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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.

Positive trends

Female life expectancy in France, at both birth
and the age of 65 years, is the highest among 18
European reference countries1. While male life
expectancy at birth is just above the EU average,
it is also the highest at the age of 65 years.

The standardized death rate (SDR) for all
cardiovascular diseases in the male and female
population aged 0�64 years as well as for
ischaemic heart diseases and cerebrovascular
diseases are among the very lowest in the
reference countries.

Mortality from all cancers and from cancer of
the lung in the female population aged 0�64
years is among the lowest of the reference
countries, and SDRs for breast and cervical
cancer are also comparatively low.

The frequency of deaths due to motor vehicle
traffic accidents has been reduced more than
average over the last decade. Nevertheless, in
the early 1990s, this SDR remained above the
EU average for both sexes.

As regards lifestyle, nutrition patterns show
some improvements, for instance an increasing
consumption trend of cereals, vegetables and
fruits. The frequency of participating in sports
activities has also been rising.

Negative trends

The difference between male and female life
expectancy at birth is the biggest among the
reference countries. This reflects a high excess
mortality of men in the younger age-groups.

The overall cancer mortality in men aged 0�64
years had only slightly diminished since 1980
so as the SDR remained the highest among the
reference countries in the early 1990s.

Death rates for cancer of the lung have been
rising for both sexes but while the female SDR
was still third lowest among the reference
countries, the male SDR ended third highest in
1992.

Mortality from all external causes (mainly
accidental and violent deaths) is still the second
highest among the reference countries for both
sexes, and within this the SDR for suicide is
among the highest too.

Maternal mortality has declined less since 1980
than in most of the reference countries. As a
result, the French average mortality rate for the
early 1990s was highest among them.

Some health-related behaviour give rise to
concern: the intake of animal fats has been rising
steadily since the 1970s. The proportion of men
and women who are daily smokers are still
among the highest in the reference countries, and
despite a marked reduction of wine consumption
the total alcohol intake per head is second
highest.
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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.
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Age pyramid (1970 and 1993)

THE COUNTRY AND ITS PEOPLE
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THE COUNTRY AND ITS
PEOPLE

France is a republic with a written constitution. The
latest revision is dated 4 October 1958.

Elected for seven years by direct universal suffrage,
the President of the Republic sees that the constitution
is respected and ensures the regular functioning of
the public authorities as well as the continuity of the
State. He appoints a prime minister and, on the latter�s
advice, appoints and dismisses the other members
of the government.

Legislative responsibility rests with the bicameral
Parliament, consisting of the National Assembly and
the Senate. The National Assembly is elected by
direct suffrage and the senate by indirect suffrage.
The Constitutional Council, with nine members
appointed for nine years, oversees the fairness of
elections and referenda, and the constitutional
conformity of the basic laws.

The country is divided into 22 regions comprising
100 départements (including the overseas
départements) for national development, planning

and budgetary policy. The regions, départements and
municipalities are each governed by local assemblies
elected by universal suffrage. Their responsibilities
as regards health, however, are limited to preventive
activities, despite the post-1982 political and
administrative decentralization.

France is a founder member of the European Union
(EU)1.

Demography

The population pyramid illustrates the increase in
the elderly population (80+) between 1970 and 1993
due to increasing life expectancy, especially for
women, who have the highest life expSectancy in
the EU (82 years in 1992). A smaller increase can be
seen in the group aged 55�74 years, and a large
increase in the group aged 25�54 years during this
period, reflecting the post-war baby boom. The group

1 These introductory paragraphs are based on material from the Statesman's Year�Book (Hunter 1994, 1995)
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THE COUNTRY AND ITS PEOPLE

a  As per 1st January 1995 (Eurostat 1996)
b  Forecast, Eurostat intermediate scenario
c 1993 (UNDP 1996)
d 1994 (Council of Europe 1995)
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Demographic trends and structure

aged 0�19 years, by contrast, has shown an overall
decrease.

As in most European countries, the total fertility rate
(1.65 in 1994) is below replacement level. As a result,
the population growth rate is small: 0.43% in 1994
(Council of Europe 1995).

Low fertility and decreasing mortality leads to aging
of the population: the percentage of the population
aged under 15 years has declined to just under 20%
(Eurostat 1994). On the other hand the proportion
aged 65 years and over is rising steadily and now
accounts for 15%. Forecasts indicate that it will rise
to 17% of the population by 2015 while the
percentage of people aged 85 years and over is
expected to rise from 1.9 to 2.4% (Eurostat 1995b).

This aging process is even more pronounced for
women. Over the age of 55 years women increasingly
outnumber men. In 1994, 73% of the population aged
85 years and over were women.

Household composition and family
structure

As in most European countries, the marriage rate in
France is declining and divorce rates are increasing,
which together with a falling birth rate and more than
30% of births occurring outside marriage have
resulted in a marked change in household structure.
Couples with dependent children now represent only
38% of all private households. Some 16% of all
households with dependent children are headed by a

single-parent, slightly below the EU average. Couples
without (dependent) children and single-person
households account for 52% of all private
households. The average size of household is now
down to 2.6 persons, which corresponds to the EU
average.

As a result of the population�s aging and higher
female life expectancy, single-person households are
likely to consist of elderly women. The health and
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. Indeed, a
recent study shows that housing conditions worsen
with loneliness and rural settings as well as with age
(Gaymu 1993).

Migrant population

Foreigners living in France comprise around 6.4 %
of the population but the country has one of the
highest naturalization rates in the world (72 213 cases
in 1991, Ministère des Affaires Sociales 1993).
According to the 1990 census, around 10.5% of the
population was born outside the territorial boundaries
of France (Ministère des Affaires Sociales 1993).
Foreigners living in France reflect the immigration
trends from southern Europe, then the Maghreb and
latterly more distant countries.
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THE COUNTRY AND ITS PEOPLE
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Private household composition, total population, EU (1994)

  Source:  EUROSTAT 1995b

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
education would be the appropriate indicator for
educational achievement. A recent survey on
education of the workforce in the former 12 EU
countries (Eurostat 1995c) shows that in this respect
the French record is relatively good and among men
and women aged 25�29 years above the EU average.
Moreover, the earlier gender gap has now
disappeared.

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 pre-school facilities is important
in respect of both children�s social integration and
mothers� and children�s psychosocial wellbeing. As
a result of the pronatalist policy, a desire for social
justice and (later) support for working as well as
nonworking women, France was top spender in 1985
on family benefits (including subsidies and grants
for nursery schools) among the OECD countries
(UNICEF 1991). Almost all children aged 3�5 years
go to pre-primary schools (Eurostat 1995a).

             Women        Men

FRA EUa FRA EU

Total (25�59 years) 56 54 63 64
55�59 years old 29 35 42 52
25�29 years old 75 69 74 70

Percentage of people with at least
secondary education (higher level), 1993

a Excluding Italy (data not compatible)

  Source:  EUROSTAT  1995c
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GDP (PPP$), 1992 Expenditure on social protection as
percentage of GDP, 1992

Source:  EUROSTAT 1995b

Economy

The economy involves both public and private
sectors. Although France is the leading agricultural
country in western Europe, the agricultural sector
accounts for less than 3.5% of the GDP and employs
only 5% of the workforce.

Industry and manufacturing account for about 30%
of the GDP and employ 28% of the workforce. There
are few natural energy resources: most energy is
imported although France produces electricity, 73%
of which comes from nuclear power. Both gas and
electricity companies are state-owned.

Services account for 66% of the GDP and employ
67% of the workforce (Eurostat 1995b).

