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The report «Trends in the health and social sector», first publishedin 2006, is the Direc-
torate for Health and Social Affairs’ annual analysis of key aspects of the area of health 
and social services. 

With this report the Directorate wishes to contribute a fresh insight into the health and 
social sector, in order thereby to help to foster positive trends in the area and make 
necessary course adjustments. Viewed in this way the report makes a vital contribution 
to the performance of our role as professional body. We have great respect for other 
actors, such as Statistics Norway, the Norwegian Institute of Public Health, the Norwe-
gian Board of Health, SIRUS, the county governors, local governments, regional health 
authorities and the services themselves, also performing similar monitoring activities 
in their areas. These efforts have been essential when we make our assessments. Like-
wise we hope that our report lends support to these activities.

This report is primarily aimed at decision-makers, administrators and staff in the 
health and social sector, but also at other interested parties in the professions, media 
and society at large.

This year’s report focuses mainly on children and youth. The first five main chapters 
reflect the priority activity areas of the Directorate for Health and Social Affairs: living 
conditions, public health, social services and primary and specialist health services. 
In addition, the report has in-depth chapters on diabetes and dental health, as well as 
a chapter on strategically important areas such as quality work in health and social 
services, IT, personnel and emergency preparedness.

The health and social sector encompasses far more areas than is possible to cover in 
such a report. However, our aim is to cover most of the key areas in the sector during a 
four-year period.

This trend report is not meant to be an evaluation of ongoing initiatives in the health 
and social sector, but rather to point out new challenges and trends in the sector. Even 
so, to begin with, we will try to view our analyses, assessments and recommendations 
in light of the cornerstones of the National Health Plan for Norway. At the same time, 
the Directorate is publishing the report «100 key figures for the health and social sec-
tor 2007». These reports should be viewed together.

We hope that with this year’s report we have succeeded in focusing attention on some 
of the key challenges the sector is facing in the coming years. We would very much like 
feedback from readers on whether we have reached our ambitious goals, as well as 
views on how the report can be made better. Many thanks to all who were involved in 
working on the report inside and outside the Directorate for Health and Social Affairs. 
Special thanks go to the Norwegian Knowledge Centre for the Health Services and the 
Norwegian Institute of Public Health, which have assisted with much important advice 
and hard work.

Bjørn-Inge Larsen   Bjørn Guldvog
Deputy      Director General
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«Physical activity is a source of health 
and well-being. There is now a greater 
focus on physical activity in schools.»
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Norwegians’ health is steadily improving. Longevity is rising and 
mortality falling in all social strata. Nevertheless, social inequali-
ties in health are growing. Differences in the conditions in which 
children grow up are a key reason for inequalities in health later 
in life. In the most recent OECD life expectancy statistics, Norwe-
gians’ life expectancy is still about two years less than that of the 
Japanese. Life expectancy in Norway is now about 80 years.  

Now that large segments of the population enjoy good health and ample opportuni-
ties to participate in the labour force and social life, it is particularly important to 
help to keep vulnerable groups from falling through the cracks. Social inequalities in 
health are in place already in childhood, with the consequences of poor health ampli-
fied throughout life. All strategies to be pursued in the health and social sector ought 
particularly to consider the situation of children. Measures aimed at price and availa-
bility are often the most effective. Welcome opportunities to help increasing numbers 
of children with serious disabilities and illnesses also provide the services with new 
challenges and tasks in a lifetime perspective.

The foundation must be solid
As both society and the health and social sector become more complex, and for 
individual people harder to negotiate, it is necessary for these services to rest on a 
solid foundation. This applies primarily to the parts of the services sector that deal 
on a daily basis with children, the disabled and patients and users in serious need of 
help, such as people with mental health or substance-abuse problems. That is why it 
is particularly important to boost the capacity and skills at child health clinics, school 
health services, public sector GPs and the social services. The local authorities have 
a major responsibility for first-line services. The community health doctor must play a 
key role in coordinating and planning these efforts in the years to come. 

Even though we continue to see a number of challenges for municipal health and 
social services, the growth in FTEs in 2006 shows that municipal care services are 
taking these challenges seriously. To meet the growing need for services due to the 
increase in the number of younger users and demographic challenges, it is essential 
for the future challenges for the health and social services to be placed on the munici-
pal planning agenda.SU
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          SUMMARY ›
No more «corridor patients»
Production at the hospitals is generally high. The specialist health service is a major 
knowledge generator that constantly develops new and valuable services. Overoccu-
pancy has plagued hospitals for years. Placing patients in the corridor is undignified. 
Hospitals report that local authorities are often incapable of receiving patients once 
they are released. Placing patients in corridors is common in medical wards. We need 
good models to ensure the right number of institutional places from now on. Demo-
graphic changes indicate an increasing need for beds. It is the responsibility of leader-
ship when year after year patients end up in Norwegian hospital corridors. 

Continued need for growth in nursing and care
Just under 1/10 (9.2 per cent) of GDP was used for health purposes in Norway in 
2005. Ten years earlier the figure was 7.9 per cent and was at its highest, 10.1 per 
cent, in 2003. In addition, GDP growth was around 30 per cent during these past ten 
years. OECD statistics show that eight countries spent more than 1/10 of their GDP on 
health in 2004. In all OECD countries the trend in the past ten years has been towards 
a greater share for health purposes. Although growth in Norway has been evenly 
divided among various parts of the health service, in the first part of the ten-year period 
it was especially strong in the nursing and care sector. Report No. 25 (2005-2006) to 
the Storting, «Long-term care - Future challenges» sets forth clear guidelines for an 
increased focus on nursing and care for many years to come. Professional and demo-
graphic conditions mean that health and social services will continue to take a growing 
share of GDP in the coming years, in Norway as well. We need better mechanisms to en-
sure that the funding models for these 
services support health and social 
policy objectives. 

In the summary we present our 
key recommendations from the year’s 
report with regard to the six corner-
stones for the health sector presented 
in the National Health Plan for Norway 
(2007–2010). Many recommendations 
have relevance for several areas. The 
chapter in which the recommendation is 
discussed in greater detail is in paren-
theses. 

Cornerstones for the health sector 
National Health Plan for Norway 
(2007-2010)

› Cohesion and interaction 
› Democracy and legitimacy
› Proximity and security
› Stronger user role
› Professionalism and quality
› Work and health
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The health and social services are often criticized for being fragmented and poorly 
coordinated. Patients and other users may find themselves with responsibility for 
coordinating among various actors. The National Health Plan for Norway emphasizes 
public health efforts at all levels of the health service. The plan also states that the 
establishment of a new National Council for Prioritization and Quality in the Health 
Service is to help to improve cohesion and interaction. Also emphasized are ICT, 
training, research, individual plans, better coordination in municipal health and care 
services and an overarching agreement structure between the central government 
and the Norwegian Association of Local and Regional Authorities (KS) in the discus-
sion of cohesion and interaction.

Big social inequalities in health
Social inequalities in health among adults in Norway are well documented. National as 
well as international research confirms the importance of differences in living condi-
tions in childhood as a cause of social inequalities among adults. Children growing up 
in low-income families more often have parents with impaired health, rate their own 
school performance lower, more often report being teased by classmates and partici-
pate less often in organized activities. Today’s differences in living conditions matter 
for future inequalities in health. That is why children and youth are given priority in 
preventive public health efforts. A goal should also be for assessment and considera-
tion of social inequalities to play a bigger role in designing policies and schemes.

To reduce social inequalities in health the Directorate for Health and Social Af-
fairs recommends that venues that reach all or most children – including child 
health clinics, day nurseries, schools and school health services – be given 
priority in efforts for better health and living conditions. (Chap. 1)
 
To reduce social inequalities in health the Directorate for Health and Social 
Affairs recommends identifying social inequalities in living conditions and 
giving priority to research on short-term and long-term consequences of gro-
wing up in poverty. (Chap. 1)

Strengthening the function of community health doctors
The local authorities have a big responsibility to ensure the public adequate and 
cohesive primary health care. The community health doctor has a responsibility for 
ensuring cohesion in the municipal health service and in planning the services on 
offer and as an advocate for interaction among various component services. We are 
concerned that this integrating function is disappearing in many municipalities. Fewer 
and fewer doctors work as both community health doctors and primary care doctors. 
Today there are few qualified applicants to positions as community health doctors, 
even in urbanized parts of the country.

The Directorate for Health and Social Affairs recommends strengthening the 
function of local community health doctor. The anchoring in the local autho-
rity must be clear. The county governor/chief county medical officer can help 
to boost competency locally by putting systems in place to guide and follow 
up the community health doctors in all counties. (Chap. 4)

Cohesion and interaction 

1

2
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          SUMMARY ›
Better funding schemes
General practitioner (GP) services and contract-based physiotherapy are largely fund-
ed by central government. The professional content and priorities of a contract-based 
primary care doctor or physiotherapy practice are, in practice, controlled by practi-
tioners themselves. The primary health services are to realize key health policy goals 
for preventive work, while providing adequate treatment to those needing it most. It is 
especially important that the totality of schemes reaches the most vulnerable groups. 
To realize these objectives it may be necessary to strengthen the local authorities’ role 
as a public provider of primary health care. Schemes should be considered that may 
better integrate self-employed practitioners with contract-based National Insurance 
funding with the municipality’s other tasks and responsibilities for the health service. 
For instance, the local authorities must use their ability more to enter into contracts 
whereby primary care doctors can do public sector GP work. It should also be consid-
ered whether the local authorities should be given greater funding responsibility, thus 
also getting greater authority to control the overall activities of the priority health 
policy areas. 

The Directorate for Health and Social Affairs recommends an assessment of 
whether priority patient groups receive adequate attention from primary care 
doctors and others with the incentives inherent in the current funding system. 
(Chap. 4)

Perceptions vary on how the performance-related funding scheme functions in both 
clinical and administrative practice in specialist health services. The Directorate for 
Health and Social Affairs would emphasize that the funding scheme must not set 
the terms for prioritizing measures, e.g. by considering the «profitability» of treating 
certain patients. The funding schemes should be enhanced with a view to supporting 
professionally good and effective specialist health care, including good collaboration 
on integrated patient care. The Directorate has been tasked with reviewing the activ-
ity-based funding system. 

The Directorate for Health and Social Affairs recommends a broader assess-
ment of the ability of the funding schemes to foster integrated patient care 
and set correct priorities. (Chap. 5)

Young people smoke and drink less
There is a lot of good news from public health efforts aimed at children and youth. The 
percentage of smokers in youth demographics has fallen steadily since 2000. Among 
young people aged 13 to 20 the prevalence of daily smoking has been cut nearly in 
half. At the same time the percentage of users of smokeless tobacco has risen, and 
among young people there are almost as many smokeless tobacco users as smokers. 
It is also good news that alcohol use among young people aged 15 to 20 has declined 
in the past three years, after many years’ steady increase in consumption. Average 
consumption has fallen from 5.5 to 4.4 litres from 2003 to 2006. There has also been 
a welcome reduction in adolescents’ use of cannabis from 2000 to 2005. However, 
children are on average less active than before, and obesity is an growing problem, 
with nine children in ten consuming more sugar than what is recommended. Only 
about one child in ten eats the recommended amount of fruit and vegetables daily. 

4
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The Directorate of Health and Social Affairs recommends stepped-up use of 
structural and regulatory instruments to promote the health of children and 
adolescents. Schemes that regulate prices and availability are effective and 
should be preferred. (Chap. 2)

Three per cent receive social assistance
Social assistance recipients make up three per cent of the population. If we include the 
children and spouses of recipients, just under five per cent of the population are sup-
ported by economic social assistance. Although the number of social assistance recipi-
ents declined somewhat in 2005, the percentages of recipients for whom assistance 
was their main source of income and of long-term recipients have risen. There is consid-
erable variation in portioning out social assistance at municipal level. Social assistance 
is not always sufficient to ensure a family an income above the poverty line. This may 
especially have adverse consequences for children of assistance recipients and for long-
term recipients.

The Directorate for Health and Social Affairs recommends greater attention 
to the effects of economic social assistance on living conditions for various 
categories of recipient. The purpose should be to better serve those with the 
greatest needs, including families with children and long-term recipients of 
social assistance. The Directorate for Health and Social Affairs also recom-
mends considering schemes targeting youth at risk through a collaboration 
involving educational institutions, child welfare authorities and the new Nor-
wegian Labour and Welfare Organization (NAV) (Chap. 3)

The Drug Reform – not enough use of individual plans
The evaluation of the Drug Reform indicates that the biggest challenge to users is a 
lack of coherence in the services being offered. Individual plans are a tool for ensuring 
better interaction among service levels, and the use of such plans has risen since the 
Drug Reform was introduced. Six out of ten patients do not have an individual plan.

The Directorate for Health and Social Affairs recommends increased use of in-
dividual plans for patients released from interdisciplinary specialist treatment 
and the mental health services, with realistic targets that can be followed up 
by the local authorities (Chap. 5) 

New quality indicators for specialist health services
21 quality indicators have been developed for specialist health services. They were 
presented in connection with the scheme permitting free choice of hospital. These 
indicators were criticized from various quarters because they do not adequately 
capture quality elements that are relevant to patient care. Though trends for most 
quality indicators in the specialist health services are headed in the right direction, 
these services still do not meet the ministry’s requirements for the number of summa-
ries of case records sent out within a week and the absence of corridor patients. There 
is a rather wide variation among hospitals on many of the quality indicators. Some 
hospitals have persistent deficiencies for the same quality indicators.

The Directorate of Health and Social Affairs recommends developing new indi-
cators in the specialist health services that provide a more accurate picture of 
the quality of patient care. The quality indicators should be developed with a 
view to being used actively in management. (Chap. 5)

7
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          SUMMARY ›
Quality work must become a primary concern of management
In an international context the quality of Norwegian health and social services is very 
good. Even so, there are quality deficiencies in a number of areas. Portions of the 
services may be ineffective or harmful, unintended errors can arise, coordination may 
be inadequate, users are not sufficiently included in assessments, the services are not 
delivered equitably among population groups and resources are not utilized optimal-
ly. Such key quality aspects have not been a primary concern of those who manage 
the health and social services. A broad working group headed by Assistant Director 
Asbjørn Hofsli, Central Norway RHA, has made the following recommendations on 
behalf of the Directorate: 

Measures should be implemented at a national, regional and local level to 
promote a focus on activities to improve quality among management and 
organizations:
›  Implement and lead systematic improvement efforts in the organization’s 

own activities and  across services 
›   Develop an open and appreciative culture that supports learning, reflection  

and improvement
›  Create increased collaboration among professions, units and levels and  
 among research, teaching and practice 
›  Introduce proper management systems (including IT) for interaction, 
 improvement work and knowledge management
›  Ensure the proper qualifications of practitioners
›  Report on quality based on the six objectives in the quality strategy  
 (Chap. 8) 

Democracy and legitimacy
Traditionally the health service has enjoyed a high level of legitimacy among the pub-
lic. In recent years we have seen a tendency for the public’s general faith in the health 
service to decline, while people largely trust and are satisfied with the service provid-
ers they are in contact with. There are rising expectations of what the health service 
should provide. The National Health Plan for Norway emphasizes that the health 
service will continue to be politically controlled and professionally run and be charac-
terized by openness and participation. The plan discusses measures that can help to 
bring this about: regular presentations to the Storting on the situation of the health 
service, involving patient organizations and other parties, including ethnic minorities, 
candour about mistakes and unintended incidents, further development of a national 
system of indicators, systematizing agreements between local authorities and hospi-
tals and responsible resource management in line with Storting guidelines.

Recruitment needs to be better
A primary challenge in the next few years will be the availability of labour. This per-
tains especially to care tasks at municipal level. The Government has set ambitious 
targets in the personnel field. By 2010, 10,000 new FTEs with relevant training are to 
be recruited to the municipal nursing and care services. 12,000 unskilled persons are 
to become qualified in the nursing professions. It is impossible to estimate exactly the 
need for health and social services personnel in the future. The challenge becomes 
clear when we look 40 years ahead. The number of persons of working age will be 
constant, while the number of people over 67 will double. To maintain the same level 
of service, there may be a need to double current staffing needs. New technology and 
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better organization may serve to moderate these needs. The World Health Organiza-
tion estimates that 57 countries do not have enough health care workers to meet the 
health-related Millennium Goals. The contrasts between Norway and poor countries 
in the South may be illustrated by a doctor density per 100,000 population of 348 
doctors in Norway and 1.1 in Malawi, a partner country for Norwegian development 
aid policy.

 The Directorate for Health and Social Affairs has been tasked with drafting 
a long-term and sustainable plan for recruiting health and social services 
personnel that does not have adverse impacts by draining key staff resources 
from poor countries. (Chap. 8)

Accessibility for all
The concepts universal design and accessibility for all are making themselves felt in 
various sectors in Norway. Facilitating persons with disabilities has now been replaced 
by facilitating the entire population. A lack of accessibility serves to exclude people. 
Only one dwelling in twelve in Norway accommodates wheelchair users. The situation 
at municipal level is far better: four out of ten municipally owned dwellings are wheel-
chair-accessible. We do not have reliable statistics on the accessibility of schools and 
the educational system, public and private institutions and transport.

The Directorate for Health and Social Affairs recommends a review of current 
legislation with the aim of incorporating accessibility standards in laws, regu-
lations, action plans, standards and licences that cover planning, designing 
and operations, to ensure universal design and accessibility for all. (Chap. 1)

Strengthening health information systems to combat  
social inequalities in health
Social inequalities in health are still considerable in Norway. From 1970 to 2003 the 
relative difference in mortality between 45–59-year-olds with high education levels 
and those with low levels increased throughout the period, even though people in all 
categories saw reduced mortality. Healthy 30-year-old men with a university educa-
tion live almost five years longer than healthy 30-year-old men with lower second-
ary school as their highest level of educational attainment. For healthy 30-year-old 
women the difference is about three-and-a-half years. Corresponding differences are 
observed for most diseases and pertain both to prevalence/incidence and survival 
from the date of diagnosis. Chronic obstructive lung disease is primarily due to many 
years of smoking. More than 200,000 are affected, and the prevalence has risen 35 
per cent in 15 years. There are substantial social inequalities in the prevalence of 
chronic obstructive lung disease, which among other things can be linked to differ-
ences in tobacco use. In a way it makes sense that those with the highest levels of 
education and high incomes most readily inform themselves on health issues. It is 
important that society’s overall information activity and provision of services do not 
amplify these differences.

The Directorate for Health and Social Affairs recommends a targeted focus in 
information efforts for the public in various areas to prevent an increase in 
social inequalities in health. (Chap. 1)
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          SUMMARY ›
Social inequalities in dental health
Just as there are social inequalities in general health, there are social differences 
in dental health. The trend is towards improvements in dental health in the entire 
population. Regular dental care and preventive activities in the dental service have 
enabled most people to keep their own teeth their entire lives. However, it appears 
that the improvements are taking place most quickly among groups with the highest 
education levels and that differences among social groups are increasing. As rule, 
people receive assistance from health and social services when they need it. The 
dental service is organized differently, where the criteria for receiving free dental care 
may in part go against need.

The Directorate for Health and Social Affairs recommends that the dental serv-
ice work diligently to reduce the social inequalities in dental health and an 
assessment of whether publicly funded dental care reaches users with regard 
to need. (Chap. 7)

Survey of rare diagnoses
Thousands of people in Norway live with rare diagnoses and disorders. These people 
are less able than the general public to rely on assistance from ordinary services for 
adequate help for their health problems. This involves diagnoses and disorders affect-
ing one to 500 people in the country. There are currently 16 resource centres for rare 
diagnoses and disorders in Norway. They provide services to persons with over 300 
rare conditions. We know too little about the health status and living conditions of 
these people.

The Directorate for Health and Social Affairs recommends surveying the preva-
lence of rare diagnoses and disorders and the living conditions of these groups 
(Chap. 3)

Inadequate services for the mentally ill and substance-dependent
In 2005 the Norwegian Board of Health noted that several of the younger user groups 
at local level are not receiving the range of services they need. This pertains especial-
ly to services for people with mental disorders and substance dependencies and users 
with complex and prolonged needs. People with mental disorders receive a range of 
services that on the whole is poorer than other recipients of care services, regardless 
of age and place of residence. Substance abusers also have little contact with munici-
pal care services, and receive less practical assistance, training, support contact and 
places in care institutions than others. The current range of services for this group is 
limited in scope, content and focus. 

The Directorate for Health and Social Affairs recommends further bolstering 
services for users with significant and complex needs in the areas of mental 
health and substance abuse.(Chap. 4 and 5)

Knowledge and learning
Monitoring and evaluating services is something different and more than a descrip-
tive activity where one has an overview of factual knowledge about the services. 
Knowing is not enough. There also needs to be a qualified assessment of the informa-
tion and an ability and willingness to act. Before this happens, the quality circle is not 
closed. Three prerequisites must be met:
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•  We must be able to measure or describe activities and outcomes is a satisfactory 
manner.

•  We need to know what good or poor processes and outcomes are. We can obtain this 
either by having a professional or politically defined standard, or we can compare 
ourselves with other similar activities

•  We must be willing and able to accept what the findings tell us and make the neces-
sary changes when activities and outcomes are not the way we want them. Assess-
ment without such readiness and ability to change has little value 

On behalf of the Directorate for Health and Social Affairs, a working group headed by 
Chief County Medical Officer Petter Øgar, Sogn og Fjordane, has made the following 
recommendations in the health and social sector that the Directorate endorses:

New monitoring schemes should be implemented nationally, regionally and 
locally to monitor key areas of importance for the quality of deliveries: 
› Gather experience from other countries, make conscious choices about  
 the way forward 
› Clarify the purpose of monitoring activities on various levels
› Separate out various health and social services areas in future planning
› Close the quality circle: Not only planning and recording, but also 
 evaluating and acting
› Make strategies a fundamental part of the services
› Harmonize national strategy with local professional engagement (Chap. 8)

The health care and social services are organized to provide services at the lowest 
effective level of care. Unlike most countries we compare ourselves with, we have 
a decentralized population. The objective is to deliver the services close enough to 
the users and with high professional quality. This is not always easy, and planning 
requires careful consideration of the functions to be provided at various levels. Even 
though each activity in the health and social services can be performed with a high 
level of safety, the volume of activities and the sum of them may result users being 
subject to unintended incidents.

The National Health Plan for Norway discusses such matters as sharing information, 
local hospitals, patient safety, primary care doctors, accident and emergency units, 
district psychiatric centres, mobile teams, emergency networks and the national 
health network in this chapter.

More beds
Overoccupancy in internal medicine wards is an important trend the past 15-20 years. 
Even so, from 2002 the number of beds in internal medicine wards has declined. The 
ratio between the number of internal medicine and surgery beds is lower than in the 
other Nordic countries. In many municipalities it may appear that the number of insti-
tutional beds for elderly or patients with significant and complex needs is low. The mu-
nicipalities have all together around six per cent lower coverage for institutional beds 
for inhabitants over age 80 than the forecasts from the ministry for 2006 indicate. It is 
undignified and medically unwise for patients to be placed in hospital corridors.  

Proximity and security
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          SUMMARY ›
The Directorate for Health and Social Affairs believes a review should be done 
of the total number of institutional beds for older patients with significant and 
complex needs, particularly in view of demographic changes. (Chap. 5)

Strengthening municipal primary health care
The child health clinics and school health services for ages 0–20 are statutory munici-
pal health services that are to be easily accessible to users. There is great support for 
the child health clinics, and four out of five children are seen at a child health clinic at 
all five check-up prior to Year 2 in school. Practically all of them come for the eight-
week check-up. It has been many years since the Norwegian Board of Health pointed 
out material defects in school health services. The total increase in personnel in child 
health clinics and school health services from 1998 to 2005 was a modest 330 FTEs 
nationally. The number of doctors and physiotherapists is down a bit, while there are 
slightly more health visitors. School health services play a vital role in encouraging good 
life habits and healthy weight in children and adolescents, engaging in prevention and 
being able to detect children and adolescents with special problems and needs.

The Directorate for Health and Social Affairs recommends strengthening 
primary health care professionally and in terms of capacity. This applies 
especially to school health services, child health clinics, the community health 
doctor function and general practitioner services. (Chap. 4)

The primary care doctor as medical adviser and coordinator
Primary care doctors are to perform vital tasks at municipal level beyond being a care 
provider. Health care personnel need primary care doctors in their role as medical 
advisers and coordinators. The local authorities underutilize primary care doctors 
in carrying out medical work in public sector general practice. Patients in substance 
abuse and psychiatry, chronically ill in their own homes and various municipal care 
services do not always receive adequate follow-up from their primary care doctor. It 
is estimated that 50 more doctors are needed in nursing homes by 2010. The Norwe-
gian Labour and Welfare Organization and the Norwegian Medical Association have 
been collaborating on a strategy to reduce sick leave. Among other things, GPs have 
committed themselves to dialogue at workplaces.

The Directorate for Health and Social Affairs recommends that local authorities 
utilize all of the contractual hours that primary care doctors have for public 
sector general practice. In coming years it will still be important to strengthen 
the nursing and care sector, including home-based services. (Chap. 4)

National coordination in IT
There is considerable activity surrounding the introduction of electronic medical com-
munication in the health service. This work is characterized by a multitude of actors 
and solutions and the intersecting needs of flexibility and privacy. Electronic solutions 
are still not used as much as they should be, and potential benefits for patients are 
underutilized. At the beginning of 2007, under half of the summaries of case records 
from hospitals and fewer than one-tenth of referrals to hospitals were electronic. The 
Norwegian Health Network is to be a joint network solution integrating the entire 
health service. Four out of ten primary care doctors and nine out of ten local authori-
ties were not yet connected to the health network by the beginning of 2007.
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The Directorate of Health and Social Affairs believes there is a need to bolster 
national coordination and the use of common national components such as 
the Norwegian Health Network and national standards when introducing IT. 
Better coordination of involved actors is necessary. (Chap. 8) 

Physical habilitation and rehabilitation – regulations must be followed
Physical habilitation and rehabilitation are services to be provided by the local au-
thorities and health trusts (hospitals) that go beyond treatment and retraining. These 
services are to provide functioning and coping skills, contribute to independence and 
help people participate in the wider society. In 2001 requirements were laid down in 
a regulation mandating coordinating units for physical habilitation and rehabilitation 
activities in municipalities and health trusts. These units are to have high visibility 
and be easily accessible to users, making it possible to receive requests for physical 
habilitation and rehabilitation needs. Studies indicate that only around half of the 
local authorities and health trusts have such schemes in place and that very few have 
schemes that see physical habilitation of children and adults and rehabilitation of 
adults in the same context.

The Directorate for Health and Social Affairs wishes to emphasize that local 
authorities and regional health authorities must meet the requirements of the 
Rehabilitation Regulations for coordinating units. (Chap. 3)

Improve disaster preparedness
Major disasters and incidents causing extensive personal injuries and material dam-
age are relatively rare in Norway. Health services must always be prepared for the 
unexpected. The current threat picture also gives reason for increased attention and 
follow-up.

At year-end 2006 the Norwegian Board of Health reported that all local authori-
ties have plans for dealing with contagion. There are still ten municipalities that do 
not have health and social preparedness plans. Preparedness plans based on risk and 
vulnerability analyses are required by law. Even so, there is a feeling of uncertainty 
in local authorities and health trusts about what good crisis planning actually is. The 
Board of Health survey still shows differences in relevance, content and quality in 
existing risk and vulnerability analyses. 
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          SUMMARY ›
The Directorate of Health and Social Affairs recommends that preparedness 
efforts focus on improving the quality of preparedness plans at all levels, and 
as part of this work for adequate national indicators be developed for proper 
health and social preparedness at the municipal level. (Chap. 8)

Parents’ substance abuse harms their children
One in ten children and adolescents live with alcohol-dependent parents. Between 
one and two per cent of all children and adolescents grow up in family situations with 
a parent who is mentally ill. Two out of three children of mentally ill parents develop 
mental health problems themselves and one out of three has serious problems. Most 
at risk are children of parents with personality disturbances.

The Directorate for Health and Social Affairs recommends improvements in 
ensuring long-term and continuous follow-up of children of mentally ill and 
substance-dependent parents. (Chap. 1 and 4)

 

Stronger user role
The Patients’ Rights Act has given patients and users distinct rights. Both the quality 
strategy and the National Health Plan for Norway emphasize user involvement as a 
fundamental principle for developing services. The National Health Plan for Norway 
discusses such instruments as user experiences, candid information, choice, using 
user preferences and enhancing the position of patients/users vis-à-vis local authori-
ties and health authorities and health trusts. Greater influence from users means that 
the service must find new ways of working. The services must show openness and 
invite patients and users to all relevant decision venues. At the same time, it is in the 
users’ interest that the services are developed in a knowledge-based direction and 
that mechanisms exist to ensure that powerless user groups are heard as well.

User involvement at all levels
The number of recipients of nursing and care services under age 67 has doubled 
in ten years. These services must especially do more in the way of facilitating user 
involvement in this age group. Adequate and adapted integrated services based on 
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individual wishes and needs are a major challenge to local authorities. There is still a 
shortage of dwellings that accommodate younger people with care needs. Technologi-
cal developments will continue to put their stamp on care services. Younger people 
will benefit more than their elders from modern technical aids such as computers and 
mobile phones. Everyone is entitled to individually tailored services. If participation in 
the work force is not an option, their days should be full. For most people a social life 
is important. Meaningful leisure time is pleasurable and ensures well-being, key fac-
tors for maintaining health and level of functioning. For many people in this category 
a home of their own with a chance for privacy and with access to common spaces and 
being with others would be a good thing to provide.

The Directorate of Health and Social Affairs recommends a commitment to 
research and methodology development that can inspire and help local au-
thorities to have better tools for designing professionally adequate services 
particularly tailored to younger users. New thinking and alternative designs 
of the array of services will be important. (Chap. 4)

Need for evaluation
There is a great need to evaluate various health-promoting and disease-preventing 
schemes. We need especially to know more about the extent to which young people 
avail themselves of existing informational and service offerings and how they them-
selves evaluate these schemes.

The Directorate of Health and Social Affairs recommends further research into 
the extent to which young people avail themselves of health-promoting and 
preventive schemes already implemented. (Chap. 2)

Strengthen users’ role
In connection with the drafting of the National Quality Strategy, a broad working 
group chaired by Mette Kalve, director of the Norwegian Women’s Public Health Asso-
ciation’s «Kløverinstitusjoner» made the following recommendations on behalf of the 
Directorate of Health and Social Affairs that the Directorate endorses:

Strengthen the role of users in health care and social services by:
›  involving users actively in their own cases/treatment and in improving the 
 services 
›  developing and using methods and tools to systematically gather users’ 
 experiences 
›  bolstering research on and continuing education in user experience and 
 user  nvolvement 
›  strengthening the collaboration with user organizations (Chap. 8)

Personnel and their professional quality are the most important resource of the 
health and social sector. Good professional quality implies a holistic view of the 
outcomes of the health service, where knowledge and values from the humanities 
and natural and social sciences merge and the user perspective has an increasingly 
central place. Knowledge is evolving at an ever quicker pace, and new methods in 

Professionalism and quality
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          SUMMARY ›
diagnostics, treatment and rehabilitation are being developed. Prioritizing correctly 
among all the possible good objectives is arduous. The health service is faced with 
the challenge of having to compare the importance of various degrees of survival, 
being symptom-free, quality of life and coping skills. Education, research, quality 
improvements and reflecting on practices are key in propelling professionalism and 
quality efforts in these services. The National Health Plan for Norway discusses vari-
ous means of improving professionalism and quality in health services: establishing 
a national council for quality and priorities, developing national guidelines, indica-
tors and quality registers, establishing a unit for patient safety, the quality strategy, 
the health library, assessing new and expensive technology, coordinating capital 
outlays, cooperation agreements with the Norwegian Association of Local Authori-
ties, forecasts for health worker needs, curricula in training programmes, review of 
specialist training of doctors, encouraging research on health registers, the nurs-
ing and care sector, general medicine and rehabilitation and better accessibility to 
international research.

Social services must be more attentive to the needs of children
In recent years we have seen a steady increase in the number children living in house-
holds receiving economic social assistance. From 2004 to 2005 the number rose by 
9,200. This is a worrisome development, especially in view of the fact that children of 
social assistance recipients report acutely feeling the family’s financial straits, despite 
their parents’ best efforts to shield them. This indicates that social assistance does not 
always enable parents to fulfil their duties to meeting their children’s material needs.

The Directorate of Health and Social Affairs recommends increased attention to 
the individual rights of children in the Social Services Act. In keeping with the 
intentions of the Act, social services staff are to focus on the children’s overall 
situation, in both an economic and social welfare perspective. (Chap. 3)

Preventive efforts – a part of treatment
What happens abruptly and is acute, is readily attended to, in the health service as 
well. Preventive health efforts are long-term and require simultaneous efforts in sev-
eral arenas. In a number of public health areas there are action plans and strategies 
based on solid documentation and that can support health service efforts to promote 
healthier lifestyles.
 
