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Country Highlights give an overview of the health and health-related situation in a given country and
compare, where possible, its position in relation to other countries in the WHO European Region.  The
Highlights have been developed in collaboration with Member States for operational purposes and do not
constitute a  formal statistical publication.  They are based on information provided by Member States and
other sources as listed.
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OVERVIEW

AN OVERVIEW OF THE HEALTH SITUATION

1 The 15 countries of the European Union (EU) plus Iceland, Norway and Switzerland.

Negative trends

The SDR for cancer of the lung in women aged
0�64 years increased markedly between 1980
and 1992 to a level clearly above the EU average,
although overall cancer mortality in this group
decreased somewhat over the same period.

Despite a reduction in mortality from suicide,
especially among men, this SDR is still above
the EU average for both sexes.

Nutrition patterns appear to be worsening rather
than improving. The intake of animal fats has
been rising steadily since the 1970s, sugar
consumption has remained high and the intake
of cereals, vegetables and fruits comparatively
low.

Overweight is a frequent phenomenon. About
half the population aged 50�75 years are
overweight.

Although the prevalence of smoking has
generally been declining, the proportion of daily
smokers among young women is high.

Positive trends

Female life expectancy in Sweden at birth and
at 65 years is the third highest among 18
European reference countries,1  while male life
expectancy is second highest at birth and fifth
highest at the age of 65 years.

Infant and maternal mortality have both declined
considerably since 1980. In the early 1990s,
Sweden�s position for both indicators was the
third lowest among the reference countries.

Mortality from all cancers and from cancer of
the lung in the male population aged 0�64 years
was the second lowest among the reference
countries in 1992.

Mortality from cancer of the breast in women
aged 0�64 years was one of the lowest in the
reference countries in 1992. Sweden was one of
the few countries where it had decreased
somewhat over the preceding decade. The SDR
for cervical cancer has declined markedly to a
level just below the EU average.

The frequency of deaths due to motor vehicle
traffic accidents has fallen over the last decade
to the second lowest level among the reference
countries.
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METHODOLOGICAL REMARKS

METHODOLOGICAL REMARKS

Highlights on Health provide an overview of the health of a country�s population and the main factors related to
it. Based on international comparisons, they present a summary assessment of what has been achieved so far
and what could be improved in the future. In order to enlarge the basis of comparison beyond the EU, data for
Iceland, Norway and Switzerland have also been included where available and relevant.

A special case of comparison is when each country is given a rank order. Although useful as summary measures,
ranks can be misleading and should be interpreted with caution, especially if used alone, as they are sensitive to
small differences in the value of an indicator. Also, when used to give an assessment of trends (e.g. the table at
the start of the Health Status section), ranks can hide quite important changes within an individual country.
Therefore bar charts (to show changes over a relatively short period) or line charts (to show time trends from
1970) have also been used. Line charts present the trends for all the 15 EU countries and their averages, although
only the country referred to in a specific Highlight and the EU average are identified. This makes it possible to
follow the country�s evolution in relation to that of other EU countries and to recognize how it performs in
relation to observable clusters and/or the main trend.

In general, the average annual or 10-year percentage changes have been estimated on the basis of linear regression.
This gives a clearer indication of the underlying changes than estimates based on the more simple and
straightforward percentage change between two fixed points over a period. For mortality indicators, countries
with small populations (e.g. Luxembourg or Iceland) can have fluctuating values, and in these cases three-year
moving averages have been used. For maternal mortality, because the number of deaths is in general small,
three-year moving averages have been calculated for all countries.

Where possible (and where relevant for trend comparisons), data for Germany up to 1990 refer to the Federal
Republic within its current territorial boundaries.

To make the comparisons as valid as possible, data for each indicator have as a rule been taken from one
common international source (e.g. WHO, OECD, International Labour Office) or from Eurostat (the Statistical
Office of the European Communities) to ensure that they have been harmonized in a reasonably consistent way.
It should also be noted that other factors (such as case ascertainment, recording and classification practices and
culture and language) can influence the data at times. Unless otherwise mentioned, the source of the data used
in the charts and tables is the WHO Regional Office for Europe�s HFA statistical database (June 1995, version
with 1992 or 1993 data). The latest data available to WHO as of August 1996 are mentioned, as appropriate, in
the text.

The administrations of the national health and the personal social services and related sectors differ somewhat
in England, Scotland, Wales and Northern Ireland.  In the context of this document, these differences are not
significant and have not been elaborated.  Plans and initiatives mentioned in the context of England are generally
paralleled in Scotland, Wales and Northern Ireland. As a rule, data have been compiled for the UK as a whole;
where this has not been possible, an appropriate mention has been made of the fact in the text.
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THE COUNTRY AND ITS PEOPLE
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2 These introductory paragraphs are based on material from the Statesman's Year�Book (Hunter 1994, 1995).

THE COUNTRY AND ITS
PEOPLE

Sweden is a constitutional monarchy and a
representative and parliamentary democracy with a
constitution dating from 1975. The King is head of
state but does not participate in government.
Members of the single-chamber Parliament are
elected for four years by direct universal suffrage
under a proportional system. The country is divided
into 29 constituencies which return 310 members to
Parliament. Another 39 seats constitute a nationwide
pool intended to give absolute proportionality to
parties that receive at least 4% of the vote. The
Speaker of the Parliament commissions one of the
party leaders (usually the leader of the largest party)
to form a new government. If this leader is successful,
he or she is confirmed by the Parliament as prime
minister and then appoints the cabinet.

Sweden is divided into 24 counties, with governors
appointed by the government and administrative
boards representing central government. The elected
county councils administer the health services and
medical care.

At the local level there are 288 municipalities (as
against 2500 in 1951) with elected councils. The
municipalities deal with social services, education,
town planning, housing and public health.

Sweden joined the European Union (EU) in 1995.2

Demography

The population pyramid illustrates the changing
population age structure since 1970. The most
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THE COUNTRY AND ITS PEOPLE

a  As per 1 January 1995 (Eurostat 1996)
b  Forecast, Eurostat intermediate scenario
c 1993 (UNDP 1996)
d 1993 (Council of Europe 1995)

1995a 2015b

SWE                        EU SWE                        EU

1000s % 1000s % 1000s % 1000s %

Population 8 816 371 563 9 692 393 243
Urban populationc 83 78
Distribution by age:
      0–14 years 1 663 18.9 65 423 17.6 1 787 18.4 68 389 17.4
      15–64 years 5 614 63.7 249 000 67.0 6 150 63.5 255 078 69.4
      65+years 1 540 17.5 57 140 15.4 1 755 18.1 69 776 17.7
      85+ years 175 2.0 6 015 1.6 192 2.0 7 951 2.0
Total fertility rated 1.9 1.5
Dependency ratio 57.1 49.2 57.6 54.2

striking features are the increase in the group aged
25�49 years, reflecting the higher fertility in the
decades following the Second World War, and in the
group aged over 65 years due to declining mortality
and increasing longevity, especially among women.

On the other hand, there has been a decrease in the
number of people aged under 25 years (except for
the youngest age group), reflecting the lower fertility
experienced during the 1970s and the early 1980s.
However, the total fertility rate started picking up in
the mid-1980s to the point where in 1990 Sweden
was the only country in the EU where this rate had
increased to replacement level. Although Sweden�s
total fertility rate was still the highest in the EU in
1994, it had again fallen to under replacement level
at 1.9 children per woman (Council of Europe 1995).

Declining mortality and low fertility mean aging of
the population: since 1970, the proportion of children
under the age of 15 years has declined from 20.8%
to 18.9% while the proportion of people aged over
65 years has increased from 13.7% to 17.5%. This
aging process has important social implications, and
is even more important for women owing to their
lower mortality compared to men. Over the age of
57 years women increasingly outnumber men; in
1994, 70% of the population aged 85 and over were
women. Recent forecasts, however, point to a slowing
down of this trend into the next millennium (Eurostat
1995a).