Women comprise 43% of the civilian working
population and are more likely to be unemployed
than men (14% against 11% in 1994). Unemployment
has been a nagging problem in the French economy
for a long time, especially where young people are
concerned, above all young women (HCSP 1994b).
In 1994, 12.2% of the workforce were unemployed,
and some 28% of them were under 25 years of age
(Eurostat 1995b). Regional variations are
considerable. Young people of foreign origin are
especially at risk of being unemployed: 30% of the
people from the Maghreb were unemployed in 1992
(HCSP 1994b).

Indicator FRA  EU

GNP per head (US$,1992) 22 630 20 043

Real GDP per head
    (PPP US$,1992) 19 510 17 792

Income share of lowest 40%
     households (%,1980�92) 17.4 ...

Source:  UNDP 1995

Basic economic data

A comprehensive system of social welfare benefits
covers most of the unemployed population, providing
family allowances and old age, disability, sickness,
and maternity benefits. Nevertheless there has been
a growing problem of social exclusion in recent years
with an alarming increase in the number of people
falling through the social security safety net.
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HEALTH STATUS

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.

J Position improved 4 (indicators)

K Position unchanged 3 (indicators)

L Position deteriorated 7 (indicators)

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

HEALTH STATUS

A description of the population�s health status against
the background of 18 European reference countries1

shows that a process of polarization has taken place
over the last ten years. On the one hand, France
moved up from eighth to fourth position for life
expectancy at birth (the improvement being more
pronounced for women than for men) and kept its
first position as the country with lowest mortality
from cardiovascular diseases (CVD); on the other
hand, in some areas France has made less progress
than most of the reference countries and at the
beginning of the 1990s had higher mortality rates
than the EU average for several key indicators.

� Although infant mortality declined, the posi-
tion of France worsened from eighth to thir-
teenth, and the maternal mortality rate is the
highest among the reference countries.

� Mortality  from   all  cancer  in   people aged
0�64 years is the second highest among the
reference countries and mortality from cancer
of the lung is above the EU average, mainly
owing to a strong increase in the male death
rate.
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POSITION

BEST WORST

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

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 diseases, age-group 0�64

SDR, cerebrovascular diseases, 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
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HEALTH STATUS

Life expectancy at birth, femalesLife expectancy at birth, males
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� Suicide rates are the third highest for men and
fifth highest for women.

� The position has markedly improved as regards
mortality from cerebrovascular diseases in
people aged 0�64 years, improved somewhat
as regards mortality from motor vehicle acci-
dents (the position of France remains, how-
ever, bad) and remained almost unchanged for
breast and cervical cancer in women aged up
to 64 years.

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, women�s life
expectancy at birth in France, which at 82.3 years in
1992 was the highest among the reference countries,
is 8.5 years longer than men�s (73.8 years) and this
gap is now the widest in western Europe.

Similar differences can be observed between social
classes. Thus, a newborn baby�s chances of surviving
vary with its father�s social class, and a strong social
gradient exists with respect to the frequency of many
diseases, chronic illnesses, disabilities, and
particularly premature mortality (deaths occurring
before the age of 65 years). Although death rates have
been decreasing over the last decade for most causes,
social inequalities in health are worsening and the
poorest segment of the population is not seeing real
improvements (HCSP 1994a/b).

Moreover, there are noticeable geographical
differences in the distribution of chronic diseases,
death rates and thus life expectancy. Mortality from
most causes except AIDS and road traffic accidents
have remained higher in the north and north-east of
the country than in other regions since the early 1980s
(HCSP 1994a).

When asked in 1992 how they perceived their health
compared with other people of their age, 23% of the
adult population said that their health was very
satisfactory and only 15.5% considered it fairly or
not at all satisfactory. As with other health indicators,
perceived health worsens with age, women are less
satisfied than men, and people with lower education
are less satisfied than those with higher. The
proportions of satisfied and dissatisfied people have
remained fairly stable over the last ten years (HCSP
1994a: 42f).

Life expectancy

As before, life expectancy at birth has shown a steady
upward trend since 1970 for both sexes, in line with
the EU average. Male life expectancy has followed
this average closely during that time, while female
life expectancy has always been one of the highest in
western Europe and in 1992 was clearly the highest.
Life expectancy for both sexes at 65 years has
followed the same pattern, with male life expectancy
showing the second highest increase among the
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HEALTH STATUS

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

Life expectancy at age 65, males Life expectancy at age 65, females

Loss of life expectancy due to deaths before
65 years, females
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Total and disability-free life expectancy (in
years and as a percentage of total life

expectancy) 1991

Age                 Total                     Healthy
(years) life expectancy life expectancy

Men Women Men Women
0 (birth) 72.9 81.1 63.8 (88%) 68.5 (84%)
65 15.7 20.1 10.1 (64%) 12.1 (60%)

Source: HCSP 1994: 58, 208

reference countries over the last ten years. In 1992,
life expectancy at age 65 was the highest among the
reference countries for both sexes.

The gain in life expectancy is basically due to a
reduction of mortality in people aged over 65 years.
If all premature deaths (occurring before the age of
65 years) were avoided, the gain in life expectancy
would amount to about eight years for French men
and five years for women.
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HEALTH STATUS

Longevity raises the question of whether the quality
of life in older age is satisfying or afflicted by a heavy
burden of ill health. One of the methods used for
answering this question refers to the prevalence of
disability in each age group. Healthy life expectancy
can be assessed by computing the average number of
years that people have to live with a disability and
deducting those years from their total (remaining)
life expectancy. A comparison of the situations in
1981 and 1991 (HCSP 1994a: 57, 208) shows that
during this period more disability-free years than total
life expectancy were gained. While this applied to
both women and men, it was more evident among
men. Also, the considerable gap in life expectancy at
birth between women and men narrows from 8.2 to
4.7 years when disability-free life expectancy is
considered; at the age of 65 years this difference is
reduced by more than 50% from 4.4 to 2 years.

Main causes of death

Over all ages, cardiovascular diseases are the most
frequent cause of death followed by cancers.
However, under the age of 65 years cancers followed
by accidents, suicide and other injuries cause more
deaths than CVD. An 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
those three main categories. For French men, external
causes of death rank first in terms of years of potential
life lost before the age of 65 years (HCSP 1994b:
159�165).

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 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 French age- and sex-
specific death rates are the high mortality of men aged
15�34 years compared to the lowest values observed
in the EU, and the very low SDRs of both men and
women aged 65 years and over.

� At 1�14 years, the SDRs for the main causes
of death, albeit higher than the observed
minima, remain below the EU average (con-
genital anomalies, diseases of the nervous sys-
tem and the sensory organs) or around this

average (cancers) for both sexes. Only for
deaths due to external causes (accidental inju-
ries and poisoning) are the SDRs somewhat
higher than the EU average. Consequently, the
overall mortality for this age-group is at about
average for the EU.

� At 15�34 years, the total age-specific mortal-
ity is the second highest among the EU coun-
tries for women and the fourth highest for men.
The male total SDR, however, is nearly three
times higher than the female one. Accidental
deaths and suicides are by far the most fre-
quent for both sexes.

� At 35�64 years, overall female mortality is
the third lowest in the EU, while male mortal-
ity is above the EU average. The excess male
mortality at this age is basically due to violent
deaths (accidental injury, suicide) and to can-
cers for which the SDR is the highest in the
EU.

� At 65 years and over, the age-specific SDRs
for all causes and for CVD are the lowest
among the EU countries for both men and
women. Some potential for further improve-
ment is in reducing mortality from male can-
cer, and from external causes in both sexes.