The Directorate of Health and Social Affairs recommends that as part of 
their prevention, treatment and rehabilitation efforts, health services in-
tensify their commitment and skills development to bring about changes in 
lifestyles (Chap. 2)

Electronic health records must be improved
Norway is relatively advanced in the use of electronic health records (EHRs). 
They are used by nine out of ten primary care doctors and by over nine out of ten 
hospitals. In 2005 no other country we know of had such widespread use. It has 
been recognized that today’s EHR systems inadequately meet the health services’ 
professional and administrative needs. Their functionality is still limited. It has 
been claimed that «current EHR solutions are largely a continuation of paper-based 
documentation-oriented health records». A major challenge is integrating EHRs 
and a wide range of patient data management systems, also known as clinical 
information systems (CISes). In municipal nursing and care services, the gap be-
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tween the existence and use of EHRs for documenting health care is about as wide 
as in hospitals. In 2005 330 of 433 local authorities purchased EHR systems for 
their health services. A questionnaire survey conducted of municipal sector nurses 
revealed that only a quarter of the implemented functions in the local authority’s 
EHR system was used regularly by the nurses.

The Directorate of Health and Social Affairs recommends that refinements of 
EHRs emphasize more supporting the entire «patient career» and medical deci-
sion-making processes so that EHRs can be used as an adequate clinical tool. In 
this effort, active participation of clinicians themselves is necessary. (Chap. 8)

Better information about the mentally retarded
There are more than 20,000 people with mental retardation in Norway. They are as 
different in their interests and needs as most people, and it is crucial for the services 
to address their individual characteristics and needs. In 2005 the Norwegian Board of 
Health performed a nationwide inspection of municipal health and social services for 
adults over 18 with long-term and complex needs for services. This also included the 
mentally retarded. The Board of Health concluded that most of the local authorities 
investigated do not ensure that service recipients with long-term and complex needs 
receive proper health and social services. 

The Directorate of Health and Social Affairs recommends the development of 
more accurate data for monitoring the living conditions of the mentally retarded 
and the development of services for them. (Chap. 3)

Better treatment for stroke patients
Stroke is one of Norway’s most widespread afflictions. 15,000 persons in Norway suf-
fer a stroke each year. One out of four who suffer a stroke is under 70. The number of 
strokes may increase by 50 per cent in the next 20 years because there will be more 
elderly. The risks and consequences of stroke can be reduced if treatment is organ-
ized effectively and if the correct treatment is administered quickly. New knowledge 
about optimal treatments for stroke has not been fully adopted in Norway, and there 
are wide variations in treatments offered. Admission of stroke patients to specialized 
stroke units, where the immediate start-up of rehabilitation is integrated into acute 
treatment, reduces the risk of death by 10 per cent. The fraction of those who manage 
one year after the stroke is also 10 per cent higher. Treatment in a stroke unit is effec-
tive for at least 10 years after the stroke. The World Health Organization recommends 
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          SUMMARY ›

that all stroke patients be admitted to a stroke unit in the acute phase. The capacity 
in Norway for treatment in stroke units is 50-60 per cent of the need. This may mean 
that four out of ten stroke patients do not get adequate treatment.

The Directorate for Health and Social Affairs recommends a detailed study of 
the organization of acute services for stroke patients, their quality and capac-
ity and mobile rehabilitation teams in Norway. (Chap. 5)

Diabetes: a growing national health problem
The number of persons with diabetes, especially type 2 diabetes, has exploded in the 
past 30 years. The increase is greatest among young adults, and appears to be linked 
to a general weight gain and reduced physical activity in the population. There are 
few signs that his trend will reverse.

The prevalence of type 1 diabetes in children is also on the rise. Cross-sectional 
studies indicate that nearly 30 per cent of the adult population has problems with 
elevated blood sugar levels. The prevalence of diabetes among immigrants is con-
siderably higher than for ethnic Norwegians. Preliminary unpublished data suggest 
that treatment outcomes are also poorer in this group. Around 100,000–120,000 
persons are known to have diabetes in Norway. Approx. 80 per cent of them have 
type 2 diabetes, 10 per cent have classic type 1 diabetes and 10 per cent adult-onset 
autoimmune diabetes. In addition, it is estimated that the number of persons with 
undiagnosed type 2 diabetes is also approx. 100,000. Type 2 diabetes results in a 
two- to three-times higher risk of cardiovascular diseases, and diabetes is a key risk 
factor for premature death. Medical experts are concerned that the treatment targets 
for diabetes are not being sufficiently met.

 The Directorate of Health and Social Affairs recommends a greater effort to 
increase diagnosing undiagnosed type 2 diabetes. (Chap. 6)

Strategy for quality improvement
As part of the work on the National Strategy for Quality Improvement in Health and 
Social Services, two broad working groups chaired by Professor Erik Fosse, Rikshos-
pitalet-Radiumhospitalet Health Trust and Ingri-Hanne Brænne, third vice president 
of the Norwegian Union of Social Educators and Social Workers (FO) made recom-
mendations on what should be done to improve the capacity and ability of health and 
social services personnel to deliver quality services. The groups have made the follow-
ing recommendations, which the Directorate endorses:
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Strengthen the practitioner’s contribution to quality improvement in health and 
social services by.
›  raising the level of skills in quality improvement
›  setting aside time and resources for continuous improvement efforts
›  raising the level of skills in knowledge management
›  facilitating access to empirical and summarized knowledge
›  strengthening systematic sharing of experience and reflection on practice  
 (Chap. 8)

Improve education
As part of the work on the National Strategy for Quality Improvement in Health and 
Social Services, a broad working group chaired by Ingri Hage, Askøy Municipality, 
made recommendations on what should be done to ensure that educational pro-
grammes help to improve the quality of health and social services. The group has 
made the following recommendations, which the Directorate endorses:

Strengthen educational programmes’ contribution to quality improvement in 
health and social services by.
›  incorporating improvement knowledge in all national and subject curricula 
 and developing suitable instructional modules 
›  boosting skills in improvement work of instructors in educational programmes 
›  entering into agreements between educational institutions and fields of 
 practice on participation on joint improvement projects
›  carrying out improvement work during programmes of study, also in  
 connection with trainee periods
›  strengthening knowledge management. user involvement and interaction  
 in the educational programmes (Chap. 8)
 

The health and social sector is a key factor input for other parts of society as well. 
Efforts in social services help to lay the groundwork for coping and meaningful par-
ticipation in social life, and health services help the population to have a greater and 
longer-lasting capacity for work. Greater awareness of the effects of the health and 
social sector on the workforce and society-at-large also help to raise the visibility of 
the sector’s importance. The World Health Organization attaches importance to work 
on health systems, i.e. all efforts in society aimed at influencing people’s health, and 
the interaction among health systems, health and economic growth. The National 
Health Plan for Norway mentions the importance of public health policy for the work-
force, strategies for particularly at-risk groups, physical habilitation and rehabilita-
tion, and efforts in health, safety and working environment. 

Fighting poverty
Poverty and social exclusion have been high on the EU policy agenda. However, for-
mulating comparable indicators in the social area is a formidable task. A comparison 
of annual low income levels in the period 1999–2004 for a number of European coun-
tries using the EU scale (with 60 per cent of the median income as the poverty line) 
shows that no country has managed to eliminate poverty. Even the countries with 
the lowest percentage of poor have a substantial share. Compared with many other 
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          SUMMARY

European countries the percentage of people in Norway with annual low incomes is 
small. The aim of establishing the new Norwegian Labour and Welfare Organization is 
to help bring about higher labour force participation. The Directorate for Health and 
Social Affairs believes there are particular reasons for increasing labour force partici-
pation among at-risk groups, also as a means of reducing social inequality in health 
and social exclusion. Opportunities to participate in the labour market vary widely 
for different groups. Statistics Norway is able to note a welcome decline in unemploy-
ment among immigrants from 8.3 per cent in the fourth quarter of 2005 to 6.1 per 
cent in the fourth quarter of 2006. Among the non-immigrant population, registered 
unemployment fell from 2.6 to 1.8 per cent. At the same time we know that the op-
portunities for participating in the workforce are substantially fewer for the physically 
disabled and mentally retarded. When unemployment in general is low, the conse-
quences of remaining outside the workforce will be all the greater for the individual.

 To reduce social inequalities in health, the Directorate of Health and Social 
Affairs recommends a review of schemes aimed at increasing labour force 
participation among at-risk groups. The schemes’ incentive effects should be 
assessed in particular. (Chap. 1)

Disability shall not be a barrier
Persons with disabilities have lower educational attainment than the remainder of the 
population. Over time the level of educational attainment has risen for the disabled 
as well as the rest of the population, though differences in educational attainment 
between these two groups have remained relatively stable. Persons with disabilities 
end their educational careers earlier than those who are not disabled. Fewer go on for 
master’s degrees, not to speak of Ph.D.s. Most end their studies at university or in col-
lege at the bachelor’s level or lower. One reason is the barriers the physically disabled 
confront because places of study and learning materials are not accessible. In 2005 
the probability of labour market participation among persons with disabilities was a 
whopping 2.3 times greater for those with higher educations than those with merely 
lower secondary school educations.

 Targets should be set for reducing the relative differences in educational 
attainment between persons with disabilities and those without disabilities. 
At the same time current schemes and instruments should be reviewed and 
assessed in view of this objective. Instruments and schemes to foster diversity 
in the labour force must also include persons with disabilities. (Chap. 1)

Bolster physical habilitation for paediatric patients
Paediatrics is seeing progress in numerous areas with higher survival rates. With 
intensive treatment, many cancers in children have high survival rates. Some children 
have congenital defects that were once fatal but now can be treated surgically. Many 
of these children will suffer complications of the disease or treatment, which will 
mean new treatment needs later in life. Today, 95 per cent of children with congenital 
heart disease survive, and more than 90 per cent live past age 16. 20-30 per cent 
continue to have medical problems due to residual conditions such as cardiac valve 
disease, arrhythmias or impaired cardiac muscle function.

The Directorate for Health and Social Affairs recommends strengthening phys-
ical habilitation efforts targeting children and adults to address the needs of 
paediatric patients with conditions they will have their whole lives. (Chap. 5)
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Children learn from the 
bad habits of adults
The habits of children and 
young people reflect adult 
lifestyles and tendencies in 
society. To influence children 
and adolescents, it is neces-
sary to influence the society 
around them – also adults. 
Day nurseries, schools and 
families are particularly 
important venues. Adults are 
important role models. They 
should be aware of this, and 
adequate structures must be 
erected to encourage healthy 
habits.

 To improve public health 
and reduce social in-
equality in health the 
Directorate for Health and 
Social Affairs recommends 
smoke-free and smokeless 
tobacco-free school hours 
for pupils and staff alike. 
(Chap. 2)

Ikke plass til all tekst, 
kan fjerne bildet på 
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«The percentage of smokers among 
young people has fallen steadily since 
2000. Among young people aged 13 
to 20 the prevalence of daily smoking 
has been cut nearly in half.»
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For the seventh year in a row the UN has named Norway the best 
country to live in.1. Not without reason: The vast majority of Norwe-
gians enjoy good health and good living conditions. Yet at the same 
time, the gap is widening between rich and poor.

In the most important areas, most people’s living conditions have improved in the 
past 25 years. People’s incomes and net worth have increased. Material living stand-
ards are clearly higher. Education attainment is up substantially, and there has been 
sharp growth in employment. Unemployment is low compared with other countries, 
and general health is better than before. 

Even though in the main the trend has been positive for most, inequality and grow-
ing differences are also part of the big picture: 

Incomes are rising, but not for everyone. Groups in which many persons are weakly 
connected to the labour market, such as social assistance recipients, immigrants and 
the chronically ill, have seen weaker growth than the population as a whole2.

Many families with children have low incomes. Although most families with children 
have seen substantial income growth since the mid-1990s, there is still a large group 
of children living in families with very low incomes. In addition, in recent years there 
has been an increase in the percentage of children living in families with persistently 
low incomes3. 

The income distribution has become more skewed. The distribution of income 
among different groups in society has become more unequal in recent years. In 1990 
those in the top income decile of the population had all together 19 per cent of the 
total income in the country. By 2004 this share had risen to 25 per cent. Among those 
in the bottom income decile the share was reduced from 4 per cent in 1990 to 3.5 per 
cent in 20044. 

Some are worse off than others. Among persons with low incomes, retirees on a 
basic pension, social assistance recipients, immigrants from non-Western countries, 
the long-term unemployed and young singles are overrepresented4. 

There are considerable social inequalities in health. These social inequalities in 
health are substantial, regardless of whether they are defined in terms of education, 
occupation or income5. In Norway, as in other countries, good and poor health is 
unequally distributed by socioeconomic status. 

Children and youth in the population 
On 1 January 2006 1,093,000 children and adolescents under 18 were living in 
Norway6. This means that children and adolescents constitute about a quarter of the 

A widening gap between rich and poor
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population. Eight out of ten children and young people live in densely populated ar-
eas. In 2005, 56,760 babies were born. Immigrant children represent eight per cent of 
the population aged 0-17. Most immigrant children have backgrounds from Pakistan, 
Iraq and Somalia. 

Families of children and young people 
On 1 January 2005 there were 469,200 married couples with children living at home in 
this country. The number of cohabitant couples with children in common was 102,300. 
Among cohabitating and married couples families with two children were most com-
mon. Since 1989 the percentage of children aged 0-17 living with both parents declined 
from 82 to 75. The decline for children living with married parents is even greater, from 
78 to 59 per cent. More children have cohabitating parents today than in 1989. 

Couples with children have the largest debt 
Couples with children aged 0–6 are the household type that has borrowed the most 
and seen the biggest increase in debt. This group had an average debt of over NOK 
1.1 million. All household types with children have seen weak income growth. Average 
earned income for couples with children under 17 living at home was three times as 
high as the corresponding income for a single mother/father with children in the same 
age group living at home. Families with children under seven years of age received on 
average NOK 45,000 in tax-free transfers from the public sector in 2004. Correspond-
ing figures for families with children aged 7–17 was NOK 33,000. Single providers 
received NOK 63,000 in the same period. There were 129,000 social assistance re-
cipients in Norway in 2005, 14 per cent of whom were single mothers with children, 5 
per cent were single fathers with children and 12 per cent couples with children under 
18 years of age. 

A widening gap between rich and poor

RECOMMENDATIONS

The Directorate for Health and Social Affairs would like to emphasize in particular:

›  giving priority to venues reaching all or most children – including child health clinics, day  
nurseries, schools, school health services – in efforts to improve health and living conditions

›  identifying differences in living conditions and giving priority to research on short-term and  
long-term consequence of growing up in poverty

›  reviewing current legislation with the aim of incorporating accessibility standards in laws,  
regulations, action plans, standards and licences that cover planning, designing and operations,  
to ensure universal design and accessibility for all.

›  reviewing schemes to increase labour force participation among at-risk groups. The schemes’ 
incentive effects should be particularly assessed.

›  setting targets for reducing the relative differences in educational attainment between persons 
with disabilities and those without disabilities. At the time current schemes and instruments 
should be reviewed and assessed in view of this objective. Instruments and schemes to foster 
diversity in the labour force must also include persons with disabilities.
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Education and work
At the start of the 2005/2006 school year, there were around 620,000 pupils in 
primary and lower secondary schools. There were the most pupils in Year 9, 62,900, 
fewest in Year 2, 59,600. In autumn 2005 over 37,300 pupils in primary and lower 
secondary schools received special Norwegian language instruction, six per cent of 
the total. 20,700 pupils received first language instruction. In upper secondary educa-
tion there were 180,900 pupils and apprentices. There were the most pupils in one-
year foundation courses, 39 per cent. In all, 41 per cent of all upper secondary school 
pupils chose general and business studies. 

Young people choose education over work. More than eight out of ten teenag-
ers aged 16–19 are in school. Only 10 per cent of this age group is working full time. 
There were 2,300 registered unemployed under age 20 at the end of 2005. 

Children’s and young people’s leisure time 
One in three children aged 9–15 reads books on an average day. On average they 
spend 15 minutes on reading books. Nine out of ten children watch television. 13–15-
year-olds watch the most TV. Nine out of ten children aged 9–15 go to the cinema. 
Children attend the cinema five times a year on average. Four out of ten children 
aged 9–12 use the Internet. In the age-group 13–15 it is seven out of ten. More than 
800,000 children and young people between 0 and 19 are members of sports clubs. 
More than half of them are boys. Football, handball and skiing are the most popular 
activities with both sexes. 

There are clear correlations between health and social variables such as education, 
occupation and income. Social inequalities in health are almost as great in Norway as 
in other Western European countries. For example, estimates from Statistics Norway in-
dicate that on average male higher salaried employees live nearly five years longer than 
unskilled workers, and almost 12 years longer than men who have been occupationally 
passive most of their lives7. Differences in longevity are somewhat smaller for women.
Differences in life expectancy are among the many examples of social inequalities in 
health. We find large inequalities in health by income, occupation, and education for 
most of the common health measurements. The causes of these inequalities in health 
are complex, and they exist within different sectors of society. Differences in life ex-
pectancy by occupation are therefore due not only to differences in working environ-
ment, but also to general living conditions throughout one’s life.

Most children enjoy good health, and social inequalities in health are not as visible 
as among adults. However, differences in the conditions in which they grow up are a 
key reason for inequalities in health later in life. 

Earlier this year the Government presented Report No. 20 (2006–2007) to the 
Storting, National Strategy to Reduce Social Inequalities in Health8. In it, the condi-
tions under which children grow up is a priority prevention area. Reducing social 
inequalities in the conditions in which children grow up is key to improving public 
health and reducing social inequalities in health.

International perspective on social inequalities in health
In recent years social inequalities in health have received increasing attention interna-
tionally as well. In March 2005 a commission under the WHO was set up to look into the 
causes of social inequalities in health. The commission will issue its report during 2007. 

Social inequalities in living conditions and health 
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Trends
Mortality among 45–59-year-olds has dropped sharply in Norway from 1970 until 
today. But if we compare persons with different education attainment, we see that 
inequalities have grown9. The group with the most years of education (university and 
college) have seen the sharpest reduction in mortality. Mortality figures updated up 
to and including 2004, shown in Figures 1.1. and 1.2, show that in broad outline this 
trend is continuing 10.

Figur 1.1. Mortality by length of education, men aged 45–59, 1970–2003.
Source: Norwegian Institute of Public Health, Rapport 2007:1.
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Figur 1.2. Mortality by length of education, women aged 45–59, 1970–2003.
Source: Norwegian Institute of Public Health, Rapport 2007:1.
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In research on causes of social inequalities in health, the life-course perspective is 
becoming increasingly important. More and more studies – Norwegian as well as 
international – link current mortality differences to inequalities in living conditions 
several decades earlier. Childhood was given particular importance. 

Much of this research is based on two different explanatory models. One starts 
with the idea that there is a critical period – normally very early in life – during which 
certain influences can have big consequences for health later on. The other is based 
on an assumption that good and bad influences on health accumulate over the life 
span. Some groups in society are at risk for different adverse living conditions that 
each result in a small increase in health risk. Even so, all together they can have great 
significance and contribute substantially to the considerable social inequalities in 
health we observe today.

Studies from a number of countries indicate that there may be something to both 
explanations. For some diseases, influence during certain periods of life (especially 
childhood) is crucial. For other diseases it is difficult to identify particular periods that 
matter more than others. It is the total effect throughout one’s life that makes the dif-
ference. This is confirmed, for example, by population studies from Oslo11.

International literature reviews also confirm a clear correlation between parents’ 
education, occupation or income during childhood with adult mortality12. What the 
correlation looks like varies. For some causes of death, such as lung cancer, adult 
health behaviour is most important. For cardiovascular mortality, both childhood and 
adult factors play a direct role. For some causes of death, such as stomach cancer and 
stroke, childhood factors play a key role by themselves.

When differences in mortality and longevity among adults today are correlated 
with differences in living conditions among children a generation or two ago, we must 
assume that differences in children’s living conditions will matter for social inequali-
ties in health in the future. A study of children’s living conditions shows that even 
today there are clear differences among various groups13. The study compares living 
condition indicators among children in low-income families with a smaller, represent-
ative control sample. 

Children and young people should have priority
Social inequalities in health among adults in Norway are well documented. National 
as well as international research confirms the importance of differences in living con-

RECOMMENDATIONS

To reduce social inequalities in health the Directorate for Health and Social Affairs recom-
mends.
› identifying social inequalities in living conditions among children
› giving priority to research on the importance of the life-course perspective for health and social  
 inequalities in health
› developing tools that can help raise the visibility of social distribution effects of schemes and  
 strategies aimed at children and adolescents
› giving priority to venues reaching all or most children – including child health clinics, day  
 nurseries, schools and school health services – in efforts to improve health and living conditions
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ditions in childhood as a cause of social inequalities among adults. 
Since there is good reason to assume that also today’s differences in living condi-
tions matter for inequalities in health in the future, children and young people should 
be given priority in preventive public health efforts. A goal should also be for as-
sessment and consideration of social inequalities to play a bigger role in designing 
policies and schemes.

Poverty and low income 
In the professional and political debate on measuring poverty and the extent of pov-
erty, viewpoints and assessments vary.
›  poverty primarily involves low or no income
› poverty must be viewed as relative to the average income level in society 
› income must be viewed over several years, as low income one year may be due to 
 chance factors 
› it is insufficient to look at income exclusively, since poverty is a multidimensional  
 and complex problem14 

International comparisons of poverty are usually based on income. Poverty is viewed 
as relative to the average income level in society. It is common to define income pov-
erty as «an income that is less than X per cent of the median income» in the country 
concerned. The EU uses 60 per cent of median income to define poverty, while the 
Organization for Economic Cooperation and Development (OECD) uses 50 per cent of 
the median income.

Statistics Norway has recently published a report on poverty trends in Norway 
between 1996 and 2004 according to both the OECD and EU scales15.
According to the OECD scale, 4.2 per cent of the population or 185,000 persons were 
poor in 1996. The share had risen to 5.3 per cent and 245,000 persons in 2004. 
According to the EU scale, 12.0 per cent of the population or around 525,000 persons 
were poor in 1996. In 2004 the share was 11.3 per cent or around 520,000 persons. 

Who are the poor?
The figures above show that the choice of poverty definition matters for the extent of 
poverty, whom we perceive as poor and how poverty should be combated. 

If the EU definition of poverty is used, it is primarily those living alone, particularly 
the youngest and the oldest, who constitute the poor. All together those living alone 
accounted for over half of everyone in the poverty category in 2004. In addition, fami-
lies with small children are a considerable group. Single old-age pensioners, younger 
singles and single providers are also overrepresented15. 

However, if we apply the OECD definition, the group of poor people changes com-
position. Now it is younger singles (under age 45) who predominate, with a whopping 
17 per cent share (in 2004). In addition, there is a relatively large number of fami-
lies with small children and single providers among those with low incomes. Single 
elderly, who constitute about a fifth of all poor people according to the EU definition, 

«It is primarily those living alone, particularly the youngest and  
the oldest of them, who constitute the poor.»
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represent according to the OECD definition only one per cent of the poor. This is be-
cause the poverty line according to the OECD definition (NOK 91,000) is clearly below 
the basic pension in 2004 (just over NOK 104,000). 

How many are persistently poor?
Income data for individual years can give the impression that the low-income propor-
tion is relatively stable and that the same individuals appear from year to year. Nor-
wegian as well as international studies indicate substantial moving in and out of the 
low income group from year to year. The number of «chronically» poor – persons with 
persistent low income – is much lower than the number of persons under the poverty 
line in a given year15–17. 

Nonetheless, newer analyses show a slight increase in the number of persons with 
persistent low income in recent years. Many of them are long-term recipients of social 
assistance or have an unstable relationship with the labour force. Six out of ten live in 
households without a person in year-round gainful employment. In recent years there 
have been more families with children and fewer National Insurance pensioners (old-
age and disability pensioners) with persistent low income. As many as four out of ten 
children with a persistent low income have an immigrant background15–17. 

Ways in and out of poverty
Statistics Norway has identified the ways in and out of poverty by studying income 
mobility among low-income households, i.e. looking at mobility in and out of the low-
income group over a longer period of time (1997–2002)18. 

During the six-year period, a relatively large number experienced having an 
income under the poverty line «at least once». At the same time, very few experience 
having low household incomes over several years. Under the EU poverty definition, 22 
per cent of the population had an income under the poverty line at least once during 
the six-year period, while only four per cent had incomes under that limit «the entire 
time». Younger cohabitants without children and couples with small children are 
among those who see the biggest variation in income. Within these household types, 
a relative large number have experienced being in the low-income group at least 
once, but relatively few have persistent low income. 

Around two per cent of the population were new to the low-income group from the 
one three-year period (1997–1999) to the other (2000–2002), while an equally large 
group (two per cent) left the low-income group. Among those new to the low-income 
group is a preponderance of young singles who have moved away from home to start 
their own households. Among those who disappear from the low-income group are a 
relatively large number of young cohabitating couples and couples with small chil-
dren. Both groups are marked by having less stable household compositions than the 
rest of the population. There is a particularly strong correlation between break-ups 
of marriages and cohabitations and descending the income scale. Likewise, a lot of 
households leave the low-income group because previously occupationally passive 
members become gainfully employed.

Children and poverty
Children experiencing poverty usually live in families with only one provider. Break-

«A growing number of children belong to families who did not enjoy 
the same income growth as the general population.»
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ups of marriages etc. often result in lower household income and especially in re-
duced income from employment. This is compensated to some degree by an increase 
in supplemental benefits. There is a marked increase in the percentage of persons re-
ceiving social assistance and housing benefits. Higher income from employment and 
thus better household finances are the most important reason that children emerge 
from poverty. This is usually because the single provider has a new partner who is 
working, or has himself/herself begun to work. With rising income from employment 
there is a decline in supplemental benefits such as social assistance and housing 
benefits. Children with immigrant backgrounds are overrepresented in the group that 
leaves the lowest income class. Immigrant families’ ability to obtain gainful employ-
ment, and thus better finances, appears to correlate with how long they have lived in 
the country.More poor among immigrant children

Mellomtittel
Newer analyses show an increase in children under 18 with persistent low income in 
recent years. This is the case whether we use the EU or OECD low income definitions. 
Under the OECD definition, the share rose from 2.8 per cent in the period 2000–2002 
to 3.5 per cent in 2002–2004, or from 24,000 to 31,000 children. A similar increase 
based on the EU definition was from 4.6 per cent (40,000 children) to 5.6 per cent 
(49,000 children) in the same period. There are minute differences in the prevalence 
of low income between children under seven years of age and children under age 1815. 

Immigrant children are clearly overrepresented among children with persistent low 
income. More immigrant children have joined the low-income group in recent years. For 
the period 2002–2004, 23 and 31 per cent, respectively, of all children with a non-West-
ern background had persistent low income, based on the two low-income definitions. 
This corresponds to 12,000 and 17,000 children, respectively. Children with a non-West-
ern background constitute nearly 40 per cent of all children with persistent low income. 

A recent analysis of trends in annual low income for shows the following for 
the period 1996 to 200419: 
›  The number of children with low incomes in the period has risen. 
›  There were somewhat fewer children under age 16 with low income from 1996 

until the end of the 1990s, but starting in 2000 the number of children with low 
incomes rises substantially. 

›  The percentage of children with low income (according to the EU definition) rose 
from 5.8 (52,000) in 1998 to 7.7 (70,000) in 2004. 

›  Either measurement method shows a growing number of children belonging to 
families who have not enjoyed the same income growth as the general population.

Other main results from this study agree with findings from previous studies: 
Family type: Children in families with only one provider have almost twice the prob-
ability of belonging to the low-income group that children in general do (EU measure-
ment method). 
Child’s age: The percentage of children with low incomes falls with increasing age. 
This may be because parents with older children have a stronger connection to the 
labour force than the parents of small children. 
Number of children in the family: There is a close correlation between the number of 
children in the family and the likelihood of winding up in the low-income group. This cor-
relation appears to have been strengthened in recent years (EU measurement method). 
Provider’s age: Children with the youngest mothers have the greatest probability of 
belonging to the low-income group.

Hva er mellomtittelen?
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Children with immigrant backgrounds: Immigrant children are substantially over-
represented in the low-income group. One child in three in the low-income group had 
a non-Western background. More immigrant children have joined the low-income 
group, especially after 2000 (EU measurement method). 
Children in the capital: Children in Oslo are considerably overrepresented with 
regard to the prevalence of low income. In Oslo immigrants and immigrant children 
make up a large share of the low-income group. 
Connection to the labour force: The study indicates that gainfully employed household 
members are likely the best insurance children have against ending up in the low-in-
come group. 

Norway and other countries
Poverty and social exclusion have been high on the EU policy agenda. However, 
formulating comparable indicators in the social area is a formidable task. A compari-
son of annual low income levels in the period 1999–200415 for a number of European 
countries using the EU scale (with 60 per cent of the median income as the poverty 
line) shows that no country has managed to eliminate poverty. Even the countries 
with the lowest percentage of poor have a substantial percentage. Compared with 
many other European countries the percentage of people with annual low incomes is 
small in Norway. Among the countries with figures for 2004, the lowest percentages 
are in Norway, the other Nordic countries and Luxembourg. Figures for 2003, which 
cover far more countries, show also that the Czech Republic, Slovenia, Hungary and the 
Netherlands have comparably low percentages with low incomes. In all these countries, 
about 10 per cent of the population is in the low-income group. Many of the countries 
with the highest percentage under the national poverty lines are in Southern Europe. In 
Greece, Italy, Spain and Portugal this share represents around 20 per cent. In Ireland 
and Slovakia, too, around one inhabitant in five was under the poverty line in 2004. 

Figures for 200120 for a number of European countries indicate that social transfers 
help to reduce the risk of poverty, but the effect differs. While for example the share of 
poor people in Denmark falls from 29 per cent before benefits are included in income to 
10 per cent after the social transfers are added, the corresponding reduction in Greece is 
modest: from 23 per cent to 20 per cent. By way of comparison, the risk of poverty in Nor-
way falls from 24 per cent to 10 per cent in 2001, when various social benefits are added.

Poverty may «be passed on»
Even though there is relatively little childhood poverty in Norway, growing up in pov-
erty is a difficult situation for those in it. The consequences can be both short-term and 
long-term. The short-term consequences are that poor children have poorer material 

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends: 
› research on long-term and short-term consequences of growing up in poverty
›  research connected with the issues: Is poverty passed on? If so, what mechanisms are particularly 

important?
 ›  a review of schemes to increase labour force participation. Labour force participation is crucial for not 

ending up in the poverty group. The schemes’ incentive effects should be particularly assessed. 
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and social living conditions than others in given situations and in shorter periods. 
The long-term consequences may lead to persistent problems, and to poverty «being 
passed on»21. 
From a family or household perspective, the following issues may be raised: 
›  What schemes prevent families or households from falling into the poverty group?
›  How can families’ and households’ periods in poverty be made as brief as possible? 
›  What is necessary for lifting families or households out of the poverty group, so 

that poverty does not become permanent?

Mental disorders vary in duration, seriousness and intensity. International studies 
show that approx. 50 per cent of the population will suffer a mental disorder in the 
course of their lives.
Mental health problems are more frequent in the group with low incomes and low 
educational attainment. The health and living conditions survey from 2002 found a 
higher prevalence of mental health problems among men and women with low socio-
economic status than among those with high status. Studies from various countries 
show that long-term unemployment increases the risk of mental health problems. 

Patients in psychiatric care have fewer financial and social resources than the 
population as a whole22. Among outpatients, only 20 per cent support themselves 
from their own work. Two out of three live on one or another form of social security. 
Among inpatients, only four per cent support themselves from their own work. The 
education level is also lower and the percentage of singles higher than in the popula-
tion as a whole. Studies suggest that social disintegration in the 
local community is a risk factor for poor mental health23–25.

Substance abuse often results in poverty and poor health
Drug- and alcohol-dependent persons are a group with serious 
social problems, a low standard of living, poor health and poor 
nutrition. The correlation between substance abuse and pov-
erty goes both ways: Poverty increases in part the risk of major 
substance-abuse problems, and substance-dependency can in 
part also cause poverty. Substance-abuse increases the risk of 
dropping out of school and the labour force. Drug and alcohol 
problems also make it harder to go back to work or school. 

There are estimated to be between 50,000 and 92,000 heavy 
consumers of alcohol in Norway26. Heavy consumers are defined 
here as persons who on average drink more than 10 cl pure alco-
hol per day (equal to around seven bottles of beer per day). In this 
group there are many with extensive alcohol problems, but it is not 
a given that they all do. There are also persons with problematic 
alcohol consumption who drink less than this.

Fewer injecting drug addicts
In 2005 the National Institute for Drug and Alcohol Research (SIRUS) estimated the 
number of injecting drug addicts at between 8,200 and 12,500. This is a decline from 
a peak around 2001, when the estimate was 12,000–16,00027. One obvious reason 

FACTS

Figures from SINTEF Health 
Research (2006) indicate that 
15,000 children and adolescents 
live in family situations with 
parents who are mentally ill. 
The 2005 Survey of Living 
Conditions shows out of three 
children of mentally ill parents 
develop mental health problems 
themselves and one out of three 
has serious problems. Most at 
risk are children of parents with 
personality disturbances.

Persons with substance abuse and 
mental health problems
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for the decline is increased use of medicine-assisted rehabilitation, but also to less 
recruitment into injecting heroin use. The age of first-time needle use has also risen.

