite a massive reduction over the past 20 
years, however, the country still has one of the 
highest average lengths of hospital stay (13.7 
days).  Even if, once again, only general 
hospitals are considered, Switzerland is only 
just under the EU average at 10.2 days per 
case (Bundesamt für Statistik, 2000). 
 
Health care expenditure 
In 1997, total health care expenditure in 
Switzerland was Sw.fr. 38 thousand million, 
corresponding to 10.2% of gross domestic 
product (GDP) (Rossel, 1999).  Switzerland 
therefore occupies second position behind 
Germany among the reference countries. 
International comparisons of health care 
expenditure are extremely difficult because the 
definitions underlying health statistics as well 
as accounting practices vary from one country 
to another.  The following data on health care 
expenditure should therefore be used with 
caution, as the boundaries of what constitutes 
health care can vary substantially between 
countries4. 
 

                                                 
4  Denmark, for instance, does not include the care 
of elderly people in nursing homes in its health 
care expenditure. 
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Total health care expenditure as a 
percentage of GDP, 1980 and 1997
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Hospital care expenditure as a 
percentage of GDP, 1980 and 1994
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A recent study (Schneider et al., 1998) 
attempts to consolidate the set of indicators 
routinely used in international comparisons 
with supplementary data, to improve 
comparability.  The data from this study are 
used, in the following comparisons, unless 
otherwise indicated. 

A detailed examination shows that, between 
1980 and 1994, the hospital care component in 
Switzerland had the highest annual rate of 
increase (2.3% since 1980) and, at 4.9% of 
GDP, was the highest of all the reference 
countries in 1994. 
Although the costs of outpatient care (just 
under 1.5% of GDP) are slightly above the EU 
average, the growth rate (1.2%) was relatively 
low.  The proportion of drug costs has 
remained roughly constant and is 
comparatively low (just under 1% of GDP).  
The cost of nursing (0.8% of GDP) also 
remains below average, despite a high growth 
rate (3.9%).  As to the costs of dental care, 
Switzerland is in the leading group (0.8% of 
GDP). 
 

Outpatient care expenditure as a 
percentage of GDP, 1980 and 1994
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This cost structure is also reflected in the 
division of health expenditure on goods and 
services.  In 1994, just over half of the total 
expenditure (52%) in Switzerland was 
accounted for by hospital care, compared with 
an average of 41% for the EU countries.  In 
contrast, the proportion of the expenditure 
accounted for by outpatient care is identical 
with the EU average, and the proportions 
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accounted for by drug and nursing costs are 
lower.  Between 1980 and 1994, the EU 
average for the relative proportion of costs 
devoted to hospital care showed a downward 
trend, whereas an increase was recorded in 
Switzerland (of 48% since 1980), with a 
proportional reduction in expenditure on 
outpatient care and drugs. 
 

Drugs expenditure as a percentage
 of GDP, 1980 and 1994
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Nursing care expenditure as a 
percentage of GDP, 1980 and 1994
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Dental care expenditure as a 
percentage of GDP, 1980 and 1994
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Funding  
The structure of funding differs, according to 
whether one looks at the bodies directly 
effecting payment or those bearing the costs.  
In 1997, health insurers assumed the main 
share of direct cost reimbursement (48%), 
followed by private households (through 
franchises, surcharges, etc.) (24%), the 
cantons and local authorities (together 15%), 
and old age and disability insurance and 
accident insurance (together 10%). 
If the funding structure is divided up according 
to those actually bearing the costs, private 
households occupy first position (65%), 
followed by the cantons (15%), the federal 
government and business (about 7% each), and 
the local authorities (just under 3%).  In the 
1990s, public bodies' efforts to economize led 
to a decrease in expenditure by the cantons and 
local authorities, while health insurers' 
expenditure clearly increased.  This resulted in 
massive rises in premiums and a consequent 
increase in the burden on private households. 
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Structure of health care costs, Switzerland and EU, 1994 
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GLOSSARY 
 
Incidence rate: the number of new cases of a disease occurring in a population per 100 000 
people during a specified period (usually 1 year). 
 
Infant mortality rate: the yearly number of deaths of children aged less than 1 year per 1000 
live births.  
 
Life expectancy at birth: an estimate of the average number of years a newborn child can expect 
to live provided that the prevailing age-specific patterns of mortality at the time of birth were to 
stay the same throughout the child’s life. 
 
Prevalence rate: the total number of people in a population who have a disease or any other 
attribute at a given time or during a specified period per 100 000 of that population. 
 
Purchasing power parity (PPP): a standardized measure of the purchasing power of a country’s 
currency, based on a comparison of the number of units of that currency required to purchase the 
same representative basket of goods and services in a reference country and its currency (usually 
US dollars). The EU uses the purchasing power standard to measure this. 
 
Standardized death rate (SDR): a death rate (usually per 100 000 population) adjusted to the 
age structure of a standard European population. 
 
Total fertility rate: the average number of children that would be born alive per woman during 
her lifetime if she were to bear children at each age in accordance with prevailing age-specific 
birth rates. 
 
 
 
 
 