Population growth in Sweden was 0.81% in 1994,

which can be broken down into 0.23% from excess
births over deaths and 0.58% from net migration
(Council of Europe 1995).

Household structure and family
composition

With an average of 2.1 persons per private
household, household size in Sweden is the lowest
in the EU. Couples without (dependent) children
represent 30% of all private households, the second
highest proportion in the EU, while households of
couples with children represent the lowest (22%).

Traditionally, the rate of births outside marriage is
very high. In 1993 it was 50% (Eurostat 1995b).
This does not, however, mean that every second child
is raised by a single parent: consensual unions are
now common practice and most children are born
into a �family�. In the early 1990s, about 90 000
families were formed every year although the
number of marriages remained around 35 000.
However, the separation rate among consensual
unions is three times as high as among married
couples.

One-person households now represent 40% of all
private households, the highest percentage in the EU
(Eurostat 1995a). Due to the aging of the population
and lower female mortality, these households often
consist of single elderly women. The health and

Demographic trends and structure
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THE COUNTRY AND ITS PEOPLE
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  Source:  EUROSTAT 1995c

wellbeing of elderly people living alone can be
significantly affected by the financial resources
available for help with housekeeping and personal
hygiene. Social exclusion may also result in isolation
which can threaten mental health. These issues affect
the costs and organization of health care.

Migrant population and ethnic profile

Immigrants from ethnic minorities can have specific
patterns of disease and health needs because of
genetic and behavioural factors and exposure to
different environments in their countries of origin.
Access to health care that can meet such specific
needs or that is culturally and linguistically
acceptable can also be difficult. Moreover,
immigrants can be at a higher risk of living in relative
poverty and being marginalized in their host
countries, which can exacerbate their diseases. Illegal
immigrants in particular can find it difficult to use
health care, and follow-up to any care given can be
problematic.

On 1 January 1995, 537 000 foreign citizens were
living in Sweden, representing 6% of the population.
Foreigners in Sweden mainly come from Finland,
Denmark and Norway as well as from Turkey, Iran,

Chile and nearly 30 000 people from Africa.
Immigration has increased since the asylum-seekers�
crisis of the early 1990s to a peak of 83 600
immigrants in 1994, partly because some 40 000
people from the former Yugoslavia received
permission to stay in Sweden (Council of Europe
1995). Immigrants from ethnic minorities can have
specific patterns of disease and health needs because
of genetic and behavioural factors and exposure to
different environments in their countries of origin.
Access to health care that can meet such specific
needs or that is culturally and linguistically
acceptable can also be difficult. Moreover,
immigrants can be at a higher risk of living in relative
poverty and being marginalized in their host
countries, which can exacerbate their diseases. Illegal
immigrants in particular can find it difficult to use
health care, and follow-up to any care given can be
problematic.

Education

The relevance of educational attainment to health
has been well documented. In Europe, where primary
education is universal, the proportion of the
population with more than a lower secondary
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THE COUNTRY AND ITS PEOPLE

Indicator SWE  EU

GNP per head (US$,1992) 27 500 20 043

Real GDP per head
    (PPP US$,1992) 18 320 17 792

Income share of lowest 40% 21.2
     households (%,1980�92) ...

Source:  UNDP 1995

GDP per head (PPSa),1992 Expenditure on social protection as
percentage of GDP, 1992
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a EU unit of purchasing power parity (PPP)

education would be the appropriate indicator for
educational achievement. Some 55% of men and 56%
of women aged 25�59 years have an upper secondary
education, in contrast to 34% of both sexes aged 55�
64 years, which reflects a marked improvement in
educational levels during the last decades.

As today�s families are relatively small and many
children are growing up without siblings or (at least
temporarily) with only one parent, and as a high
proportion of women are employed outside the home,
the availability of preschool facilities is important in
respect of both children�s social integration and
mothers� and children�s psychosocial wellbeing.
Sweden�s record in this field is one of the best in
Europe, even though there are still waiting lists for
child care facilities. At the end of 1994 about 712 000
children were registered in the child care system (with
nursery schools, childminders and after school
nurseries). In 1995, 61% of children under the age
of seven years (when compulsory schooling starts)
were enrolled in child care facilities. Maternity leave
is also very generous. Even so, the considerable
expansion of the child care system during the early
1990s has not kept up with the increasing number of
children (National Board of Health and Welfare
1995a, Statistics Sweden 1995a).

Economy

Sweden has a mixed economy. In the early 1990s:

� agriculture, forestry and fisheries accounted
for 3% of GDP and employed 4% of the
workforce, among the lowest percentages in
western Europe;

� industry accounted for 36% of GDP and em-
ployed only 25% of the workforce; employ-
ment in the industrial sector, already low in
the late 1980s, was badly affected by the last
economic recession;

Basic economic data
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THE COUNTRY AND ITS PEOPLE

� services accounted for 61% of GDP and em-
ployed 71% of the workforce; these percent-
ages and the percentage of the workforce em-
ployed in the public sector are the largest in
western Europe (OECD 1995b, UNDP 1995,
Eurostat 1995a).

Total employment dropped by almost 5% in the first
half of 1993 on a year-on-year basis and
unemployment reached 8% of the workforce as a
result of the economic recession. However, people
enrolled in the youth training scheme (introduced in
mid-1992) and in  the temporary development scheme
(introduced in early 1993) are not considered part of
the workforce. During the first half of 1993, an

estimated 6% of the workforce was involved in such
active labour market measures (OECD 1995b).

Women represent 49% of the workforce, the highest
percentage in the EU (together with Finnish women).
As in Finland, this has been linked to the high
provision of child care facilities and generous
maternity leave and benefits together with the
availability of part-time jobs. Contrary to the situation
in many western European countries, the
unemployment rate is lower for women than for men,
a consequence of the depressed demand situation in
traditional male sectors such as manufacturing
industry and construction (OECD 1995b, Eurostat
1995a).
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HEALTH STATUS

J Position improved 10 (indicators)

K Position unchanged   2 (indicators)

L Position deteriorated   2 (indicators)

Life expectancy at birth (years)

Male/female difference in life expectancy at birth (years)

Infant mortality rate per 1000 live births

Maternal death, all causes, per 100 000 live birthsc

SDRd, cardiovascular diseases, age-group 0�64

SDR, ischaemic heart disease, age-group 0�64

SDR, cerebrovascular disease, age-group 0�64

SDR, cancer, age-group 0�64

SDR, trachea/bronchus/lung cancer, age-group 0�64

SDR, cancer of the cervix, age-group 0�64, females

SDR, cancer of the breast, age-group 0�64, females

SDR, external causes of injury and poisoning

SDR, motor vehicle traffic accidents

SDR, suicide and self inflicted injury

POSITION

BEST WORST

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 SWE EU Min.a Max.b

K 78.3 76.8 74.2 79.0

J l 5.6 6.4 3.8 8.5

l L 5.2 6.8 4.4 8.7

K 2.4 6.5 0.0 11.7

J l 55.9 60.1 38.5 81.7

J l 34.1 31.7 14.8 56.6

l L 9.4 11.5 5.1 25.8

J l 67.4 87.4 66.8 97.1

J l 11.7 19.0 11.7 24.8

J l 2.0 2.3 0.0 4.0

J l 16.4 19.8 14.6 36.1

J l 44.2 47.0 30.6 79.3

J l 6.7 13.0 6.7 23.2

J l 14.5 11.7 3.7 26.5

Note: a)    Lowest value observed among 18 European countries.
b)    Highest value observed among 18 European countries.
c)    3 years moving averages.
d)    SDR:  Standardized death rate.

Sweden relative to 18 European countries
in 1980  l  and  latest available year (1991�1993) K

HEALTH STATUS

A description of the population�s health status against
the background of the 18 European reference
countries3  shows that since 1980 Sweden has
managed significant improvements with respect to
most of the key health indicators: health status
improved not only in absolute terms but also as
regards Sweden�s (relative) position among the 18
reference countries.