Parents’ problems affect the children
Drug and alcohol use and mental disorders also affect their surroundings. This is par-
ticularly true for the children and loved-ones of substance abusers and parents with 
mental disorders. 

Some children and adolescents have higher risk than others of developing mental 
disorders as well as substance-related problems. This risk may be related to indi-

vidual factors like genetic disposition and susceptibility, but 
also to social factors like parents’ mental health, socioeconomic 
circumstances and environmental stressors. How much a child’s 
development is affected by certain risk and protective factors 
varies with whichever other circumstances are present at the 
same time as well as the developmental stage the child is at. 

The TOPP Project (focusing on the well-being of children 
and adolescents as they grow up) looked at how stable problem 
behaviour was from the age of one until well into school-age 
and at the childhood conditions that affect the development 
of symptoms of anxiety and depression in children. The results 
show that a good deal of eight-year-olds’ social skills and prob-
lem behaviour could be explained by risk and support factors 
that were present with the child and family already when the 
child was 18 months old. Some children grow up under such 
stressful conditions that already from birth they have a higher 
probability of developing mental health problems and disorders.

Children of parents with substance-abuse problems and/or mental disorders 
Children in families where the parents have mental disorders, are substance abusers 
or are violent, have a particularly high risk themselves of developing mental disorders 
and drug and alcohol problems28,29. Several studies show correlations between being 
at-risk of violence and alcohol use, without being able to document a causal connec-
tion. Presumably children and adolescents living in stressed homes are at risk of a 
number of problems, including substance abuse and violence30. This is connected with 
parents’ reduced ability to provide care, insecurity and poverty, among other reasons. 

In 2005 parents’ substance abuse or mental health were stated as grounds for 
taking action in nearly 1,466 new child welfare cases31. Almost ten per cent of all chil-
dren receive assistance from child welfare services during their childhoods. Around 
one per cent are placed in child welfare institutions for periods of varying duration32. 
In 2005 8,340 children were in foster homes or institutions31. Children associated 
with child welfare services and their biological parents have more mental health 
problems than others and have serious physical health problems. Children receiving 
assistance from child welfare services have substantially higher mortality from suicide 
than other children (16 per 10,000 as opposed to 2 per 10,000). Many of the deaths 
and accidents among children and parents are linked to drugs or alcohol. This indicates 
that substance abuse is a serious problem among children receiving assistance from 
child welfare services. Several studies of substance abusers document that more than 
one substance abuser in two themselves had parents with drug or alcohol problems33,34. 

Some studies show that children with mental disorders are at an elevated risk of de-
veloping drug or alcohol problems in adolescence35. The prevalence of substance-abuse 
problems is substantially higher in persons with schizophrenia, affective disorders, 

FACTS

One in ten children and ado-
lescents under age 16 live with 
alcohol-dependent parents. This 
makes about 120,000 children. 
2.3 per cent of all men and 1.9 
per cent of all women living with 
children under 16 report having 
used illegal drugs during the past 
year25.
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personality disturbances, post-traumatic stress disorders and compulsive gambling. 
Some young people have an individual susceptibility to ADHD, behaviour problems, etc. 
Adolescents with these mental disorders often develop drug or alcohol problems36. 

However, anxiety and depression do not appear to entail any particular risk of 
developing substance-abuse problems30. This is partly because the group of persons 
occasionally suffering from anxiety and depression is large and partly because such 
disorders lead to introversion and cautiousness, which are connected with a reduced 
tendency to use drugs or alcohol30,37.

Children and adolescents with serious behaviour problems
Behaviour problems are the most common mental disorders among children and ado-
lescents in Norway, affecting approx. five per cent of that population group. In 2005 
the child’s behaviour (social deviance, crime) were stated as grounds for intervening 
in 1,535 new child welfare cases38. It is estimated that 1–2 per cent of all children 
are at high risk of developing serious behaviour problems and 5–10 per cent are at 
moderate risk.39 Children and adolescents who develop substance-abuse problems 
or behaviour problems or commit crimes, could, in many cases, have been discovered 
already at pre-school age. As a group they are at a higher risk than others of develop-
ing drug and alcohol problems later in life40.

Strategy for early intervention
Both substance abuse and mental disorders make it less possible to participate in the 
labour force and thus earn an income. Drug and alcohol use and mental disorders can 
also contribute to persistent poverty.

Enabling substance abusers and the mentally ill to join the workforce after treat-
ment is an important objective that also helps to counteract persistent poverty.

There are no special care services for substance abusers or the mentally ill. The 
needs of these groups must be met by the ordinary services offered at local level. 
However, substance abusers and mentally ill persons may have special needs war-
ranting additional follow-up.

Today we know a lot about risk factors relating to the mental health of children 
and young people, and problem behaviour can be diagnosed early. The Directorate 
for Health and Social Affairs has formulated a national strategy for early intervention. 
The strategy identifies some key groups at risk of drug and alcohol problems.

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends: 
›   implementing adequate preventive measures already at an early preschool age. Particular attention 

must be given to at-risk families. Child health clinics have a vital role in this effort. 
›   necessary for improving the situation of substance users and the mentally ill is to increase the capac-

ity and quality of treatment options at various levels. There is also a need for more housing for these 
target groups

›   children in families with drug and alcohol problems and mentally ill parents need long-term follow-up. 
Schemes to strengthen family interaction and improve parents’ chances for active labour force partici-
pation will be vital for these children. 

›   measures to stop the emergence of problems among adults with high or problematic drug or alcohol 
use, important for preventing poverty problems related to substance abuse. 
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Large groups in the population live with various disabilities. These may be reduced mo-
bility, vision, hearing or cognitive function or disabilities owing to allergies or cardiopul-
monary diseases. «Disabled» is used as a term for persons with barriers as they face their 
surroundings. This prevents them from actively participating in various areas of society. 

There is not full agreement on how many persons have disabilities or how many 
encounter disabling barriers. Different studies employ different operationalizations 
and find different percentages. Detailed surveys have primarily covered disabled 
persons of working age. 

Various studies estimate that 10–16 per cent of the population between ages 16 
and 66, or between 300,000 and 500,000 persons, live with disabilities.42–44. The 
percentage will be higher if we include those under 16 and over 66. In all the studies 
there are more women than men who report having a disability. 

Statistics Norway’s 2005 Survey of Living Conditions also identified children with 
various problems and disabilities. Four per cent of children aged 6–15 (about 27,500) 
state having a disease/disability that has a large impact on their daily lives. 10 per cent 
(about 61,000 children) have learning difficulties related to dyslexia, hyperactivity, 
concentration or developmental disability42. 33,262 children ages 0–15 are recipients of 
basic disability or home care benefits, or nearly 3.5 per cent of the total age group45.

Participation and non-discrimination
Disabled persons are often excluded from participating in important areas of life 
and society. Disabling barriers make access to society and democratic rights difficult 
and mean that many disabled persons have poorer living conditions than others. A 
detailed survey of the situation for people with disabilities in 2001 showed a wide gap 
between political objectives of full participation and equality on the one hand and ac-
tual conditions on the other46. An assessment in 200647,48 of the same areas shows that 
there is still far to go before the disabled have equality with others in Norwegian society.

Policies for the disabled increasingly deal with human rights – with the role of 
citizen, dignity, participation, non-discrimination and accessibility. In autumn 2006 
the UN adopted a new convention to bolster the rights of persons with disabilities49. 
The convention states that general human rights also apply to persons with disabili-
ties. Besides non-discrimination and accessibility, member states are obligated to 
carry out measures to ensure that persons with disabilities in practice enjoy the same 
economic, cultural, social and political rights as others, as well as the same protection 
of their integrity and legal rights. Lack of accessibility is viewed as discrimination. 

Because children with disabilities are regarded to be a particularly vulnerable 
and at-risk group, the convention has a separate provision on children. In addition, 
references to children have been inserted into provisions wherever relevant. The UN 
convention will enter into force as soon as 20 member countries ratify it. The ratifica-
tion process started on 30 March 2007, and Norway was one of the first signatories. 

Between 40 and 50 countries have antidiscrimination laws as such. The Govern-
ment has announced its intention to submit a bill during 2007 prohibiting discrimina-
tion against persons on the basis of their disability and prohibiting erection of obsta-
cles/barriers that exclude such persons from participation.

Living conditions for the disabled as a whole 
The living conditions overall of persons with disabilities are poorer than the aver-
age in the population, including having lower educational attainment and workforce 
participation and poorer finances. 

Persons with disabilities
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End educational careers too early
Persons with disabilities have lower educational attainment than the rest of the 
population.50. Over time the level of educational attainment has risen for the disabled 
as well as the rest of the population, though differences in educational attainment 
between these two groups has remained relatively stable. 

Persons with disabilities end their educational careers earlier than those who are 
not disabled. Fewer go on for master’s degrees, not to speak of Ph.D.s. Most end their 
studies at university or in college at the bachelor’s level or lower. One reason is the 
barriers the physically disabled confront because places of study and learning materi-
als are not accessible.

The importance of education with regard to labour force participation is far great-
er for persons with disabilities than for the average job seeker. In 2005 the probability 
of labour market participation among persons with disabilities was a whopping 2.3 
times greater for those with higher educations than those with merely lower second-
ary school educations50. For persons without disabilities, the corresponding probabil-
ity was also high, but far lower, 1.9 times. 

Only half are employed
Under half of all disabled persons of working age are employed. The percentage of 
employed has remained rather stable the past five years48. (See Figure 1.3) This is 
despite the fact that as a consequence of increased costs for public welfare benefits, 
heavy demand for labour, the agreement on a more inclusive workplace, various 
financial schemes and an antidiscrimination provision in the Working Environment Act 
a lot has been done to get more persons with disabilities into the workforce. One out 
of four not employed wants to have a job. 

The Labour Force Survey (LFS) shows that the share of part-time workers is consid-
erably higher among persons with disabilities than among employed persons in the 
aggregate. 45 per cent of working persons with disabilities work part time, while the 
corresponding share among others is 28 per cent. 

57 per cent (260,000) of all persons with disabilities state that they receive one 

Figure 1.3. All persons aged 16–66 and persons with disabilities by labour 
force status, 2002 and 2006. Per cent.
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or more kinds of benefit as consequence of their disability. Of employed persons with 
disabilities, 36 per cent (75,000) received one or more benefits. This was a five percent-
age point drop from the previous year. Among those employed, more women than men 
received benefits, 42 and 30 per cent, respectively (or 44,000 versus 31,000 persons). 

55 per cent of those employed have a workplace that accommodates their disabil-
ity. This is a share that is almost nine per cent higher than three years before, in 2003. 
Making work accessible primarily involves changes in job tasks or working hours, and, 
if necessary, physical adaptation of the workplace. 28 per cent of those whose work-
place has not been adapted say that there is a need for such adaptation. 23 per cent of 
those whose workplace has been adapted say that they need even more adaptation.

Prejudices that persons with disabilities are unprofitable and costly employees 
may be a contributing cause of the low labour force participation. An MMI survey51 in 
2006 shows that employees are often indisposed towards calling in highly qualified 
wheelchair users or blind persons for job interviews. 

Economic living conditions 
Employment income, social security and economic transfers, as well as extra expenses 
as a consequence of the disability, are crucial for the economic living conditions of 
persons with disabilities. 

Persons with disabilities have lower incomes than the general population. After-tax 
income comes to 80 per cent of the average income of the population as a whole52. 

Economic living conditions are made worse because as a consequence of their 
disabilities many have extra expenses for co-payments on health and social services. 
A questionnaire survey from 2001 of members of 12 patient organizations shows that 
on average these groups have expenses for health and care services that are twice as 
high as the population as a whole53.

A survey of co-payments for social services at local level from 2006 reveals that it 
is not a matter of economic indifference which municipality persons with assistance 
needs live in. The range of services and costs connected with co-payments vary widely 
among municipalities. The rules for co-payment schemes for social services protect 
people against major expenses when they live in households with incomes below 2G, 
i.e twice the National Insurance basic amount (NOK 125,784 in 2006). This income 
provides a shield for a single pensioner receiving the basic pension, but not for married 
couples who are both pensioners receiving the basic pension. Persons in the low-in-
come groups with incomes over 2G appear to be particularly at risk. Few local authori-
ties operate with municipal shielding schemes. The study did not survey the range of 
services offered at municipal level, whether offerings meet residents needs for services 
or how co-payments impact individuals54. 

Culture, holiday and leisure
We know little about the cultural participation among persons with disabilities. Sta-
tistics Norway’s cultural statistics provide detailed information on the public’s use of 
various cultural offerings but provide no specific data on participation of persons with 
disabilities. 

Three per cent of children aged 6–15 have difficulty participating in leisure activi-

«Persons with disabilities have lower incomes than the  
general population.»
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ties owing to chronic health problems or disabilities42. A study of the age group 13–19 
shows that young people with impaired mobility and hearing have overall a somewhat 
higher participation in organizations than other young people, except for membership 
in sports clubs47. At the same time the study shows that young mobility- and hearing-
impaired persons are members of more organizations that non-disabled youth. With the 
proviso that membership in itself does not say anything about activity level, this sug-
gests that young mobility- and hearing-impaired persons are just as well organized in 
work with children and youth than non-disabled young people. There is no data telling 
us anything about whether participation remains high also after adolescence. Earlier 
investigations show a tendency towards marginalization with increasing age. As the 
young people grew older, they spent more time with others who confronted the same 
challenges. The study also showed that parents’ overprotection might prevent disabled 
young people from getting involved in a wider range of activities55.

Less physically active
Physical activity is a source of health and well-being. There is now a greater emphasis 
on physical activity in schools. Until now, children and adolescents with disabilities 
have not been part of this emphasis. If they are to be included, these pupils need to 
be particularly targeted. Making facilities accessible and raising the skills of teachers 
and coaches are also necessary 47,48. 

Persons with disabilities participate less than others in physical activity47. Access 
to assistive equipment is for many a requirement for participating in leisure activities. 
A number of such items are available on the market – assistive equipment that will 
help to enable persons with disabilities to have active leisure time. National Insurance 
rules set an upper age limit of 26 for benefits for assistive equipment for exercise and 
leisure activities. Such equipment is often expensive and only a limited number will 
have the economic means to acquire such equipment on their own. The 26-year age 
limit means more people lead inactive lives.

Everyone needs a holiday
A study of holidaying habits of persons with major assistance needs shows that this 
group travels less often on holiday than others56. During 2004, 54 per cent had been 
on at least one holiday trip lasting four days or more. Comparative figures for the 
population as a whole was 78 per cent. Persons with the loss of a sense travelled 
less frequently on holiday than persons with other disabilities. Tight finances, lack of 
access to practical assistance and poor accessibility at holiday destinations are major 
reasons why this group travels less often on holiday than others. 

The Anti-Discrimination Act will be important
It is difficult to speak of a society where everyone has equal opportunities, when many 
persons with disabilities are often excluded from participation in important areas of 
life and society. Non-discrimination and accessibility are prerequisites for participa-
tion, equal rights and equal obligations. If passed, the Anti-Discrimination Bill may be 
an important and necessary instrument. 

Equal participation also requires an improvement in financial circumstances. 
Education is vital for entering the labour force and for future economic living condi-
tions. More persons with disabilities should be encouraged to pursue higher education. 

The lack of labour force participation is connected, among other things, with a lack 
of access to education, transport, housing and assistive equipment but also to atti-
tudes towards the disabled. 
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Universal design is the official strategy for reaching the goal of an inclusive society 
with full equality and participation for all. Universal design means that products and 
environments are designed in a way to enable them to be used by all people, to the 
greatest possible extent, without the need for adaptation or a special design. Envi-
ronments include all types of buildings, developed outdoor areas and infrastructure. 
Products also include information and communications technology and products in 
the area of services. 
The universal design strategy applies to all sectors. Fifteen ministries are part of the 
Government’s Action Plan for Increased Accessibility for Persons with Disabilities 
– plan for universal design in key areas of society.

Trends
The concepts accessibility and universal design have seen wider application in the 
past five years. Internationally as well as nationally, guidelines are being issued 
affecting developments in Norway. EU anti-discrimination policy has resulted in the 
insertion of provisions on universal design in parts of Norwegian legislation47,48.

Meanwhile there is a pressing need for greater awareness about what universal 
design involves. In an interview survey conducted by MMI in November 2006, 13 per 
cent of the population responded that they were familiar with the content of universal 
design. 89 per cent believe that the disabled have less opportunity to participate in 
society than the rest of the population. 93 per cent are favourable to central govern-
ment spending money to facilitate social participation for the disabled57. 

Regulations and standardization
The terms universal design or accessibility have been inserted into several laws and 
regulations in 2006-2007. The revised Public Procurements Act, with effect from 
January 2007, may have a great impact. Section 6 of the Act states inter alia that 

RECOMMENDATIONS

To improve the living conditions of persons with disabilities 
the Directorate for Health and Social Affairs recommends: 
›  developing adequate tools for measuring and documenting trends in living conditions for persons 

with disabilities
›  setting targets for reducing the relative differences in educational attainment between persons with 

disabilities and those without disabilities. At the same time, current schemes and instruments should 
be reviewed and assessed in view of this objective. Integration and inclusion policy must cover all 
marginalized groups, also persons with disabilities. Instruments and schemes to foster diversity in the 
labour force must also include persons with disabilities. 

›  obtaining more knowledge about disabling conditions in the labour market
›  obtaining a better knowledge base on what extra expenses persons have as a consequence of their dis-

ability. This will be an important basis for an assessment of the group’s economic living conditions.
›  a mandatory review of the regulations for assistive equipment for sports and leisure activities. Assess-

ing the age limit is particularly important. 

Accessibility for all and universal design
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when planning an individual procurement, consideration shall be taken of universal 
design58. 

Another example is section 13 of the Norwegian Labour and Welfare Administra-
tion Act, which states regarding the new Norwegian Labour and Welfare Organization 
offices that insofar as it is possible and reasonable they shall be designed according 
to the principle of universal design59.

In the draft of a new Planning and Building Act, universal design has been inserted 
into the section setting forth the purpose of the act60. Accessibility and universal de-
sign also play a key role in the anti-discrimination and accessibility bill to be brought 
before the Storting in autumn 200761. 

An important part of efforts to specify the content of universal design takes place 
in the development of national standards. During 2007 we will have a new Norwegian 
standard for universal design of buildings and adjacent outside areas. The develop-
ment of new standards or revision of existing ones is increasingly emphasizing the 
principles of universal design.

Statistics and indicators
There is very little in the way of national statistics for different areas of society, except 
for the area of housing. Only seven per cent of all dwellings in Norway are both ac-
cessible and a suitable residence for a wheelchair user. In 17 per cent of the housing 
stock it is possible for wheelchair users to get in unassisted62. The situation for mu-
nicipal housing is more positive. Of a total of 94,000 dwellings owned or controlled 
by local governments in Norway as of 31 December 2005, 37 per cent were accessible 
by wheelchair users63. 

Statistics Norway has assessed how KOSTRA (central government management of 
the local government sector) and living condition and labour force surveys can help to 
provide better data for identifying developments in accessibility and universal design. 
There is considerable potential for developing KOSTRA to provide better data in this 
area. Living condition surveys can be supplemented with additional questions about 
barriers and obstacles individuals experience day to day. A fixed set of indicators can 
tell us whether individuals benefit from measures such as greater accessibility, fewer 
obstacles in their daily lives or in his or her local community. For its Labour Force 
Studies, Statistics Norway sees a possibility of adding questions that will provide 
more information about the potential for greater workforce participation for persons 
with disabilities64. 

In the transport area efforts to develop accessibility indicators began in 2006. 
The gap between the platform/bus or tram stop and the mode of transport may be an 
example of one such indicator that expresses how accessible a form of transport is for 
persons who use mobility aids, have difficulty walking and/or are visually impaired. 
The indicator expresses how safe getting on and off is for all passengers. 

Children and young people
For children and adolescents with disabilities the physical design of nurseries and 
school facilities is crucial. There are no national statistics showing the degree of 
accessibility in the country’s day nurseries and schools. Some county and local 

«Universal design means that products and services are designed so 
that they can be used by everyone.»
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authorities have done their own surveys. In a study from 2005, 16 new and recently 
rehabilitated schools in different parts of the country were surveyed. The study was 
carried out with regard to the requirements for usability by the disabled in the Techni-
cal Regulations under the Planning and Building Act. Only two of the 16 schools met 
all the requirements. Examples of poor usability were entry doors that were too heavy 
and too high a difference in level between inside and outside, too high door thresh-
olds and incorrectly installed equipment in lavatories65. 

Statsbygg, the Directorate of Public Construction and Property, has recently regis-
tered accessibility in over 300 college and university buildings. The study shows that 
very few buildings are completely accessible to all. Typical examples of unsatisfac-
tory accessibility are conditions in lavatories, door thresholds, door size and opening 
force, contrast marking and signage66. 

Everyday technology
Technology is used in more and more areas and presents increasing opportunities and 
challenges. It is expected that the public will perform more and more actions them-
selves via self-service when dealing with private and public sector actors. Universal 
design of information and communications technology is one of the main topics of the 
ICT white paper67.

Technology for controlling functions and alarms in dwellings, so-called smart-
house technology, may be used to support independent living. Smart-house technol-
ogy helps to make it possible to live at home longer under safe conditions. A sample 
of local authorities have employed smart-house technology in assisted living facilities 
The survey shows that smart-house technology is perceived by many users as sup-
porting independent living. Several local authorities have noted that this technology 
helps to improve the quality of home care services.68. 

Universal design
The concepts universal design and accessibility for all are making themselves felt in 
various sectors in Norway. Facilitating those with physical disabilities has now been 
replaced by accessibility for the entire population. Variations in ability are a natu-
ral expression of human diversity. Planning, designing and maintaining buildings, 
facilities and products aimed at the public must take this into account, enabling more 
people to participate in all social venues.

The insertion of the terms universal design and accessibility into laws and regula-
tions is a necessary anchor for efforts to remove disabling barriers. Specifying univer-
sal design by developing standards in various areas will be a vital tool and may lay 
the groundwork for developing further knowledge. Developing indicators and statisti-
cal material will be necessary for documenting the level of accessibility over time and 
systematizing further efforts. Older existing buildings, modes of transport and infra-
structure pose particular challenges for accessibility. 

Smart-house technology can be used to assist home nursing and care services69. 
With a growing number of users of home care services the use of passive and active 
alarms can be a method for ensuring the safety of more persons living at home. The 

«Technology for controlling functions and alarms in dwellings,  
so-called smart-house technology, may be used to support  
independent living»

46



Chapter 1   LIVING CONDITIONS ›
use of smart-house technology places requirements on the technical infrastructure 
in the municipalities so that messages from individuals reach the mobile services. 
Expanding infrastructure should be considered so that smart-house technology can be 
used in all kinds of housing and not just assisted living facilities70.

RECOMMENDATIONS

To ensure universal design and accessibility for all, the Directorate 
for Health and Social Affairs recommends: 

›  reviewing current legislation with the aim of incorporating accessibility requirements in laws,  
regulations, rules, action plans, standards and licences that cover planning, design and operation

›  formulating action plans to improve accessibility to transport, buildings, outdoor areas and informa-
tion and communications technology 

›  formulating accessibility indicators and standards for various sectors
›  incorporating accessibility data on buildings and outdoor areas in Matrikkelen, the new official  

property register 
›  including universal design as a requirement and stand-alone condition in development contracts, 

licence awards and in the administration of government grants 
›  including universal design and accessibility for all in higher education and research
›  carrying out model testing of the use of smart-house technology with users of municipal nursing  

and care services who do not live in institutions or assisted living facilities
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«To influence children and adoles-
cents, it is necessary to influence the 
society around them – also adults. Day 
nurseries, schools and families are 
particularly important.»
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We are living longer than ever, and most of us are also living 
healthier lives. Infant mortality is at a record low. Fewer are dying 
of cardiovascular diseases, but more people are getting cancer, 
diabetes and COLD. Social inequalities in health have become 
wider and more distinct and are a major challenge for preventive 
health efforts.

Life expectancy in Norway is among the highest in the world. In 2005 life expectancy 
for men was 77.7 years and for women 82.5 years. This is the highest life expectancy 
ever recorded in Norway. The gap in life expectancy between women and men is 
narrowing. The high life expectancy is largely connected with reduced mortality from 
cardiovascular diseases. Low infant mortality also plays a part1. 

Public health in general
Not everyone lives equally long lives. Particularly among men, mortality in the 45–59 
age group depends on education and income2, which manifests itself for example in 
clear geographical differences in life expectancy among urban districts in Oslo3. 

More people are getting cancer
The number of new cancer cases continues to rise. 24,228 new cases were recorded in 
20054. The frequency of cancer increases with age, and around 80 per cent of cases 
affect people over age 55. For men there is a sharp increase in prostate and colorectal 
cancer, while the number of new cases of lung cancer is stable. For women there is a 
particular increase in breast, lung and colorectal cancer. Stomach cancer is declining 
for both sexes. It is estimated that the number of new cases will rise by 10, 20 and 30 
per cent by 2010, 2015 and 2020, respectively, posing a major challenge to health 
and social services. 

There is great variation in survival rates among the various cancers. As a group, 
well over half of patients are alive five years after getting cancer. There are around 
170,000 people living in Norway who have or had cancer.

A long and good life for most people

Men Women

Lower secondary school 71,8 78,0

Upper secondary school 74,2 80,0

University/college 76,7 81,4

Table 2.1. Life expectancy for 30 year-olds in 1990 – by sex and education level based 
on mortality rates for the period 1990–2001
Source: Norwegian Institute of Public Health, Rapport 2007:1.
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A long and good life for most people

There were 10,489 cancer deaths in 2004, with lung, colorectal, prostate and 
breast cancer the cause of around 50 per cent of them. Lung cancer is the most 
deadly form of cancer for both sexes. The rising number women dying of lung cancer 
is the most striking trend. 

There is a correlation between socioeconomic status and the risk of developing 
and surviving cancer, though the pattern varies for the various types. 

Fewer are getting cardiovascular disease 
In 2004, a total of 15,862 persons died of heart attacks, stroke and other cardiovas-
cular diseases, which represents 38 per cent of all deaths5. Cardiovascular disease 
is still a major health problem, though the decline in mortality that began at the end 
of the 1970s continues. The biggest decline has been among men. Better diet, fewer 
smokers, lower blood pressure and more effective treatment are assumed to be the 
chief reasons. 

Mortality from cardiovascular diseases is also falling in other Western European 
countries. In Eastern Europe mortality from cardiovascular diseases remains high. Edu-
cation and other socioeconomic factors are important for mortality from cardiovascu-
lar diseases. Persons with low educational attainment are at higher risk than persons 
with college or university educations. Mortality from cardiovascular diseases is higher 
on Oslo’s inner east side than in Oslo’s outer west side. The same applies to a number 
of risk factors such as type 2 diabetes, little exercise, daily smoking and overweight. 

COLD affecting more people
Chronic obstructive lung disease (COLD) is a serious chronic condition characterized 
by permanently impaired pulmonary function. Smoking is most often the cause. COLD 
cannot be cured, but the course of the disease can be affected and improved through 
treatment, rehabilitation and lifestyle changes. Studies of the population estimate 
that more than 200,000 people have this condition in Norway. The prevalence has 
risen by 35 per cent the past 15 years. 

RECOMMENDATIONS

The Directorate for Health and Social Affairs would like to emphasize in particular:

›  stepped-up use of structural and regulatory instruments to promote the health of children and 
adolescents. Schemes that regulate prices and availability are effective and should be preferred.

›  a targeted focus on information efforts for the public in various areas to prevent an increase in 
social inequalities in health

›  obtaining more knowledge about the extent to which young people avail themselves of health-pro-
moting and preventive measures already implemented

›  that the health service intensify its commitment and develops its expertise in changing lifestyles 
as part of prevention, treatment and rehabilitation

›  the introduction of smoke- and smokeless-tobacco-free school hours for pupils and staff
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COLD often results in numerous and repeated hospital admissions. Mortality is high, 
with more than 1,400 deaths each year. 

There are considerable social inequalities in the prevalence of COLD, which among 
other things can be linked to differences in tobacco use6. 

One out of ten has mental health problems 
The survey of health and living conditions from 2005 shows that one in ten Norwe-
gians has mental health problems. This is virtually unchanged from the 1998 and 
2002 surveys. People living in towns do not have worse mental health than those 
outside of towns, but Oslo is an exception7–10.

In the 1998 survey of health and living conditions, 13.5 per cent of the men in 
Oslo reported having mental health problems, as opposed to between five and nine 
per cent in other counties and towns. Big social inequalities in Oslo may help to 
explain the difference between Oslo and the rest of the country. The Oslo Health Study 
(2000–2001) (HUBRO) shows that a good 20 per cent of men in the 40–-45 age 
group on Oslo’s inner east side had symptoms of mental health problems, as opposed 
to around five per cent in outer areas on the west side. For women in this age group 
the prevalence was just under 30 per cent on the east side, as opposed to around 10 
per cent on the west side8. 

Mental disorders vary in duration, seriousness and intensity. Several international 
studies show that around half of the population suffers from a mental disorder during 
their lives, and that 30–50 per cent has suffered from such a disorder the past year. 
Included in these figures are 2–3 per cent serious mental disorders and 9 per cent 
moderate disorders. The prevalence of the most serious mental disorders such as 
schizophrenia and bipolar disorder is stable and varies little between countries. Both 
disorders occur in 0.5–1 per cent of the population. Depression and various forms of 
anxiety are among the most common mental disorders, with an annual incidence of 
7–8 per cent and 15–20 per cent, respectively. 

Norway does not differ from other countries with regard to most mental disorders7. 

There is no reason to believe that the extent of mental health problems and disorders 
in society will lessen in the future. In the 2001 World Health Report, the World Health 
Organization (WHO) estimates that depression will be the leading cause of ill health 
on a world-wide basis, following cardiovascular disease.

No increase in suicides
The number of recorded suicides has remained relatively stable since 1994. Around 
550 persons commit suicide in Norway each year. Suicide is around three times 
as common among men as among women. There was an increase in suicides from 
the end of the 1960s to the end of the 1980s. This pattern was broken by a steep 
decline of about 25 per cent from 1988 to 1994, but the data are somewhat uncer-
tain. The worrisome increase in suicide among the youngest, particularly young 

Mental health Ordinary ability to cope with thoughts, feelings, behaviour and everyday de-
mands with regard to various aspects of life.

Mental health-
problems

Various degree of symptoms such as anxiety, depression, insomnia.

Mental disorders Mental health problems of a type or degree qualifying for a diagnosis.

FACTS
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Chapter 2   PUBLIC HEALTH ›
men, in the 1970s and 1980s, appears to have stopped. Previously, suicide was 
more common among older age groups than among the young. Today, however, 
there are minute differences in adults over 20 years of age11.

In the period 1998–2002 the annual suicide rate in Norway was 12.1 per 100,000. 
However, there were wide variations among counties. The suicide rate varied from 
7.6 per 100,000 in Sogn og Fjordane to 17.3 in Finnmark. Most counties have rates 
between 10 and 14 per 100,000. It can be hard to find adequate explanations for 
these differences.  

Official suicide statistics show that suicide rates are about the same in Iceland, Nor-
way, Sweden and Denmark. Finland continues to have a relatively high suicide rate. 

Norway does not have a higher incidence of suicide than its Nordic neighbours. 
Even so, suicide represents a serious public health problem. Suicide affects a large 
number of young people, also those left behind – friends as well as family members 
can have mental health problems – and suicide in the family results in a higher sui-
cide risk among remaining family members. Preventing suicide is therefore an impor-
tant health policy objective.

Figure 2.1. Suicide in Norway, 1970–2004. Per 100 000 population. 
Source: Giertsen F. Statistiske oppgaver over selvmord i Norge, Norden og de 
baltiske land (Statistical data on suicide in Norway, the Nordic region and the 
Baltic countries). Available from: www.selvmord.no
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RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

›  prevention strategies of wide scope embracing more areas of society, not just the health sector 
›  gathering knowledge about how conditions in school and at work, living conditions and lifestyle 

affect the frequency and risk of suicide
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Risk factors such as high blood pressure, overweight and physical inactivity, and 
habits connected with alcohol, diet and smoking are the most important causes of dis-
ease and death in Europe. The World Health Organization (WHO) estimates that 8 out 
of 10 heart attacks, 9 out of 10 cases of type 2 diabetes and over 3 out of 10 cancer 
cases can be prevented by changes in diet, physical activity and smoking habits12. 

More people are becoming overweight
In Norway, as in many other countries, the prevalence of overweight (body mass index 
above 25) and obesity (body mass index above 30) is rising in most age groups13. 
Obesity increases the risk of heart attack, stroke, cancer, type 2 diabetes, gallstones 
and musculoskeletal ailments. Experience shows that once a person has become 
overweight, it is difficult to achieve a permanent weight reduction. For that reason 
preventing overweight and obesity through proper diet and physical activity is vital. 
There is an excess prevalence of overweight and obesity in groups with low social sta-
tus and in some immigrant groups. We do not have good data for monitoring weight 
trends in the population. 

There are social differences in lifestyles. People with a higher socioeconomic status 
often have healthier lifestyles than those with lower status. This pertains especially to 
smoking. 