The analysis of age-specific mortality patterns shows
that the highest potential for reducing mortality lies
in improving the health of children and in the
prevention of accidents, suicides and cancer,
especially in men.
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These charts show age- and sex-specific death rates for the main causes of death in France 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.

Minima:  smallest SDR values observed in the particular group.
Dashed line:  lowest overall death rate observed in a single 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 circulatory diseases
in the population aged 0�64 years has been falling
since 1970 in western Europe. This downward trend
was followed in France; in 1992 men had the lowest
and women the second lowest rates for mortality from
CVD and mortality from ischaemic heart disease was
the lowest for both sexes. There has also been a
marked reduction over the last ten years to a very
low level in the early 1990s in the SDRs from
cerebrovascular diseases for both men and women.

Further improvements are possible by reducing the
differences between the regions and different social
status groups. Thus, deaths before the age of 65 years
due to ischaemic heart diseases and cerebrovascular
diseases are more frequent for both sexes in the north,
particularly in the north-east. For both groups of
diseases, the mortality rates of working-class men
are more than twice as high as those of managers
and self-employed men and about 50% higher than
those of middle-class men (HCSP 1994b: 201,
1994a: 115).

Cancer

Cancer mortality of the population aged 0�64 years
shows very pronounced gender-specific trends and
patterns:

� Male death rates from all cancers rose sharply
during the 1970s and were the highest in the
reference countries after 1976. The trend was
not reversed until after 1985.

� In contrast, overall cancer mortality in women
aged up to 64 years fell steadily, following
the EU average trend, to the fourth lowest rate
among the reference countries in 1992.

� The SDR from lung cancer in men aged 0�64
years rose steadily from 1970 to a medium
position in 1980 and the third highest among
the reference countries in 1992; that for women
in the same age group remained third lowest
from 1980, despite a strong increase in lung
cancer mortality (42%) over the last ten years.

Cancer mortality levelled off for both sexes during
the 1980s. This is the effect of two divergent trends:
an increase in death rates from lung cancer in both
sexes and � less pronounced � from female breast
cancer and male cancer of the prostate; and a decrease
in male mortality from cancers of the upper
aerodigestive tract and in female mortality from
cancer of the cervix. Death rates from cancer of the
colon and of the stomach have been falling for both
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Standardized death rates, cancer,
males aged 0�64
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Standardized death rates, cancer,
females aged 0�64

sexes. While the number of new cases for all cancers
is only 15% higher for men than for women, the
number of male deaths is 55% higher (HCSP 1994a:
99), mainly due to differences in survival from the
most frequent cancers � bronchus/lung in men and
breast in women. (For more detailed information on
cervical and breast cancer see the section on women�s
health below.)

A great deal of the higher mortality in the north than
in the south of the country is due to lung cancer and

to cancers of the upper aerodigestive tract. Although,
for both sexes lung cancer has been increasing across
the whole country, the increase in SDRs is more
marked in the north-east and west than in other
regions (HCSP 1994b: 198f).

The social gradient in cancer mortality is particularly
strong among the male population aged 25�64 years,
while among women of the same age only cervical
cancer varies according to social class. Death rates
from lung cancer are more than twice as high for
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Standardized death rates, cancer of the
trachea/bronchus/lung, males aged 0�64
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Standardized death rates, cancer of the
trachea/bronchus/lung, females aged 0�64

working-class than for middle-class men, and for
cancers of the upper aerodigestive tract this difference
is even more pronounced (HCSP 1994a: 114f, 1994b:
192f).

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 from these factors, and in particular from
road traffic accidents has been falling since 1970.
Even though the trend in France has also been falling,
mortality from these causes for both sexes in the early
1990s was still the second highest among the
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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
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Standardized death rates, external causes
of injury and poisoning, total population

European reference countries. SDRs from road traffic
accidents are now approaching the EU average, but
suicide rates remain among the highest for both sexes.
For both accidents and suicides, improvements were
considerably stronger for upper-class than middle-
and working-class men. As a result, social class
differences in mortality were more pronounced at
the beginning of the 1990s than ten years earlier
(HCSP 1994b: 193).

In contrast to the north-south gradient in mortality
from most causes of death, deaths due to road traffic
accidents are more frequent in south-eastern, south-
western and central France. A rising trend has been
observed in the south (Languedoc-Roussillon and
Provence-Alpes-Côte d�Azur) as opposed to all other
regions (HCSP 1994b: 200f).

Safety on the road improved remarkably between
the early 1970s and 1990s, as the number of fatal
accidents almost halved over this period.
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Nevertheless, the risk of dying in a road traffic
accident in France is still higher than the EU average,
although the risk of being injured in such an accident
is lower (345 against 477 per 100 000 EU average
in 1992). Among the almost 200 000 people injured,
60% were in private cars, 24% on (motor-) bicycles
and 12% were pedestrians. Alcohol is involved in at
least 30% of all fatal road accidents (HCSP 1994a:
211ff).

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 France
is about three times higher than that of women (29
against 10 per 100 000). After a period of relative
stability, suicide rates went up considerably between
1976 and 1986, when they decreased slightly and
began to level off. In 1992 French men still ranked
third and women fifth highest amongst the reference
countries. Furthermore, the number of suicides is
likely to be underestimated, as a certain proportion
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of violent deaths in suspicious circumstances
(estimated at about 10%) are investigated by the
forensic services whose conclusions are reported to
the legal authorities (Hatton et al. 1995). As with
other improvements regarding mortality during the
1980s, suicide rates decreased almost exclusively
among upper-class men, resulting in stronger social
disparities than before. In contrast to the general
tendency, suicide rates rose during this period for
men aged 3544 years, women aged 4554 years and
both sexes aged 85 years and over (HCSP 1994b:
92). Thus, suicide remains a major health problem,
and the cause of more deaths than road traffic.

According to the health interview survey 1991�1992
(SESI 1994: 44f), 18.5% of the population report
some mental or psychological complaint and
sleeplessness. These problems are more frequent in
women (23%) than in men (13%). Sleeplessness is
most frequent (6.5% of the total population), followed
by anxiety (5%), depression (4%) and weakness or
tiredness (2.5%). The prevalence of this type of
disorder is also reflected by the use of psychoactive
medications. According to the same survey (SESI
1994: 172, HFA monitoring 1994b: 43), 11.3% of
the population aged 18 years and over (13.7% of
women and 8.6% of men) take such drugs regularly
(at least once a week for at least six months).
Tranquillizers are used most often (by 7.3%),
followed by hypnotics (3.6%) and antidepressants
(2%).
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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 and
use of non-sterile injection equipment). There is a
delay of about 10 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, although
annual rates of new cases are far higher in the south.
Taking into account reporting delays, France had an
incidence rate of 10 cases per 100 000 people in 1994
and, together with Italy, ranks second highest among
the European reference countries.

By the end of March 1995 a total of 36 000 AIDS
cases had been reported and some 7000 new cases
per year could be expected after the mid-1990s (AIDS
surveillance in Europe, QR 44/1994, QR 45/1995).
In almost half of all cases reported up to the beginning
of 1995 transmission was through homo/bisexual
contact (47.5%), followed by injecting drug use
(24%) and heterosexual contact (16%), but the very
long incubation period means that these figures do

Numbers and distribution of HIV cases in adults and adolescents,
 by country and mode of transmission, estimated by back�calculation (Dec. 1991)
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not necessarily reflect the actual extent of the
epidemic or currently prevailing modes of
transmission. As no data about the incidence of

Incidence of AIDS, 1987 and 1994
(adjusted for reporting delays, 1992�1994)
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infections are available, the prevalence of HIV-
positive cases can only be estimated. According to
recent estimates (AIDS surveillance in Europe, QR
44/1994), some 103 000 HIV-positive people were
living in France at the end of 1993. There is also
likely to have been a shift in the distribution of HIV
cases as to the transmission mode with the largest
estimated increases among the heterosexual contact
group. Men are four times more frequent victims of
both AIDS and HIV, but the proportion of women is
rising.