� Life expectancy at birth showed a further rise
since 1980 and remained the third highest in
1992. At the same time, the gap between fe-
male and male life expectancy narrowed.

� Infant and maternal mortality have dropped
considerably and in 1992 Sweden�s position
for both was the third lowest among the refer-
ence countries.

� Over the last ten years mortality in the popu-
lation aged up to 64 years fell by nearly 30%
for cardiovascular diseases (CVDs) and by
over 20% for cerebrovascular diseases. Stand-
ardized death rates (SDRs) for these diseases
were sixth lowest among the reference coun-
tries in 1992, although the SDR for ischaemic
heart diseases remained slightly higher than
the EU average, despite a reduction of 35%.

� Overall cancer mortality for both sexes aged
0-64 years has somewhat decreased and in
1992 was the second lowest, while mortality
from lung cancer was the lowest. However,
the female death rate from lung cancer in-
creased by 44% during the preceding 10 years.

3 See footnote 1 on page 3
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� The death rate among women aged 0�64 years
for cancer of the breast was one of the lowest
in 1992 following a slight decrease during the
preceding ten years, while mortality from cer-
vical cancer dropped markedly to a level just
below the EU average.

� Mortality from all categories of accidental and
violent deaths has decreased 1% per year over
the last decade. In 1992, the SDR for motor
vehicle traffic accidents was second lowest
among the reference countries, but suicide rates
were still above the EU average.

Measures relating to the total population often hide
important differences between segments of that
population, for instance between men and women.
In general, women have higher morbidity but lower
death rates than men. As a result, female life
expectancy at birth in Sweden (81.8 years in 1994) is
5.5 years longer than male life expectancy (76.3
years).

Similar differences can be observed between social
classes. Social class, defined by occupational status,
education or income level is strongly related to a
person�s burden of disease and chances for survival.
Thus perinatal mortality in babies born to white-collar
workers is lower than in those born to blue-collar
workers, while another study has shown that in
Sweden the risk of an accidental death is almost 50%

higher for working-class children than for middle-
class children (Ministry of Health and Social Affairs
1994).

Regional variations or, more precisely, a north-south
gradient can be observed in Sweden with respect to
overall mortality. SDRs for both sexes are highest in
the county of Gävleborg.

When asked in 1992/1993 how they perceived their
health in general, 73% of the population aged 16�
86 years said that their health was good. The
proportion of blue-collar workers perceiving their
health as poor was between 45% (men) and 120%
(women) higher than among white-collar workers.

Life expectancy

Life expectancy at birth in the countries which today
form the EU has shown a steady upward trend since
1970 for both sexes. Since 1980, the trend in Sweden
has been about the EU average for men and
somewhat lower for women. By the early 1990s,
Swedish men had the second longest and Swedish
women the third longest life expectancy at birth
among the reference countries.

A country�s position as regards life expectancy at
the age of 65 years and loss in life expectancy due to

Life expectancy at birth, femalesLife expectancy at birth, males
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HEALTH STATUS

premature death (i.e. deaths before the age of 65
years) gives some indication of the potential for
improving overall life expectancy. Life expectancy
at the age of 65 years in Sweden is also somewhat
higher than the EU average for both sexes. Moreover,

Loss of life expectancy due to deaths before 65
years, males

Loss of life expectancy due to deaths before 65
years, females
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Life expectancy at age 65, males Life expectancy at age 65, females

Sweden performed very well as regards avoiding
premature deaths: in 1992, men had the second lowest
and women the fourth lowest number of years of life
lost through deaths before the age of 65.
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� At 15�34 years, women still have the lowest
overall mortality observed at that age in the
EU, despite only having an average death rate
for external causes (accidents, suicide and
other violent deaths). Men too perform rather
well. Again, accidental and violent deaths
claim by far the most lives, although the male
age-specific rate is the second lowest among
the EU countries.

� At 35�64 years, Swedish men have the lowest
age-specific total death rate. This rate has the
potential for further reduction as mortality
from both CVDs and external causes is about
average for the EU. For women, some poten-
tial for improvement lies in reducing mortal-
ity from cancer, for which the SDR is close to
the EU average.

� At 65 years and over, the total age-specific
death rate is the second lowest among the EU
countries for women and the third lowest for
men. Nevertheless, there is still some poten-
tial for reducing mortality, for instance from
CVDs, particularly in men for whom it is 10%
above the EU average.

Main causes of death

Cancers are the most frequent cause of death under
the age of 65 years, followed by CVDs. However,
over all ages the situation is reversed and CVDs
cause more deaths than cancers. A more detailed
analysis of age-specific mortality patterns shows that
the causes of up to 80% of all deaths in each age
group can be classified in three main categories:
accidental or other injuries (by far the main causes
until the age of 35 years), cancers and CVDs.

A comparison between countries of death rates
related to these causes can indicate how far the
observed mortality might be reduced. As almost all
causes underlying these deaths are influenced by
collective and individual habits and behaviour, a wide
variety of health promotion and prevention measures
can be applied to bring about changes that will reduce
health risks and thus diseases and premature deaths.

The most striking features of Swedish age- and sex-
specific death rates are the following.

� At 1�14 years, both sexes have the lowest age-
specific death rate among the EU countries.
Further improvements nevertheless seem pos-
sible, given that girls have the highest rate for
cancer mortality, and that boys� deaths from
the residual category of all other causes might
also be reduced.
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Minima:  smallest SDR values observed in the particular group.
Dashed line:  lowest  overall death rate observed in a single EU country.

Main causes of death by age and sex group, 1992/1993
(standardized death rates per 100 000 by age and sex group)

These charts show age- and sex-specific death rates for the main causes of death in Sweden in 1992.
These rates are compared with the lowest corresponding rate observed in any country of the EU, which
can thus be considered as a reference value potentially attainable by other countries. The sum of these
minima, however, has to be considered as an artificial value which is sensitive to different national
coding practices or coding errors. The dashed lines show the smallest overall SDR observed in any one
EU country.
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Standardized death rates, cardiovascular
diseases, females aged 0�64

 Standardized death rates, cardiovascular
diseases, males aged 0�64
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Cardiovascular diseases

The overall trend in SDRs from CVDs in the
population aged 0�64 years has been falling since
1970 in western Europe. In Sweden this downward
trend has been less pronounced for women, while
for men the SDR dropped in line with the EU average
from 1980, having increased slightly in the 1970s.
In 1992, CVD mortality for both sexes was somewhat
below the EU average. Male and female death rates
for  cerebrovascular  diseases for  the  group  aged
0�64 years remain among the lowest in the reference
countries, despite a comparatively small reduction
among men. On the other hand trends in mortality

from ischaemic heart diseases for both men and
women decreased over the last decade although the
SDRs remained slightly higher in 1992 than the EU
average.

There is ample empirical evidence for a negative
association of CVD risk factors and mortality and a
person�s socioeconomic status. This association has
also been confirmed by a Swedish study as regards
the incidence of infarction (National Board of Health
and Welfare 1994).
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Standardized death rates, cancer,
males aged 0�64

Standardized death rates, cancer,
females aged 0�64
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Cancer

In the early 1990s, some 40 000 new cases of cancer
(some 20 000 for both men and women) were
recorded every year in Sweden. The incidence rose
from around 300 cases per 100 000 population a year
in 1960 to nearly 400 cases per 100 000 women and
about 450 cases per 100 000 men at the beginning
of the 1990s. The higher figure for men is basically
due to aging, as up to the age of 60 years the incidence
in men is lower than in women but after that age the

proportion is strongly inverted. The most frequent
cancers are breast (27% of all new cases) and
colorectal (13%) for women, and prostate (24%) and
respiratory (10%) for men (National Board of Health
and Welfare 1994).