Too little everyday physical activity
Regular daily physical activity gives people surplus energy and is a source of everyday 
well-being. The trend today is towards a lower everyday physical activity level at work, 
in school and in connection with transport than previously14. This is the reason the 
Government presented its action plan in 2004, Working together for physical activity 
2005–2009. It proposes 108 measures to get people to increase their physical activity.

Sedentary work at a PC monitor and increased car use are among the chief rea-
sons for less physical activity14. A travel behaviour study shows that three out of five 
of those over 13 years of age have access to a bicycle, but that few use it15. More 
people use motorized transport, and fewer walk or bicycle16. 

... but more people are exercising
Figures from the 2005 Survey of Living Conditions show that the percentage of adults 
exercising regularly has risen in the period 1995 to 2005. This applies primarily to 
those in the older age groups with high socioeconomic status17. Trends in several 
Western countries show the same thing: some are very active, while a large group has 
a low activity level. 

There is good scientific documentation that physical activity can be used in treat-
ing and preventing many kinds of disease. Denmark and Sweden have come far in 
using physical activity as a resource in prevention, treatment and rehabilitation in 
the health sector. Documentation shows that there is great potential for the overall 
economy in activity of this kind18. 

Risk factors and lifestyle habits 

FACTS
Risk factors High blood pressure, high serum cholesterol, overweight, physical inactivity
Lifestyle habits Smoking, diet, alcohol, activity
Mental disorders Mental health problems of a type or degree qualifying for a diagnosis.
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In 2005 and 2006 the Directorate of Health and Social Affairs conducted two national 
surveys of people’s familiarity with the recommendation of 30 minutes a day of physi-
cal activity for adults. In 2005 11 per cent responded that they were familiar with the 
recommendations. The next year the share rose to 21 per cent. Although the trend 
is positive, the percentage of those familiar with the recommendation is three times 
as high among those with high educational attainment as among those with lower 
educational attainment19. 

 
Less fat, more sugar
In the past thirty years there have been positive changes in the Norwegian diet20. 
Total fat content has been reduced, and we eat more of the healthy fats. Consumption 
of fruits and vegetables has increased. Despite this, many people still have poor diets. 
Their diets contain too much saturated fat, sugar and salt, and not enough foods rich 
in fibre and antioxidants, like whole-grain bread and vegetables. Most children and 
adolescents consume far too much sugar. A poor diet raises the risk of cardiovascular 
disease, cancer, overweight, type 2 diabetes, constipation and tooth decay. 

Also in terms of the food we eat we find distinct social differences. People who are 
better educated and wealthy eat healthier – for example, more fruit and vegetables 
– than those who are poorer and not as well educated. Immigrants from non-Western 
countries constitute a rising percentage of the population. Several nutritional prob-
lems occur more frequently in certain immigrant groups.

The 2005 Survey of Living Conditions17 showed that nearly one out of five drank 
sugared soft drinks or juice each day. This share was higher among men than women, 
and higher among younger people than older. The survey also showed that a large 
segment of the population does not eat fruit or vegetables every day. 

Fewer smoke, more use smokeless tobacco.
Tobacco use is the one preventable factor that perhaps has the greatest influence 
on a person’s health21. Reducing tobacco use will give a big boost to public health. 
Every other smoker dies prematurely due to tobacco use, and half of these lose over 
20 years of their lives. It is estimated that about 6,700 Norwegians die each year of 
diseases caused by smoking22. 

In 2006 24 per cent of the adult population smoked daily, an equal number of men 
and women23. By way of comparison, over half of the adult male population smoked daily 
in 1973. The decline in daily smokers has been steepest among men. For women as well a 
sharply falling trend is noted, with the highest recorded share, 34 per cent, in 1988–89.

In 2005–06 a total of six per cent of the adult population in Norway used smoke-
less tobacco every day, and four per cent used it occasionally. It is young men in 
particular who use smokeless tobacco, with use up sharply in recent years.

There are the most smokers in northern and southern parts of the country and 
fewest in Oslo and Akershus. The social differences are marked. There are around 
three times as many smokers among those with less education as among those with 
more education (Figure 2.2). It is also among the highly educated that most quit. Part 
of this picture is that a larger share of the population today has had higher education, 
so that the percentage of smokers with less education is still lower than before, The 
same social differences do not obtain among users of smokeless tobacco. 

«There is an excess prevalence of overweight and obesity in groups 
with low social status and in some immigrant groups.»
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In a Nordic context, it is in Sweden where the fewest people smoke – 16 per cent in 
2005. Norway and Denmark are highest with 24 and 25 per cent, but direct compari-
sons are difficult owing to different survey samples.

We drink more and more often
Alcohol consumption in the Norwegian population is up considerably in the past ten 
years. The level is the highest since the 1870s24. In 2006 average recorded alcohol 
consumption was 6.46 litres of pure alcohol. In addition there is unrecorded consump-
tion (tax-free, legal home production, purchases from across the border and smug-
gling and illegal home distilling), estimated at 1.5–2 litres pure alcohol. We drink more 
frequently than we did 10 or 20 years, and we also become intoxicated more often.25.

Average alcohol consumption provides an indication of how Norwegians as a 
group drink. However, alcohol consumption has a lopsided distribution in the popula-
tion. In 2004 the 10 per cent who drank the most drank almost half of all alcohol. The 
50 per cent who drank least accounted for 8.5 per cent of total consumption. Seven 
out of ten drink less than the average25.

It is difficult to estimate how many alcohol-dependent persons there are in Nor-
way. There is no clear definition, and dependency is a state that persons move in and 
out of. However, the National Institute for Drug and Alcohol Research (SIRUS) has 
estimated the number of heavy consumers (those who drink more than 36.5 litres of 
pure alcohol a year or more than 7–8 alcohol units per day) at somewhere between 
50,000 and 95,000. The 2005 national Survey of Living Conditions also contained 
the CAGE question battery, which measures alcohol dependency. Studies show that 
those responding «yes» to at least one of the questions has more than an 80 per cent 
probability of being dependent on alcohol. Singles are at high risk of dependency 
than married or cohabiting people. 

Norwegians drink to get drunk more often than before. This increases the risk of 
acute injuries related to alcohol. Such injuries include violence, falls, traffic injuries 
and the like.

Figur 2.2. Percentage of daily smokers by level of education, ages 25–74. 
1976–2006 (three-year moving average).
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Elderly drink more too
Older people over age 65 constitute a growing share of the population. The genera-
tion now nearing retirement age has had substantially higher alcohol consumption 
than their parents. It is likely that they will take this consumption with them into 
retirement age. In 1985, men over age 60 drank 1.95 litres of pure alcohol a year. 
Twenty years later they drank 2.63 litres a year. Older women’s consumption has 
risen from 0.75 litres pure alcohol to 1.16 litres in the same period26. Older people 
can be in a vulnerable situation, as some medi-
cations should not be combined with alcohol27. 

Despite the increase in recent years, alcohol 
consumption in Norway is lower than in most 
other European countries. Key alcohol policy 
instruments such as price and availability have 
been important in limiting consumption. Howev-
er, internationalization and trade make it harder 
to use these instruments. 

Preventive efforts take time
The Report to the Storting «Prescription for a 
Healthier Norway» appeared in 2003 and has 
been key in setting the agenda for public health 
efforts. The most important positive trends in 
public health are greater longevity and lower 
mortality from cardiovascular disease. The chal-
lenges are higher prevalence of overweight and 
obesity and a higher incidence of serious life-
style diseases – such as cancer, type 2 diabetes 
and KOLS. In the mental health area, too, there 
are major public health challenges.

If we look at changes in various lifestyle hab-
its, the downward trend in smoking continues. 
Alcohol consumption in the population is increas-
ing. Diet in the population has improved in some 

areas, but there are still large segments of the population with poor diets. At the same 
time, the trend is a more inactive lifestyle due to sedentary everyday and leisure activi-
ties. What happens abruptly and is acute, is readily attended to, in the health service 
as well. Prevention is long-term and requires a simultaneous effort in several arenas. 
Structural and normative instruments are often more long-term in their effects than 
measures aimed at individuals, but may be particularly crucial for reaching all strata of 
society. It is important not to let up once changes are moving in the right direction, or 
else the desirable trends will level off or reverse. Because adults are important agenda-
setters and role models for children, measures targeting adults will also reach children.

There now action plans and strategies in place in several public health areas. 
These plans rest on solid documentation. 

Action plans and strategies for the public 
health area:
›  Action Plan for Physical Activity 2005–

2009
›  Working Together for Physical Activity
›  Action Plan on Better Diet in the Population 

(2007–2011)Recipe for a Healthier Diet
›  National Strategy for Tobacco Control 

2006–2010
›  National Strategy for the Area of Diabetes 

2006–2010
›  National Strategy for the Area of Cancer 

2006–2009
›  National Strategy for the Area of COLD 

2006–2011
›  Report No. 20 (2006–2007) to the Storting 

National Strategy to Reduce Social Inequa-
lities in Health

FACTS

«Alcohol consumption in the Norwegian population has risen 
considerably in the past ten years. The level is the highest 
since the 1870s.»
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Norwegian children are among the healthiest in the world, measured in either morbidity 
or mortality. 

A child’s health is a result of the interaction of heredity, environment and life-
style28. The foundation for health is already laid in the womb, and the mother’s habits 
during pregnancy matter for health later in life as well as the health of the newborn. 
Lifestyle and health during childhood help to determine lifetime health. Sectors such 
as family, day nursery, school and leisure activities are important for a child’s health. 
Lifestyle habits a person grows up with largely continue into adulthood. 

Declining mortality among children 
In 2005, infant mortality (measured in deaths during the first year of life) in Norway 
was 3.1 per 1,000 live births – the lowest ever recorded. (Boys 3.3 per 1,000 live 
births, girls 2.9 per 1,000 live births)29,30. Deaths from disease after infancy have also 
declined and are now at 21.0 per 100,000 (2002). A large share of deaths is due to 
external causes, and boys predominate in mortality from accidents. 

More asthma
When children are sick, it is most often due to short-lived fever conditions. Injuries 
and accidents also represent a large share of child morbidity and sometimes require 
admission to hospital. Fractures and burns are the most common causes, and both 
are more common among boys than girls 28. 

Children are also affected by chronic illnesses such as asthma, diabetes, cancer 
and mental disorders. The increasing number of cases of asthma in recent years is a 
heavy burden on the families affected and on society. Cancer in children is rare. In the 
period 2000–2004 around 150 children under 15 got cancer each year31. The most 
common types of cancer in children are brain tumours and leukaemia. Acute lym-
phatic leukaemia in children has an excellent prognosis, with a five-year survival rate 
of nearly 90 per cent. Also among adolescents and young adults, cancer is rare, with 
around 350 cases annually in the period 2000–2004. The most common cancer in 
this age group is testicular cancer in men32. 
Nine out of ten adolescents aged 15–16 say their health is good, through girls report 
more health problems than boys33. There are social inequalities in health for children as 

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:
›  making healthy choices easier and unhealthy choices harder. Price, excise taxes, labelling, market-

ing and favourable tax and excise policy can be used to encourage healthy choices. 
›  increasing opportunities to choose active modes of transport and reduce the availability of goods 

and products damaging to health
›  focusing more on public information campaigns and other similar measures top reduce social 

inequalities in health
›  that the health service intensify its commitment and develop its expertise in changing lifestyles as 

part of prevention, treatment and rehabilitation
›  gathering data to follow up objectives on physical activity and nutrition in existing action plans. 

This also pertains to changes in weight in the population over time

Health of children and young people
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well. For example, a survey from Oslo (UNGHUBRO) found a clear correlation between a 
family’s finances and young people’s assessments of their own health34. 

Anxiety and sadness common
International studies estimate that between 10 and 20 per cent of all children and 
adolescents are so tormented by anxiety, sadness, difficulties concentrating and 
agitation that it impairs their day-to-day function. It is estimated that around 4–7 per 
cent suffer from mental disorders needing treatment35. For Norway the Norwegian 
Institute of Public Health estimates that eight per cent of all children have a mental 
disorder requiring treatment. This is based on studies36 and on comparisons with 
other countries. The Escalation Plan for Mental Health estimates that five per cent of 
the population under 18 has a mental disorder of a seriousness requiring specialized 
treatment by the mental health services. 

The prevalence of mental disorders among children and adolescents varies by sex 
and age. Prior to puberty, two out of three children with mental disorders are boys, 
where behaviour problems and ADHD predominate. After puberty two out of three 
adolescents with mental disorders are girls, where anxiety disorders, depression and 
eating disorders predominate. Adolescence is a particularly vulnerable period when 
more girls than boys are affected. These sex differences in prevalence are pervasive 
throughout childhood and adolescence. 

Depression in children
Prior to puberty, depression occurs just as often in boys as in girls. After puberty the 
prevalence is three to four times higher among girls37. For the very youngest children 
there are no figures showing the prevalence of depression. Among 7–9-year-olds, 
around 0.5 per cent suffer from depression, while among 9–13-year-olds the figure is 
probably between 1 and 1.5 per cent. The prevalence of depressive disorders among 
Norwegian 15–16-year olds is around 2–4 per cent among girls and 0.5 per cent 
among boys. Among 17–18-year-olds the figure is higher, presumably around three per 
cent. Around half of children and adolescents with depression also suffer from anxiety. 

Behaviour disorders
Behaviour disorders are characterized by repeated and persistent patterns of asocial 
and aggressive behaviour, where the behaviour shows clear breaks with the social ex-
pectations and norms pertaining to the age group. The prevalence of behaviour disor-
ders has been little studied in Norway. Based on comparable countries the prevalence 
among 9–13-year-olds can be estimated at five per cent, and three times as frequent 
in boys as in girls. The prevalence among Norwegian 7–9-year-olds is presumably 
around three per cent38.

ADHD
No epidemiological studies have been done on ADHD in Norway. Shifting diagnostic 
criteria make estimates of the prevalence of ADHD uncertain. Depending on registra-
tion method, the prevalence of ADHD among children aged 6–8 is estimated at be-
tween 2.3 and 6 per cent38. There is a lower prevalence among younger children and 
teenagers, but boys have around a three times higher prevalence than girls. However, 
it is possible that girls are underdiagnosed. 

«Norwegian children are among the healthiest in the world, 
measured in either morbidity or mortality.»
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Sexual healthIn 2005 the average age of first-time mothers was 28.1. This is 
almost three times higher than 15 years ago. For the 15–19 age group the birth rate 
in 2005 was eight live births per 1,000 women. This rate has been cut in half since 
the early 1990s. 30 years ago there were five times as many teenage mothers as 
there are today39. At the same time, figures in Norway and other European coun-
tries show a substantial rise in fertility for the oldest women (35–44). That many 
women wait to have children must be seen in connection with women’s higher 
education attainment and increased participation in the labour market in recent 
years40. 

There are in part big geographical differences regarding the incidence of abortion 
and sexually transmitted infections in children and adolescents. It is likewise well 
documented that social inequality factors such as socioeconomic background, ethnic-
ity, sexual and gender identity, use of substances and mental health affect a person’s 
susceptibility to adverse consequences of their sexuality.

Abortions for teenagers are at a record low in Norway. The rate for teenage abortions 
fell from 18.7 per 1,000 women in 1999 to 15.4 in 2005. In recent years abortion 
rates among young women have fallen in Finland, Iceland and Norway, while there 
has been an increase in Denmark and Sweden. Abortion rates in the Nordic countries 
are highest in the 20–24 age group, next highest in the 25–29 age group (Norway and 
Denmark) or 15–19 age group (Finland, Iceland and Sweden)41.

Since 2002 young women in Norway have benefited from various subsidy schemes 
for hormonal contraception. In the 16–19 age group, 71,500 women received sub-
sidies for birth control pills in 2006, nearly 50 per cent of all women in that age 
group42. Subsidies for hormonal contraception have been combined with a number of 
measures to give children and adolescents adequate information about contraception 
and sexual health and provide readily available counselling and contraception. These 

Figure 2.3. Abortions in the Nordic countries per 1 000 women aged 15–19. 1996–2005. 
Source: STAKES, National Research and Development Centre for Welfare and Health.
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schemes include health clinics for youth at municipal level, systematized instructional 
programmes, easily available information on the Internet (www.klara-klok.no) and 
telephone (www.suss.no), free condoms and the right of health visitors and midwives 
to requisition hormonal contraception for young women. 

Rise in chlamydia casesIn 2005, 20,000 cases of genital chlamydia infection 
were diagnosed in Norway. This is a 14 per cent increase from 2004. We see a 
similar trend in neighbouring countries. There is reason to believe that the rise in 
the number cases is result of both an actual higher incidence of chlamydia and an 
increasing number of people being tested. Among cases in 2005 under age 25, 
68 per cent were women. Of all persons diagnosed, 38 per cent were in the 20–24 
age group and 22 per cent in the 15–19 age group43. The sex and age breakdown is 
based on those who visit the health service for testing and treatment and does not 
necessary represent the true breakdown in the population.

National strategies rely on readily available information, counselling and contracep-
tion for young people, which have yielded good results in the form of a decline in the 
number of unwanted pregnancies and abortions. It remains to be seen whether these 
strategies will be equally effective in reducing the incidence of chlamydia. 

Children and adolescents getting heavier
Overweight and obesity are a growing problem, with the weight gain appearing to 
be greatest among the young. The percentage of overweight and obese 13-year-olds 
rose from 8 to 13 among girls and from 9 to14 among boys in the period from 1993 
to 2000, according to self-reported data in nationwide surveys48. Measurements of 
weight and height among 7,000 pupils in Oslo (2004) showed that 21 per cent of 
eight- and twelve-year-olds were overweight. There were big differences in the preva-
lence of overweight among urban districts, with the highest on the inner east side (29 
per cent) and lowest on the outer west side (15 per cent). 

2000 2001 2002 2003 2004 2005 2006

Number of positive 
tests per year 14 631 14 901 15 261 16 356 17 558 19 973 21 259

Percentage of all 
analysed tests 6,2 % 6,0 % 6,2 % 6,5 % 6,7 % 7,3 % 7,7 %

Table 2.2. Diagnosed chlamydia infections in Norway. Absolute figures and per cent. 2000–2006. 
Source: Norwegian Institute of Public Health. 

«The percentage of overweight and obese 13-year-olds rose from 
8 to 13 among girls and from 9 to 14 among boys in the period 
1993 to 2000.»
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Children and adolescents too sedentary Children and adolescents are at a stage 
of their lives where the foundation is laid for knowledge, skills and attitudes. That is 
why it is crucial to help them establish good lifestyle habits they can take with them 
as they grow older.

The figure shows changes in selected lifestyle habits among 15-year-old boys and girls 
from 1993 to 2005. The last four years saw a positive trend in the areas of smoking, 
alcohol use and intake of sugary drinks. The total change since 1993 is small for the 
use of alcohol and sugary drinks, while daily smoking was almost cut in half dur-
ing the period. With regard to sedentary activity in front of the PC and TV outside of 
school hours, we see a sharp increase from 1993 until today. 

The youngest are most active
A national survey shows that 90 per cent of Norway’s nine-year old boys and 76 per 
cent of the girls meet national recommendations for at least 60 minutes’ daily physi-
cal activity. Among 15-year-olds only about half have an activity level in line with rec-
ommendations44. Here, as in many other areas, there are social differences. Children 
from high-status homes had a higher activity level, were in better physical shape and 
had a lower prevalence of overweight than children from lower-status families. The 
survey also shows that nine-year-old boys and girls in Oslo are in poorer shape than 
peers in the rest of Norway44. 

Parents have a considerable influence on their children’s activity levels. Their travel 
patterns or car use habits are significant for their children’s mobility and activities. If 
the car is available, it is largely used45. However, the percentage of children over 13 
who walk to and from school has risen from 19 to 31 between 1992 and 2001. The 
percentage of those who bicycle has declined15. That children and adolescents now 

Figure 2.4. Trends in lifestyle habits of 15-year-olds, 1993–2005.
Source: HEVAS surveys.
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«The percentage of children over age 13 who walk to and from 
school rose from 19 to 31 between 1992 and 2001.»
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have a more sedentary lifestyle has been confirmed by the HEVAS study. The time 
spent on physical activity outside of school hours has remained virtually constant in 
these age groups46, while the number of weekly hours in front of the PC during leisure 
time among 11-, 13- and 15-year-olds has risen sharply in the most recent ten-year 
period (see Figure 2.5). 

An extensive Norwegian study done in 1992 and 2002 shows no change in 13–19-
year-olds’ overall exercise habits (defined as activity in sports clubs, autonomously 
organized activities and exercising with friends). However, the study shows as clear 
decline in outdoor activities in general. For example, it turned out that the percentage 
of those who went skiing one or more times a year fell from 73 in 1992 to 45 in 2005. 
Around 40 per cent never take hikes (2002). This percentage doubled in the period. 
Among teenagers with immigrant backgrounds, three in four never take hikes, while 
the same figure for those with at least one Norwegian-born parent is under half47. 

Sugar contributes to overweight
The recommendation in Norway is exclusive breastfeeding for six months and for 
breastfeeding to continue until the infant is at least one. Dietary studies show that a 
large percentage follow this advice. Eight out of ten mothers breastfeed at six months, 
while 36 per cent breastfeed for the entire first year. 

National dietary studies show that children’s average intake of fat is somewhat 
higher than recommended and their intake of saturated fat substantially above the 
recommended level48. Dietary fibre intake was low. Intake of fruit and vegetables is 
substantially lower that desired in all age groups. 

Most children and adolescents consume more sugar than is recommended. Sugar 
should account for no more than 10 per cent of calorie intake, and nine out of ten 
children were above this48. Sugary drinks are in a unique position because there is 
increasing evidence that high intake of sugary drinks increases the risk of weight gain 
and overweight49. 
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Not enough fruits and vegetables
Average intake of vegetables, potatoes, fruit and juices was 225–250 g per day 
among four-year olds and pupils in Years 4 and 8 (ages 9 and 13, respectively) 
in 2000-2001. The percentage of those consuming more than the recommended 
500 g of fruit and vegetables per day was 5, 7 and 11 for four-year olds and Year 4 
and Year 8 pupils, respectively50. 

In Norway children and adults eat substantially less fruit and vegetables than in 
countries farther south in Europe51. For example, a study in nine European counties 
found that Norwegian young people eat substantially less vegetables than in the other 
countries, except for Iceland and Spain. The percentage of young people who ate fruit 
every day was 30 per cent in Norway, compared with just over 50 per cent in Portugal.

Children and adolescents eat substantially less fish than adults. From health stand-
point, an increase in fish consumption would be beneficial.52 

Immigrants do not get enough vitamin D
Around 7 per cent of all children in Norway have two parents with a non-Western 
background. It has been shown that immigrant women from Pakistan, among other 
places, do not get enough vitamin D. In Norway, dietary rickets is found almost ex-
clusively among children with a non-Western immigrant background53. As part of the 
Action Plan on Better Diet in the Population a programme was adopted on a national 
basis to offer free vitamin D supplements for the first six months of life for all infants 
with a non-Western background in Norway. 

Norway has tried to get the WHO to initiate efforts on an international code for 
advertising of unhealthy foods and drinks aimed at children. These efforts will be 
stepped up in 2007. 

Fewer and fewer young people smoke
Around 20 per cent of young people aged 16–24 smoke every day in 2006, down 
from 24 per cent in 200523. The percentage of daily smokers has been cut in half since 
the 1970s (see Figure 2.6). After a long period where the percentage of daily smok-
ers was stable and the percentage of occasional smokers rose substantially, the trend 
now appears to headed in the right direction. 

Among lower secondary school pupils the percentage of daily smokers was cut in half 
in only five years54. There is no difference between boys and girls. In 2005 around 9 
per cent of pupils said they smoked occasionally or very rarely. The corresponding 
figure in 2000 was 18 per cent. Just under 40 per cent of these pupils say they tried 
smoking.

The percentage of smokers in lower secondary school is not the lowest recorded 
since the studies began in 1975. Regional differences reflect the pattern among adults, 
while the differences have less of an impact, as the percentage is so low at the outset.

«Children and adolescents eat substantially less fish than adults. 
From health standpoint, an increase in fish consumption would  
be beneficial.»
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Smoking shows a lopsided distribution among various social groups among the young 
as well. We see this, for example, in the breakdown of smokers in the various areas of 
study in upper secondary school. There are far fewer smokers in the general area of 
study than in vocational programmes55.

More try smokeless tobacco
Boys aged 16–24 are those who most use smokeless tobacco. Data for 2005 and 
2006 combined show that a whopping 18 per cent use smokeless tobacco every 
day and 17 per cent occasionally. Thus, there are just as many smokeless tobacco 
users in this group as there are smokers. Some of this is double use.

Two per cent of lower secondary school pupils use smokeless tobacco every day, 
9 per cent occasionally or very rarely. An among these youngest users there is a big 
difference between girls and boys. One out of four pupils reports trying smokeless 
tobacco. The percentage is higher among boys than among girls. 31 per cent of boys 
have tried smokeless tobacco – more boys than girls – 31 compared with 17 per cent. 

During the past 20 years the percentage of daily smokeless tobacco users has 
varied between 1.5 and nearly 4 per cent among boys. Among girls there are very few 
daily users of smokeless tobacco (around 0.2 per cent). From 2000 to 2005 there 
were minor changes in daily use of smokeless tobacco among pupils. However, it ap-
pears that somewhat more girls are experimenting with smokeless tobacco. There is 
an increase in the percentage of those who have tried it and who use it occasionally 
or very rarely.

Smokeless tobacco contains a large number of chemical substances, including 
nicotine and numerous carcinogens. It is therefore a goal to stop the increase in 
smokeless tobacco products.

Fewer smoke during pregnancy
Smoking during pregnancy increases the risk of low birth weight and premature birth. 
It also increases the risk of miscarriage, spontaneous abortion and cot death. Children 
exposed to passive smoking can suffer impaired lung function and be more suscepti-

Figure 2.6. Percentage of children and young people who smoke daily. 
Age 13, 14, 15, 16–19 and 20–24. 1975–2005. Three-year moving average. 
Source: Directorate for Health and Social Affairs.
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ble to asthma and conditions such as middle-ear infections, bronchiolitis, bronchitis 
and pneumonia56.

Although Norway has long been among countries with the largest proportion of 
women who smoke while pregnant, in recent years there has been a positive trend. 
In 2004, 18 per cent of pregnant women smoked every day or occasionally at the 
beginning of their pregnancies, 10 per cent at the end. In 1999, 26 per cent of women 
smoked at the beginning of their pregnancies and 18 per cent at the end. 

Use of alcohol or other substances can harm the foetus. Higher alcohol consump-
tion among women means there is reason to fear that there will be more women with 
alcohol problems in the future and thus more alcohol-related injuries to children. 

Do young people get drunk or high less?
For years there has been a sharp increase in alcohol use among young people aged 
15–20, but in the past three years the trend has reversed. The figures are somewhat 
uncertain because the response percentage is low57. Boys drink more than girls, but in 
recent years the differences have narrowed. 

The most widely used illegal drug in Norway is cannabis. There are no reliable figures 
on the use of illegal substances in the adult population, but SIRUS conducts annual 
surveys of youth aged 15–2024.

Cannabis use rose sharply until the end of the millennium, but since then appears 
to have flattened or gone down somewhat. In 2006 13.1 per cent of respondents re-
porting trying hashish or marijuana one or more times. The decline in use is confirmed 
by NOVA’s Oslo study, which shows a marked decline in the number of those who have 
used cannabis, particularly in west-side neighbourhoods of Oslo58. 

Regular use is less common. In 2004, 3.8 per cent reported having used cannabis 
during the past year, and 1.8 per cent said they had used it during the past month. 
This percentage has remained relatively stable since the beginning of the 1990s59. 
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Figure 2.7. Alcohol consumption in litres of pure alcohol per year. 
Boys and girls aged 15–20. 1995–2006. Source: SIRUS.
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After cannabis, it is mostly central nervous system stimulants such as amphetamines, 
cocaine and ecstasy that are most widespread. In 2006, just under 4 per cent of 
young people aged 15–20 stated that they have used amphetamines, around 2 per 
cent report having used cocaine and 1.7 per cent reported having used ecstasy. 

The percentage reporting having sniffed volatile substances has gone down in the 
past years and has long been between 5 and 6 per cent. In 2006 it fell to 1.7 per cent, 
and there is no good explanation for this.

Data on the use of illegal substances in the age group over age 20 are spotty. 
There is much to indicate that use increases throughout a person’s twenties. Accord-
ing to the Young People in Norway study, 48 per cent of young adults in Oslo have 
used hashish once or twice before the end of their twenties60. Just under 10 per cent 
of young adults aged 15–34 have used cannabis during the past year. The European 
average for this age group is 14 per cent61.

Gambling addiction among the young
NOVA (Norwegian Social Research) did a study showing that 3.2 per cent of young 
people show clear signs of problem gambling. Two out of three in this group gambled 
weekly, and on average they gambled 250 times a year. Slot machines account for 
1/3 of all gambling among young people. Gambling on slot machines is as common 
among young people under 18 as among those over.

The heavy gamblers are most often boys from low-income families. Youth from 
non-Western immigrant backgrounds are somewhat overrepresented. Heavy gamblers 
are more often involved in criminal activity than others, they drink more and have 
more experience with illegal substances. They are also at greater risk of depression, 
attempted suicide, loneliness and bullying62. 

1

2

3

4

5

6

7

8

200620052004200320022001200019991998199719961995

Litres of pure alcohol

Figure 2.7. Alcohol consumption in litres of pure alcohol per year. 
Boys and girls aged 15–20. 1995–2006. Source: SIRUS.
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Figure 2.8. Persons in the 15–20 age group who have tried cannabis at least once. 
1991–2006. Per cent. Oslo and rest of country. Source: SIRUS.
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Children learn from the bad habits of adults
The lifestyle habits of children and young people reflect adult lifestyles and tenden-
cies in society. Still too many children and adolescents have lifestyle habits that will 
have an adverse effect on future health. Too many teenagers smoke, and alcohol 
consumption is higher than 10 years ago (especially among girls). Many of them drink 
soft drinks every day, and not enough eat fruit and vegetables every day. There is also 
a trend towards inactivity among teenagers, resulting in a higher prevalence of over-
weight and obesity. There are social differences in lifestyle habits that may help to 
sustain social inequalities in health. The share of young people reporting at least one 
subjective health complaint every day is rising somewhat and is now over 20 per cent.

In recent years we have seen several positive trends in the lifestyle habits of chil-
dren and young people. Fewer smoke, drink alcohol and use illegal substances. There 
are also fewer young people who consume sugary drinks every day, and more who 
eat fruit and vegetables every day. It is important to reinforce these positive trends, 
especially by making healthy choices easier. 

To influence children and adolescents, it is necessary to influence the society 
around them – also adults. Day nurseries, schools and families are particularly im-
portant venues. Adults must be made aware that they are important role models, and 
adequate structures must be in place to encourage healthy lifestyle habits.

Each year a large number of people require treatment for acute poisonings. Although 
these poisonings may have many causes, most are accidental, are self-inflicted or are 
connected with drug or alcohol use.

The number of hospital stays following acute poisoning is up slightly since 1996. In 
2004 the number of overnight hospital stays due to poisonings was nearly 12,00063. 
Here Norway is at about the same level as other Nordic countries64.

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:
›  facilitating wholesome and healthy school meals and reducing access to fizzy drinks and sweets
›  facilitating one hour of physical activity in school each day, safe ways to school, versatile activity 

venues and a stimulating local environment
›  introducing smoke- and smokeless-tobacco-free school hours for pupils and staff
›  beefing up school health services’ resources for prevention and for identifying children with special 

problems and needs
›  using price as an instrument for making healthy products cheaper and products harmful to health 

more expensive 
›  ensuring further restrictions on children and adolescents’ access to alcohol and tobacco
›  continuing general awareness and information campaigns as well as schemes to ensure optimum ac-

cessibility to proper counselling and contraception
›  developing methods and implementing schemes to improve the sexual health of children and adoles-

cents across geographic lines and social strata
›  obtaining more knowledge about the extent to which young people avail themselves of health-pro-

moting and preventive measures already implemented

Poisonings
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Since 1996 the number of poisoning deaths each year was around 400–500. An 
exception is the peak year, 2001, when 576 persons died from poisoning. About half 
of deaths are caused by opioids, especially heroin65. Norway is the Nordic country 
with the most heroin deaths per capita64. The number of deaths following acute 
poisonings in 2004 was 49666. That is, deaths are rising somewhat, after a decline in 
2002–2003. Norway has around the same number of poisoning deaths as the other 
Nordic countries, except Finland. Finland is higher because it has more deaths due to 
acute alcohol poisoning64. 

The National Poison Information Centre receives more enquiries about poisonings 
and poisoning hazards every year. In 2006 nearly 40,000 enquiries were registered67. 
Two out of three enquiries concerned acute or chronic exposure. In connection with 
these enquiries, the Centre helped to assess the danger and any treatment connected 
with specific situations. As previously, approx. 2/3 of enquiries come from the general 
public, with the remainder from the health service and other institutions. 

Fewer children seriously poisoned
Most acute poisonings of children are unintentional and happen in the home. In the 
past ten years on average fewer than one poison-related death is reported per year 
of children under age 5. Relatively few acute poisonings of children are now being 
treated at Norwegian hospitals (Table 2.10). 50 years ago far more children were 
treated in hospital for poisoning. Better awareness, better packaging for medicines 
and chemical products and the National Poison Information Centre’s efforts have 
helped to bring about this positive change.