There are strong geographical disparities with death
rates over 10% above the national average in Ile de
France, Antilles-Guyane and Provence-Alpes-Côte
d�Azur, and significantly over the average in
Aquitaine and Languedoc-Rousillon (HCSP 1994a:
87).

Disability

The prevalence of long-term illness and disability is
an important criterion of a population�s health-related
quality of life. However, such data are not generally
available. A recent comparative study (Eurostat
1995d) estimated, on the basis of the 1991�1992 ten-
yearly national health survey, that in 1992 10.3% of
the population (9.2% of men and 11.2% of women)
suffered from disabilities representing a handicap in
social or socioeconomic terms. The figure for the total
population is somewhat lower than the average of

the EU countries for which these data have been
compiled (11.5%). This can be explained by the fact
that the survey data for France do not include people
living in institutions such as nursing homes, so that
the proportion of severely incapacitated people (0.3%
of men and 0.6% of women) is underestimated. As
can be seen from the age distribution in the chart,
the variations from the EU averages widen with
increasing age. However, as data from the previous
survey (1981) show, there is also evidence of a
�compression� of morbidity, i.e. a decreasing trend
towards incapacity, particularly in people aged 50
years and over (HCSP 1994b: 224f).

A comparison of the rates of disability pensioners
aged under 60 years shows that at 4.4%, the rate in
France is (together with those of Germany, Ireland
and Italy) in the medium range and close to the EU
average of 4.7%.

In 1991�1992 the proportions of the population
suffering from the most prevalent chronic or long-
term illnesses were (HFA monitoring 1994b: 10):

� 9.7% from cardiovascular diseases (8.5% of
men and 10.5% of women)

� 7.7% from  musculoskeletal diseases (7.5%
and 7.8%)

� 2.7% from  mental health problems (2.2% and
3.1%)

� 1.4% from obstructive pulmonary diseases
(1.9% and 1.0%).
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<60, receiving disability pension, 1991

Proportion of disabled, by age group (1992)

a) Unweighted average
Source:  EUROSTAT 1995d
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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
postneonatal (from 28 days to 1 year after birth)
periods. Decreasing on average by almost 35% over
the last 10 years, infant mortality rates have
converged throughout the EU. The French rate has
fallen by 25% during this period to 6.8 per 1000 live
births, just below the EU average. Neonatal deaths
comprise approximately half of all infant deaths,
occurring most often in very low-birth-weight babies.
In 1992�1993, 5.8% of newborn babies weighed
under 2500 g (HFA database).

The sudden infant death syndrome is the main cause
of death in the postneonatal period (in 1992, 45% of
all postneonatal deaths). From 1992�1994, the
number of sudden infants deaths was substantially
reduced, and in 1994 these deaths accounted for just
21% of total infant mortality. The second most
common cause of infant mortality is congenital
anomalies. Improvements are only likely when
perinatal services reach vulnerable populations, such
as those women who do not receive adequate
antenatal care. For example, research indicates that
women who live in geographically isolated areas,
who are foreigners, have unfavourable social or
family situations or suffer from psychological
problems often remain without access to adequate

antenatal care; their infants are consequently at greater
risk of dying before their first birthday, have higher
rates of perinatal mortality and are more likely to be
born prematurely or with low birth weight (Blondel
et al. 1993).

The three major causes of death in the group aged
114 years are accidents, neoplasms and congenital
anomalies. Although there has been a steady
downward trend in mortality due to accidental injury
and poisoning, it remains the most important cause
of death in this age group. Even so, France still has
average accident death rates for both males and
females in this age group, and is also average as
regards the other main causes of mortality in children
in western Europe. There is thus still scope for
improvement.

Immunization coverage of children against most
childhood communicable diseases has been
consistently high over the past 10 years. In 1993,
immunization coverage of children against diseases
such as diphtheria, tetanus, pertussis and
poliomyelitis reached 94�95% and since 1987 there
has been a sharp increase in measles, mumps and
rubella coverage. However, the incidence of measles
peaked in 1989 at 823 per 100 000. In 1993
immunization coverage reached 78% for measles and
80% for rubella in 6-year-old children.

Children�s oral health has also improved over the
past decade, contributing to long-term benefits for
general health, particularly for the functioning of the

Infant mortality per 1000 live births
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roughly three and a half times the proportion for
women of all ages (HCSP 1994b).

Teenage pregnancy rates also shed light on the
availability and correct use of condoms, which must
be considered with respect to the risk of contracting
sexually transmitted diseases, including HIV. In
western Europe, more than two thirds of all reported
cases of gonorrhoea occur among people aged under
25 years (WHO 1992). In a recent survey, 50% of
French adolescents reported that they had used a
condom during their first sexual encounter and 65%
used a condom when they had more than one partner
(HCSP 1994b). The fact that taking the contraceptive
pill appears to be so much easier than the use of
condoms may lead to parental behaviour which
implicitly focuses on contraception rather than on
prevention of communicable diseases.

Children and adolescents can be subject to violence
(physical and mental) and its passive counterpart,
neglect. Some 40 000 cases of violence are reported
each year to the justice and social services (HCSP
1994a: 268). Generally only the worst cases are
discovered. According to a survey carried out among
a national sample of schoolchildren, 9% girls but less
than 1% of boys respectively have experienced sexual
abuse. Violent acts against youngsters result in at least
600 deaths per year (HCSP 1994a : 93) and a huge
although difficult to estimate amount of permanent
sequels such as developmental and behavioural
disorders, physical and mental disability, depression,
fear, low self-esteem, alcohol and drug abuse or
delinquency.

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. The range of female mortality
levels varies greatly: women in France enjoy the
highest life expectancy at birth and at 65 years in the
reference countries. Specifically, they have the second
lowest death rates due to CVD in general and the
lowest due to ischaemic heart disease in particular.
Mortality from cervical, breast and lung cancers is
lower than the EU average although mortality from
breast cancer has increased slightly since 1982. Breast
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digestive system. In 1990, this indicator was average
for the reference countries with an average of three
decayed, missing or filled teeth in 12-year-old
children. Since then it decreased further to an average
of 2.1 teeth in 1993.

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
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 � in
1994, the unemployment rate of people aged under
25 years (27%) was nearly three times higher than
that of those aged 25 and over (10%), and above the
EU average (Eurostat 1995b).

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 1519 years has been falling in
almost all the reference countries since 1980,
although in France it has remained fairly constant
since 1985. In 1992, the fertility rate (8.7 per 1000)
was the fourth lowest for this age group in the EU
(Council of Europe 1995). Two thirds of conceptions
in girls under 18 years of age result in abortions,
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cancer is the most common female cancer, with more
than 26 000 new cases annually (25% of all new
cancer cases) claiming the lives of over 10 000
women every year since 1989 (SESI 1995).

A focus of health policy on preventable deaths such
as those from lung cancer as well as improvements
in breast and cervical cancer survival rates will lead
to improvements in women�s health. A recent study

noted that in the 10 French départements that offer
extensive breast cancer screening services, the 60%
of women aged 50�69 years who had a mammogram
every three years experienced a 30% lower rate of
mortality due to breast cancer than women who were
not screened (Dubois 1991).