Some 20 500 people died from cancer in Sweden in
1993, nearly half of them (48% in both sexes) aged
75 years and over; 21% of the 10 730 men and 24%
of the 9830 women who died were aged under 65
years (Statistics Sweden 1996). Time trends in cancer
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Standardized death rates, cancer of the
trachea/bronchus/lung, males aged 0�64

Standardized death rates, cancer of the
trachea/bronchus/lung, females aged 0�64
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mortality in the population aged 0�64 years show
marked gender-specific patterns.

� Overall cancer mortality among Swedish men
aged 0�64 years has declined steadily since
the mid-1970s. Over recent decades it has been
the lowest among the EU countries, and only
Iceland has had lower SDRs among the refer-
ence countries.

� Female death rates from all cancers in the
group aged 0�64 years have remained slightly

below the EU average since the 1970s and fol-
lowed the latter�s continuous downward trend.

� Lung cancer mortality in men aged under 65
years has remained fairly stable since the mid-
1970s, and in 1992 was by far the lowest within
the EU.

� In contrast, SDRs for lung cancer in women
aged under 65 years have been rising steadily
and have ncreased by 44% over the last ten
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Standardized death rates, motor vehicle
traffic accidents, total population

Standardized death rates, external causes
of injury and poisoning

Standardized death rates,
motor vehicle traffic accidents

Finland

France

Luxembourg

Denmark

Portugal

Belgium

Switzerland

Austria

Norway

EU

Germany

Italy

Spain

Sweden

Iceland

Ireland

Greece

Netherlands

United Kingdom

0 20 40 60 80 100

1980

1991/93

Deaths per 100 000

Portugal

Luxembourg

Spain

Greece

Belgium

Italy

France

Austria

EU

Ireland

Germany

Denmark

Switzerland

Finland

Netherlands

Iceland

United Kingdom

Sweden

Norway

0 10 20 30

1980

1991/93

Deaths per 100 000

70 72 74 76 78 80 82 84 86 88 90 92
0

25

50

75

100

125

150

175

200

SWE, males

EU, males

SWE, females

EU, females

Year

D
ea

th
s 

pe
r 

10
0 

00
0

70 72 74 76 78 80 82 84 86 88 90 92
0

10

20

30

40

50

60

70

80

SWE, males

EU, males

SWE, females

EU, females

Year

Standardized death rates, external causes
of injury and poisoning, total population

years. In 1980 they were at the EU average,
but in 1992 they were one third higher.

External causes of death and injury

This category covers all deaths that are not due to
somatic deficiencies such as illness but mainly to
accidents, (accidental) poisoning, violent acts
(homicide) and suicide. The trend within the EU for
mortality caused by these factors, and in particular

by road traffic accidents, has been going down since
1970. Sweden has been following this trend since
1980 for both external causes in general and motor
vehicle traffic accidents in particular. But while male
and female death rates for all external causes were
about the respective EU averages, mortality from
motor vehicle traffic accidents in 1992 was nearly
50% below the EU average in men, and one third
lower in women.

Similarly, the risk of being injured in a road accident
was also 50% lower than the EU average and in 1992
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Proportion of the population aged 16�84
years reporting psychosomatic symptoms

during the two weeks preceding
the interview, 1988/1989

Functional troubles and other non-specific symptoms
such as sleeping problems, nervousness, feelings of
depression, headaches, etc. may often be a somatic
expression of psychosocial problems or at least a lack
of psychosocial wellbeing. The frequency of most
such troubles in the population aged 16�84 years
varies markedly between men and women, as shown
in the corresponding chart.

there were 238 injuries per 100 000 population, one
of the lowest rates among the reference countries
(Eurostat 1995a). The fact that this rate has remained
stable over the last decade despite increasing traffic
indicates an improvement in road safety.

Psychosocial and mental health

Although mental and psychosocial wellbeing are
important aspects of health-related quality of life,
too little information is generally available to allow
a reliable description of this very important
dimension of the population�s health. Suicide can be
used as an indirect measure of mental disorder or
lack of psychosocial wellbeing.

While women are more likely to attempt suicide, the
rate of men actually committing suicide in Sweden
is over twice as high as that of women (20 against 9
per 100 000 in 1992). There was a moderate fall in
SDRs from suicide for both sexes over the last ten
years, but whereas the rate for men is not much above
the EU average, the rate for women is 46% higher.
There is also some empirical evidence for a declining
trend in suicide attempts. According to an
international study (carried out in Stockholm for
Sweden), the rate of women aged 15 years and over
attempting suicide in Sweden dropped by 38%
between 1989 and 1991, while that for men dropped
by 17% (Schmidtke et al. 1994).
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Source:  European Centre for the Epidemiological Monitoring of AIDS 1994
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AIDS

The acquired immunodeficiency syndrome (AIDS)
is essentially a sexually transmitted disease which
can also be transmitted through blood (through the
transfusion of infected blood or blood products or
use of non-sterile injection equipment). There is a
delay of about ten years or more between initial
infection with the human immunodeficiency virus
(HIV) and development of the clinical illness of
AIDS. The number of notified cases of AIDS is rising
all over western and northern Europe, but annual
rates of new cases are highest in the south. Taking
into account reporting delays, Sweden had an
incidence rate of 2.1 cases per 100 000 people in
1994.

By the end of March 1995 a total of 1170 adult and
adolescent AIDS cases had been reported. Some 180
new cases per year are expected in the later 1990s
(European Centre for the Epidemiological
Monitoring of AIDS 1994 and 1995). Transmission
was through homo/bisexual contact in 64% of the
cases reported up to the beginning of 1995, followed
by heterosexual contact (18%) and injecting drug
use (10%). However, the very long incubation period

means that these figures do not necessarily reflect
the actual extent of the epidemic or currently
prevailing modes of transmission. A shift in the
distribution of HIV cases as to the transmission mode
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is likely to have occurred across Europe, with the
largest estimated increases among the heterosexual
contact group. Based on back-calculated prevalence
estimates, at the end of 1991 homo/bisexual men
accounted for 41% of all seropositive cases in
Sweden, followed by injecting drug users (26%) and
heterosexuals (14%).

Sweden has a mandatory reporting system for both
HIV infections and AIDS. By the end of 1995, 4209
HIV-positive people had been reported in Sweden.
Some 88% of all AIDS cases reported up to the end
of 1995 were in men, but the proportion of men
among the registered cumulative cases of HIV
infections was 77%.

Disability

The prevalence of long-term illness and disability is
an important criterion of a population�s health-related
quality of life. According to the 1990/1991 survey
on living conditions, some 5% of men and 8% of
women aged 16�84 years in Sweden are physically
disabled. Among both sexes physical disability
becomes increasingly frequent after the age of 55
years (Statistics Sweden 1991). To some extent this
is likely to be the result of physical strains at work,
given that people receiving disability benefits are
mainly manual workers. In the period 1988�1993,
an average of 18% of male and 22% of female manual

workers aged 55�59 years received early retirement
pensions. The corresponding figures among white-
collar workers were 4% and 8%, respectively.

The following conditions are the main causes of early
retirement through ill health:

� diseases of the musculoskeletal system and
connective tissues (one third of all male and
half of all female cases receiving early retire-
ment pensions);

� mental disorders (about one quarter of all
cases); and

� diseases of the circulatory system (12% of
male and 5% of female cases).

The prevalence of allergies and other forms of
hypersensitivity is high and still increasing: 5�7%
of schoolchildren and 4�10% of the adult population
have asthma. In 1989, approximately 35% of the
population aged 16�84 years had some form of
allergy or other hypersensitivity (National Board of
Health and Welfare 1994).