Figure 2.9. Total number of enquiries to the National Poison Information Centre 
per year, 1987–2006. Source: Directorate for Health and Social Affairs.
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«Most acute poisonings of children are unintentional and 
happen in the home.»
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Infants and toddlers have an urge to investigate and taste everything they get a hold 
of, which is why they are at greater risk of accidental poisoning. In 2006 the National 
Poison Information Centre received nearly 17,000 enquiries involving poisonings of 
children and young people up to age 19, and in more than 10,000 cases the enquiries 
concerned children aged one to four. 

Most enquiries concerning small children were about ingesting plants and berries, 
cleansers, fluoride tablets, body care products or tobacco. In most cases the risk of a 
serious reaction is slight. When there is reason to suspect minor poisoning, the chil-

Figure 2.10. Number of hospital stays per year owing to acute poisonings. Children
aged 0–4 and 5–14. 2002–2005. Diagnoses with ICD codes T4n–T65 (non-psychiatric 
poisoning diagnoses) are included, F10.0–F19.0 (psychiatric diagnoses) also included. 
Source: NPR.
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Figur 2.10. Age breakdown for enquiries to the National Poison Information 
Centre regarding acute or chronic exposures. 2006. Source: Directorate for 
Health and Social Affairs. 
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Chapter 2   PUBLIC HEALTH ›
dren are sent to the accident and emergency unit or hospital for observation and/or 
treatment. Around 300 hospital stays a year are due to acute poisonings of children 
under four68. Most of these cases in children can be treated if caught in time.

Accidental poisonings are less common in the 5–14 age group than among the 
very youngest, yet poisonings are a reason for just under 200 hospital stays a year 
for this age group63. Older children less commonly accidentally ingest poison but are 
more often involved in self-inflicted or drug-related poisonings. 20 per cent of the 
enquiries to the National Poison Information Centre on exposure in 10–14-year olds 
were explained by self-inflicted injury or abuse in 2006. A whopping 10 per cent of 
enquiries involving this age groups concerned situations posing a risk of serious poi-
soning, compared with 2.5 per cent among younger children. 

Possible decline in alcohol poisoning in young people
Data from the Norwegian Patient Register shows that a total of 889 young people 
aged 15–24 were admitted to Norwegian general hospitals in 2005 with alcohol poi-
soning as primary or secondary diagnosis. Based on these figures, alcohol poisonings 
requiring treatment appear to have increased sharply in part the past five to six years 
up to 2004, and by a whopping 75 per cent for the 20–24 age group. However, there 
has been a positive decline the past few years.

The Poison Information Centre is rarely contacted when only alcohol is involved. Even 
so, over 60 per cent of enquiries to the Centre are due to 15–19-year-olds’ self-in-
duced harm or substance abuse. Many of these are mixed poisonings involving alco-
hol. In 17 per cent of the cases there was a danger of serious poisoning. 

Figur 2.11. Number of admissions for alcohol poisoning, children and young 
people ages 0–24. 1999–2005. Source: NPR.
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Reassurance is important
The number of unintended exposures in small children is high but few cases develop 
into serious poisonings. Information to the public about poisoning and the dangers 
of poisoning can prevent hazardous situations. Once an accident has occurred, it is 
important to reassure parents and children and ensure that measures/treatment take 
place at the lowest possible level in the treatment chain.

It is difficult to describe trends in the area of indoor climate. This is primarily because 
no extensive survey has been done on indoor climate in Norway, with regard to either 
structural situations or exposure situations. In addition, many of the health symptoms 
related to indoor climate conditions are vague and commonly occur without indoor 
climate being the cause. Nor are there usually any certain methods for establishing a 
causal relationship between indoor climate conditions and symptoms. 

The focus on specific indoor climate factors appears to vary over time and is in 
part dependent on the status of knowledge in the field. This need not mean that the 
factors being focused on have a major health impact for individuals or the population 
in general. In the following we have started with various health outcomes that may be 
caused by specific risk factors relating to indoor climate and suggest possible chang-
es in conditions that may have an impact on the prevalence of illness. 

Asthma more common
Many people, especially children and adolescents, suffer from respiratory allergies and 
asthma. Some have relatively mild symptoms, while those most seriously afflicted may 
suffer life-threatening reactions and invalidization. The underlying aetiology is largely 
unknown. The prevalence of asthma and respiratory allergies appears to have in-
creased in the second half of the 1900s. More recent data indicate that the rise in the 
prevalence of asthma has levelled off in some parts of the Western world. Although 
no unambiguous causal factors have been established for developing asthma, several 
risk factors have been suggested as contributing to the increasing prevalence of these 
illnesses. 

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

›  maintaining the National Poison Information Centre, which plays a key role in identifying  
and treating possible poisonings in children 

› informing all families with small children and day nurseries that they should have medicinal  
 activated charcoal on hand
 ›  continuing preventive efforts against substance use and self-injury by young people
›  ensuring well-functioning mental health services for children and adolescents

Air pollution 
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Risk factors in indoor environments include passive smoking, humidity, mildew, dust 
mites, house pets and possibly phthalates, used to soften plastics. Even if we are un-
able to determine if changes in indoor air have helped to increase the prevalence of 
asthma and respiratory allergies, it appears that these risk factors may matter for the 
clinical picture of the individual asthmatic/person with allergies. 

Exposure to tobacco smoke (active or passive smoking) may increase one’s risk of 
developing lung cancer. The number of daily smokers over age 16 and the percentage 
who tolerate smoking in their homes have both dropped substantially in recent years. 
This, along with greater awareness of the health dangers related to passive smoking, 
will in the future have to be assumed to lead to a further reduction in the number of 
children exposed.

Radon mapping prevents lung cancer
Radon in indoor air is the second most important cause of lung cancer after active 
smoking. The risk is amplified in combination with smoking. Radon is a major radia-
tion problem and one of the main focus areas of the Norwegian Radiation Protection 
Authority. Efforts to reduce radon exposure are comprehensive and will extend over 
many years. Almost half of the country’s local authorities have done radon mapping, 
measuring a sufficient sample of the housing stock to be able to assess the scope of 
the problem and make it possible to identify any areas particularly at risk. Reduc-
tions in earlier financial aid schemes for schemes to reduce indoor environment radon 
levels are likely to delay these efforts to prevent lung cancer. 

«Radon in indoor air is the second most important cause of lung 
cancer after active smoking. The risk is amplified in combination 
with smoking.»

›  You will find more about tobacco on the Directorate for Health and 
Social Affairs website: www.shdir.no/tobakk

›  You will find more about radon and magnetic fields from high volt-
age lines on the Norwegian Radiation Protection Authority website: 
www.nrpa.no

›  Data on magnetic fields connected with high voltage lines are also 
available on the IARC website: www.iarc.fr/ENG/Press_Releases/ar-
chives/pr136a.html

›  You will find more about indoor climate on the Norwegian Institute 
of Public Health website: www.fhi.no

FACTS
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Low risk from electromagnetic fields 
We know more about electromagnetic fields and health than we used to. The Interna-
tional Agency for Research on Cancer (IARC) has classified magnetic fields from high 
voltage lines as a possible cause of cancer in humans, primarily based on an associa-
tion between exposure at home and a higher incidence of childhood leukaemia in 
population studies. The exposure situation is probably unchanged from before. One 
extra case of leukaemia every six of seven years is indicated among children living 
near high voltage lines. Even though the cancer risk is slight measured in the number 
of cases, these data will result in considerable uncertainty and anxiety among affect-
ed parents. Clear rules for future buildings and rights of way and customized informa-
tion will still be important.

More knowledge about the importance of indoor climate needed 
Most complaints about indoor climate are related to vague ailments or discomfort 
such as complaints about dry air, irritated mucous membranes, headache and fatigue. 
It is nearly always difficult to find a factor or contaminant that is patently the trigger-
ing cause of the irritations reported. Possible risk factors include particulate pollution, 
volatile organic compounds, moisture damage and mildew growth. In addition, poor 
ventilation and air circulation and adverse temperature and lighting conditions can 
contribute to the feelings of discomfort. In connection with recommended amend-
ments to the Technical Regulations to the Planning and Building Act, proposals have 
been made for new energy standards for buildings, which may result in buildings 
being more airtight. It will be important for any new regulations not to result in a 
reduction in air change over current levels. 

Future measures in the area of indoor climate must include a higher level of knowl-
edge about causal connections. Better information about the possibilities of avoid-
ing risk factors must be made available to the government administration, health 
services, the construction industry and the general public. There has been growing 
awareness of such indoor climate problems. The challenge is to provide information 
about possible correlations and improvement measures based on current knowledge 
without contributing to an unrealistic level of concern. 
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RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

›   performing a new assessment of the importance of environmental factors as part of the review of 
the entire area of environmental health. Such a review should examine activity level and use of 
resources, priorities made by local authorities and the way efforts are organized. 

›   for the review to reach conclusions on the way the services, regulations and monitoring system, 
expertise and training, forms of work and techniques are organized and funded in the future as well 
as systematic advice and guidance for local authorities and businesses
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«Children and adolescents are at at 
stage of life where the foundation of 
knowledge, skills and attitudes is laid. 
That is why it is crucial to help them 
establish good lifestyle habits they can 
take with them as they grow older.»
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RV

IC
ES Together, economic social assistance and social services constitute 

a safety net intended to provide security to people in difficulty and 
help them cope with their situations. 

This chapter deals with areas where the common denominator is society’s schemes 
for creating security for people with special needs and enabling them to cope. 
Schemes being discussed are economic social assistance, the role of social services, 
especially regarding children and long-term recipients, physical habilitation and reha-
bilitation, services with people with rare diagnoses and disorders, people with mental 
retardation and people with mental disorders who drop out of the labour market.

Economic social assistance
Social services are the welfare state’s ultimate safety net. Economic benefits are 
given to people otherwise unable to earn an income. This assistance is governed by 
the Social Services Act and appurtenant regulations and circulars. Persons receiving 
economic social assistance are often in difficulties. Besides guaranteeing a decent in-
come, social assistance is also meant to help individuals towards independence. Thus, 
social services have a two-pronged mandate – responsibility for assuring a decent 
income and for helping individuals out of difficulties. This is done though individually 
customized treatment measures. To meet the intent of the legislation, social services 
implement a number of different schemes besides economic assistance. These may be 
«activation» and work measures, counselling services, housing assistance and other 
social and mental health measures. Among the most vulnerable groups are children of 
social assistance recipients and long-term recipients of social assistance. 

Five per cent receive social assistance
Social assistance recipients make up three per cent of the population. If we include 
the children and spouses of recipients, just under five per cent of the population are 
supported by economic social assistance. This accords well with Swedish figures, 
where between four and five per cent of the population receive economic assistance. 
On a nationwide basis, NOK 4.8 billion was paid out in social assistance in 2005. 
Disbursements have remained relatively stable the past five years, when introduc-
tory assistance is disregarded. The introduction of the introductory scheme for newly 
arrived immigrants in 2003 made it impossible to distinguish between recipients of 
economic social assistance and introductory assistance in 2003 and 2004. For 2005 
this is possible again.

Table 3.1. shows changes in social assistance over a five-year period. Except for 
the years 2003 and 2004 (due to the introductory scheme), the level of social assist-
ance has remained stable. The exception is the number of children in households re-
ceiving social assistance, which has risen steadily in the five-year period and jumped 
from 2004 to 2005. The number of new recipients declined in 2005 and is at its 
lowest level in many years. During the five year period there was a tendency for more 
recipients to have social assistance as their primary source of income and for the per-

Security and opportunity  for all

centage of long-term recipients to increase.78
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Security and opportunity  for all
RECOMMENDATIONS

The Directorate for Health and Social Affairs would like to emphasize in particular:

›  greater attention to the effect of economic social assistance on the living conditions of various groups 
of recipients. This applies particularly to those with the greatest needs, such as families with children 
and long-term recipients of social assistance. Schemes targeting young people at risk, involving edu-
cational institutions, the child welfare service and the new Norwegian Labour and Welfare Organiza-
tion must be carefully considered. 

›  greater attention to the individual rights of children in the Social Services Act. The intention of the Act 
is that social services staff are to have both an economic and social welfare perspective on the child’s 
overall situation.

›  developing more accurate and reliable data to monitor trends in services offered to and the living 
conditions of the mentally retarded

›  better surveys of the prevalence of rare diagnoses and disorders and the living conditions of persons 
in these groups

›  for local governments and regional health authorities to meet the requirements of the Rehabilitation 
Regulations for coordinating units

2001 2002 2003 2004 2005

Social assistance recipients, total 
(number)

127 916 128 814 135 381 132 067 128 964

Number of new social assistance recipi-
ents during the year

45 588 44 711 48 849 43 590 41 319

Social assistance recipients aged 20–24 
in per cent of age cohort

7,5 7,7 8,3 8,3 8,2

Percentage of social recipients for whom 
social assistance is their primary source 
of income

44,6 44,4 45,6 45,9 47,4

Average disbursement per month (NOK) 6 680 6 977 7 328 7 188 7 022

Table 3.1. Social assistance recipients, new recipients per year, recipients for whom assistance is their primary 
source of income and average disbursement per month. 2001–2005.  The figures for 2003 and 2004 also contain 
recipients of introductory benefits and thus are not directly comparable with earlier years. Source: Statistics Norway.

Variation among municipalities
In 2001 the central government introduced voluntary guidelines for social assist-
ance. Local authorities were urged to follow them to ensure equal treatment of similar 
social assistance cases. The guidelines define the expense components to be included 
in the municipal standard (food and beverages clothing and shoes, household articles 
and hygiene, etc., TV licence, newspaper and telephone, leisure activities, sport equip-
ment and toys for the children and travel expenses). Other expenses not included in 
these guidelines, as well as housing expenses, are to be portioned out in addition and 
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as needed. Nevertheless, several studies show that the variation in amounts por-
tioned out is still considerable.1 Several factors affect the variation in municipal rates. 
The most important are the expense components local authorities choose for includ-
ing in the calculation, whereby more components raise the rates. 

Children of social assistance recipients
All children are entitled to a secure childhood. If their parents are affected by poverty 
and social exclusion, this objective can be undermined. The circular on the Social 
Services Act asks local authorities to attach particular importance to the interests of 
children when portioning out social assistance. Children are to grow up in security 
and be able to participate in ordinary activities, even if their parents have inadequate 
finances. Pursuant to the Children Act, parental responsibility means providing for 
children economically be meeting their material needs. Social services are to assist 
them in this responsibility.

In 2005 72,300 children lived in households receiving social assistance, an 
increase of over 9,000 from the year before. 31,400 children had parents receiv-
ing long-term economic benefits (continuously for more than six months). This is an 
increase of around 5,300 children from the year before. The Institute of Applied Social 
Science (FAFO) reported2 that in 2001, 8,118 children in Norway belonged to families 
in the low-income group, defined as 50 per cent of median income, even if the family 
received economic social assistance. According to FAFO this may be seen as an indi-
cation that social assistance rates were too low to help these families over the low-
income threshold. The same report showed that 55,953 children belonged to families 
receiving social assistance that were not in low-income households. 

Several Norwegian studies show that families with low incomes largely try to 
shield their children from poverty.4–6 The longer a family lives on a low income, the 
harder it is to maintain this shield. Key findings of a report from Norwegian Social 
Research (NOVA) show that experiences of living at or below the poverty line need 
not mean that the children are socially excluded. These children also relate positive 

Figure 3.1. Number of children in households that have received economic assistance. 
Absolute figures. 2001–2005. Source: Statistics Norway. Figures for 2003 and 2004 
also contain recipients of introductory assistance and are therefore not directly 
comparable with previous years.
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experiences, but are conscious that money 
is tight and that they must adapt consump-
tion and activities accordingly.
Family budgets of families living on social 
assistance do not always allow participation 
in leisure activities as with other children. In 
such situations, child welfare services can 
cover costs connected with various activities. 
In the study from the Telemark Research In-
stitute1 social services staff were interviewed 
about practices regarding portioning out 
economic social assistance. It emerged that 
the family situation was important for assess-
ing the level of economic benefits. Individual 
case workers make a discretionary assess-
ment and set the benefits above the local 
standard. Some informants believe that benefit levels in general are too low for families 
with children, especially if benefits are provided over time.

Long-term recipients of economic social assistance 
In recent years, long-term recipients of social benefits have been a key target group 
of poverty policy. The challenge for social services arises when recipients remain on 
social assistance over a longer period. As economic social assistance is meant to be 
a temporary income stop-gap pending other schemes, work or social insurance, it is a 
challenge for social services when people become long-term recipients. Economic as-
sistance is not designed for long-term dependence. Is it possible to prove that social as-
sistance works as intended? What characterizes the situation of the group of long-term 
recipients, and how do social services address the additional issues in this group? 

There are several indications that social assistance basically functions as intended 
as a temporary benefit to help people get on their feet. First, social assistance payouts 
have remained stable the past ten years, even given the cyclical behaviour of the 
labour market. Second, quasi-experimental studies show that customized schemes 
with work as the goal for long-term recipients of social assistance are effective3,7. One 
of the studies that followed the 95-cohort for five years shows that the employment 
rate is relatively evenly distributed in the time period, which weakens the claim that 
the social assistance system itself fosters passivity, being locked-in and long-term 
dependence. The study claims that it is rather what individual benefit recipients bring 
with them that is the reason for long-term dependence, referring inter alia to a study 
of working capacity8 (see below).

2001 2002 2003 2004 2005

Percentage of social assistance recipi-
ents receiving assistance six months or 
more per year/long-term dependence

38,6 39,3 40,1 41,1 41,9

Average benefit period (months) 5,1 5,0 5,2 5,3 5,3

Table 3.2. Social assistance. Long-term recipients and average benefit period. 2001–2005. Source: Statistics 
Norway.  The figures for 2003 and 2004 also contain recipients of introductory benefits and thus are not directly 
comparable with earlier years. 

Two different FAFO reports (2004, 2006)2,3 showed 
that the following groups are overrepresented 
among children in poverty: 
› parents with low education attainment 
›  parents with sole responsibility for care 
›  children whose principal provider is under 30 
›  parents affected by unemployment 
›  families of immigrants from non-Western  

countries 
›  children in households with a large number  

of children

FACTS
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Four out of ten are long-term recipients
Four social assistance recipients in ten receive benefits for six month9 or more and are 
defined as long-term recipients. In 2005, 11 per cent received benefits the entire year. 
Seven out of ten who received economic social assistance in 2005 had also received 
social assistance in 2004. In 2005, 41,000 had received social assistance for three 
months running in each of the previous three years. However, the 1995 cohort of 
recipients shows that during a five-year period, one in five received benefits for 13 to 
36 months.3 

On behalf of the Directorate of Health and Social Affairs, the National Institute 
for Consumer Research (SIFO 2003/2006)5,6 has developed and tested a minimum 
standard for consumption for long-term recipients of economic social assistance. The 
minimum standard is meant for short-term consumption in line with the intent of eco-
nomic social assistance and deviates from SIFO’s standard budget, which is intended 
for expenses for ordinary consumption when a person is working. The informants 
in the qualitative study reported that financial difficulties seem to have an effect on 
perceptions of insecurity and loss of autonomy. These money problems serve to limit 
the individual’s opportunities for active participation and self-realization. The latter 
factor is also revealed by studies of living conditions in Norway. The findings also 
coincide with a qualitative study that followed 25 long-term recipients for six months. 
This indicates that financial difficulties over time in themselves can help to amplify the 
problem complex and, at worst, create them.10

Many have mental health or alcohol or drug problems
Long-term recipients of social assistance often have complicated and very extensive 
problems. Many are qualified to enter the labour market, but as a group they are over-
represented with living conditions that weaken their chances for workforce participa-
tion. The report shows that it is neither a lack of economic incentives nor socialization 
into the role of long-term dependent that causes some people to become long-term 
recipients.8 It is rather low educational attainment, lack of work experience, marital 
status, poor general health and mental health problems that serve to make persons 
long-term recipients. In many areas long-term recipients report poorer health than 
disability pensioners. This pertains especially to mental health. 58 per cent of long-
term recipients report mental health problems. Just over a quarter state that health 
problems limit their social life. 

Social networks and relationships are crucial for the individual and society alike. 
Long-term recipients differ by having little social contact beyond their immediate 
circle: what is called social capital – involvement and participation in social networks 

and relationships are assumed to be a resource for individuals and for the society. 
Many report problems during childhood such as conflicts between parents, money 
problems, problems keeping up in school and long-term bullying. 

Many also report having or having had substance-abuse problems. It is estimated 
that four in ten social assistance recipients have considerable drug and alcohol prob-
lems.11

Data from Klientkartleggingsystemet (client mapping system)12 show that three 
out of four in drug and alcohol treatment are without jobs. A whopping four in five 
state national insurance benefits and social assistance as their primary source of 
income (social assistance, temporary welfare benefits, old-age/disability pensions).

«72,300 children lived in households receiving social assistance in 
2005, an increase of over 9,000 from the year before.»
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No permanent home
Homelessness is also a problem affecting many long-term recipients of economic so-
cial assistance. A survey done by the Norwegian Building Research Institute (2006)13 
showed that in all, 5,500 people were homeless in 2006. Around 30 per cent of all 
homeless people have children and 16 per cent have day-to-day care. This means that 
a relatively large number of children are subjected to unstable and very difficult living 
conditions in unsatisfactory shelters and the like. 

Six out of ten of the approx. 5,500 homeless persons had drug and alcohol prob-
lems in 2005. Two out of ten report not having a substance-abuse problems, while 
just under two out of ten did not respond. In 1996 the percentage of substance-de-
pendent was at the same level.

Figure 3.3. Local authorities’ net operating expenditure on services for persons with 
substance-abuse problems. 2001–2005. Source: Statistics Norway/KOSTRA.
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Figure 3.2. Percentage of social assistance recipients in permanent, full-time 
employment of total number of social assistance recipients. 2001–2005. 
Source: Statistics Norway.
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Better services for social assistance recipients
In recent years a number of initiatives and schemes were carried out by local authori-
ties in Norway to improve the range of social services for clients.

In 2006 the National Insurance Service and Aetat were closed down and the new 
Norwegian Labour and Welfare Organization (NAV) created. Together with municipal 
social services the new agency aims to establish local NAV offices covering all munici-
palities in the country. By 2010 NAV offices will be in place in all municipalities. 110 
new offices will be established in 2007 and 150 in both 2008 and 2009. The local 
NAV offices are to give users a point of contact, where all labour and welfare services 
are available. The main objectives of the reform are: 
›  getting more people into work and other activity and fewer on social benefits 
›  making it simpler for users and adapting the administration to user needs 
›  having a cohesive and effective labour and welfare organization 

Schemes to prevent and combat childhood poverty
In 2005 the Directorate for Health and Social Affairs was tasked with initiating skills-
building and development schemes in the social services to prevent or reduce poverty 
among families with children. This task is carried out in cooperation with the Minis-
try of Children and Equality and the Norwegian Directorate for Children, Youth and 
Family Affairs. In 2006 34 municipalities and 5 urban districts in Oslo received grants 
from the Directorate of Health and Social Affairs. The effort to combat childhood pov-
erty is primarily aimed at the conditions that provide a framework around children’s 
lives: parents and family, public services and their local communities. The emphasis is 
on prevention and social work efforts targeting the families. Children and adolescents 
living in poverty often have problems in many areas and thus need help and support 
from various services. Initiative development and raising competencies at municipal 
level to better coordinate the service system are key instruments in this effort. 

In December 2006, as part of this initiative, development efforts began focused on 
at-risk youth between 17(18) and 23. The transition from child welfare to social services 
or other assistance or benefit schemes is a challenge for the young people and the serv-
ices alike. The same goes for rehabilitation of young offenders. Young people receiving 
assistance from child welfare services (after turning 18) are in a special position and 
are at risk of developing persistent poverty problems. Development efforts will improve 
cooperation and interaction between child welfare and social services locally and cen-
trally and are part of countering and preventing the reproduction of poverty. 

Schemes to prevent or reduce long-term dependence on economic social as-
sistance
Through the labour market initiatives in the poverty plan as well as trial programmes 
run by the Directorate of Health and Social Affairs, a number of different schemes 
have been implemented to boost long-term recipient workforce participation. The fol-
lowing trial programmes are relevant in this connection: 
›  Trial Programme of Measures (2001–2004)
›  Pilot Project on Coordination of Labour, Social Service and Welfare Agencies 
 (2002-2005) 
›  Survey of capacity for work in the social services – KIS (2004–) 
›  Closer individual follow-up (2005–). 
›   Likewise, the National Strategy to Combat and Prevent Homelessness – A Path 

to a Permanent Home, as well housing grants and local government substance-
abuse efforts enable more people to receive assistance and focus attention on the 
needs of these groups. 
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The Government wishes to beef up efforts aimed at long-term recipients of economic 
social assistance. Report No. 9 (2006–2007) to the Storting, Work, Welfare and Inclu-
sion, proposes a new qualification programme with appurtenant qualification benefits 
for persons with significantly reduced work and earning capacity and with no or limit-
ed National Insurance benefits. The aim is to get more people working through closer 
and more binding assistance and follow-up from the Labour and Welfare Organiza-
tion. Much of the knowledge base taken from the various development schemes is 
integrated into the new initiative with individual and user-oriented follow-up with a 
stepped-up effort over time. 

Children and long-term recipients must have priority 
The percentage of recipients of economic benefits has remained stable the past five 
years, when one disregards the impact of introductory benefits in 2003 and 2004. 
Even so, in this period we have seen a steady rise in the number of children living in 
households receiving economic social assistance. From 2004 to 2005 the number 
rose by a whopping 9,200. This is a worrisome development, especially in view of 
the fact that children of social assistance recipients report acutely feeling the fami-
ly’s financial straits, despite their parents’ best efforts to shield them. This indicates 
that social assistance does not always enable parents to fulfil their duty to meet their 
children’s material needs. 

New information about long-term recipients’ living situations has provided new 
insight into what is needed to increase long-term recipients’ opportunities for social 
inclusion, including labour force participation. Long-term recipients are a group with 
extensive and complex problems in part, which requires that social services offer a 
broad spectrum of schemes tailored to individual needs. At the same time statistics 
show that social assistance and subsequent services work as intended for recipients 
with temporary needs. 
 

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:
›  greater attention to the effect of economic social assistance on the living conditions of various groups 

of recipients. This applies particularly to those with the greatest needs, such as families with children 
and long-term recipients of social assistance. Schemes targeting young people at risk, involving edu-
cational institutions, the child welfare service and the new Norwegian Labour and Welfare Organiza-
tion must be carefully considered.

›  greater attention to the individual rights of children in the Social Services Act. The intention of the Act 
is that social services staff are to have both an economic and social welfare perspective on the child’s 
overall situation. 

«The aim is to get more people working through closer and more 
binding assistance and follow-up from the Labour and Welfare 
Organization.»
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It is a fundamental value of Norwegian society that all people are to have opportuni-
ties for independence and participation in various areas of life and society. Two strat-
egies have been chosen to achieve this: On the one hand, dismantling the barriers in 
the way of participation. On the other, individualized schemes to enable persons with 
disabilities to participate in various social arenas. Physical habilitation and rehabilita-
tion are in the latter category.

Overview lacking 
There is not complete overview of children and adolescents with disabilities, or of how 
many receive or need physical habilitation. Nor is there a complete overview of how 
many adults with chronic conditions and disabilities need rehabilitation or how many 
receive services and what disabilities/chronic illnesses these people have.

The goals for individual physical ha-
bilitation and rehabilitation processes are 
connected with being a citizen and being 
able to live a life on one’s own terms. They 
do not primarily involve making people 
well. The best possible functioning in vari-
ous areas will often be intermediate goals 
in the individual’s rehabilitation process. 
According to the World Health Organiza-
tion International Classification of Function, 
Disability and Health (ICF), human function 
and function problems can be described 
from a participation perspective, an activity 
perspective and a body function perspective. 
ICF terminology can help to highlight the 

differences between the goal of rehabilitation and treatment and retraining, respec-
tively. Other factors that can help to clarify the differences are degree of user involve-
ment, professional approach, coordination strategies and time perspective.

Treatment measures are those intended to heal or relieve illnesses and problems 
related to body functions, including mental functions. 

Retraining measures are those intended to improve maintain activity functions, such 
as walking or speech, or body functions, such as muscular strength or physical endur-
ance. Retraining is often included as part of the normalization process following sur-
gery or acute injuries and can also be a means of maintaining functioning over time. 

Interaction based on the individual
Local authorities and the regional health authorities are to ensure individual user 
involvement in the implementation of his or her own physical habilitation and reha-
bilitation services (cf. section 1-3 litra n and section 3-1 of the Patients’ Rights Act). 
Implementation means planning, design, execution and evaluation. In its remarks on 
the Regulations concerning physical habilitation and rehabilitation, the Ministry says:

«The rehabilitation process or processes must be limited in time, planned and gov-
erned by objectives, and the measures must follow a plan and if necessary be written 
down in an individual plan and governed by clear objectives.» 

EXPLANATION OF CONCEPTS

Physical habilitation and rehabilitation:
Time-limited, planned processes with clear objec-
tives and means, in which several parties cooper-
ate to provide necessary assistance to the user’s 
own efforts to achieve the best possible coping and 
functional ability, independence and participation 
socially and in the community.

Physical habilitation and rehabilitation 
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The Regulations specify requirements for a coordinating unit for local authorities’ 

physical habilitation and rehabilitation activities. These units are to have high visibility 
and be easily accessible to users, making it possible to receive requests for physical ha-
bilitation and rehabilitation needs. These bodies should be the local authority’s perma-
nent point of contact vis-à-vis the specialist health services. 

Organization at the local level
A survey of three counties in 200414 showed that only half of the local authorities had 
in place a coordinating unit and that these units differed in where they were based 
in the organization. The survey showed that many local authorities were uncertain 
about how they were supposed to fill the coordinating role. A number of local authori-
ties did not see the importance of setting up a coordinating function for their physical 
habilitation and rehabilitation activities. Not all of them had seen to it that the coordi-
nating unit was physically easily accessible. Some local authorities had situated it on 
higher floors in buildings without a lift, while others had coordinating units that were 
not supposed to be contacted physically.

A questionnaire survey15 of all local authorities in Central Norway in 2005 yielded 
responses from 37 of 87 municipalities. The results showed that these efforts were 
organized in very different ways. There was positive experience with organization into 
interdisciplinary teams and if the unit had a base high up in the municipal adminis-
trative hierarchy. On the other hand, other local authorities had negative experience 
if the ties to overarching management were deficient, or if there was not common 
understanding of what rehabilitation is.

Nearly 1/3 of the local authorities had no visible office for handling enquiries 
regarding rehabilitation. This may mean that users/residents in many municipalities 
do not receive information on where they can go. Most local authorities had agree-
ments with second-line services and other external partners. When asked, half of 
the municipal executives could not say who was supposed to handle rehabilitation 
enquiries. Several local authorities lacked a separate rehabilitation plan. Nor did local 
authorities without such plans have a staff member with a position or responsibility 
as rehabilitation coordinator. 

Organization in health authorities and health trusts
The Regulations concerning physical habilitation and rehabilitation do not appear to 
have had much importance for the planning of physical habilitation and rehabilita-
tion activities in the regional health authorities or the development of collaboration 
between the specialist health services and local authority on physical habilitation and 
rehabilitation16. However, the regional health authorities have taken up the challenge. 
A survey in 200617 showed improvements, even through only 13 out of 25 health trusts 
have set up coordinating units for rehabilitation. Four health trusts did not respond to 
the survey. If we assume that they do not have a coordinating unit, fewer than half of 
the country’s health trusts followed up regulations laid down five years ago.

According to remarks on the Rehabilitation Regulations, there is a desire to view 
physical habilitation of children and adults and rehabilitation of adults in connection 
with one another. The survey in 2006 shows that only the coordinating unit at Aker-
shus University Hospital has children, adults and elderly with medical, mental and 
cognitive disabilities as its target group. Most units are aimed at limited target and 
age groups. 

Only half of the health trusts with a coordinating unit respond that it functions as a 
permanent contact point between the local authorities and health trust.
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Needs and services offered
The target group for physical habilitation and rehabilitation is everyone who has 
permanent or prolonged problems with body function and performing activities and 
who needs assistance in redefining their situation and/or reaching their goals for par-
ticipating in daily living and community life. Physical habilitation and rehabilitation 
needs in the specialist health services are assessed on the basis of a diagnosis, state 

of health and functional ability. A diagnosis alone is rarely enough, because there are 
often wide variations in both disability and seriousness. The function criterion is often 
more important than the diagnostic criterion for describing physical habilitation and 
rehabilitation needs at municipal level. Phase of life will be a key criterion for plan-
ning the design of health services and necessary cooperation with institutions outside 
of the health services, such as educational institutions for children and youth and 
welfare agencies for people of working age. The physical ageing process in those who 
have lived a long time with their disabilities may set in earlier, meaning that estab-
lished forms of coping or facilitation are no longer adequate. We know little about 
how many people this involves, how they live and what needs they have.