In contrast to overall lower female mortality levels,
France had the highest level of maternal mortality
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recorded among the reference countries in 1992,
almost double the EU average at 12.9 maternal deaths
per 100 000 live  births, or 96  deaths (the rate of
11.7 per 100 000 in 1991 reflects the three-year
fluctuating average). The recorded maternal mortality
rate has increased since 1989 (the increase may be
related to improved reporting), with deaths from
direct obstetric causes accounting for more than 80%
of deaths. Recent studies in France investigating risk
factors for maternal mortality suggest that two thirds
of maternal mortality cases were potentially
avoidable, requiring either earlier diagnosis of
problems or improved treatment and interventions
(HCSP 1994b).

Between 1987 and 1993, the frequency of abortions
has increased by about 10% (according to reports
and hospital surveys). In 1993, the ratio of abortions
to 1000 live births was 262, corresponding to
approximately 195 000 abortions performed in public
and private settings as against approximately 765 000
recorded births (SESI 1995).

Maternal deathsa per 100 000 live births

a  3-year moving averages
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LIFESTYLE

Among the wide variety of factors influencing health
(genetic disposition or conditions of the physical,
social, and psychoemotional environment, etc.),
behaviour has a major impact on individual health
and well-being. 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 CVD and cancers.
These diseases alone are responsible for the largest
share of deaths under the age of 65 in France.
Unhealthy behaviour also contributes to a wide range
of chronic illnesses and thus affects the quality of
life in general and particularly 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
cardiovascular disease.

Hypertension (systolic blood pressure of 160 mm
Hg or more) is less frequent in people with higher
education, and is statistically associated with
increasing age, obesity, elevated cholesterol and, at
least for men, higher levels of alcohol drinking. In
the early 1990s the prevalence of hypertension in
the total population was 12.2% (SESI, 1994 : 44;
HCSP, 1994a: 52), and was higher for women
(14.1%) than men (10.2%). A recent study of people
with hypertension conducted by INSERM showed
that only 18.4% were receiving proper treatment. Of
the remainder, 44.6% were unaware that they had
hypertension, 21.5% were aware of their condition
but were not being treated, and 15.5% also knew

they had hypertension but were not being properly
treated (HCSP 1994a: 52).

Higher levels of serum cholesterol are known to
increase the risk of CVD. The first results of a large
prospective survey of cardiovascular morbidity in a
working  population  in the Ile de France showed
that 35% of the men and 21% of the women included
in the study were hypercholesterolaemic (a total
cholesterol level of 2.4 g/l or more). Cholesterol
levels rose with age for both sexes and were higher
for men  than women between  the ages of  30 and
55 years (Laurier et al. 1992). More than one third
of the population is reported to have
hypercholesterolaemia (HFA database 1995).

Overweight and obesity are commonly assessed with
the body mass index (BMI), calculated as weight (kg)
divided by height (m)2. Defining overweight as a BMI
of 25�30 and obesity as a BMI of 30 or more, 33%
of men and 20% of women could be considered
overweight and another 7% and 6.3%, respectively,
obese in 1991�1992; these proportions have remained
almost stable over the last ten years (HCSP 1994a:
307). However, the Ministry of Health estimates on

Percentage of population that is obese
 (BMI ³30),1990/1993
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 Source:  FAO/WHO, Nutrition PC database  a)  Denmark, Finland, Iceland, Norway, Sweden.
  b)  Greece, Italy, Portugal, Spain.

Changing patterns of  food consumption in Europe, 1970�1990
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the basis of an alternative definition of obesity (25%
over ideal weight) that 15% of the population is obese
at present (Sermet 1994). A three-year study
investigating BMI and metabolic variables in an
active female population noted that a reduction in
the BMI was associated with a decrease in total
cholesterol and blood pressure (Bonithon Kopp et
al. 1992).

Physical activity

As physical activity in daily life and at work has
declined for most of the population in western
Europe, exercise in leisure time has become more
important in order to maintain an activity level
beneficial to health. According to a survey of time
use in the population aged over 14 years, in 1986
half the population (some 40% of women and 60%
of men) participated in sports activities at least during
their holidays, one in three (26% of women and 41%
of men) did so during normal working weeks, and
one in eight women against one in five men did so in
an institutional setting such as a sports association
(HFA monitoring 1994b: 40). According to a more
recent survey carried out in the autumn of 1994, some
42% of women and 48% of men aged up to 40 years
are involved in regular sporting activities (i.e. during
at least 9 months of the year), as are about one in
three people aged 40�59 years, and about one in five

men and women aged 60�74 years (Blin/Nouveau
1996).

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
highly different nutrition patterns of northern and
southern Europe are tending to converge, with France
falling between the two predominant patterns. Unlike
in the northern countries, the intake of animal fats is
increasing and now accounts for 43% of total energy
intake (HFA database).

Alcohol consumption

In the EU as a whole, the consumption of alcoholic
beverages has steadily declined since 1980 following
an increase in the 1970s. Even though the absolute
level of alcohol consumption in France is the second
highest in western Europe, the overall intake fell
significantly over the past decade in tandem with
other significant lifestyle changes. In 1992, the total
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consumption of alcoholic beverages measured by
pure alcohol intake was 11.5 litres per head compared
to 14.9 litres in 1980, an almost 30% decrease (World
drink trends 1994). Among people aged over
15 years, intake fell by over 20% from 20.6 litres
per head in 1980 to 16.2 in 1992 (HCSP 1994a: 282).
Specifically, the annual consumption of wine
decreased between 1980  and 1992 by almost one
third from 92 litres per head to just over 65 litres.
However, France remains in first place for wine
consumption per head in Europe (World drink trends
1994).

Recent data indicate that total consumption by type
of beverage is approximately 65% for wine, 20% for
spirits, 14% for beer and 1% for cider (HCSP 1994a).
Consumption patterns vary considerably by sex, age,
profession, social status and geographical region:
approximately two thirds of men and well under one
third of women report that they drink alcohol daily;
this proportion has decreased by 3% for men and
24% for women since the early 1980s. Approximately
30% of men take more than 28 drinks per week and
11% of women take more than 14 (HCSP 1994a :
84), which represents increased health risks.

More than 30% of all road accidents reportedly
involve alcohol (HCSP 1994a). However, an overall
decrease of 14% in traffic accidents has been noted
over the past decade. France also has a slightly lower
reported death rate from cirrhosis and other liver
diseases than the EU average, and this rate has

decreased significantly over the past decade, by 42%
for men and 38% for women. In 1990, the proportion
of total energy derived from alcohol was 6.5%, a
22% reduction since 1982. These improvements seem
to be a direct result of decreased consumption during
the past two decades.

Tobacco consumption

Smoking rates for both men and women are among
the highest in the EU. Even though more men than
women smoke in all age groups, a slight decrease in
smoking prevalence for men between 1983 and 1992
has been counterbalanced by an increase in the
number of women smoking. The estimated
proportions of smokers vary considerably. According
to the ten-yearly survey of 1991, male smokers
accounted for 38.4% and female smokers for 23.1%
of the population aged 18 years and over. On the
other hand, the latest of the surveys carried out
annually in the countries of the EU since 1984
revealed rates of 47% male and 30% female smokers.
However, cigarette consumption per head of the
population aged 15 years and over peaked in 1991
and since then has steadily declined, reflecting the
combined effect of price increases, restrictions on
smoking in public places and the banning of tobacco
advertising (BASP 1994).