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 death rates return to the same level as in the
neonatal (during the first 28 days after birth) and

Prevalence of physical disabilities by age and sex, 1990�91 (percent)

Source:  Statistics Sweden 1991
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Infant mortality per 1000 live births

Portugal

Belgium

Greece

Italy

Spain

Luxembourg

France

EU

Ireland

United Kingdom

Austria

Netherlands

Norway

Germany

Switzerland

Denmark

Sweden

Iceland

Finland

0 5 10 15 20 25

1980

1991/93

Deaths 

postneonatal (from 28 days to 1 year after birth)
periods. Decreasing on average by almost 35% over
the last ten years, infant mortality rates have
converged throughout the EU. The rate in Sweden
fell by nearly 20% during this period to 5.2 per 1000
live births in 1992, the third lowest among the
reference countries. Neonatal deaths comprise over
half of all infant deaths and most often occur in very
low-birth-weight babies. In 1990, 4.5% of liveborn
babies in Sweden weighed under 2500 g, a somewhat
lower proportion than the EU average.

Most early neonatal deaths are related to birth
complications. The sudden infant death syndrome is
the main cause of death in the postneonatal period.

In the early 1990s, immunization coverage for most
childhood and communicable diseases, such as
diphtheria, tetanus, pertussis, measles and

a Decayed, missing or filled teeth

Greece

Spain

Austria

Germany

Italy

Iceland

Portugal

United Kingdom

France

Luxembourg

Norway

Ireland

Belgium

Switzerland

Sweden

Netherlands

Denmark

Finland

0 2 4 6 8 10

Around 1980

1990

DMFT 

DMFTa index for 12 year-olds

longer run, the adoption of specific lifestyle patterns
can lead to chronic degenerative diseases. This is also
the phase when social insecurity can be compounded
by, for example, unemployment. The unemployment
rate in Sweden among 16�24-year-olds (about 17%)
is twice as high as in the total active population
(Statistics Sweden 1995a).

One of the few routinely available indicators of
adolescents� sexual health and behaviour is the
frequency of teenage pregnancies, which can reflect
social factors as well as access to and use of
contraceptive methods. The number of births to
young women aged 15�19 years has been falling in
almost all the reference countries since 1980. In 1994,
the age-specific fertility rate for women aged under
20 years in Sweden (9.6 per 1000) was about twice
as high as the lowest values observed among the
reference countries (Council of Europe 1995). An
incidence rate of 17.9 abortions per 1000 women aged
15�19 years was reported in 1994 (National Board
of Health and Welfare 1998).

Beside the fact that relatively high proportions of
teenage pregnancies are unwanted or result in
abortion, such abortions cause higher risks than
pregnancies in older women. A study carried out in
the Netherlands (Buitendijk et al. 1993) has shown
that teenage pregnancies have less favourable
outcomes than those in older women, including a
higher likelihood of premature births and intrauterine
death.

poliomyelitis, was almost complete in Sweden.

Children�s oral health has improved over the past
decade. Between 1980 and 1990 the number of
decayed, missing or filled teeth in 12-year-olds
declined from over 3 to an average of 2.2, one of the
lowest figures 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 to their health. Acute health
problems can result from accidents, experiments with
drugs, unsafe sex or unwanted pregnancies. In the
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Source:  Council of Europe 1995
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rates were reported per 1000 women in each age
group: 19 (15�19 years), 30 (20�24 years), 26 (25�
29 years), 22 (30�34 years), 15 (35�39 years), and 7
(40�44 years) (National Board of Health and Welfare
1998).

Sexually transmitted diseases (STDs) are more
difficult to diagnose in women (many STDs occur
without recognizable symptoms in women) and they
suffer more severe sequelae than men (Fathalla
1994). While the occurrence of traditional STDs
(gonorrhoea, syphilis and chancroid) has declined,
new bacterial and viral syndromes associated with
Chlamydia trachomatis, the human herpes virus, the
human papilloma virus (HPV) and HIV have become
prominent in western Europe. The number of
Chlamydia infections rose in Sweden until the late
1980s, when the trend was reversed. These infections
are particularly frequent in women aged 17�25 years;
the highest incidence rate was 1750 cases per 100 000
for women aged 19 years (National Board of Health
and Welfare 1994). They are often more difficult to
identify, treat and control and can cause serious
complications often resulting in chronic ill health,
disability, infertility or death.

Other female health problems are not limited to
women�s reproductive function or reproductive age.
The cessation of ovarian function at menopause puts
women at special risks, notably of osteoporosis due
to bone loss. Osteoporosis-related morbidity,
including pain, loss of mobility, periodontal disease

Maternal deathsa per 100 000 live births
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Women�s health

After age, the second strongest correlate of mortality
is gender. Women generally live longer than men and
have lower mortality rates for all causes of death in
the EU. However, women have higher reported rates
of morbidity and utilization of health care services
(especially around childbirth), and can be indirectly
more affected by population and other social welfare
policies.

In the early 1990s women in Sweden had the third
longest life expectancy, both at birth and at 65 years,
among the reference countries. While mortality from
all cancers has gone down over the past ten years,
female mortality from lung cancer has increased by
44% (EU average: 14%). Death rates for breast
cancer have declined slightly since 1980 to one of
the lowest levels among the reference countries,
whereas the incidence rate shows an increasing trend
and, with 130 cases per 100 000 women, was the
second highest in 1990. SDRs for cervical cancer
have decreased significantly from above the EU
average to slightly below.

Maternal mortality has decreased by nearly 50%
since 1980. For 1991�1993 an average rate of 3.0
maternal deaths per 100 000 live births was recorded,
the third lowest among the reference countries. Free
abortions are available on request up to the eighteenth
week of pregnancy. In 1993 there were 290 abortions
per 1000 live births. In 1995 the following abortion
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Standardized death rates, cancer of the
breast, females aged 0�64
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and tooth loss, and fractures of the hip, vertebrae
and wrist, is affecting increasing numbers of people,
in particular women (von Wowern et al. 1994). In
western Europe hip fractures are common in elderly
people, affecting one in four women up to the age of
90 years, twice the rate for men (Armstrong/Wallace
1994).

Violence against women has in general received
limited attention as a public health issue. Data on

the occurrence and type of such violence are lacking.
Recent World Bank estimates indicate that in
established market economies gender-based
victimization is responsible for one out of every five
healthy days of life lost to women of reproductive
age (Heise 1994). In Sweden, a rising trend in the
incidence of rape and sexual assault was reported in
the early 1990s (Ministry of Health and Social Affairs
1994).
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Among the wide variety of factors influencing health
(genetic disposition, the physical and social
environment, etc.), behaviour has a major impact on
each individual�s and the population�s health and
wellbeing. Lifestyle patterns such as nutritional
habits, (lack of) physical activity, and smoking or
heavy drinking of alcohol, play an important role in
premature mortality, mainly from CVDs and cancers.
These diseases alone are responsible for the largest
share of deaths under the age of 65 years. Unhealthy
behaviour also contributes to a wide range of chronic
illnesses and thus affects the quality of life in general,
especially in older age. Lifestyle, however, is also
influenced by collective behavioural patterns
common to a person�s social group and by more
general socioeconomic conditions. In most European
countries, improvements in lifestyles have largely
been confined to the more socially and economically
privileged middle classes who are better placed to
live healthy lives (WHO 1993).

Somatic risk factors

The extent to which lifestyle is likely to influence
morbidity and mortality in a population can be
approximated by the prevalence of well known
medical risk factors such as raised blood pressure,
high cholesterol level or overweight. These are some
of the most common determinants associated with
CVDs.

Overweight and obesity are commonly assessed with
the body mass index (BMI), calculated as weight (kg)
divided by height (m)2. Data from the 1990/1991
survey on living conditions indicate that more than
one in three people aged over 15 years are
overweight. Overweight is negatively associated with
occupational status, and furthermore about half of
those overweight also have at least one more risk
factor such as daily smoking or lack of physical
exercise (National Board of Health and Welfare
1994).