Dissatisfactions with service offerings
A questionnaire survey among user organizations in Norway to determine needs for 
physical habilitation and rehabilitation services18 showed dissatisfaction with the 
municipal medical, physiotherapy and occupational therapy services connected with 
rehabilitation. Dissatisfaction with social services was even greater. Services lacking, 
little flexibility in what is offered, low levels of competence and too little coordination of 
the services were reported as main defects in addition to municipal money problems.
The survey uncovered wide variations in physical habilitation and rehabilitation serv-
ices offered across the country. This pertained especially to municipal services, but 
also differences in grants of assistive equipment and benefits from the National Insur-

FACTS

All physical habilitation and rehabilitation processes are different, but the way they proceed 
will depend on the state of health and phase of life: 
›  Congenital conditions or those acquired early that result in permanent disability. Examples: 

autism, cerebral palsy, rare hereditary diseases and syndromes.
›  Acute injury or illness resulting in permanent or prolonged disability. Examples: serious brain 

injuries, multitrauma, stroke, heart attack, sense loss, cancer.
›  Chronic conditions with varying or increasing impairment of function. Examples: arthritis, 

chronic pain, lung diseases.
›  Older people who suffer impairments as a part of the «normal» ageing process and those 

who grow old with the disabilities they have long been living with. 

«There is not complete overview of children and adolescents with 
disabilities, or of how many receive or need physical habilitation.»
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ance Service were mentioned. With regard to occupational rehabilitation, the then 
National Insurance Service and Aetat were criticized for having insufficient knowledge 
to be able to contribute appropriate solutions for the disabled.
In the specialist health services there was primarily dissatisfaction with the hospitals, 
followed by retraining institutions. Among objections were:
›   little coordination in the hospitals for those with complex needs (individual plans 

not used)
›   a need for more retraining institutions and a more equal geographic distribution
›   a need for resource centres for more groups
›   services lacking – long waiting times

This study was later followed up by a survey of rehabilitation needs in new recipients 
of temporary or permanent disability pensions under age 30 in 200519.

The respondents constitute a heterogeneous group with various diseases, diag-
noses and disorders. Over half have a congenital disability or disease. In the 18–24 
age group there is a large percentage with mental retardation or autism, but also with 
neurological diseases and rare conditions. In the 25–29 age group there is a larger 
percentage with musculoskeletal diseases, mental disorders and ADHD.

The young disabled
›   The biggest unmet need is for retraining/rehabilitation/disabled sports centres 

and physiotherapy/chiropractic.
›   The last year before receiving a disability pension twelve per cent received serv-

ices for adult physical habilitation, three per cent from physical medicine wards 
and five per cent from a retraining/rehabilitation/disabled sports centre. Eleven 
per cent had had occupational rehabilitation.

›   The gap between the need for services from the adult physical habilitation service 
and services received was widest for persons with autism, ADHD and rare condi-
tions.

›   In over half the cases it was the primary care doctor who assessed capacity for 
work.

›   One in three young disabled persons believe they have good or average opportu-
nities to join the workforce. 13 per cent are gainfully employed to one degree or 
another.

›   A minority of the young disabled have mobility problems. Several have challenges 
regarding housework and preparing meals, contact with others, schooling or get-
ting a job.

›   60 per cent responded that they have or had case conferences and about as many 
had an individual plan.

Need for coordinating units 
There is far to go before coordinating units for rehabilitation are set up in all munici-
palities and health trusts. The units that are established are in part very different in 
terms of organization and the target groups they serve.

It needs to be made clear that coordinating units are required by law and are 
important means of improving the interaction between the specialist health services 
and municipal agencies.

Information is needed on coordinating units that both serve users and improve the 
interaction among service levels.
The first survey of needs and services for physical habilitation and rehabilitation 
among young people under 30 who have received a permanent or temporary dis-
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ability pension shows unmet needs. Similar studies among children and adolescents 
under age 18 have not been done. It is disconcerting that half of the young disability 
pensioners only had their working capacity assessed by their primary care doctor. Far 
too few had had occupational rehabilitation or the like.

Like others with disabilities, people with rare diagnoses and disorders have a need for 
well-adapted communities, social and health services, assistive devices and welfare 
schemes. However, experience shows that having a rare condition makes it harder to 
obtain assistance and entitlements.20–22

In the early 1990s national resource centres were established to help persons 
with rare conditions to get the services they need. When the Directorate for Health 
and Social Affairs was set up in 2002, a separate department for rare disabilities was 
established, now called the Department for Rehabilitation and Rare Disorders.

Resource centres for rare diagnoses and disorders:

Eastern Norway RHA
›  Frambu Centre for Rare Disorders
›  TRS Resource Centre for Rare Disorders, Sunnaas Hospital Trust.
›  National Resource Centre for ADHD, Toilette Syndrome and Narcolepsy (NK), Ul-

levål University Hospital Trust.
›  Norwegian Centre for Cystic Fibrosis (NSCF), Ullevål University Hospital Trust.
›  Resource Centre for Oral Health in Rare Medical Conditions, Lovisenberg Deacon-

ess Hospital
›  National resource system for the deaf-blind (six units).

Southern Norway RHA
›  Centre for Rare Diagnoses (SSD), Rikshospitalet-Radiumhospitalet Health Trust.
›  Tuberous Sclerosis Resource Centre (TS-KS), National Centre for Epilepsy (SSE). 
›  Autism Unit, Rikshospitalet University Hospital.

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:
›  for local governments and regional health authorities to meet the requirements of the Rehabilitation 

Regulations for coordinating units 
›  for local government and regional health authorities to become knowledgeable of adequate models 

for coordinating units
›  for local authorities to publish contact addresses for coordinating units for rehabilitation on their 

websites
›  for the detailed surveys of the relationship between need and services offered for physical habilitation 

and rehabilitation to continue, with special emphasis on children and adolescents.

Rare diagnoses and disorders 
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Western Norway RHA
›  National Resource Centre for Porphyria (NAPOS), Haukeland University Hospital.

Northern Norway Regional Hospital Authority
›  Neuromuscular Resource Centre (NMK), University Hospital of North Norway.

Challenges for users, families and professionals
Many of those with rare diagnoses or disorders never meet anyone with the same 
rare condition. In the municipal agencies there are numerous professionals who meet 
only very few people with a rare diagnosis once during their careers. Many years can 
pass between each time someone with the same diagnosis is born in the municipal-
ity. This means that existing knowledge is often diffuse and not ready available. The 
result is that services offered to individuals can vary and be hit-or-miss, and persons 
with rare conditions and their families can easily feel left to shift for themselves.

Organization of national resource centres and the 
national information service
As of 1 January 2006, all centres are affiliated with 
regional health authorities. The Directorate for Health 
and Social Affairs is to provide professional advice to the 
Ministry of Health and Care Services on development and 
propose changes if needed in light of reporting from the 
resource centres.

The target groups for the resource centres are the indi-
vidual with a rare condition, family and professionals in the 
inter-sectoral agencies at the individual and system level.

The centres are to:
›  help persons with rare conditions to receive services 

like others and meet needs for services not met by or-
dinary agencies. This may be specialized information, consultations, medical and 
pedagogical assessments, preventive and specialized treatment and the chance to 
contact others with the same diagnosis

›  build expertise through direct contact with persons with the relevant conditions 
and their families, in collaboration with others with partial competence in the 
diagnosis and through research and other development projects

›  disseminate knowledge and provide counselling for all phases of life
›  contribute to the further and continuing education of various professions
›  contribute to information services on rare conditions

The Directorate for Health and Social Affairs shall:
›  collect and make available reports from the centres, which can help to provide a 

better overview of the prevalence of congenital and rare conditions that result in 
disabilities and of the group’s living conditions

›  keep the Ministry briefed on developments and recommend changes of existing 
schemes and, if necessary, propose new ones

›  provide advice and guidance regarding diagnosis groups without a dedicated 
resource centre

›  cooperate with the resource centres on joint initiatives for making the most of 
resources

FACTS

Rare conditions:
A condition is counted as rare if there 
are fewer than 100 known cases per 
million inhabitants of the country. In 
Norway this is equal to fewer than 500 
persons. These conditions are congeni-
tal, and affected persons often have 
complicated problems with functioning 
and need interdisciplinary and intera-
gency schemes.
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To assist in this effort the Directorate has appointed an advisory committee on rare 
disorders, with representatives from regional health authorities, NAV, the Norwegian 
Directorate for Education and Training and the Norwegian Federation of Organiza-
tions of Disabled People, in addition to professionals with expertise in rare diagnoses.

In 1999 there were eight resource centres for rare diagnoses and disorders that 
offered services for just under 70 rare conditions. This rose to ten resource centres of-
fering services for 114 conditions in 2001. There are currently 16 resource centres for 
rare diagnoses and disorders in Norway. They provide services to persons with over 
300 rare conditions. In addition to this, the Resource Centre for Oral Health in Rare 
Medical Conditions has been offering services for over 150 other rare conditions.

More diagnosed and registered
A study was initiated of the prevalence of rare conditions in Norway, which is also 
going to collect data on patient group living conditions. In Phase 1, persons with 
a sample of rare conditions in the three public registers Medical Birth Registry of 
Norway, the Cause of Death Register and the register of recipients of health-related 
benefits, Norwegian Labour and Welfare Organization (NAV). The study covers 24 
different diagnoses. In addition, the diagnosis Porphyria disorders, cystic fibrosis, 
tuberous sclerosis and Usher syndrome were included, following an assumption that 
the resource centres have registers for these conditions. The study is the first step 
towards an overview of the incidence and prevalence of rare conditions in Norway. A 
draft report has been released.23

Figures from the Medical Birth Register of Norway show an increase in the number 
of individuals with the selected rare diagnoses, from 562 in 1999 to 895 in 2004. The 
rise since 2000 was steady. Several of these people are registered with more than 
one rare diagnosis. 

Figures from the Cause of Death Register show a stable number of dead individu-
als with one of the selected rare diagnoses. In 2004 58 persons died from one of 
these diagnoses. Many persons with rare diagnoses are probably registered with 
other causes of death. 

Recipients of health-related benefits (figures from NAV) for the period 1999–2004 
show an increase in the number of individuals registered with one of the selected rare 
diagnoses, from 407 in 1999 to 1,844 in 2004. The Norwegian Patient Register (NPR) 
shows an increase in the number of persons admitted from 4,828 in 1999 to 6,798 in 
2004. In 2004 there were 1.34 admissions per individual for these diagnoses.

In general, few individuals are registered in more than one database in the course 
of a year. 

The following table shows figures from NAV 1999 and 2004 (number of registered 
recipients of at least one benefit/pension), number of patients with a sample of diag-
noses admitted in 1999 and 2004 (NPR) compared with reporting from the resource 
centres for rare diagnoses and disorders. The diagnoses are a selection of diagnoses 
included in the study of the prevalence of rare conditions in Norway:

Enquiries to the rare conditions service line (800 41 710)
The service line has received enquiries about 670 different diagnoses. Most of these 
enquiries pertain to diagnoses without a resource centre. The number of enquiries to 
the service line has largely risen from its inception in 1999.
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          NAV            NPR                        Resource centres

1999 2004 1999 2004 1999 2005

Arthrogryposis 
multiplex congenita 13 48 30 49 98 115 TRS

Anorectal anomalies 9 48 101 217 - - SSD

Anal atresia 1 12 59 166 46 236 SSD

Dysmelia 18 92 130 156 215 324 TRS

Phenylketonuria 8 104 21 23 38 189 SSD

Osteogenesis 
imperfecta 22 65 87 166 253 268 TRS

Spina bifida 66 284 425 602 157 293 TRS

Oesophageal atresia 5 42 97 125 25 148 SSD

Cystic fibrosis 22 157 173 347
Approx. 

250 247 NSCF

Porphyria disorders 7 19 108 138 221 787 NAPOS

Usher syndrome* 139 560 234 519
Approx. 

100
Approx. 

100 Deaf-blind syst.

Table 3.3.  Selected rare diagnoses. The number of registered recipients of at least one benefit/pension, number 
of admitted patients, number of individuals reported from resource centres for rare diagnoses and disorders.  
1999 and 2004/05. Sources: NAV, NPR (Norwegian Patient Register) and the resource centres. *Usher syndrome 
includes ICD-10 codes H35.3 (hereditary retinal dystrophy), H90.3 (bilateral sensorineural hearing loss) and 
H90.5 (unspecified sensorineural hearing loss). Usher syndrome does not have its own ICD-10 code. The resource 
centres operate with the diagnosis Usher syndrome (type 1, 2 or 3). 

Figure 3.4. Number of enquiries per year to the rare conditions service line. 
1999–2005. Source: Directorate for Health and Social Affairs.
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Scandinavian information service
A Scandinavian Internet portal www.rarelink.no has improved access to adequate 
information on rare diagnoses and disorders. The portal was developed by the Direc-
torate for Health and Social Affairs in cooperation with representatives of the «rarities 
field» in Denmark, Norway and Sweden. The site has links to information prepared by 
Scandinavian expert teams on around 400 diagnoses.

Far to go
In both the health policy arena and society in general, it has taken many years to 
raise the visibility of rare conditions. And even though we are learning a lot and much 
has been achieved, there is far to go to «full participation and equality».  

The trend in the past five to six years has been positive. Even so, there are still 
many diagnoses unaffiliated with a resource centre. Thus, work remains to offer more 
people these services. The resource centres also need to become better known so that 
more people will make use of what they offer.

Table 3.3. shows examples of twelve rare conditions taken from the study of the 
prevalence of rare conditions in Norway. All twelve are served by a resource centre 
for rare diagnoses and disorders. In general the overview shows a marked increase 
from 1999 to 2004, though this rise varies both in scope and among the registers. For 
phenylketonuria, for example, we see a minimal increase in NPR from 1999 to 2004, 
while NAV can show a substantial increase in the number of benefit recipients. This 
also says something about the needs that exist connected with the various conditions. 
For spina bifida we see the opposite tendency, with more persons registered in NPR 
than in NAV. Both show a big increase from 1999 to 2004.

For spina bifida the figures from NAV and TRS are virtually the same, while figures 
from NPR may indicate that this group is in great need of hospital services.

The figures from the resource centres do not reflect the figures from the national 
registers to the same extent. For cri-du-chat syndrome the figures are nearly the same 
for 2004/2005, which is revealing about the needs for this condition. For phenylke-
tonuria (PKU) the figure from the resource centre is somewhat higher than reporting 
from NAV and a lot higher than figures from NPR. This may mean that in general this 

Figure 3.5. Number of diagnoses about which questions were asked of the rare 
diagnosis service line as well as the number of those that were new diagnoses. 
1999–2005. Source: Directorate for Health and Social Affairs.
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group has the greatest need for resource centre services, less of a need for benefits 
and the like, whereas there is seldom need for hospital admissions. With increasing 
immigration we are seeing more cases of children with PKU from countries without 
neonatal screening for this condition. These children are often diagnosed and treated 
too late. The study will more closely examine the prevalence among immigrants.

The increase in the number of persons with rare conditions may be due to better 
diagnosing, due to developments in biotech and clinical syndrome diagnostics. 

The mentally retarded
Community care for the mentally retarded was abolished 15 years ago, and discus-
sions continue of whether or not the reform was a success. Mentally retarded persons, 
like everyone else, have individual needs. Schemes are to be designed in line with the 
individual’s desires and need for assistance for participating in society. It is important 
that the services and efforts lend support to the individual’s cognitive skills and physi-
cal and mental health. 

Who is mentally retarded?
According to the WHO ICD-10, mental retardation is «a condition of arrested or in-
complete development of the mind, which is especially characterized by impairment 
of skills manifested during the developmental period, skills which contribute to the 
overall level of intelligence, i.e. cognitive, language, motor, and social abilities. Retar-
dation can occur with or without any other mental or physical condition.» 

ICD-10, code F70–79, divides mental retardation into mild mental retardation 
(IQ 50–69), moderate mental retardation (IQ 35–49), severe mental retardation (IQ 
20–34) profound mental retardation (IQ below 20 and in adults mental age below 
three), other mental retardation and unspecified mental retardation.

Causes and additional problems
The causes of mental retardation can be divided into two: biopathological and 
unspecified24. Chromosomal abnormalities and metabolic disorders can explain the 
retardation of and provide more exact diagnoses for a growing number of individu-
als, because genetic testing methods are being developed that can be used routinely. 

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

›  for all who need it to receive services at one of the resource centres for rare diagnoses and disorders
›  for more to be done to increase awareness of resource centre services among professionals and per-

sons with rare conditions and their families 
›  for more to be done to increase the awareness of the Directorate for Health and Social Affairs’ free 

information service for rare diagnoses and disorders
›  a detailed survey of the prevalence of rare diagnoses and disorders and the living conditions of those 

who have them
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Down’s syndrome is the best known diagnosis that is caused by a chromosomal 
abnormality and can produce various degrees of mental retardation. There are over 
100 X chromosome-linked conditions that result in mental retardation25. If several 
boys/men among a mother’s kin are mentally retarded, this may point to X-linked 
conditions. Fragile X syndrome, with code Q99 is the best known example. 

To provide the best possible medical treatment and educational services it is 
important to know the level of retardation, the cause(s) and a more specific diagnosis. 
This can provide vital information about the prognosis and information about pos-
sible additional difficulties requiring follow-up from the specialist health services and 
provide the basis for facilitating learning and activities. 

In 1997 the Foundation for Health Services Research (HELTEF) conducted an inter-
view survey of mentally retarded persons and their families of their perceived state of 
health and quality of life26. In general, the mentally retarded have numerous, seri-
ous additional afflictions, where impaired vision and mobility, epilepsy and allergies 
predominate. Cerebral palsy, hearing impairment and psychiatric diagnoses are also 
frequent. 

Two studies from Akershus County24,26 and one from Klæbu Municipality27 provide 
information about the prevalence and causes of the mental retardation and the ad-
ditional illnesses such as psychiatric diagnoses. 

The study from Klæbu Municipality showed that 48 mentally retarded persons had 
28 possible psychiatric problems. After further studies the degree of mental retarda-
tion was adjusted for 19 persons, and 32 new psychiatric diagnoses and 28 physical 
health problems were found requiring treatment. 

The average life expectancy of the mentally retarded is rising, which presents new 
tasks and challenges to health and social services. Since 1995 the local authorities 
have reported having insufficient qualified staff in an number of areas key to work 
with elderly persons with mental retardation28. Services for older persons with mental 
retardation have traditionally not been given high priority in the areas of education, 
design of services and research. 

Stable number of mentally retarded persons
There is no exact overview of the number of persons with mental retardation. Local 
authorities’ reporting of the number of persons receiving social and/or health services 
depends on the authorities’ defining mental retardation in the same way, or on all 
such persons having been diagnosed according to ICD-10. Because not all are recipi-
ents of social and health services, annual reporting to the Directorate of Health and 
Social Affairs will not include all of them. Table 3.4 shows changes over the past ten 
years, as reported by the local authorities.

According to NAV, 20,695 persons with mental retardation, childhood autism 
and Down’s syndrome received health-related benefits, time-limited disability pen-
sions, basic disability benefit and home care benefit as of 31 December 2005. Several 
smaller diagnosis groups may be included in the group of mentally retarded persons, 
but this would not increase the numbers by much. 

«To provide the best possible treatment and educational services 
it is important to know the level of retardation, the cause(s) and a 
more specific diagnosis.»
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Inadequate information about services offered 
There is inadequate information about what services are offered to the mentally re-
tarded. In a study from 2006 29 Romøren found that 13 per cent of those under age 67 
receiving home care services are mentally retarded. Each person receives on average 
38 hours of assistance per week.

In 2005 the Norwegian Board of Health performed a nationwide inspection of 
municipal health and social services for adults over age 18 with long-term and com-
plex needs for services. This also included the mentally retarded. The Board of Health 
concluded that most of the local authorities investigated do not ensure that service 
recipients with long-term and complex needs receive proper health and social serv-
ices. 

In 2006 the Norwegian Board of Health 30,31 performed a nationwide inspection 
of physical habilitation services for children with developmental disorders or damage 
to the nervous system that was congenital or acquired early. The inspection covered 
both the specialist health services and the municipalities’ health and social services. 
A number of nonconformances and comments were noted for the following areas 
(among others):
›   Lack of collaboration with the person’s primary care doctor. 
›   The local authorities do not ensure that children in the target group have individu-

al plans prepared.
›   There is either no municipal coordinating unit for physical habilitation and reha-

bilitation, or it is invisible, and it is unclear what function the coordinating unit is 
supposed to have.

›   Decisions on services are not carried out.
›   Inadequate capacity for respite and/or support contacts.
›   Spotty written feedback from the specialist health services to the local authority 

following reports, including a failure to send a summary of the case records to the 
primary care doctor.

Age in 
years

1997 1998 1999 2000 2001 2002 2003 2004 2005 2006

0-15 4 389 4 467 4 080 4 222 4 401 4 536 4 740 4 804 4 725 4 739

16+ 13 916 13 980 13 298 13 850 14 157 14 389 14 705 15 880 16 209 16 505

Total 18 305 18 447 17 378 18 072 18 558 18 925 19 445 20 684 20 934 21 244

Table 3.4. Number of mentally retarded persons receiving social or health services as of 1 January each year.  
Source: Report from the local authorities to the Directorate for Health and Social Affairs.

Diagnosis Number of recipients of health-related benefits

Mental retardation 17 228

Childhood autism 1 188

Down’s syndrome 2 379

All together 20 695

Table 3.5. Number of recipients of health-related benefits broken down by three 
diagnoses. Source: NAV.
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›   The specialist health services do not ensure that individual plans are drawn up 
and carried out. 

›   Spotty patient record documentation or taking too much time to write and send 
case record summaries and reports.

›   Treatment deadlines exceeded, and deficient system for meeting treatment  
deadlines

›   Uncertainty regarding responsibility for action/follow-up following reports. 
›   No system for evaluating and adjusting physical habilitation schemes.
›   No continuity ensured in follow-up in the transition from child to adult. No rou-

tines for directly transferring patients or routine collaboration with the adult 
rehabilitation service.

›   Deficient cooperation and coordination with other wards in the health trust
›   The service is undersized relative to the need for mobile efforts.

In 2003–2004 the Norwegian Board of Health32 showed that local authorities still 
needed to improve the organization and content of home care services such as 
practical assistance and training, respite services, support contacts and care benefit. 
Deficiencies in dealing with nonconformances and a lack of knowledge and under-
standing of internal control were noted. Some local authorities set a standard for the 
design and scope of services, so that services are allocated without attaching suf-
ficient weight to individual needs. Many of the county authorities studied do not meet 
the requirements of the law for administrative procedures32.

The various studies and inspections done by the Norwegian Board of Health show 
that the shortcomings in the services for the mentally retarded are independent of age. 

Legal protection inadequate
Chapter 4A of the Social Services Act allows for the use of coercive measures in certain 
circumstances. Reports from the Norwegian Board of Health’s local inspections in 
recent years show that most instances of coercive measures against persons with 
mental retardation are in line with the decisions issued. However, the use of coercive 
measures is reported without a decision issued, and earlier decisions are not renewed. 
There are also local authorities that do not ensure that staff submit reports of harm-
reduction measures in emergency situations. Furthermore, the local authorities do not 
adequately ensure systematic work on solutions other than the use of coercive meas-
ures. Difficulties are also reported with offering staff adequate training and guidance. 

 Services and interventions are not changed when the needs of the mentally re-
tarded for services change. In 21 of 53 municipalities the Norwegian Board of Health 
studied in 2005 it was revealed that services are not changed in accordance with 
changes in basic assistance needs. The county governors show formal deficiencies in 
decisions to intervene. A lack of individual assessments and little in the way of specif-
ics in these decisions were uncovered. There is little documentation of systematic 
surveys and professional assessments before services are designed. Failure to ensure 
enough staffing is also noted. The Board of Health report from 2006 documents that 
local authorities that had not sent a report of harm-reducing measures in emergencies 
and decisions to use coercive measures, had carried out such measures anyway33. 

In 2004 the adult physical habilitation service with Nordmøre and Romsdal 

» Services and efforts are not changed when the needs of the 
mentally retarded for services change.»
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Hospital Trust did a follow-up study on the use of coercive measures on 285 persons 
with mental retardation who were receiving housing or respite services from the local 
authority34. The study shows that the overall use of coercion has been reduced sub-
stantially after section 4A of the Social Services Act entered into force. The study also 
reveals a decline in self-harming and challenging behaviour. 

The fact that coercion is used less than before may be due to better competence, 
staff changes and better organization of tasks and specifications of requirements. The 
changes often took place in collaboration with the specialist health services. 

Not enough known about living conditions
There is generally little data on the living conditions of the mentally retarded. The 
ordinary surveys of living conditions do not include persons with mental retardation, 
so that is no comparison with the rest of the population.

Examples from the reports in the Norwegian Board of Health’s nationwide inspec-
tion for 2005 showed that persons with mental retardation who live in their own 
homes have various desires, interests and needs for leisure time schemes that can-
not be met on weekends and holidays owing to low staffing. Several users need more 
services than have been granted.

In a report on the living conditions of the mentally retarded ten years after the 
reform35 leisure time was characterized as the «loser» from the closure of institutions. 

Many local authorities report problems recruiting and retaining good support 
contacts. Many in the field would like more flexible support contact schemes, such as 
more use of leisure-time contacts and the «leisure time with assistance» scheme be-
ing developed.

In 200436 Møre Research investigated the effect of the «responsibility reform» on 
mentally retarded persons who previously had round-the-clock service from the county-
operated community care for the mentally retarded in Møre og Romsdal that had been 
closed down. Among other findings the study shows that resource use in the support 
contact service after being release from community care until 2001 was reduced by 25 
per cent in number of FTEs 

Personnel development
There is a systematic effort to develop service personnel. NAKU, a national clearing-
house on mental retardation located at Sør Trøndelag University College will be key 
player in this work. As a resource centre NAKU is to be an important specialist envi-
ronment that will help to develop the professional basis for creating good living condi-
tions for persons with mental retardation. 

Since its inception in 2004, the development programme «Ageing in people with 
intellectual disabilities» (UAU) has been affiliated with Ageing and Health: Norwe-
gian Centre for Research, Education and Service Development at Ullevål University 
Hospital. Through its work UAU has seen the importance of giving this particular area 
particular attention. The programme has initiated a number of activities aimed at 
developing personnel. The programme is to be evaluated in 2007.

The Directorate for Health and Social Affairs has launched a training programme 
(TaKT) aimed at case officers and others working with families with children with dis-
abilities. The purpose of the training programme is to provide new skills and insight 
into these families’ situations and to have an integrated and interdisciplinary ap-
proach with a emphasis on user involvement. It is also intended to enable individual 
staff to provide good information and guidance on services and entitlements and 
improve the quality of case handling. The programme is being offered in all munici-
palities in 2006 and 2007.

99



Services not good enough
Although the number of reported individuals with mental retardation who receive mu-
nicipal health and social services has risen by about 2,000 over a ten-year period, it 
is impossible to assess whether this is because more are receiving services or because 
there has been an increase in the number of persons with mental retardation.

Like the Norwegian Board of Health, the Directorate for Health and Social Affairs 
is concerned that the local authorities do not ensure that the services offered to the 
mentally retarded are modified in accordance with changes in fundamental assistance 
needs. It is worrying that many of the local authorities studied lack the necessary 
management of these services. Failures in administrative procedure and deficiencies 
in responsibility, reporting and communication among different links in the service 
chain lead to vulnerability and risk. Many of the local authorities studied do not meet 
statutory requirements regarding the use of coercive measures on persons with men-
tal retardation to protect their legal rights. 

It is important the decisions regarding use of administrative decisions and design 
of services involve more people, not least the users themselves . Attitudes and aware-
ness among staff regarding facilitating a good quality of life for the individual mental-
ly retarded person are essential for the service. Interaction between user and staff are 
not very visible when the service is provided in the user’s private home. This demands 
in particular a good quality relationship between user and employee. An individual 
plan covering several aspects of the services offered may help to ensure this.

Research and experience have documented that the issue of using coercive meas-
ures on the mentally retarded is closely connected with, and must be viewed in the 
context of, the individual’s life situation and service offerings in general. Documented 
experience from the adult physical habilitation service of Nordmøre and Romsdal 
Health Trust shows the importance of cooperation between the local authorities and 
the specialist health services to reduce the use of coercive measures.

The primary care doctor must collaborate with other agencies and ensure that 
the service recipient gets a medical evaluation before being referred to the specialist 
health services. Deficiencies in this interaction have been pointed out.
It is not possible to provide an overall assessment of the living conditions of persons 
with mental retardation, because regular surveys of living conditions are not conduct-
ed that cover this segment of the population.

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

›  developing more accurate and reliable data to monitor trends in services offered to and the living 
conditions of the mentally retarded

› improving awareness of legal protection in the services to reduce the use of coercion
› more active use of individual plans, enabling services to be adapted to individual needs
› developing the support contact service to provide greater opportunities for social participation in 
 cultural and leisure activities
› improving the collaboration between primary care doctors and the physical habilitation service
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Work and mental health 
International research shows that being employed helps to strengthen social skills, 
reduce the frequency of admissions and provides increased work experience. Further-
more, most persons with mental disorders prefer being part of the ordinary workforce 
over sheltered workshops37. 

Mental disorders are increasing
That the prevalence of mental health problems and disorders has increased is reflect-
ed in sick leave and disability pensions. It may appear to be difficult to return to work 
after a mental illness38. 

Figures from Statistics Norway show that mental health problems are a major 
reason that around a fourth of the 900,000 persons of working age are not part of 
the labour force. 
 
In 2006, according the NAV sick leave statistics
›  104,000 cases of sickness benefits owing to mental disorders 
›  76,000 employees who were on full or partial sick leave owing to such disorders
›  24,000 FTEs lost owing to sick leave connected with these diagnoses
›  depressive conditions, anxiety and situational mental imbalance accounted for 

three out of four sickness benefits cases connected with mental health problems
›  depressive conditions which alone accounted for one sick leave day in ten

Mental health problems and disorders are all together account for:
›  one sick leave day in five
›  one in three persons newly granted disability benefits
›  one recipient in three of a disability benefit
›  every other disability pensioner under age 35

A key feature is that a large percentage of those on sick leave for a long time have a 
moderate or mild mental disorder. Furthermore, there has been an increase in under 
35s with a psychiatric diagnosis.

In 1998 an average of 53,100 occupationally 
disabled persons were registered in Aetat/NAV, 
9,300 of them with mental disorders, while in 2005 
93,000 occupationally disabled persons were reg-
istered, 21,000 of them with mental disorders. The 
average number of occupationally disabled persons 
with mental disorders participating in labour market 
schemes rose from around 7,000 in 1998 to around 
14,000 in 2005. The escalation plan’s target figure 
of 4,000 more persons receiving services from NAV 
Labour has thus been reached.39

Follow-up over time essential
Experience shows that persons with mental disor-
ders need follow-up over time and schemes aimed 
at integrating them into the workforce. Work and 
mental health is an area needing a greater focus in 
general and a stronger rehabilitation perspective in 
particular. 

RECOMMENDATIONS

The Directorate for Health and Social Affairs 
recommends:
›  «thinking work» early in the treatment process
›  better collaboration and coordination among 

primary and specialist health services, NAV, 
including social services, the schools sector 
and others

›  for young people with mental health problems 
to be caught early and receive the necessary 
help and follow-up in school

›  implementing schemes proposed in the strate-
gic plan for work and mental health that is in 
preparation
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«Eight out of ten children and young 
people live in densely populated areas. 
In 2005, 56,760 babies were born. 
Immigrant children represent eight per 
cent of the population aged 0-17.»
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The primary health services are the foundation for the rest of the 
health and care sector. Its chief task is ensure all who need it good 
health and care services close to where they live. 

Following the introduction of the Municipal Health Services Act in 1984, primary 
health services have seen considerable expansion and several changes in organiza-
tion and form of funding. The expectations of the authorities and public regarding 
the tasks the primary health services are to perform have risen, among other reasons 
because tasks have been transferred from county and central government services. 
One key question is whether the municipal health service has managed to respond to 
the changes with an appropriate division of labour between the health professionals 
and adequate interaction. Another question is whether the current funding and or-
ganizational models support adequate interaction and proper priorities in the primary 
health services. Appropriate interaction with the specialist health services is also an 
ongoing challenge. 

In this chapter we will discuss key trends in the municipal health service. First we 
will look at the health service as a whole from an international standpoint and the 
municipal health service in a macro-perspective. Then we will discuss noninstitutional 
care services, users of nursing and care services under age 67, the role of the commu-
nity health doctor, primary care doctors, physiotherapy services, child health clinics 
and school health services, funding and mental health and substance-abuse efforts.

Some international trends
Table 4.1 shows changes in Norway on selected health service measurements com-
pared with 18 other OECD countries1. In all comparable countries there has been over 
the ten-year period from 1995 to 2004 an increase in the percentage of GDP spent on 
health care. Norway saw growth from 7.9 to 9.7 per cent. The percentage in Norway 
was highest in 2003 (10.1 per cent), while in 2005 it had fallen to 9.2 per cent. In 
2004, eight OECD countries spent more than 10 per cent of GDP on health. In most 
OECD countries, the percentage of health expenditure that is publicly funded has 
remained rather stable during the ten-year period. The exceptions were the Nether-
lands, which carried out a substantial privatization, and Italy, where the share of pub-
lic funding grew. Norway is among the countries spending the smallest share of its 
health budget on medicines, along with Denmark and Luxembourg. The Nordic coun-
tries have a lower number of acute beds per population unit than many other coun-
tries. In all countries there was a considerable reduction in bed capacity from 1990 to 
2004. In 2004 Norway had the highest number of practising doctors per population 
unit in the Nordic countries. From 1990 to 2004 the increase was 35 per cent.