Annual alcohol consumption (litres of pure
alcohol per head), 1993

Percentage change over most recent 10 years
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Tobacco-related deaths  in 1990 were estimated at
59 400 (BASP 1994). Although the mortality rate
due to lung cancer and other tobacco-related cancers
is just above the EU average, over the past decade
the rate has increased by 14% for men and 42% for
women.

Between the ages of 14 and 15 years the prevalence
of daily smoking roughly doubles for boys to 11%
and girls to 7% (Van Reek/Adriaanse 1995). With
about one smoker in three aged 1218 years, in the
mid-1990s the level of girls smoking reached that of
boys; and the proportion of regular smokers (at least
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one cigarette per day) amounts to approximately 25%
for both sexes (BASP 1994).

Illicit drug use

In 1994, some 150 000 people were estimated to be
addicted to illicit drugs and drug use appears to be
on the increase, although it is difficult to know the
actual prevalence due to its illegal and marginal nature
(Council of Europe 1994). The number of younger
heroin addicts appears to have fallen since 1990,
judging by the rising average age of heroin users,
but the estimated prevalence of crack, cocaine and
amphetamine (primarily MDMA) use has increased
significantly. The total number of drug-related arrests
in Paris has fallen by 11% since 1990, but this may
reflect changes in police activity rather than drug use.
Specifically, arrests for possession of cannabis have
decreased by over 25%, whereas for cocaine and
amphetamines they have increased. Misuse of legal
prescription and over-the-counter drugs such as
psychotropics, tranquillizers, sleeping pills,
stimulants and anti-depressants is also difficult to
measure: around 14% of women at 9% of men over
18 years of age consume, at least  once a week and
afterwards during six months, psychotropic drugs
(HCSP 1994a : 91).

The primary cause of death for most people with drug
addictions is not overdose but probably AIDS or
infectious diseases such as hepatitis C and B (due to

the use of contaminated syringes) and suicide. In
1993, approximately 15% of prisoners were drug
users and an estimated 30�40% of them were HIV-
positive. The prevalence of HIV infection among
intravenous drug users in Paris is estimated to be
50% (WHO drug table 1995). Drug-related deaths
increased by 40% between 1990 and 1992 and then
decreased by 10% in 1993, with 95% of them related
to heroin use. Some 25�35% of individuals treated
for drug addiction in 1993 were HIV-positive; the
status of those untreated is unknown (Council of
Europe 1994). Just under half of the people who enter
drug treatment centres in Paris are admitted for the
first time and average 27 years of age, and 75% of
them are men. Heroin users also make up close to
60% of individuals admitted for the first time to drug
treatment centres.

A 1992 national survey of adults aged 18�69 years
found that 12% had tried a drug at some time in their
lives and 4% had taken a drug within the previous
year. Hashish was the most common drug tried
(95%), followed by (inappropriate use of) medical
drugs (1.4%), inhalants (1.3%), cocaine (0.7%),
heroin (0.6%) and hallucinogens (1.1%). The first
national survey in 1993 of students aged 12�20 years
found that 15% had tried a drug at some time (usually
hashish), and that drug use jumped between the ages
of 14 and 18 years, as lifetime prevalence was 4%
for those under 14 years and 30% for those over the
age of 18 years (WHO drug table 1995).
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ENVIRONMENT AND
HEALTH

Environmental conditions affect humans through
short-term (acute) 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, 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

Environmental control has greatly improved to the
point where smog episodes causing death to
thousands of people no longer occur in France.
Nevertheless, environmental quality has not really
improved: although emissions of some pollutants
have been reduced or stabilized, pollution from road
traffic is still increasing. As a result, ozone
concentrations in urban areas are becoming more and
more hazardous, and the growing prevalence of
asthma and allergies reflects the increasing number
of people exposed (HCSP 1994b: 486f).

In the early 1990s the emission levels (per head) of
the main air pollutants were consistently lower in
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Carbon dioxide emissions from fossil fuels,
tonnes per head

France than the EU averages. Emissions of carbon
dioxide, sulfur dioxide and carbon monoxide had
dropped over the preceding decade, and those of
nitrogen oxides remained at the same level.

Water and sanitation

Almost all households are connected to a public
drinking-water system. Monitoring of the water
quality shows that between 1980 and 1990 the
situation had been stable or improving as to the
microbial quality and had improved as regards nitrite
content. Special attention is given to potential
contamination with pesticides and the content of lead
from pipes inside houses (HFA monitoring 1994a,
HCSP 1994a: 304). In 1990, almost 60% of the
population was served by a wastewater treatment
plant, but 6% lack even a private septic tank (Eurostat
1995a, HFA monitoring 1994b).
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Contamination of coastal bathing water has been
greatly reduced since 1980. In 1992 water did not
conform to the European standards for recreational
use at 13.5% of the coast points monitored (HFA
monitoring 1994b).

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. In France, the amount of municipal waste
generated per head was at the EU average in 1980
but thereafter increased less rapidly to 328 kg per
head in 1990, against the EU average of 350 kg. The
proportion of paper and cardboard recovered in the
same year was comparatively high (46%), while the
proportion of glass, 29% against a maximum of over
60% in other EU countries, was rather low (Eurostat
1995a).

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. The 1990 census
showed that in France an estimated 250 000 people
were homeless on any one day of the year or 346 000
over the course of a year, i.e. 4.56 per 1000 population
(Avramov 1995: 92), which is around the EU average
of 5.2 per 1000.

Depending on the source of the information, in the
1980s 69.5% of households were estimated to have
no inside flush toilet and 78% no fixed shower or
bathroom (CET 1995: 378f, Avramov 1995: 105f).

Increasing urbanization and road and air traffic has
brought to the fore the issue of noise and its effects
on health. The French population perceives exposure
to noise as the worst environmental nuisance (HCSP
1994b: 470). In 1991, only one in two people living
in a city reported that noise from road traffic was
bearable, while for one in three it was hardly bearable
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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,

and for 16% of the urban population the noise level
at home was unbearable.

Safety at home and during leisure-time activities is
an important issue. In France in 1991, 7 in 100 people
suffered from an accident in these contexts, almost 1
in 100 had to be hospitalized and about 18 000 died
in accidents in or around the home, during sports or
other leisure activities and in public places such as
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Occupational accident death rates
per 100 000 population and
 total number, 1991/1993

schools, stores, etc. The risk of being killed in such
an accident is twice as high as in road traffic
accidents, and the male death rate is substantially
higher than the female. Children and elderly people
are particularly vulnerable to accidental injury (HCSP
1994a: 217ff).

Occupational health and safety

Exposure to health risks at the workplace is an
increasingly 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 incidence rates of recognized
occupational diseases attracting disablement benefit
payments provide an estimate of risk levels, although
such figures are generally much lower than the actual
number of cases. Probably the most striking example
are cancers: while some 140 cases of work-related
cancers are recognized every year in France, the actual
incidence is estimated at 510% of all cancers causing
some 6000 deaths a year (HCSP 1994b: 469).

The number of occupational diseases attracting
compensatory payments increased by 15% between
1990 and 1991 to 5080 cases, and 164 people died,
most of them from asbestos-related cancer. Diseases
of the musculoskeletal system are becoming
considerably more common. They accounted for 26%
of all cases recognized in 1991, followed by hearing
problems due to noise (16%), asbestos-related
diseases (10%) and those caused by cement (8%);
allergies and silicone-induced pneumoconiosis
accounted for another 6% each (HCSP 1994a: 128).