Prevalence of overweight (BMI over 25.0 kg/m2

for men and over 23.8 kg/m2 for women)
by age and sex, 1988/1989 (percent)
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Physical activity

As physical activity in daily life and at work has
declined, exercise in leisure time has become more
important in order to maintain an activity level
beneficial to health. In 1990�1991, 14% of men and
16% of women aged 16�84 years took no exercise.
These proportions increased with age to 25% and
40%, respectively, among people aged 75�84 years
(National Board of Health and Welfare 1994).

Nutrition

Nutritional habits are deeply rooted in cultural
traditions and agricultural production. Nevertheless,
in recent decades changes have occurred as food
markets have opened up, transport has become more
rapid and new and efficient techniques of food
conservation have been developed. As a result the

Source:  Statistics Sweden 1991
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 Source:  FAO/WHO, Nutrition PC database
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highly different nutrition patterns of northern and
southern Europe are tending to converge. The
Swedish pattern is fairly similar to those in the other
Nordic countries, except that the intake of animal
fats has risen steadily since 1970, reaching a higher
level than the Scandinavian average in the mid-1980s.
The consumption of cereals is below this average,
while the intake of sugar is somewhat higher. Per
head consumption of vegetables and fruits has been

rising constantly in line with the Scandinavian
average.

Alcohol consumption

In the EU as a whole, the consumption of alcoholic
beverages has steadily declined since 1980 following
an increase in the 1970s. In Sweden, consumption in
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terms of pure alcohol per head of the population
remained almost stable at one of the lowest levels
among the reference countries, and even showed a
slightly decreasing trend at the beginning of the
1990s. People have, however, changed their
beverages of preference: while the intake of distilled
spirits dropped by 50% from 3 litres per person in
1979 to 1.5 litres in 1993, the consumption of wine
has been rising steadily since 1970 and of beer since
1980. In 1994, beer accounted for 44% of the pure
alcohol consumed, wine for 29%, and spirits for 27%.
The total quantity of pure alcohol consumed in 1993
was 5.3 litres per head, but the quantity of unrecorded
intake was estimated at 1.8 litres per person in 1991
(Produktschap voor Gedistilleerde Dranken 1994,
Harkin/Klinkenberg 1995).

According to a 1993 population survey, about 10%
of the group aged 15�75 years (6% of men and 13%
of women) do not drink alcohol. However, it is
becoming more usual for women to drink alcohol,
particularly wine; in the 1970s their share of the total
registered consumption was 20%, rising to
approximately 30% in 1992 (Ministry of Health and
Social Affairs 1994). Results from the WHO study
on health behaviour in schoolchildren show that in
1993/1994 some 19% of boys and 11% of girls aged
15 years drank alcoholic beverages at least once a
week (King et al. 1996).

Approximately 500 000 people are estimated to have
alcohol-related problems (Ministry of Health and
Social Affairs 1994). However, death rates from
cirrhosis and other chronic liver diseases are among
the lowest in the reference countries, and they have
been falling more steeply than the EU average for
both sexes.

Tobacco consumption

Cigarette consumption per head has been decreasing
steadily over the last ten years. In 1994 it was the
lowest among the EU countries. National health

interview surveys have shown that the proportion of
daily smokers declined in parallel to 22% of men
and 24% of women in 1995. Daily smoking is most
prevalent among people aged 45�54 years and among
working-class people. More men than women smoke
daily in the group aged over 55 years, but in the
younger age groups the opposite is the case: in 1995,
14% of boys against 21% of girls aged 16�24 years
were daily smokers (Statistics Sweden 1995b). The
WHO study on health behaviour in schoolchildren
also found that at the age of 15 years, 19% of Swedish
girls and 14% of boys smoked cigarettes once a week
or more in 1993/1994 (King et al. 1996).

Illicit drug use

Surveys carried out between 1988 and 1993 indicated
that about 8% of the population aged 15-74 years
had tried drugs at some time, and 0.8% had tried them
in the 12 months preceding the survey. In more than
90% of cases the drug used was cannabis. Based on
a case-finding study, the number of serious drug
abusers was estimated at 14 000�20 000, 12 000�
18 000 of them intravenous users. The most
commonly used intravenous drugs are amphetamines
(about 75%) followed by heroin (Ministry of Health
and Social Affairs 1994, WHO 1995b).

The average age of serious drug abusers went up from
27 years in the late 1970s to 35 years in 1992,
reflecting a declining prevalence of illicit drug use
among young people. Different surveys have, in fact,
found a decline in experimental drug use among
young people. In 1993, 5% of schoolchildren aged
15 years had tried drugs at least once, while less than
1% had taken an illicit drug in the 30 days before the
interview. About 180 cases of drug-related deaths
were reported each year in 1992�1993; two thirds of
the deceased were aged between 30 and 49 years,
and 76% of them were men (Ministry of Health and
Social Affairs 1994, WHO 1995b).
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ENVIRONMENT AND
HEALTH

Environmental conditions affect humans through
acute, short-term and long-term exposure to noxious
factors. In the long run the main concern is to promote
sustainable development compatible with good health
and, in particular, to preserve the food chain (water,
agricultural production) from contamination by
hazardous 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 and elderly or ill people
are more likely to be affected by polluted air or
contaminated food. Also, adverse environmental
conditions tend to accumulate for specific segments
of the population. Low income, for instance, is often
associated with exposure to environmental hazards
at work (noxious substances, risk of accidents) and
poor housing conditions (crowding, air pollution,
noise, etc.). 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 medical drugs or heavy
drinking.

Air quality

In 1980, emissions of carbon dioxide from the
combustion of fossil fuels were around the EU
average. While this average remained fairly stable
until the early 1990s, in Sweden the emissions per
head of the population dropped markedly to one of
the lowest levels among the reference countries
(Eurostat 1994). Measures aimed at limiting and
reducing atmospheric pollution have been highly
efficient as far as sulfur dioxide emissions are
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concerned: in 1991 these were only 20% of the 1980
level and less than half the EU average. On the other
hand, emissions of nitrogen oxides remained fairly
stable; at the beginning of the 1990s they were about
30% above the EU average. The situation as regards
other air pollutants is not well documented, but large
proportions of some fallout substances responsible
for water and soil acidification seemingly originate
outside the country. In the mid-1990s, high
concentrations of pollutants such as nitrogen oxides
and ozone remain a problem in many urban areas
(Ministry of Health and Social Affairs 1994, Eurostat
1995d).

  Source:  EUROSTAT  1994
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Housing

Housing conditions generally have an impact on
people�s health and wellbeing, but the health situation
of homeless people is particularly critical. They often
suffer from health problems typically associated with
poverty (malnutrition, infectious diseases,
psychosocial stress caused by solitude and insecurity,
etc.), and they may be more vulnerable to health
problems than the rest of the population owing to
traumatic events or personality traits which may play
a part in their becoming homeless.

In a study carried out in spring 1993 by the Board of
Health and Welfare, nearly 10 000 homeless people
were counted, corresponding to a rate of 1.1 homeless
per 1000 population. As the study period covered
one week, the prevalence of homelessness over the
course of a year may be somewhat higher. According
to a national survey of living conditions, in 1991
0.9% of the adult population lived in substandard
accommodation lacking baths and showers (Ministry
of Health and Social Affairs 1994).

A nationwide survey of the indoor climate in
residential buildings has shown inter alia that:

� a majority of single-family houses have ven-
tilation rates below the prescribed rate;

Water and sanitation

Drinking-water in Sweden is taken equally from
surface and groundwater (WHO 1995a). By the early
1990s, the whole population was connected to a
permanent water supply system with water
conforming to the required standards. Some
environmental problems persist or are even
increasing, such as the high nitrogen content of
groundwater in areas where nitrogen fertilizers have
been in use for a long time, or the over-exploitation
of groundwater in the coastal regions (Ministry of
Health and Social Affairs 1994).