Foundation 
of the health service

«In OECD countries there was an increase from 1995 
to 2004 in the share of GDP spent on health.»
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RECOMMENDATIONS

The Directorate for Health and Social Affairs would like to emphasize in particular:
›  strengthening the function of community health doctor at municipal level. The affiliation with the local 

authority must be clear. The county governor/chief county medical officer can help to boost qualifica-
tions at local level by putting systems in place to guide and follow up the community health doctors in 
all counties.  

 ›  performing an assessment of whether priority patient groups receive adequate attention from primary 
care doctors, for example, with the incentives inherent in the current funding system

›  strengthening primary health services professionally and in terms of capacity. This applies especially 
to school health services, child health clinics, the community health doctor function and GP services.

›  further improving services for users with significant and complex needs in the areas of mental health 
and substance abuse

›  a focus on research and developing methodology that can inspire and help local authorities to have 
better tools for developing professionally adequate services especially tailored to younger users. New 
thinking and alternative designs of the array of services will be important.

› facilitating user involvement, so that those who receive care services have a bigger influence over  
 the design of services offered them and the way in which they are delivered 

Health expenditure 
in % of GDP

Public health 
expenditure in 

% of total health 
expenditure

Expenditure on 
medicines in % 
of total health 
expenditure

Acute hospital 
beds per 1,000 

population

Practicing 
physicians per 

1,000 population

 2004 1995 2004 1995 2004 1995 2004 Change, 
1990–

2004 %

2004 Change, 
1990–

2004 %

Australia    9,2    8,0    67,5    66,7    14,2    11,2    3,6 -25    2,6 +18
Belgium    10,1    8,2    71,1    11,3    16,8    4,8 -11    4,0 +21
Canada    9,9    9,2    69,8    71,4    17,7    13,8    3,0 -25    2,1 0
Denmark    8,9    8,1    82,9    82,5    9,4    9,1    3,3 -20    3,0 +20
Finland    7,5    7,4    76,6    75,6    16,3    14,1    3,0 -30    2,4 +20
France 10,5    9,4    78,4    76,3    18,9    17,6    3,8 -27    3,4 +10
Greece 10,0 9,6 52,8 52,0 17,4 15,7 3,8 4,9 +44
Iceland 10,2    8,4    83,4    83,9    14,8    13,4 ..     3,6 +29
Italy    8,4    7,1    76,4    71,9    21,4    21,1    3,7 -40    4,2 +11
Japan    8,0    6,8    81,5    83,0    18,9    22,3    8,4 -32    2,0 +18
Luxembourg    8,0    5,6    90,4    92,4    8,5    12,0    5,7 -15    2,8 +40
Netherlands    9,2    8,1    62,3    71,0    11,5    11,0    2,8 -26    3,6 +44
Norway    9,7    7,9    83,5    84,2    9,5    9,0    3,1 -18    3,5 +35
Portugal 10,0 8,2 71,9 62,6 23,2 23,6 3,0 -11 3,4 +21
Sweden    9,1    8,1    84,9    86,6    12,3    12,3    2,2 -46    3,3 +14
United King-
dom

   8,3    7,0    85,5    83,9 ..     3,6     2,3 +44

Switzerland    11,6    9,7    58,4    53,8    10,4    10,0    3,8 -42    3,8 +27
Germany 10,9    10,3    78,2    80,5    14,6    12,7    6,4 -23    3,4 +21
United States    15,3    13,3    44,7    45,3    12,3    8,9    2,8 -24    2,4 +14

Table 4.1. Comparison among 19 OECD countries on selected health service measurements.
Source: OECD, 25 March 2007.
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KOSTRA figures from 2005 show the following: Almost the entire population is listed 
as a patient of a primary care doctor. On average the population is in contact with 
their primary care doctor about 4.5 times per year. This means more than 20 contacts 
with primary care doctors each year. Women account for 60 per cent of contacts with 
doctors. The child health clinic service now reaches virtually all infants and toddlers 
and their parents. 99 per cent of infants come in for 8-week check-ups, but after 
that check-up visits start to decline slightly. In recent years the number of institu-
tional beds in the nursing and care sector declined slightly to 41,000. The number of 
recipients of home care services is growing and is now 164,000. There has been a 
downward trend over several years in the number of people only receiving practical 
assistance, an increase in recipients of home nursing care and of the group receiving 
both home nursing care and practical assistance. This may indicate that needs are 
better met, but the explanation may also be that the number of those in poor health 
living along is rising. 

Service providers
As of 2005 there are 4,200 general practitioner FTEs, over 4,100 physiotherapist 
FTEs and over 1,900 health visitor FTEs. There are just under 300 midwives. There 
has been slight growth in the number of GPs and health visitors, while physiothera-
pists and midwives remain stable. Midwife coverage is very low, given that the Mu-
nicipal Health Services Act mandates all local authorities have midwife services.

The number of FTEs in the nursing and care sector is now around 115,000, with 
marked growth of 3.5 per cent from 2005 to 2006. Most of the growth is in profes-
sionally trained groups. 

Budget priorities
In the four-year period 2003–2006 the municipal health service’s share of municipal 
gross operating expenditure was reduced from 4.2 to 3.9 per cent. Nursing and care 
services saw slight growth, from 26.6 per cent to 27.0 per cent. Excluding earmarked 
grants yields the local authorities’ net expenditure, which better expresses local priori-
ties. Nursing and care services’ share of local authority net operating expenditure rose 
from 33.4 to 35.0 per cent in the period 2003-06, while the share for other municipal 
health services fell from 4.6 to 4.3 per cent. It is worth noting that the share of expend-
iture for nursing and care is rising, whereas other health services are falling slightly.

Local authority operating expenditure on health and care services per inhabitant 
varies between NOK 10,000 and NOK 20,000, with an average of NOK 12,000, ac-
cording to a report ECON prepared for the Directorate for Health and Social Affairs in 
20062. The report shows a clear correlation between local authority expenditure and 
unrestricted revenues per inhabitant, age composition, proximity to central areas, and 
percentage of inhabitants residing in built-up areas. Ordinarily, sparsely populated 
remote municipalities with an older population will have higher expenditure per in-
habitant. It may be hasty to conclude that this means that these local authorities give 
higher priority to this sector than urban municipalities, for example. Instead it may 
express the fact that needs and freedom of manoeuvre are different.

Challenges in municipal health services

«On average the population is in contact with their primary care 
doctor 4.5 times per year.»
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Coverage
Viewed relative to the over-80 population, the Ministry of Health and Care Services’ 
forecast for 2007 is coverage for institutional places of 32.5 per cent. The status for 
2005 is 30.7 per cent. Staffing coverage in FTEs per 100 inhabitants in this age group 
is 50.83. The municipal health services provide on average 9 doctor FTEs and 8.8 
physiotherapist FTEs per 10,000 inhabitants. At the end of 2006, there were 62,000 
persons in Norway enrolled in the primary care doctor scheme who either did not 
have a place on a primary care doctor list or had a place on a list without a doctor, i.e. 
a list served by locum doctors4.

Productivity
Local authority operating expenditure per user of home care services is rising, grow-
ing by NOK 9,000 to over NOK 145,000 from 2005 to 2006. It is doubtful to interpret 
this as falling productivity, since the scope of services per user is expanding.

Quality indicators in nursing and care services
The quality indicators for nursing and care services are mainly pointing in the right 
direction for 2003–2005, even if the changes are slight. The exception may be the 
share of residents on time-limited stays, which was higher in 2003 than in 2004 and 
2005. This indicator provides no certain information on the quality, but may be a 
marker of the capacity local authorities have to offer this form of service.

Around nine out of ten places in nursing and care institutions are now single 
rooms, and the number is rising steadily. Nearly six in ten have a user-adapted single 
room with separate bath and toilet.

The time doctors spend per nursing home resident also appears to be rising 
slightly. However, the total time spent per patient is still just a little over 15 minutes 
a week, including all paperwork. At a quarter of all nursing homes, doctors have less 
than 10 minutes available per patient. This is probably very little relative to the exten-
sive health needs nursing home patients often have.

Two out of three local authorities conduct user surveys in the institutions. Only one 
in eight local authorities surveys users of their home care services. 
 

2003* 2004                2005
National
average

National
average

Lower 
quartile

National- 
average

Upper 
quartile

Percentage of FTEs in user-oriented 
services w/professional training – 68,0 65,0 69,0 76,0
Number of residents on time- 
limited stays 16,5 13,5 7,4 13,8 17,7
Number of singe room places in 
nursing and care institutions 84,8 87,3 88,9 89,7 100,0
Number of places in user-adapted 
single rooms with separate bath-
room – 53,3 31,8 55,9 100,0
Doctor’s hours per week per nursing 
home resident – 0,3 0,2 0,3 0,3

Table 4.2. Quality indicators in nursing and care services. Source: Statistics Norway.    
*Figures from KOSTRA that were registered before national quality indicators were established.
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Report No. 25 to the Storting (2005–2006), Long-term care – Future challenges, 
charts the course of care challenges in the years ahead. On behalf of the Directorate 
for Health and Social Affairs, a survey was done in 2006 of physician services for us-
ers of nursing and care services outside of nursing homes5. The survey may indicate 
that residents of assisted living facilities are the group among elderly and those with 
care needs with the poorest access to physician services. The reason is that they often 
do not see their primary care doctors on their own initiative and that they also may 
need escort assistance. That is why calling in patients for prearranged doctor visits 
and making house calls are important for this group. 

Interaction best in small municipalities
The smaller the municipality, the greater the likelihood that users will be called in for 
check-ups by a primary care doctor, and that the primary care doctor will make a house 
call on a few days’ notice. In smaller municipalities the interaction between the primary 
care doctors and nursing and care services is also better than in other municipalities. 
Mutual updates of changes in medications are a major challenge in the interaction 
between the primary health services and hospitals, and internally at municipal level. 
The smallest municipalities also come out on top with regard to interaction on handling 
medication between the nursing and care services and the primary care doctors. 

From its experience with inspections6 the Norwegian Board of Health pointed out 
that persons receiving services in their own homes have their needs less well met 
than institutional residents. This applied especially to people with mental disorders, 
substance abusers, the mentally retarded and the other service recipients under age 
67. During the 1990s local authorities were given greatly expanded responsibility for 
the aforementioned groups.

People with mental disorders and/or substance-abuse problems often need a lot of 
attention from medical and care personnel. They often require long-term and exten-
sive treatment, and the individual meeting between user and service can be both 
professionally time-consuming and humanly challenging. In many cases, the local 
authorities are unable to serve people with mental disorders and/or drug problems 
with qualified personnel. There may also be a lack of necessary coordination of the 
various services in the municipality, but there is an even greater failure in the inter-
action between the local authority and the specialist health services. If the interac-
tion among levels is deficient for ill elderly, it is even worse in the areas of substance 
abuse and psychiatry5. 

More and more users under age 67
in 2005 over 200,000 persons received municipal care services in the form or home 
care or institutional stays. Although most of them are over 80, we find more and more 
persons in the under-67s. It is this group we refer to here as «younger users».

In terms of health younger users consist of two large and two smaller groups7. 
The largest is people who have one of a number of different physical illnesses, among 
which neurological conditions like MS, stroke and head and back injuries predomi-
nate. Mental disorders are also a large group. The two smaller groups persons with 
developmental disabilities and those with drug and alcohol problems. Younger users 

Nursing and care services

«Most younger users receive home care services and few live  
in institutions.»
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primarily receive home care services, and very few live in institutions. 
During the past decades there have been big changes in the age breakdown of 

recipients of municipal care services.
Figures from Statistics Norway show that the number of younger users is up a 

whopping 78 per cent during the past ten years. This group now accounts for nearly 
a quarter of the total number of service recipients. During the ten-year period the 
number of recipients over 80 rose modestly, while recipients in the 67–79 age group 
went down by 20 percent. See Figure 4.1.

There are many reasons for the increase in the number of younger users. The chief 
one is the extensive restructuring of services over the past 10–15 years. Local authori-
ties have been given more and more new tasks by health and social policy reforms. 
The trend also follows from general growth in the age groups concerned.

Inadequate services for the mentally ill
There is much to indicate that many in the younger user groups do not get the serv-
ices they need6. This pertains especially to services for people with mental disorders 
and substance-dependencies and users with complex and prolonged needs. 

People with mental disorders receive a range of services that on the whole is poorer 
than other recipients of care services, regardless of age and place of residence. Sub-
stance abusers also have little contact with municipal care services, and receive less 
practical assistance, training, support contact and places in care institutions than oth-
ers. The current range of services for this group is limited in scope, content and focus. 

Facilitating services for younger users
The rise in the number of younger users is placing new demands on services. New 
ways of working, new schemes and new competencies will be necessary compared 
to what has been common before. Today there is a greater emphasis on user involve-
ment and adapting to individual needs. Facilitating adequate and adapted integrated 
services based on individual wishes and needs is a major challenge to local authori-
ties. For example, there is still a shortage of dwellings that accommodate younger 
people with care needs.

Figure 4.1. Number of recipients of nursing and care services by age group. 
1992–2005. Source: Statistics Norway.     
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Technological developments will continue to put their stamp on care services. 
Scepticism towards technology as a «replacement for human warmth and care» is 
changing. For example, there is reason to believe that younger persons with dementia 
will benefit more than older patients from modern assistive devices like computers 
and mobile phones. 

The group of younger users needing very extensive assistance are entitled to 
services tailored to their individual needs. If workforce participation is not an option, 
their days should still be full. A social life is important for most people. Meaningful 
leisure time is pleasurable and ensures well-being, key factors for maintaining health 
and level of functioning. For many people in this category a home of their own with a 
chance for privacy and with access to common spaces and being with others would 
be a good thing to provide.
  

The community health doctor is a medical adviser to the municipal council and the 
health service. The community health doctor’s advice and argumentation shall always 
follow the case when the local authority considers cases involving environmental 
health, infectious diseases and public health emergency preparedness. The commu-
nity health doctor has a responsibility for ensuring the comprehensive nature of the 
municipal health service and in planning the services on offer and as an advocate for 
interaction among various component services. We are uncertain about the extent to 
which the local authorities have organized and facilitated such processes. Questions 
may be raised about whether the weaknesses that the survey of physician services for 
users of nursing and care services reveals point to a system failure with regard to the 
function of community health doctor:

«Many community health doctors have deficient knowledge about how physician 
services vis-à-vis these target groups are organized in their municipalities. The investiga-
tion may indicate the primary care doctor’s role/responsibility regarding persons with 

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:
›  facilitating user involvement, thus giving those who receive care services stronger influence over the 

design of services offered them and the way they are delivered
›  a focus on research and developing methodology that can inspire and help local authorities to have 

better tools for developing professionally adequate services especially tailored to younger users. New 
thinking and alternative designs of the array of services will be important. 

›  providing more resources for training and guidance functions to ensure an adequate range of serv-
ices, particularly regarding resource-intensive users who have the greatest needs for coordination

›  establishing adequate funding schemes for building residences – in various forms – accommodating 
younger users

›  enabling the most possible younger users to participate in – and contribute to – ordinary social life, 
with regard to work, leisure and community life in general. It is also vital to encourage local authori-
ties to develop new activity and social schemes.

The role of the community health doctor
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extensive care needs outside of institutions is unclear both to the doctors and to the care 
services. It may appear that the coordination for users approved for round-the-clock care 
in their own home/assisted living facility is unsatisfactory with regard to their medical 
issues and care needs.»5

Local authorities have expanded their health and care functions so that they ac-
count for almost 115,000 FTEs in 2006. According to the Government’s Soria Moria 
Declaration, 10,000 FTEs are to be added during this Storting period. By way of 
comparison, at the end of 2005 employment in the health trusts was around 93,000 
FTEs, of which 10,500 were doctor FTEs8,9. 

Fewer and fewer doctors work as both community health doctors and primary care 
doctors. Today it is hard to attract qualified applicants to positions as community 
health doctors, even in urbanized parts of the country. Some of the most highly moti-
vated and result-oriented community health doctors have left for health trusts. 

The community health doctors should have the qualifications to make an inte-
grated health assessment of various municipal schemes. The local authorities have 
met the challenges of retaining this expertise by working together. According to 
«Helserådet» no. 16/96, 251 (of 338) local authorities participate in inter-municipal 
cooperation on environmental health, contagious disease control or other community 
medicine efforts. 314 (of 338) local authorities participate in an inter-municipal doc-
tor-on-call scheme. 

Allocating a nursing home place or home nursing care requires an administrative 
decision. Other services are not rationed. Anyone can visit a primary care doctor, 
emergency and accident unit or child health clinic. The low threshold for these serv-
ices is good for the public, yet at the same time a challenge for prioritizing resource 
use. The fact that a lot of people can see the doctor for minor problems may make 
it difficult to have enough time for users with major needs. There is no easy way to 
resolve this dilemma, but in attempts to set local priorities, it is important to make a 
thorough assessment of the situation for new users.

 

Primary care doctors – for everyone?
The primary care doctor plays a key role as medical adviser, therapist and coordina-
tor10. But do primary care doctors have enough time to perform all their tasks? Are 
there groups that do not yet have the full benefit of primary care doctors?

Health visitors, nurses, physiotherapists and midwives often express a desire for 
a closer working relationship with primary care doctors. Hospital doctors and prac-
tice consultants who are supposed to be the link between the primary and specialist 

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:
› strengthening the function of the community health doctor
›  for the county governor/ chief county medical officer to put systems in place for guidance and  

follow-up of community health doctors in all counties
›  inter-municipal collaboration with a strengthened community health doctor function and the creation 

of district medical centres to beef up various portions of the health and care services
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health services say that primary care doctors are hard to get in touch with. In their 
nationwide assessment of district psychiatric centres, primary care doctors point out 
that they would like guidance and better interaction. 

Studies show that a large number of substance-abuse and psychiatric patients and 
chronically ill in their own homes or various municipal care homes do not get ad-
equate follow-up from their primary care doctor5. For example, it is estimated that 50 
per cent more doctors will be needed in nursing homes by 2010.

NAV and the Norwegian Medical Association have been working together on a strat-
egy to reduce sick leave. Among other things, GPs have committed themselves to dia-
logue at workplaces. This will necessarily have to take time. There is much to indicate 
that many primary care doctors should shorten their lists so they can perform necessary 
tasks. Doctor-on-call service comes in addition11,12. In time studies done by the primary 
care doctors, time for professional updating is not included to a great extent. 

There must be an allowance for time for the chronically ill
In Norway it is traditional that GPs follow up chronically ill patients such as diabetics, 
asthmatics and persons with COLD, high blood pressure, depression, etc. In the US 
guidelines have been issued for the ten most common chronic conditions and eluci-
dated how long it takes to find them, clear them up and follow them up in an average 
practice population of 1,250 patients. If this is transferable to Norway, it means that 
this patient group alone should take 2/3 or 1,200 hours of the general practitioner’s 
time during a year13.

Half of doctor-on-call services not provided by primary care doctors
Municipal doctor-on-call services are largely inter-municipal cooperative schemes. In 
principle, 24-hour call duty is performed by the doctors working in the municipalities 
cooperating on the particular doctor-on-call service. Once they turn 55, doctors may 
seek exemption from participating in the doctor-on-call service. The «typical» primary 
care doctor is a man aged 49 who in about five years can apply for exemption from 
call duty. As of 2006, 23 per cent of primary care doctors are exempt from call duty4. 

According to NAV’s reimbursements to on-call duty doctors, primary care doctors 
receive 52 per cent. This means that almost half of call duty is now being performed 
by other doctors. It is hospital doctors and foreign doctors who meet the manning 
shortfall. Many local authorities must provide subsidies like travel and housing al-
lowances and the like. Work as a doctor on call often requires quick decisions. Nearly 
half of these decisions must be made today by doctors who know far less about the 

 In all           Women         Men

30.7.01 31.12.06 30.7.01 31.12.06 30.7.01 31.12.06

In all 3 585 3 841 1 033 1 204 2 552 2 637

aged 20–29 79 56 40 25 39 31

aged 30-39 784 840 356 373 428 467

aged 40-54 2 098 1 875 550 633 1 548 1 242

aged 55-66 596 1 023 82 171 514 852

aged 67-74 28 47 5 2 23 45

Table 4.3. Number of doctors with a primary care agreement, by sex and age. 30.7.2001–31.12.2006. Absolute figures. 
Source: NAV.
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patient and community concerned than the local primary care doctor. Very often the 
patient and the doctor do not speak the same language, which is particularly difficult 
for older patients.

Even though women are in great demand in general practice and are now in the 
majority among new doctors, they are still less of a presence there than in hospitals. 
In the five years of the primary care doctor scheme, the hospitals have recruited 
around 400 of the new doctors, while just under 40 have gone into the primary 
health services. In addition, many primary care doctors under age 50 have moved 
into hospital specialities, especially psychiatry14,15.

Good health economics
Studies from the US suggest that Americans live longer in areas where there is ample 
coverage of GPs. The total costs of health services in these areas are also lower than 
in areas where the specialist health services predominate16. 

In Norway, expenditure on municipal health services, excluding municipal nursing 
and care services, has in recent years seen slower growth than the average growth 
for the health service. To meet overarching health policy challenges, we believe it is 
important to strengthen the primary health services both professionally and in terms 
of capacity.

The primary care doctor shortage is still greatest in Nordland and Finnmark and 
parts of Sogn og Fjordane counties17. The rural regions had their best and most 
stable doctor coverage when the local authorities received a salary subsidy and GPs 
received pay comparable with that of hospital doctors. Earnings in the primary care 
doctor scheme are highly dependent on the length of the doctor’s patient list, which 
will vary depending on where the practice is located. For that reason the scheme ap-
pears best suited to larger municipalities.

To sum up, on the positive side it must be mentioned that the primary care doctor’s 
role as most important medical adviser, therapist and coordinator remains firm. The 
primary care doctor’s availability and continuity have become better.

On the negative side, it has become difficult to recruit doctors to remote parts of 
Norway, and as a group GPs are becoming greyer. Women doctors make up only 31.3 

Figure 4.2. Number of doctors in general practice and number of working doctors. 
1994–2006. Source: NAV     
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per cent of primary care doctors, and this share is not rising unlike in the specialist 
health services, where the share of women is 38.7 per cent4. The local authorities do 
not make the most of the opportunities they have in carrying out tasks in public sector 
general practice.

What must be done with regard to primary care doctors?
Recruitment needs to be better. If we are to have more GPs, including a higher 
percentage of women doctors and fairer geographic distribution, entry into general 
practice must be far easier and more attractive than it is today. The local authorities 
must be made able to offer modern offices, varied functions in interaction with other 
doctors during an ordinary workday and reasonable call duty. Quality improvements 
through active professional environments that interact well are a stabilizing factor 
that promotes recruitment. It must be possible to enter primary care practice without 
specific requirements for high out-of-pocket investment and high earnings.

Municipal care services will suffer if doctor staffing is not improved. In this regard, 
the doctors are not only to make up for understaffing but also contribute to more ac-
tive and attractive professional environments that encourage the other professional 
staff to move to and remain in the care services.

More cooperation. Doctors in the specialist health services work far more in teams 
than doctors in traditional general practice. Many groups of health personnel would 
like the GP in the team. Consultations at a practice constitute an effective way of 
working but cover not nearly all the needs the patient and various colleagues have for 
the assistance of the primary care doctor in today’s health service. On the other hand, 
nurses and other health care professionals perform far more specialized services that 
ought to be able to provide relief for primary care doctors. This requires primary care 
doctors to join various teams as an advisor more than they do currently. That way, the 
primary care doctor’s expertise can be used more effectively, while helping all parties 
to develop better.

Teaching practices with trainee positions have been wanted for a generation. 
Doctors who accept students and pre-registration house officers/interns are natural 
places for putting schemes in place to ensure younger doctors working conditions that 
can compete with hospitals. The working procedures must include time for training 
and professional development during daytime hours. The new requirement for three 
years’ guidance in order to practice on the National Insurance’s account is not being 
met as general practice is run today. The Netherlands and US have begun to spend 
government funds on such positions to encourage recruitment, while meeting the 
needs of overburdened GPs.

More research. The profession has numerous issues that should be examined 
further. At each of the four universities that train doctors, general medicine research 
units were established in 2007. Research will help to make the profession more at-
tractive and boost recruitment. Research in general medicine can take place while the 
doctor operates his daily practice part-time. This requires a more elastic work situa-
tion than the current one where doctors are tied down to full patient lists.

The specialist rules in general medicine currently set no requirements for practical 
service content beyond working in one’s own practice. We should consider including 
requirements for participation in public sector general practice both for initial certifi-
cation and recertification.

The community health doctor should be involved more in the development of 
municipal health services. If the municipal general practitioner committees are to 
function, these meetings must become a natural part of ordinary working hours, like 
in hospitals. If community health doctors can meet their colleagues on a regular basis, 
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this will better enable them to meet the municipality’s health care challenges. The 
general practitioner committee must also be open to input from practice consultants, 
other health care personnel and the municipal administration. Local authority input 
is particularly important for getting primary care doctors to be the binding part of 
municipal health care they are meant to be.

Salaried primary care doctors. Several of the trends that give reason for concern 
may be turned around by looking at experience with salary subsidies. We had such a 
scheme in Norway in the 1980s and 1990s. When the salary subsidy to local au-
thorities was discontinued in connection with the primary care doctor scheme, local 
authorities lost interest in a GP service based on salary. 

Physiotherapists have special expertise in treatment, physical habilitation and rehabili-
tation of illnesses, injuries of disabilities of the sensorimotor system (musculoskeletal 
ailments). Physiotherapists are very knowledgeable about the connection between 
mental stresses and disorders and the traces they leave in the sensorimotor system18. 

Today the availability of physiotherapists is good. Around 300 physiotherapists 
are trained in Norway each year. In addition, approx. 150 newly trained physiothera-
pists from abroad come each year, plus a number of foreign physiotherapists who 
apply for authorization in Norway. Availability will continue to be good for some time, 
assuming that the supply of new therapists remains at the current level. The need for 
physiotherapists at municipal level appears to be growing. Despite this, many local 
authorities have reduced the number of FTEs for physiotherapists in salaried positions 
or failed to create new positions in line with the needs of the population. Estimates 

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:
›  assessing how the primary health services can be strengthened professionally and in terms of capac-

ity. This applies especially to school health services, child health clinics, the community health doctor 
function and GP services. In coming years it will still be important to strengthen the nursing and care 
sector, including home-based services.

›  for local authorities to help to bolster the efforts in local coordinating committees and the local GP 
committees to bring about a better dialogue and interaction between community health doctors and 
primary care doctors.

›  for local authorities to utilize all of the contractual hours that primary care doctors have for public 
sector general practice

›  strengthening the role of the primary care doctor in local mental health efforts. Better mechanisms 
and work methods should be developed for the efforts of primary care doctors in this field in collabo-
ration with the local authority.

›  refining the practice consultant scheme to better enable primary care doctors to interact with the 
primary and specialist health services, not least with regard to mental health for children and adoles-
cents and to work-oriented rehabilitation

›  providing research in general medicine stable and adequate resources. This will promote recruitment 
and foster professional development.

›  changing the specialist rules in general medicine to require participation in public sector general practice

Physiotherapy in municpal health services

Kan vi droppe sitatet 
som står på den norske 

versjonen?

ikke plass

115



suggest that a large number of physiotherapists will retire around 2017. At the same 
time the number of elderly will increase. Given the challenges local authorities will then 
be facing, this may mean the Norway will have inadequate physiotherapist capacity. 
From 2000, physiotherapists in institutions as well as contract physiotherapists in the 
city-wide scheme in the City of Oslo are included. In addition, policy provisions in 1998 

and 2000 have led to an increase in the volume of contract-based physiotherapy. These 
factors are the reason for the substantial increase in volume depicted in the figure.

The total volume of FTEs for physiotherapists in schools/child health clinics shows 
a decline of 32 FTEs from 2002–2005. The decline is steepest for salaried physiother-

Figure 4.3. Number of physiotherapist FTEs per 10 000 population by centrality. 
1994–2005. Source: Statistics Norway/KOSTRA.
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apists, despite the initiative adding 800 FTEs in the child health clinics and school 
health services through the Escalation Plan for Mental Health8.

Interviews of salaried physiotherapists in the school, child health clinic and day 
nursery area (N=31) from all counties in the country reveal a reduction from earlier 
efforts 19. Much of the activity takes place through advising family members, nurs-
ery staff, etc. Fewer resources are used today on preventive and health-promoting 
measures. Many also describe difficulties with recruiting occupational therapists, 
which means that physiotherapists who work with children and adolescents must try 
to fill parts of this occupational role. This pertains to tasks such as practical adapta-
tions at home and in day nursery and school situations and applying for and testing 
assistive devices. 

The graph above shows the breakdown of physiotherapist FTEs by form of affilia-
tion in institutions for the elderly and disabled. There is a reduction in the volume of all 
forms of affiliation. The reduction is largest in the group of salaried physiotherapists. 
For contract physiotherapists and interns, the figures since 2002 are rather stable.

Physiotherapists with specialist expertise in manual therapy have been given the 
right to treat patients with reimbursement from National Insurance without a referral 
from a doctor. They have also been given the right to refer and approve sick leave for 
patients with musculoskeletal ailments. Evaluation of the scheme shows that physi-
otherapists do little in the way of approving sick leave. 

More and more patients are entitled to free physiotherapy. Around 60 per cent of 
treatment by physiotherapists on contract with local governments is given to patients 
with chronic ailments specified on the list of diagnoses in the Regulations concerning 
benefits for covering expenditure for physiotherapy. Approx. 85 per cent of National 
Insurance costs for physiotherapy goes to this group. This may be at the expense of 
others who would benefit from physiotherapy to avoid or shorten absences from work 
due to strain ailments.

Figure 4.5. Number of physiotherapist FTEs in institutions for the elderly and disabled 
broken down by form of affiliation. 2002–2005. Source: Statistics Norway/KOSTRA
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Child health clinics and school health services for ages 0–20 are a statutory munici-
pal health service that is to be easily accessible for users20,21. In addition, health clin-
ics for youth are a low-threshold scheme for the 13–20 age group. The purpose of the 
services is through guidance, counselling, network efforts and health examinations to 
prevent the development of mental and physical ailments and disorders in children, 
adolescents and pregnant women22. There are many signs indicating that these serv-
ices have greater competency and capacity needs relative to changes in the needs of 
children and adolescents.

One million children and adolescents
Each year between 50,000 and 60,000 babies are born in Norway. Children under 18 
constitute around a quarter of the population. 

Practically all children and their parents are in contact with a child health clinic. 
This service is a venue that enables dialogue and serves all groups of families with 
children regardless of social status and background23.

As Figure 4.7 shows, almost all infants underwent a health examination by the 
eight week of life in 2005. However, one in ten six-year-olds had not had a health ex-

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:
›  assessing the organization and funding schemes for local physiotherapy services, so that users with 

the greatest needs for adapted services get them
›  ensuring physiotherapy for older and disabled persons through the initiative proposed in the white 

paper on care services
›  giving persons with complex needs physiotherapy as part of an integrated package of services

Child health clinics and school health services 

Figure 4.6. Number of children and adolescents aged 0–5, 6–12 and 13–17. 
2006–2025. Source: Statistics Norway.
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amination by the end of the first year of school. For home visits within four weeks the 
share was 79 per cent. Here it may be assumed that a number of second-time mothers 
decline the service. Another reason may be that home visits are time-consuming and 
are given lower priority owing to tight budgets in the service.

Health clinics for youth 
309 municipalities, 75 per cent of the total, had a health clinic for youth in 2005. 
These municipalities cover 91 per cent of all young people. In addition, the City of 
Oslo has separate public health clinics for deaf and sexual minority youth.

Figure 4.7. Percentage of children completing selected health check-ups 
and home visits. 2005. Source: Statistics Norway
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Availability varies. Opening hours vary from two hours every other week to six 
hours each day. The biggest increase in visits has taken place after 2002. This may be 
related to the fact that health visitors and midwives were given the right to requisition 
oral contraceptives for adolescent girls. 

School health services
The report from the most recent nationwide inspection of school health services in 
2000 uncovered serious deficiencies and nonconformances in local authority man-
agement and internal control of school health services. The deficiencies in the service 
were not due to lack of knowledge about the way operations ought to be, but rather to 
local authorities’ failure to manage and organize the service to meet the requirements. 
A rather large number of local authorities stated that they did not have school health 
services that were complete and organized in accordance with statutory requirements. 
10 out of 59 local authorities were unable to offer school health services to all pupils24. 

Personnel
The basic staff of the child health clinic and school health services are health visitors, 
midwives, doctors and physiotherapists. There is no standard for coverage of these 
services. In addition to the basic staffing there is a need to improve the service with 
other expertise, particularly in mental health. Under the Escalation Plan for Mental 
health, this service is to be beefed up by 800 positions on a national basis in the 
period 1999–2008.