A survey on conditions at work carried out in 1991
shows that compared to 1984 the situation has
substantially worsened, as workers perceive their
work to be more stressful both physically and
mentally and various forms of nuisance are becoming
more frequent. This is mainly attributed to current
developments in the organization of work, resulting
in more demanding jobs combined with growing job
insecurity (HCSP 1994a: 147ff).

The risk of damage to health through an accident at
work is considerably higher than the risk of
contracting a (recognized) occupational illness. In

1991, 787 100 work-related accidents (in industry
and services) were recorded in France, of which
68 000 resulted in partial or total incapacity to work,
and 1082 people were killed. An additional 45 000
accidents occurred in the agricultural sector, resulting
in 6500 cases of permanent incapacity to work and
95 deaths. The rates of injury and death dropped
markedly after 1980 but increased again in the later
1980s to 1380 injured and 1.9 killed per 100 000
population in 1991.

The risk of work-related accidents varies
considerably, depending on such factors as economic
sector and size of the company or age, qualifications,
experience and status of the person concerned. The
risks are highest in construction and the metallurgical
industry, and they are more than twice as high in
companies with 1050 employees than in bigger ones.
One in four people affected is under 25 years of age,
and employees with a fixed-term contract are three
times more likely to have an accident at work than
those with an unlimited contract (HCSP 1994a: 129).
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Institutional structures and
resources

The French health care system is based on:

� a national universal and compulsory health
insurance system, linked to employment and
financed by employers and employees;

� almost total freedom for people to choose and
use private and public health care services
without a referral system.

There is thus a wide variety of medical care services
provided by institutions varying greatly in type and
size (Chambaud 1993).

Health insurance is available through different
schemes according to occupation: there is one general
scheme for salaried workers and their families, one
for farmers, agricultural workers and their families,
and one for independent professionals (artisans,
liberal professions, etc.) which together make up the
national health insurance system. Smaller funds cater
for specific professions. Coverage under all these
funds can be complemented by non-profit insurers
or private insurance (Duriez/Sandier 1994). The
national health insurance system accounted for 74%
of all expenditure in 1993, while the smaller insurance
companies (mutuelles) accounted for 6.3% of health
cost. Less than 1% of the nonreimbursed costs was
paid by the state and the local authorities. In other
words, 19% is paid by patients, one of the highest
shares in Europe. Moreover this share is constantly
rising (Chambaud 1993, SESI 1995).

The compulsory insurance system finances a large
private sector which provides most of the ambulatory
care services. However, despite the numerous private
hospitals contracted by the sickness funds, most
hospital care is still in the public sector.

Equity is assured by the availability of public
hospitals and services focusing on prevention such
as health at the workplace and municipal health
centres (Berthod-Wurmser 1994). In addition, the
poorest segment of the population can apply to
Medical Aid, which entitles them to free health care.

Primary health care

Private general practitioners (GPs) provide a great
share of ambulatory care and house calls. They are
paid on a fee-for-service basis and patients are later
reimbursed by their insurance. However, patients
must pay 25% of the bill unless they are covered by
a voluntary complementary insurance scheme or
because of the severity of their illness belong to one
of the exempted categories covering 10% of the
people insured (OECD 1992).

Health personnel per 1000 population

     FRA EU

1992�93 % of 1991�93a % of
1980 1980

Physicians 2.8 140 2.7 143
Dentists 0.7 117 0.6 125
Nurses 5.5 104 6.0 129

Source:  OECD 1995

The number of physicians per 1000 population is
close to the EU average but there are important
regional variations, raising issues of geographical
equity of access to health services. There is a shortage
of nurses in hospitals: despite improvements in
working conditions and pay following action taken
by the unions in the late 1980s the number of nurses
has only increased by 3% during the last 12 years.

    a Or latest available year
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Over 2000 health centres with salaried doctors
provide services mainly for the poorer segment of
the population. The �priority population�
(unemployed people and their dependants, as well
as pensioners) are offered free periodic health checks.
Moreover, they are the target population of screening,
health education and prevention campaigns (Huguet
1995).

GPs have no gatekeeper role and patients can bypass
them and go straight to specialists or hospitals,
leading to a situation where public hospital outpatient
departments and specialists also provide primary
health care.

Various programmes such as mother and infant
protection and national school health services are also
available.

Primary dental care
Primary dental care is mainly provided by private
dentists. Patients without complementary insurance
(mutuelle) have to pay 70% of the bill, which raises
the issue of equity of access to care for those who do
not have complementary insurance coverage.

Primary health care nurses
Nursing care, whether preventive, curative or
palliative is considered technical and includes (decree
of 15 March 1993):

� care related to preserving and maintaining life
and intended to compensate, partially or com-
pletely, for loss of or reduction in independ-
ent function suffered by the person being cared
for and those nearest to her or him;

� care given under the direction of a doctor in
the doctors� absence;

� emergency care.

At the primary care level nurses can work in a
municipal health centre, with a private association
of health professionals (doctors, physiotherapists,
nurses), or be self-employed. Some 12% of nurses
are self-employed, and they only work according to
a doctor�s guidance. In addition there are around 5000
occupational health nurses with preventive, clinical,
administrative and social care duties, as well as school
nurses.

Community psychiatric nurses care for the mentally
ill people living in a specific geographical area
(defined by the number of inhabitants) in close
cooperation with the specialized service of the area.

Other primary care nurses include those working in
HIV services (screening, counselling), drug addiction
services and alcohol dependence services.

Pharmacies
Most pharmacies are privately owned although a few
are operated by non-profit organizations. Patients pay
for drugs prescribed by a doctor and claim
reimbursement. A percentage of the standard cost of
prescriptions is excluded from the cost-sharing
arrangement with the insurance companies (ticket
modérateur). For necessary drugs, this is 35% but
for �comfort� drugs it is 65%. However, direct billing
of the insurance companies by pharmacists (tiers
payant) with patients paying only the
nonreimbursable share (ticket modérateur) is
becoming more usual, and available upon simple
request; the complementary insurance schemes
usually compensate fully for the excluded charge
while 10% of the people insured are exempt from
making any payment because of the type of their
illness (OECD 1992).

Hospital care

Inpatient care is provided by both public and private
hospitals (64% of total hospital beds were in public
hospitals in 1992). Public hospitals have three
functions: preventive and curative care and
rehabilitation. Medium- and long-stay hospitals are
devoted to follow-up treatment and also look after
patients who can no longer live alone. However, as
in most European countries, despite a major effort to
develop alternative solutions to long-term hospital
stays, general hospitals still have an important, if ill
measured, medicosocial function (Berthod-Wurmser
1994). Public hospitals have a duty to provide
emergency treatment. There are 29 regional hospital
centres (teaching hospitals) with medical equipment
of a very high standard.

Specialized hospitals include psychiatric hospitals
(the vast majority of them) and rehabilitation centres.

Until 1996, money followed the patient in the case
of private hospitals, while public hospitals had global
budgets. In principle most patients are required to
pay for public hospital care and to seek
reimbursement but since a new system (tiers payant)
was introduced in 1996 in practice they pay a lump
sum (forfait hospitalier) that is not reimbursed.
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Both public and private hospitals are subject to
government controls aimed at rationalizing the supply
of medical care and the functioning of the hospital
system. For this purpose regional hospitalization
agencies were created in 1996 which have an
administrative function and whose directors are
appointed by the Cabinet.

Planning
A health map was established in 1970 to define the
regions and other health care areas, the ratio of
inpatient capacity and medical equipment to local
populations and broad specialties (medicine, surgery,
obstetrics), the norms regulating the use of costly
medical equipment, and national equipment
objectives at territory unit level. The regional health
organization scheme coordinates the geographical
distribution of medical equipment and activities
within each region. In 1996, a series of national and
regional health conferences were initiated to define
directives as regards the allocation of the health
insurance budgets.