In 1990, some 95% of the population was served by
a public sewerage system. Very little wastewater
received only primary or no treatment (WHO 1995a).
All types of water effluent (municipal wastewater,
wastewater from industrial, agricultural and forestry
sites) as well as the quality of recreational water
(acidity, concentrations of nutrients and pollutants
such as heavy metals) are regularly monitored and
the results reported annually by the Swedish
Environmental Protection Agency. This work is being
harmonized with EU standards. The quality of
recreational water is considered by the authorities to
be very good on average, although efforts are
continually made to improve it.

Waste

Increasing quantities of waste are being generated
in almost all countries, with serious implications for
health from the resulting pollution of the air, water
and soil. The average amount of municipal waste
generated in the EU during the 1980s went up by
20% to 350 kg per head in 1990. The increase in
Sweden was slightly greater, resulting in 374 kg of
waste generated per head of the population (Eurostat
1994). In the early 1990s, 43% of the total amount
of municipal waste was used as landfill, 40% was
incinerated, 3% composted and 12% recovered.
Recovery rates reached over 40% for both paper and
glass, a medium to good result among the reference
countries (Ministry of Health and Social Affairs 1994,
Eurostat 1994).
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� although formaldehyde levels were well be-
low the recommended maximum values in all
the houses investigated, they may still be high
enough to irritate people who are sensitive to
it;

� the radon level is higher than the prescribed
level of 400 Bq/m3 in 70 000�120 000 single-
family houses and in 20 000�80 000 apart-
ments;

� between 600 000 and 900 000 people live in
dwellings with an indoor climate poor enough
to affect health and wellbeing (Norlén/
Andersson 1993).

Increasing urbanization and road and air traffic has
brought to the fore the issue of noise and its effects
on health. In Sweden the noise levels reported at the
end of the 1980s were comparatively low. Some 16%
of the population are exposed at home to a level of
noise over dBA 55 from road traffic leading to
annoyance and sleep disturbance, and for 4% it is at
a level (over dBA 65) that seriously harms the
perceived quality of life (WHO 1995a).

Safety at home and during leisure-time activities,
sports and so on is not well documented. No data are
available on a national level as to the incidence of
such accidents and their consequences for health.
Data at the local level, however, indicate that it is in
the home and during leisure time that most accidents
occur.

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 type,
frequency, intensity of hazardous conditions and the
number of workplaces or people affected is scarce.
The number of cases of recognized occupational
diseases attracting disablement 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 are recognized, although delays between
reporting and recognition may be considerable.

Some 18 000 cases of occupational disease were
reported in Sweden for 1994, half of them in women,

who also make up half the labour force. Some 70%
were musculoskeletal diseases, 11% caused by
chemical substances and 7% noise-induced hearing
losses.

Occupational accidents killed 81 people in 1992 and
injured some 43 500 (the figures for 1994 were 61
and 40 000, respectively), two thirds of them men.
In terms of risks, this means that each year less than
one person in 100 000 is killed and 500 people per
100 000 (1000 per 100 000 working population)
injured in a work-related accident. Work-related
death rates have fallen considerably since 1980. In
the early 1990s the rates of people either killed or
injured were below the EU averages of 1.75/100 000
and 1700/100 000 population, respectively (ILO
1995).
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Institutional structures and
resources

The 1982 Health Services Act defines responsibility
for providing health care as well as health promotion
and disease prevention.

� At national level, the Ministry of Health and
Social Affairs deals with policy matters and
legislation concerning the social insurance
system, health and medical care as well as so-
cial services, family policy, etc. The National
Board of Health and Welfare is an administra-
tive agency which supervises, monitors and
evaluates developments in all areas of social
policy. It is the government�s expert body in
the field of health and social policy. The Fed-
eration of County Councils handles the rela-
tions between the national and the regional
levels and deals with matters concerning sala-
ries and working conditions of health care per-
sonnel.

� The regional level consists of counties that are
responsible for the delivery of health care serv-
ices, with some notable exceptions where the
municipalities are responsible. About 80% of
the counties� activities are devoted to health
care.

� At local level, municipalities are responsible
for organizing social welfare services, envi-
ronmental hygiene, nursing homes and home
health care. Municipalities are now completely
responsible for the long-term care of elderly
and disabled people, other than care provided
by physicians, which is still the counties� re-
sponsibility.

Services are 90% publicly financed from a
combination of taxes and social insurance. Taxes are

Health personnel per 1000 population

     SWE EU

1993 % of 1991�93a % of
1980 1980

Physicians 2.9 132 2.7 143
Dentists (1991) 1.0 100 0.6 125
Nurses 9.6 137 6.0 129

a Or latest available year
Source:  OECD 1995a

levied at the national, county and municipal levels:
the two latter account for 70% of public spending.
Co-payments by patients account for around 10% of
the total health bill (OECD 1994, Boerma et al. 1993,
Ham/Calltorp 1993).

The high ratio of nurses indicates the importance
given to nursing in Sweden. Moreover, the ratio of
dentists is the highest in the EU. However, while the
ratio of physicians is average, the ratio of general
practitioners is the lowest in the EU (OECD 1995a).

Primary health care

Primary health care has been greatly developed
during the last decades. Active health promotion and
systematic disease prevention programmes are
considered to be as important as curative activities.
Primary health care is organized around district health
centres staffed by general practitioners (GPs), nurses,
midwives and sometimes specialists such as
paediatricians or gynaecologists. There are around
950 district health centres in the country (National
Board of Health and Welfare 1995b). As Sweden is
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largely decentralized, the organization of primary care
and of the primary health centres might vary from
one county to another.

School health care is provided by the municipalities
for all schoolchildren. In the big cities specially
trained nurses and physicians often work full-time
in school health care. In the rural districts, this service
is mainly provided by district nurses and GPs as part
of their ordinary work.

Maternal health care is provided in special centres
by midwives and physicians (mainly obstetricians but
also GPs). Almost every county has a mammography
screening programme, and the national cervical smear
test programme is often administered in the context
of maternal health care.

Employers are responsible for occupational health
care, which is provided by specially trained nurses
and physicians.

General practitioners
Sweden has one of the lowest ratios of GPs per 1000
population (0.5%) in the EU (OECD 1995a). Most
GPs work in the primary health centres, although a
few are in private practice and under contract with
the county councils. The introduction of the Family
Doctors Act in January 1994 gave doctors
responsibility for lists of 1000�3000 registered
patients, and patients the freedom to choose their GP
and to change their GP at any time (Ministry of Health
and Social Affairs 1994). District nurses rather than
GPs are responsible for home visiting.

Primary dental care
The National Dental Service offers free dental care
to all children and young people up to the age of 19
years. For adults, health insurance only partially
covers dental care (both preventive and curative)
provided either in the public or in the private sector.
Patients� contributions vary according to the bills,
which must follow an established scale of fees. The
balance is paid to the dentist by the health insurance
authority. Approximately 40% of dentists practise
privately (OECD 1994).

Primary health care nurses
District nurses� tasks comprise nursing care, health
promotion and disease prevention as well as health
education. They have professional responsibility for
their independent work, and they also follow
physicians� advice. They make home visits,

particularly to elderly people in a well defined area.
Many district nurses have the right to prescribe some
drugs.

Community pharmacists
In Sweden all pharmacies are owned by
Apoteksbolaget (AB), a state-owned company, so that
all pharmacists working in community pharmacies
are state employees. In 1995 there were 803
community pharmacies and 91 hospital pharmacies
selling drugs to the public in Sweden, giving a ratio
of 1 pharmacy to about 9900 population. AB is
organized in four regions and 37 pharmacy groups,
with a head office in Stockholm. It employs 11 187
people, most of them women (93%); some 8% hold
a degree in pharmacy.

The prescription charge for the first item on any one
prescription is 170 SKr, with 70 SKr for each
additional item. Some items (ointments, vitamins,
etc.) are not reimbursed. The most that a person has
to pay in one year is 1800�2200 SKr, including the
doctor�s fee of about 100 SKr. Patients accumulate
their receipts up to the maximum payable. They then
give them to the pharmacist and receive a card
entitling them to free health care and supplies of
reimbursable drugs for the remainder of the year
following the date of the first receipt.