Management
Since the mid-1980s hospitals have had global
budgets under which they are allowed to spend a
predetermined sum of money to within a 2% margin.
Following the introduction of the hospital law in
1991, local hospitals have been given relative
autonomy. Hospitals may make their own
investments and hospital directors have authority over
all staff. The Government has control of development
programmes, the creation of new medical posts and
the budget. Hospital directors and physicians are
appointed by the Minister of Health. Since 1996 they
have reported to the regional hospitalization agencies.

At local level, the local mayor is president of the
hospital�s administrative board and thus the biggest
employer in the locality. There is therefore a strong
local political pressure to keep hospitals running
which sometimes conflicts with central government
interests and those of the health insurance.

As well as the introduction of global budgets, a new
information system is currently being developed to
help rationalize health spending. In 1996, France
introduced measures to control health expenditure
on the basis of financial and medical criteria.

Private sector

The private sector is highly developed, in accordance
with the basic principles of the insurance system
(convention with the health insurance) and patients�
freedom of choice. Most ambulatory care is provided
by private doctors who are paid on a fee-for-service
basis. As explained earlier, patients pay first and are
reimbursed by their insurance schemes. However,
GPs can choose not to contract with the social security
system. Only 3% choose not to do so. Doctors who
contract with the social security system can either:

� agree to abide by the negotiated fee schedule
in exchange for free pension packages and
personal health insurance; this in turn guaran-
tees the patient reimbursement at 75% (sector
I); or

� set their own fees but not benefit from the
pension and health package and by so doing
expose patients to extra, not reimbursed,
charges (sector II).

A problem of equity of access has now appeared in
the big cities where there are very few sector I GPs.
The extra charges can be a problem for
underprivileged people. To overcome this obstacle
increasing use has been made in recent years of public
hospitals� outpatient departments in big city centres.

Private hospitals represent 35% of hospital beds: 20%
are in for-profit hospitals and are principally
dedicated to elective, short-term stay. Patients are
partly reimbursed by the national social security
scheme according to the fee schedule.

Non-profit private hospitals represent 15% of the total
number of beds. Most private hospitals are
reimbursed on a per diem basis for inpatient care,
with separate fees for physicians� services under the
same agreement applying to ambulatory care.

Health expenditure

International comparisons of health care indicators
are extremely difficult because the definitions
underlying health statistics as well as accounting
practices vary from one country to another. A recent
comprehensive study (Schneider et al. 1995) tried to
improve comparability by presenting a set of
indicators based on adjusted national data. The
French health care system is expensive: with 9% of
GDP spent on health care, France is the biggest
spender in the EU. Moreover, between 1980 and 1992
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this figure went up by the second highest increase in
the EU. According to the OECD, a number of factors
are responsible:

� the health insurance system, which up to 1996
gave little incentive to reduce the demand for
care;

� fee-for-service reimbursement of doctors,
which has provided a powerful incentive for
growth in the volume of certain types of care
(prescribing, diagnostic tests);

� a combination of the highest prescribing rates
with some of the lowest prices of pharmaceu-
ticals;

Health care expenditure (as percentage of GDP)  by group of services/goods:
comparison between 14 countriesa of the EU
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Health care expenditure by group of services/goods,
 France and EU averagea, 1992
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� global budgets for public hospitals where
money does not follow the patient, alongside
a thriving private sector that has managed to
shift towards ambulatory care (OECD 1992).

However, in terms of share of expenditure allocated
to each sector, the only important difference between
France and the EU average is the higher amount of
money spent on hospital care and the lower amount
spent on nursing care. This could be linked with the
medicosocial role of hospitals, some of which still
care for long-term patients (Berthod-Wurmser 1994),
and to the failure of alternative care to keep up with
the growing needs of an aging population (OECD
1992).

Health reforms

There have been numerous attempts to control soaring
health care costs, including the introduction of and
subsequent increase in patients� contributions,
especially for pharmaceuticals, which have resulted
in higher charges to patients than in most OECD
countries (Chambaud 1993).

The introduction in 1986 of global budgets with the
aim of curbing hospital costs seems to have failed:
according to the OECD there has been no slowdown
in the rise in inpatient expenditure. Neither has the
health map been successful in curbing costs although
it appears to be a good planning tool.

The introduction of a numerus clausus has been
successful in reducing the number of students
graduating every year from medical faculties.
However, it has also had a serious drawback in
reducing the number of junior doctors available for
hospital work, and there are concerns about their
working conditions.

In April 1996 legal regulations were brought in,
aimed at limiting the growth of health expenditure
(public and private hospitals, ambulatory care)
reimbursable by the health insurance.

Health care of marginalized
populations

European countries have generally been successful
in providing social protection for the great majority
of their population. However, in recent years it has
become clear that their systems are not infallible and
that many people (long-term unemployed, young
people and certain categories of immigrants) fall
through the social security safety net.

The French insurance system linked to occupation
means that a number of people are left out of the
system. The estimate of 0.4% of the population or
250 000 people affected is certainly below the real
figure in view of the unknown number of illegal
immigrants.

Source:  Schneider et al. 1995

a 12 EU countries in 1992
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Extremely poor people can benefit from medical aid
that provides them with free health care. Unemployed
people and their families qualify for health care but
problems arise when they no longer qualify or have
never qualified for unemployment. The RMI
(revenue minimum d�insertion) was introduced to
tackle this problem in 1988. Since 1992, people
eligible for the RMI have been entitled to free
medical care.

Illegal immigrants do not have access to health care.
Estimated at 350 000, they represent an important
number of people who often live in poor housing
conditions and, if they are (illegally) working, have
to accept poor safety standards. However, they can
use charitable associations and some dispensaries like
Médecins du Monde, Médecins sans Frontières and
the Relais Médical aux Délaissés which was
originally created to cater for the poorest segment of
the French population but today deals mainly with
foreigners (Thayer 1995). Recent legal provision has
ensured that such people have to continue living
clandestinely: apart from returning to their country
of origin there is no possibility that they can become
legal residents and therefore entitled to health care.
Moreover, asylum-seekers are not covered during
the first month of their stay in France and lose any
right to health care if their application for refugee
status is turned down (Gayral-Taminh et al. 1995).

Prisoners are also often marginalized, although they
can benefit from relatively comprehensive health
care. A health centre is available in each prison linked

to a hospital and to an HIV screening centre.
Following a report from the Haut Comité de la Santé
Publique, information on HIV/AIDS is provided and
preventive measures such as exchange of syringes
and availability of condoms have been taken. Mental
health care is also being developed (HCSP 1993).

Health promotion

In 1992, a report was delivered by the Haut Comité
de la Santé Publique, defining overall health
strategies, the key areas and the main targets for
health promotion for adults and adolescents. The
principal goals within lifestyles aim to:

� reduce deaths due to all accidents, in particu-
lar traffic accidents and occupational accidents;

� reduce cancer mortality rates by addressing the
risk factors contributing to cancers, such as
bringing down tobacco and associated alco-
hol use and improving nutrition by, for exam-
ple, increasing the intake of green vegetables;

� reduce cardiovascular mortality by improving
the situation regarding hypercholesterol, hy-
pertension, tobacco use, obesity and sedentary
lifestyles;

� reduce the consumption of heroin and cocaine
and the problems associated with drug abuse,
including HIV and hepatitis infections (HCSP
1992).

HEALTH SYSTEM
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GLOSSARY

Cardiovascular diseases (CVD): 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$).

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.