Hospital care

Access to hospital services is normally assured by
referral from a GP, but this is not obligatory and many
patients go to a hospital directly (Ham/Calltorp
1993). The introduction of the Guarantee of
Treatment in January 1992, which stipulated that
every patient should be treated within three months
of being diagnosed, has considerably shortened the
waiting lists (see section on health care reform
below). Budgetary cuts in recent years have, however,
again led to longer waiting lists.

General hospitals are divided into three categories.

� Nine regional and teaching hospitals are ad-
ministered by their local county councils but
their activities are regulated by agreement be-
tween all the county councils making up the
region. They have a large number of specialties
and can cater for patients requiring the serv-
ices of many different specialists.
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Health care expenditure by group of services/goods,
 Sweden and EU averagea, 1992

SWE EU

Source:  Schneider et al. 1995
a 12 EU countries in 1992
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� The 28 central county hospitals are large in-
stitutions comprising 15�20 specialties and
also serve as district hospitals to their imme-
diate neighbourhood.

� The 56 district hospitals are smaller but have
a minimum of four specialties: internal medi-
cine, surgery, radiology and anaesthesiology
(OECD 1994, National Board of Health and
Welfare 1995b).

During the last decade, there has been a fall in the
number of beds providing acute care. However, this
has not been uniform: there are now far fewer large
institutions but many more small hospitals (with less
than 200 beds) � 29 in 1993 as against 4 in 1985
(National Board of Health and Welfare 1995b). This
has the potential to improve access to health care
facilities in sparsely populated areas.

Municipalities have been responsible for long-term
care since 1992 meaning, among other things, that
they pay for nursing-home patients who have been
hospitalized for acute care if these patients have been
fully treated and could be discharged. The aim is to
increase efficiency and reduce the length of stays in
general and geriatric hospitals.

Private sector

The private sector is very limited in Sweden. Only
about 8% of physicians work full-time in private
practice. In 1990, private doctors, hospitals and
nursing represented only 4% of total health care
expenditure, and 85% of this was met by the county

councils. However, there is increasing interest in
private health care and financing (OECD 1994).

Health care expenditure

International comparisons of health care indicators
are extremely difficult because the definitions
underlying health statistics and accounting practices
vary from one country to another. For example,
Sweden does not include care of elderly people
provided by local municipalities or care for mentally
retarded people in its health expenditure, which
means that the share of its GDP dedicated to health
expenditure is usually underestimated.

A recent comprehensive study (Schneider et al. 1995)
tried to improve comparability by presenting a set of
indicators based on adjusted national data. According
to this survey, Sweden spent as much as 9.15% of its
GDP on health care in 1992 (as opposed to the
OECD�s estimate of 7.6%), the highest proportion
in the EU. However, Sweden is one of the few
countries where the increase in this proportion has
been minimal since 1980, and where the share of
GDP spent on hospital care has actually gone down.
The shares spent on medication and ambulatory
medical care are among the lowest in the EU,
although the latter showed the second largest increase
since 1980. On the other hand, the percentage of GDP
devoted to nursing is the third highest in the EU after
Denmark and the United Kingdom, while that for
dental care is the second highest after the Federal
Republic of Germany.
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Health care expenditure (as percentage of GDP) by group of services/goods:
comparison between 14 countriesa of the EU
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HEALTH SYSTEM

A breakdown of total health expenditure by different
types of goods and service also reveals that Sweden
seems to dedicate smaller proportions of its total
health budget to ambulatory medical care and
medication and a higher proportion to nursing care
than most other EU countries. The category of

residual expenditure (�other�) � which includes such
items as care by other professionals (e.g.
chiropractors or osteopaths), social rehabilitation,
ambulance services and medical appliances � is also
very high (Schneider et al. 1995).
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Recent developments and future
trends

Health care reform
Responsibility and resources for the somatic care of
the elderly and the handicapped were transferred
from the councils to the municipalities in 1992. The
municipalities are to establish special housing
facilities as needed. Local nursing homes were
transferred from county to municipal control.
Responsibility for home care may also be transferred
to municipalities after mutual agreement.
Municipalities have to pay for nursing-home patients
who have been hospitalized for acute care if these
patients have been fully treated and could be
discharged. The main reasons for this reform are the
aging of the population, the strong belief that an
alternative to nursing beds in hospitals and nursing
homes should be found, and the inefficiency of the
previous division of responsibility between
municipalities and county councils (OECD 1994).

Since 1995 municipalities have also been responsible
for the home care of psychiatric patients.

The Family Doctor Act that came into force on 1
January 1994 gave GPs specific responsibility for
the people on their lists, which should include 1000�
3000 patients. GPs should be qualified in family
medicine (Ministry of Health and Social Affairs
1994). In 1995, a new act on primary health care
removed the obligation to include the whole
population on the lists, but the counties have to
organize primary health care in a way that allows
everybody who wants it to have a permanent contact
with a doctor specialized in family medicine.

The Guarantee of Treatment, which came into force
in January 1992, stipulates that every patient should
be treated within three months of being put on a
waiting list for diagnostic tests in nine treatment
categories: coronary heart diseases, hip and knee
replacement, cataract surgery, gall-stone surgery,
inguinal hernia surgery, surgery for prolapse and
incontinence, and hearing aid tests. If the patient
cannot be treated at his or her hospital, he or she

should be offered care at another public hospital or
in a private hospital. Some SKr 500 million were
made available for this purpose in 1992, which
resulted in a reduction of waiting lists by nearly a
quarter (OECD 1994, Ministry of Health and Social
Affairs 1994).

A subsequent cut in resources for hospital care led,
however, to a renewed lengthening of the waiting
lists. In 1995, therefore, the Government and the
Federation of County Councils made a new
agreement guaranteeing every patient access to
primary care within one day, to be seen by a district
doctor within one week, and to be investigated within
one month if he or she is referred to a specialist
without a diagnosis being made.

Health promotion

There is a strong commitment to health promotion
in Sweden. The National Institute of Public Health,
founded in 1992, is formally a nongovernmental
organization and sets health promotion priorities at
national level. Priorities at regional level are set by
the county councils and at local level by the
municipalities. The Institute has seven vertical
programmes (on alcohol and drugs, healthy sexuality,
injuries and unintentional accidents, allergy
prevention, tobacco prevention, food and exercise)
and two horizontal programmes (on children�s and
adolescents� health, and women�s health). The self-
governing county councils and municipalities have
both legal and voluntary responsibilities for health
promotion and can make their own decisions about
priorities.

Membership of the EU means that Sweden will have
to change dramatically some of its public health
policies, particularly as regards alcohol. Parliament
has decided to set aside �earmarked� resources (70
million SKr annually) to prevent an increase in
consumption and to implement article 129 on public
health of the Maastricht Treaty.
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GLOSSARY

GLOSSARY

Cardiovascular diseases (CVDs): all diseases of
the circulatory system, including coronary heart
disease and cerebrovascular diseases.

Dependency ratio: The ratio of the population
defined as dependent (those under 15 and those over
64 years of life) to the working-age population, aged
15-64 years.

Incidence rate: the number of new cases of a disease
occurring in a population during a specified period
(usually a year) per 100 000 of that population.

Infant mortality rate (IMR): the yearly number of
deaths of children aged less than one year per 1000
live births.

Life expectancy at birth: An estimate of the average
number of years a newborn 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.

Loss of life expectancy due to deaths before the age
of 65 years: describes the effect of premature death
on life expectancy, and it measures the potential

number of years that could be added to life expectancy
at birth if all deaths before the age of 65 were
eliminated.

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$). The
EU unit of PPP is PPS (purchasing power standard).

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 (TFR): 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 accord with prevailing age-specific birth rates.