Table 4.4 shows a steady though slow growth in the number of positions from 
1998 to 2004. From 2004 to 2005 there is a levelling out at only 40 per cent of the 
Escalation Plan target figure. This target is to be met by 2008. The table shows that 
the total increase on a nationwide basis for all occupational groups from 1998 to 
2005 is approx. 330 FTEs. From 2004 to 2005 there is a slight decline for all occupa-
tions except health visitor FTEs, which increased by 15 in the same period. Occupa-
tions like psychologist and mental health worker/psychiatric nurse are not specified 
in these statistics, but are included in «other personnel», which rose by a total of 97 
FTEs in the period 1998–2005. Doctor FTEs declined by 18 during 2002–2005, and 
physiotherapist FTEs went down by 40 from from 2001 to 2005. In the past three 
years midwives did not see any real increase.

Reporting earmarked funds through the Escalation Plan for Mental Health shows 
an increase of 449 positions in the period 1998–2005. The target is 800 positions for 
the child health clinic and school health services. Figures from KOSTRA in the same 
period show a total increase of 329 FTEs. The difference between reported FTEs in 
KOSTRA and reporting of funding of positions in the Escalation Plan shows a shortage 

1998 1999 2000 2001 2002 2003 2004 2005

Personnel in all 2 817 2 874 2 916 3 003 3 073 3 104 3 150 3 146

Doctors  222  227  228  231  232  224  217  214

Physiotherapists  296  293  263  271  263  249  237  231

Health visitors 1 577 1 612 1 654 1 719 1 755 1 772 1 834 1 849

Midwives  240  256  253  251  256  273  271  272

Other personnel  484  487  517  530  566  586  591  581

Table 4.4. FTEs in child health clinics and school health services. 1998–2005. Includes personnel without health 
profession training. Source: Statistics Norway. 
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of 120 FTEs. This is worrying and is clear indication that the local authorities have re-
duced the positions they fund during the escalation period. In 2005 the local authori-
ties had 3,146 FTEs in child health clinics and school health services. 

Six of ten employees in the health service are health visitors. Among other things 
they carry out all the basic consultations, which are the primary tasks of the service. 
The category «other», which represents 13 per cent of FTEs, includes psychologists, 
occupational therapists, social educators, activity therapists, medical secretaries and 
other personnel with and without training in the health professions.

Trends for children and youth
In the chapter on public health we described the health challenges regarding children 
and young people. The gender breakdown for using local health services is identical 
for adolescents and young adults. Boys and men generally use the health service less 
than girls and women. For example, boys use the Internet and SMS more when seek-
ing health assistance. However, more and more boys are beginning to use the health 
clinics for youth – especially now that a health visitor can be contacted by SMS. A 
study from Bergen suggests that short waiting times and easy contact with health 
clinics for youth by SMS may play a role for boys’ use of these clinics25. 

Health clinics for youth/health visitors at school are the places young people 
themselves say they would go if they have problems. The frequent and close contact 
the child health clinics have with children, adolescents and their parents are a unique 
point of departure for follow-up and cooperation on the conditions in which children 
and adolescents grow up. This also provides opportunities to prevent or uncover ill-
ness, disabilities and parental neglect. 

Figure 4.9. Breakdown of man-hours among personnel categories for prevention, 
child health clinic and school health services. 2005. Source: Statistics Norway.
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To perform the tasks the service is directed to perform, adequate basic staffing is 
necessary. The presence of a doctor at a child health clinic is necessary to ensure the 
service adequate ability to made referrals. 

In many municipalities school health services are woefully inadequate, and in 
some places do not even exist24. Ten health visitor FTEs at upper secondary schools in 
Oslo are meant to serve 19,000 pupils, many with mental health and social problems. 
Beefing up school health services and health clinics for youth can yield substantial 
benefits. Research shows that children and adolescents prefer help from the primary 
service because it is familiar, inspires trust and is accessible. It is important to meet 
them in their own environment in a way that is not stigmatizing26. 

Girls from some immigrant communities may be at particular risk for genital muti-
lation and forced marriage. The school may be the only venue where these girls spend 
time outside the home. It is thus crucial for school health services to be accessible to 
this group.

Report No. 20 (2006–2007) to the Storting, «National Strategy to Reduce Social 
Inequalities in Health» points out that in order to catch children and young people 
with problems, the capacity of child health clinics and school health services must be 
increased. Expanded school health services can help those who need help most either 
to get it from the municipal health service or other municipal service or to be referred 
to the specialist health services. So expanded, it will help to reduced social inequali-
ties in the use of health services23.

Not reaching the boys
Health clinics for youth were started in light of positive experience from Sweden, 
Denmark and the UK in the 1990s27,28. We see that a growing number of users seek 
out this service for mental health problems. The vast majority of users are girls, while 
boys use the service very little. Boys’ use of health clinics for youth follows the pattern 
recorded for men in the 20–30 age group with regard to use of primary care doc-
tors29. In Swedish studies there are also clear gender differences in young people’s 
contact with youth reception centres30,31.

More and more tasks are being handed to child health clinics and school health 
services, and the demands on the services rise in step with changes in society at 
large. More and more users are being registered with complex needs.

Harmed by mother’s drinking
Alcohol use among women has increased in the past decades. Although women still 
drink less than men, the trend is worrying, among other reasons because of the harm 
alcohol can inflict on the foetus in the womb. 
Foetal alcohol syndrome (FAS) is caused by high consumption of alcohol by the 
mother in the first trimester of pregnancy. FAS is characterized by a peculiar appear-
ance, stunted growth and disorders of the central nervous system. These disorders 
may be inhibited growth of the brain, problems with intellectual development, learn-

«Research shows that children and adolescents prefer help from the 
primary service because it is familiar, inspires trust and is accessi-
ble. It is important to meet them in their own environment in a way 
that is not stigmatizing.»
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ing difficulties and behaviour disorders. Foetal alcohol effects (FAEs) are the term for 
children with the same central nervous system problems as in FAS, but the children 
have a normal appearance. Neonatal withdrawal syndrome (NWS) is the term for 
children with similar problems caused by their mothers’ narcotics and other drug use 
during pregnancy.

There are no reliable figures on the incidence of FAS, FAE or NWS in Norway. It is 
estimated that 60–114 FAS babies and 80–342 babies with FAE are born each year35. 
The primary health services and child health clinics play a key role in counselling 
women who are pregnant or plan on getting pregnant, uncovering substance use in 
pregnant women and following up women who need help in changing harmful drug 
and alcohol habits.

Mental health efforts in child health clinics and school health services
Child health clinics and school health services play a key role in mental health ef-
forts32. Children and young people are to have equal opportunities, regardless of their 
parents’ finances, education or ethic and geographic affiliation. For that reason the 
services must ensure extensive interdisciplinary collaboration. The emphasis must be 
on early identification and follow-up of children in risk groups. In addition, the serv-
ices must pay particular attention to pregnant women, children and adolescents with 
special needs.

Experience from the project «Youth and conversations that enhance their de-
velopment» documents that child health clinics and health clinics for youth are 
good places to establish contact with children and adolescents with mental health 
problems. According to a report from SINTEF Health Research, 40 per cent of health 
visitors desire increased expertise in the area of early intervention for children with 
mental health problems33. In-service training in mental health work for health visi-
tors may meet this need.

Well developed child health clinics and school health services will help everyone, 
regardless of social status and geographic location to get the necessary assistance 
and follow-up and thus serve to reduce social inequalities in health. For youth it is vi-
tal to have a place to go with their problems outside of ordinary office hours, without 
having to make an appointment and involve their parents.

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

›  improving the child health clinics in terms of competencies and capacity, including through in-service 
training for health visitors in mental health work. The capacity of school health services should be 
increased, also with regard to mental health. This is important for making the service available to all.

›  developing professional environments and networks for child and adolescent mental health, to yield 
more research and improve the development of the professions and of services

›  for local authorities and health trusts to facilitate a close collaboration among primary care doctors, 
child health clinics and school health services and child guidance clinics (CGCs). 

›  developing relevant quality indicators for child health clinics that will improve the basis for quality 
improvements
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The primary health services will often come into contact with individuals’ substance-
abuse problems at a rather early point, usually camouflaged as other problems. The 
health service has been criticized because it does little in the way of uncovering 
substance-related problems and does not provide enough assistance to substance 
abusers.

Studies have shown a clear correlation between high alcohol consumption and 
poor self-reported health. The causal connection, however, is not unambiguous: It 
may be because alcohol contributes to poor health, because persons with poor health 
are more likely to develop poor health habits or because or one or more common 
background variables34. 

More people referred to substance-abuse treatment
As of 2006 there are annual figures for the number of patients referred to drug or 
alcohol treatment. In 2006, 3,794 new patients were referred. Of these, 76 per cent 
were evaluated to be entitled to necessary health assistance36. 

Prior to the Drug Reform, it was social services who referred patients to drug 
treatment. Following the Drug Reform, the primary care doctor also obtained the right 
of referral. The number of referrals has risen after the Drug Reform. Primary care doc-
tors account for a large portion of this increase, while there are small changes in the 
number of referrals from social services.

There still appears to be a lack of interaction between the doctors and the munici-
pal social services. According to the evaluation of the Drug Reform, around half of 
social services offices say that they have little information about doctors’ referrals and 
receive little information about the need for follow-up from patients referred by social 
services36.

Drug and alcohol problems and treatment 

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

›   for primary care doctors and other parts of the primary health services to increase their competen-
cies in uncovering substance-abuse problems in patients

›   for the primary health services to employ more brief interventions that can help to reduce the risk of 
alcohol problems among persons with high-risk consumption. Such intervention usually consists of 
ascertaining alcohol consumption and a motivational interview or conversation. These interventions 
are little used today. There is also a lack of routines for follow-up after problem use is identified.

«For youth it is vital to have a place to go with their problems  
outside of ordinary office hours, without having to make an  
appointment and involve their parents.»
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The Escalation Plan for Mental Health (1999–2008) emphasizes adequate local 
solutions to meet the needs of users with mental health problems. Many people with 
mental health problems receive help in their municipality. Primary care doctors play 
a key role in this connection. At the same time, the other portions of mental health 
efforts are under construction though earmarked central government grants. 

More FTEs
It is a goal to increase the number of FTEs for personnel working in mental health at 
municipal level. By the end of 2005 the local authorities had established a total of 
2,936 FTEs for the earmarked grants of the 4,770 FTEs in all that is the target for the 
entire period. It has proved difficult to recruit psychologists to the municipalities. It is 
necessary to continue this effort beyond the escalation period to boost recruitment of 
these professionals. The local authorities are also emphasizing a greater effort to find 
meaningful activities and employment for persons with mental disorders.

Local authorities have received commitments for support for 3,400 residences. 
A further 2,800 are needed in addition. It will also be important for the new funding 
scheme now being studied to be designed and sized to make it sufficiently attractive 
to build more residences.

Advice and guidance for the local authorities, including via the county governors 
and advisers in mental health efforts are important. Mental health efforts in individual 
municipalities should have higher visibility, and it should be clear where users are to 
turn for help. 

Increased recruitment of psychologists, interdisciplinary further education in 
mental health work, clarification of the primary care doctor’s role and boosting their 
expertise are vital measures. A resource centre is to be established for mental health 
efforts at municipal level. 

In many places there is still a need to strengthen interaction between local au-
thorities and the specialist health services. An effort must be made for collaborative 
agreements to have a real content and produce concrete results. Furthermore, the 
effort must be stepped up so that individual plans become a good tool for cohesive 
and coherent services. 

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:
›  a further 2,800 residences in addition to the 3,400 dwellings committed to
›  for the local authorities whose mental health efforts have been deficient to be followed up closely by 

the county governor› measures to prevent and treat anxiety and depression 
› schemes for users with significant and complex needs 
› schemes for  user involvement, with a focus on coping skills
›  increased use of individual plans
›  schemes for the mental health of the elderly
›  developing relevant quality indicators for mental health at municipal level

Mental health in the primary  
health care services

125



In municipal health services, funding schemes have primarily followed two main 
tracks. For services the local authorities are directly responsible for providing and 
whose personnel are municipal employees, funding is based on services being pro-
vided within the framework of the general municipal revenue system. This means that 
it is administered within a municipal budgetary responsibility and that the services 
have a global budget.

For services provided by health personnel in private practice, such as GPs, mid-
wives and physiotherapists, funding is based on a combination of grants and reim-
bursement rates/co-payments. 

For a number of services where it is important for the central government to 
ensure defined priorities, or where the start-up of schemes requires specific funding, 
earmarked grants are used for full or partial funding.

Different schemes, different challenges 
Forms of funding have different features and pose different challenges. Budget fund-
ing by local authorities is based on elected policymakers determining how much in 
terms of resources is to be spent on the various sectors within the municipality. In 
other words, the local authority sets priorities on behalf of the inhabitants, in terms 
of both who will receive services and what services they will be offered. Local author-
ity budget funding is therefore most efficient with regard to priorities, assuming the 
local authority’s decisions reflect local preferences. It is on this assumption that local 
authorities have been given the responsibility for national welfare services.

The revenue system is a needs-based fixed-price system that is unaffected by fac-
tors that the individual local authority or personnel group can influence.

The majority of the health and social services are organized within the framework 
of this responsibility-based system. The funding of health personnel in private prac-
tice diverges in large part from the funding schemes for the public sector in that the 
responsibility for funding essentially rests with a «third party» without responsibility 
for control or setting priorities.

There is reason to look more closely at whether priority patient groups get ad-
equate attention from e.g. primary care doctors due to the strong incentives to see 

Funding schemes in the municipal  
health service

The funding system is to support the set policy objectives of equal access to services, regard-
less of social status, economic means, ethnic or religious background and geographic resi-
dence.For that reason the funding schemes shall help to bring about:
› equitable treatment services for all
›  ample availability and good quality without unnecessary waiting times
›  adequate control of the scope and composition of services offered
›  cost-effectiveness whereby a given activity level is realized at the lowest possible cost

FACTS
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and treat patients inherent in the current standard reimbursement rate. An obvious 
place to start is an analysis of the connection between the way the funding system 
operates and the priorities in the municipal health service and among the levels in 
the health service.

Earmarked central government grants can help to reduce differences in service 
offerings due to different local political priorities. The chief objection to this variant is 
that it can increase the uncertainties with regard to responsibility by weakening local 
authority responsibility for funding. Central government must do more to ensure full 
funding of the individual welfare service in the individual municipality, while it is the 
individual local authority that decides the expenditure. The use of earmarked grants 
involves difficult tradeoffs. They will often be necessary to ensure that defined servic-
es are adequately set up and prioritized in all municipalities and thus ensure equality 
on a national basis.

A need for better integration
The evaluation of the primary care doctor scheme shows that in terms of seeing and 
treating patients the reform has been a success. However, there is a need to beef up 
physician services in several venues for interaction and in the area of public sector 
general practice. The primary care doctor reform involved a marked transition to 
private practice and to a increase in pre-set fees’ share of funding. This may be a con-
tributory cause of the lack of adequate prioritizing in the aforementioned areas. 

GP services and contract-based physiotherapy are largely funded by central 
government. The professional content and priorities of a contract-based primary care 
doctor or physiotherapy practice are, in practice, controlled by practitioners them-
selves. 

The primary health services are to realize key health policy goals for preventive 
work, while providing adequate treatment to those needing it most. It is especially 
important that the totality of schemes reaches the most vulnerable groups. To realize 
these objectives it may be necessary to strengthen the local authorities’ role as a public 
provider of primary health care. Schemes should be considered that can better inte-
grate self-employed practitioners with contract-based National Insurance funding with 
the municipality’s other tasks and responsibilities for health services. For instance, the 
local authorities must use their ability more to enter into contracts whereby primary 
care doctors can do work as public sector GPs. It should also be considered whether 
the local authorities should be given greater funding responsibility, and thus greater 
authority to control the overall activities of priority health policy areas.

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

›  performing an assessment of whether priority patient groups receive adequate attention from primary 
care doctors, for example, given the incentives inherent in the current funding system

›  a review of the connection between the way the funding systems operate and priorities in the munici-
pal health service and between the levels of the health service

›  reviewing the funding schemes for municipal physician services to ensure they are in line with nation-
al and local health policy objectives

127



«Norwegian children are largely healthy. 
In our country, diseases that kill or crip-
ple children in the Third World are treat-
ed easily and effectively or are avoided 
completely with vaccinations.»
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The health authorities and health trusts are facing big challenges. 
New therapies and treatments create new opportunities, raised ex-
pectations and higher costs. New treatments for seriously ill children 
will help to extend survival and improve quality of life, sometimes 
resulting in a need for lifelong follow-up. The rise in the number of 
elderly means a greater need for institutional beds. 

Patient treatment and costs
Developments in the specialist health services have been characterized by increased 
activity. During the first four years of the hospital reform, costs have risen from NOK 
56.5 billion to NOK 70.2 billion1.

According to figures from Statistics Norway, in 2005 hospitals claimed 27.8 per 
cent of total health expenditure. By way of comparison, the figure was 29.1 per cent 
in 1997. For the period 1997 to 2005, hospitals in all saw growth in per cent that was 
lower than the average for health services. The growth in these years was greatest in 
the areas of home nursing care and nursing homes. From 2003, the health sector has 
seen lower growth than the GDP in general.

In the specialist health services, the cost breakdown has been one-fifth for men-
tal health and drug and alcohol treatment and four-fifths for general medicine. This 
breakdown has remained unchanged in the period 2001–2005.

In 2005 there were around 1.37 million hospital stays. Six out of ten were over-
night stays and four out of ten were day stays. There were nearly 3.5 million outpa-
tient consultations. While total operating expenses rose by three per cent from 2004 

Per cent

Figure 5.1. Health services by main purpose. 2005. Source: Statistics Norway.

HC R.1 Capital formation of health care provider 
                                      institutions, 6.2%HC 6-7 Prevention and health 

administration, 2.7%

HC 5 Medical goods dispensed 
to out-patients, 13.8%

HC 4.3 Patient transport and 
emergency rescue, 2.5%

HC 4.1 Clinical 
laboratory, 3.6%

HC 3.3 Long-term nursing 
care: home care, 7.9%

HC 3.1 In-patient long-
term nursing care, 15.7%

HC 2.1 In-patient 
rehabilitative care, 1.4%

HC 1.3-1.4 Other 
curative care, 18.5%

HC 1.2 Day cases of 
curative care, 3.6%

HC 1.1 In-patient 
curative care, 24.2%
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New demands and expectations of the health authorities and health trusts

to 2005, the number of overnight stays rose by five per cent, day treatments by ten 
per cent, and outpatient consultations by two-and-a-half per cent.

Funding schemes 
In its debate on Report No. 5 (2002–2003) to the Storting, the Storting determined 
that the funding schemes were to support responsible levels of management. Key 
to this was, among other things, that the money flows follow the lines of responsi-
bility in the health service. However, there is a tendency for for the central govern-
ment funding schemes aimed at the regional health authorities to be used down in 
the individual wards. This easily leads to an unfortunate attention to «how much 
money the individual patient brings», while the schemes are not robust enough to 
be used on as small a number of patients and as limited an activity as a hospital 
ward represents. 

RECOMMENDATIONS

The Directorate for Health and Social Affairs would like to emphasize in particular:

›    for a critical review to be done of the overall supply of institutional beds for the ill elderly with signifi-
cant and complex needs 

›    strengthening physical habilitation efforts targeting children and adults so as to address the needs 
of paediatric patients with conditions they will have their whole lives. Adult medicine must be made 
capable of assuming the follow-up of the health of these children when they grow up. 

›    for new indicators to be developed in the specialist health services that provide a better picture of the 
quality of patient treatment and for these to be used actively in management. 

›    for there to be a broad assessment of the organization, quality and capacity of health services for 
stroke victims in all health regions 

›    giving high priority to developing services for users with significant and complex needs in the areas 
of mental health and substance abuse

›    for individual plans to be used more for patients released from interdisciplinary specialist treatment 
and mental health services, with realistic goals that can be followed up by the local authorities›  
  doing an assessment of the ability of the funding schemes to support cohesive patient treatment and 
correct priorities

Performance-related funding:
In 2007 it has been ten years since performance-related funding was introduced in the spe-
cialist health services. The scheme started as a partial (30 per cent) reimbursement scheme 
from central government to the county administration for treatment for admissions to general 
hospitals. Since then the reimbursement has varied up to 60 per cent, but in the past two 
years it has been 40 per cent. In 2008 the scheme will be expanded to include all general out-
patient treatment. There is an effort aimed at possibly extending the scheme to cover special-
ist treatment in substance abuse and mental health in a few years’ time.

FACTS
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The Directorate for Health and Social Affairs would emphasize that the funding 
scheme must not set the terms for prioritizing measures, e.g. by considering the 
«profitability» of treating certain patients. This challenge will grow if the economic 
incentives are applied all the way down at the individual treatment unit. The funding 
schemes may also be a barrier to collaboration on good solutions for patients. Fund-
ing schemes are now being sought that also support medically good solutions. 

In the area of general hospital care, the number of FTEs rose by 8.2 per cent from 
2001 to 2005, and nearly 20 per cent of this increase was doctor FTEs. In the speci-
alities radiology, laboratory medicine and pathology, there was an increase in FTEs of 
28 per cent, or 1,600 FTEs1. 

The activity in the period 2001 to 2005 increased more than Storting and Govern-
ment targets2. The number of day and overnight stays was up 25.2 per cent, while the 
number of beds was reduced by 1.2 per cent. This was possible because the average 
time for an overnight stay was reduced by 8.8 per cent2, and there has been growth in 
the number of day treatments2. This trend appears to be continuing. 

Despite the growth in activity, we now see a tendency for waiting times to increase 
because the number of referred patients is also rising. In the last four months of 2006 
the specialist health services received around 360,000 new referrals, an increase of 
two per cent compared with the year before. The number of patients waiting for treat-
ment rose by 10 per cent in the same period, and waiting times show a slightly rising 
trend. This pertains especially to patients not given the right to treatment. For these 
people the average waiting time the past year increased from 78 to 86 days. 

The number of patients granted the right to necessary health care is stable, 66 per 
cent in the last four months of 2006. There are still big regional differences. 

Also the difference in waiting times between patients with and without a right to 
treatment varies among regions and health trusts2. This suggests that there is not a 
common understanding of how the criteria in the Priority Regulations are to be applied.

Technological developments in medicine are yielding new treatments with effects 
on both longevity and quality of life. We refer here especially to the development of 
new and costly medicines for treating cancer and chronic ailments, e.g. in the area of 
rheumatology. There is a similar development in surgical techniques, new implants 
and the use of more advanced diagnostic imaging. 

These developments imply a need for speedier updates of the current funding 
schemes. However, it would appear to be a simplification of the problem if the solu-
tion only took the form of a need for more resources and more precise reimbursement 
schemes. Technological developments also make possible efficiency enhancements 
that can absorb some of the cost growth related to new technology. Quality develop-

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:
›  doing an assessment of the ability of the funding schemes to support cohesive patient treatment and 

correct priorities

General specialist health services
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ments, too, also imply more correct use of resources. Even so, setting priorities will be 
growing challenge, which must also mean that some services cannot be provided in 
the public health service. 

Quality indicators for the specialist 
health services
Since autumn 2003, 21 quality indicators have been developed for the specialist 
health services. These are published regularly at www.frittsykehusvalg.no. The quality 
indicators are also presented in a separate key performance indicator report. 

For all indicators, except for waiting times for operations for hip fractures, there 
is wide variation in outcomes. This shows that there is substantial room for improve-
ment in many areas at many hospitals. 

For some indicators, the Ministry has set result requirements, inter alia that 80 per 
cent of case record summaries (doctor’s information from the hospital) are to be sent 
out within seven days. For nearly six out of ten patients, the case record summaries 
were sent within a week. This is substantially better than three years earlier, but a 
good deal remains with regard to the requirement. (Source: Directorate for Health 
and Social Affairs) 

The Ministry of Health and Care Services also requires that no hip-fracture pa-
tients must wait more than 48 hours for an operation. Here the health regions are 
close to meeting this requirement. For all health authorities, 9 out of 10 patients are 
operated on within 48 hours. 

Q2 2003 1st 4-mo. per. 2004 1st 4-mo. per. 2005 1st 4-mo. per. 2006

Entire country 40% 44% 48% 57%

Eastern Norway RHA 41% 47% 57% 68%

Southern Norway RHA 50% 50% 49% 51%

Western Norway RHA 32% 38% 50% 62%

Central Norway RHA 35% 41% 31% 44%

Northern Norway RHA 40% 37% 49% 57%

Table 5.1 Percentage of case record summaries within seven days per regional health authority and for the entire 
country. Period 2003–2006. Source: Directorate of Health and Social Affairs.

Q2 2003 1st 4-mo. per. 2004 1st 4-mo. per. 2005 1st 4-mo. per. 2006

Entire country 92,0 % 93,1 % 93,9 % 94,4 %

Eastern Norway RHA 92,4 % 90,6 % 93,4 % 93,9 %

Southern Norway RHA 93,1 % 96,1 % 96,6 % 93,5 %

Western Norway RHA 91,5 % 93,9 % 92,9 % 94,2 %

Central Norway RHA 87,0 % 94,8 % 92,9 % 98,0 %

Northern Norway RHA 93,9 % 94,1 % 92,3 % 93,7 %

Table 5.2 Percentage of hip fracture patients operated within 48 hours per regional health authority and for the 
entire country. 2003–2006. Source: Directorate of Health and Social Affairs.
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Overoccupancy at the hospitals
Overoccupancy in internal medicine wards is an important trend in the specialist 
health services in the past 15-20 years. Even so, from 2002 the number of internal 
medicine beds was reduced by 712. The ratio between the number of internal medi-
cine and surgery beds is lower than in the other Nordic countries.3. 

The Ministry of Health and Care Services have pointed out that as a rule, hospitals 
should not to have corridor patients. The number of corridor patients has remained 
rather stable, somewhat over two per cent on average. If the Ministry’s requirements 
are to be met, this requires close follow-up and greater attention.

The number of readmissions within 30 days shows an upward trend, especially for 
those over 802. Most immediate medical help admissions of the elderly take place 
from the accident and emergency unit, not from the primary care doctor4. According 
to Statistics Norway, the number of nursing home places in Norway were reduced 
by around 2,700 in the past ten years, while there has been a sharp increase in the 
number of assisted-living residences. These data may suggest that the corridor pa-
tient problem cannot be solved by the hospitals alone.

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:
›  for new indicators to be developed in the specialist health services that provide a better picture of the 

quality of patient treatment and for these to be used actively in management

Q2 2003 1st 4-mo. per. 2004 1st 4-mo. per. 2005 1st 4-mo. per. 2006

Entire country 244 269 316 306

Eastern Norway RHA 63 71 73 89

Southern Norway RHA 43 45 53 45

Western Norway RHA 67 70 89 80

Central Norway RHA 53 60 73 70

Northern Norway RHA 18 23 28 23

Table 5.3 Average number of corridor patients per day by regional health authority and for the entire country. 
2003–2006. Source: Directorate of Health and Social Affairs.

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

›   for a critical review to be done of the overall supply of institutional beds for the ill elderly with signifi-
cant and complex needs 
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Diseases of children and adolescents 
and paediatrics 
Paediatrics is a wide field. Besides many of the issues that adult medicine deals with, 
paediatrics deals with neonatal medicine, growth and development from newborn to 
adult and a broad spectrum of congenital defects and metabolic disorders. 

The treatment of children often includes the child’s entire family and social envi-
ronment. 

Norwegian children are largely healthy. In our country, diseases that kill or cripple 
children in the Third World are treated easily and effectively (pneumonia, diarrhoea) 
or are avoided completely because of a broad vaccination programme (measles, 
poliomyelitis).

In recent years, paediatrics in our part of the world has especially focused attention 
on other conditions for which we did not have meaningful treatment and on chronic ill-
nesses such as asthma and diabetes, which show an increasing prevalence in children. 

In this chapter we shine the spotlight on the challenges paediatrics faces and how 
developments eventually will result in a greater need for health services for the adult 
population.

Asthma results in hospital admissions
Lung and airway diseases are among the most frequent causes of childhood morbid-
ity and hospital admissions. Obstructive respiratory diseases, such as acute bronchi-
olitis and asthma, are the biggest group.

Acute bronchiolitis is an acute airway infection in children up to the age of two 
and is caused by respiratory syncytial virus (RSV)5 and human metapneumovirus6. 
Bronchiolitis appears in winter epidemics. Approx. two per cent of babies born in Oslo 
are admitted with this condition7, and half of them develop asthma as toddlers or at 
school age8.

Asthma is a chronic inflammation of the airways causing acute episodes of breath-
ing difficulties. The prevalence has increased sharply in the past 50 years9–15. A 
survey from 2006 shows an lifetime prevalence among ten-year-olds in Oslo of 20.2 
per cent16. Active asthma with symptoms and medication was found in 11.1 per cent 
of ten-year-olds. Acute asthma is the reason for one admission in five to the paediatric 
ward17. Every year some children die from asthma attacks. 

The causes of asthma are complex. Heredity18 and low lung function at birth play 
a role19. Environmental factors are important. These may be exposure to allergens, 
respiratory infections, parent smoking20, outdoor air pollution and indoor climate with 
moisture damage. There is more attention being paid to the combination of lower 
physical activity and changed diet as a cause of developing asthma at school age21,22. 
Asthma can also develop from participation in elite athletics23. 

Treatment is a combination of environmental measures and medication. Nordic24 
and international25 guidelines have been drawn up for treatment. The Norwegian 
Asthma and Allergy Society has declared 2007 to be the «Year of Childhood Asthma». 

Type 1 diabetes frequent in Norway
The incidence of juvenile or type 1 diabetes in Norway is the third highest in the world. 
Each year in Norway approx. 250 children and adolescents develop type 1 diabetes. 
An increase of around three per cent annually is observed in most countries. We do 
not know the cause of type 1 diabetes, but both heredity and environmental factors 
seem to be important.
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Optimum treatment helps diabetics to avoid complications such as blindness, kidney 
failure, amputations, stroke and heart attack. Treatment is complicated and typi-
cally interdisciplinary. A national quality register shows big differences in treatment 
outcomes among hospitals26. Over half of the children do not have their blood sugar 
under sufficient control and eight per cent have an elevated risk of complications 
(HbA1c> 10 per cent). 

Overweight, obesity and type 2 diabetes
Overweight and obesity are increasing among children and adolescents27,28. The trend 
is the same in all industrialized countries and is expected to continue. A national 
study of Year 4 pupils from 2000 found that 18.5 per cent were overweight and 2.6 
had significant obesity. Obesity increases the risk of type 2 diabetes, a disease that 
now appears as early as the teens, and poses a particularly high risk of complications 
and premature death.

Better survival – lifelong treatment
The other trend changing the patient picture in paediatrics is not an increase in the 
incidence or prevalence of disease, but higher survival rates. With intensive treat-
ment, many types of cancer in children have high survival rates. Some children have 
congenital defects that were once fatal but now can be treated surgically.
Many of these children will suffer complications of the disease or treatment, which 
will mean new treatment needs later in life. 

Grown-ups with congenital heart disease
Today, 95 per cent of children with congenital heart disease survive, and more than 
90 per cent live past age 16. 20-30 per cent continue to have medical problems due 
to residual conditions such as cardiac valve disease, arrhythmias or impaired cardiac 
muscle function. Grown-ups with congenital heart disease (GUCH) represent a new 
and major challenge for cardiology, which has scant expertise in the field29.

In each of the past five years, 300–400 adult patients with congenital heart dis-
ease as principal diagnosis were admitted to hospital. More than half are subjected to 
procedures that involve an increased risk and thus require special expertise. For that 
reason, the treatment of such patients should be planned and organized better. 

Children with complex deformities
Some babies are born with deformities in several organ systems: Heart deformities, 
cleft lip/palate, hearing loss and central nervous system and skeletal deformities. 
In an organ-specialized specialist health service, the services offered to this patient 
group can be easily fragmented, and the organization and coordination of treatments 
should be made the subject of a thorough assessment. For these children, too, the 
transition to adult medicine is a significant challenge. Congenital metabolic disorders

Screening of newborns for congenital metabolic disorders in Norway covers con-
genital hypothyroidism and phenylketonuria («Følling’s disease»). Good treatments 
exist for these conditions. Modern technology (tandem mass spectrometry) makes it 

«Today, 95 per cent of children with congenital heart disease  
survive, and more than 90 per cent live past the age of 16.»
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easy to uncover several other congenital metabolic disorders for which good treat-
ment exists. Expansion of the screening programme is now being considered

For other congenital diseases new treatments are being developed. One example 
is lysosomal storage disorders, where there is a variable, though rarely curative, 
response from enzyme substitution therapy, which costs NOK 1 to 3 million per patient 
per year. 

Individually, each of these diseases is extremely rare and need to be handled by 
a team of doctors with very high-level expertise. The total of these rare conditions 
eventually make up a not insignificant volume. 

Vulnerable with regard to physical habilitation
Physical habilitation is intended to help children and adults with a congenital or early 
acquired disability to achieve the best possible functioning and independence, and 
thus have the best possible starting point for participating in society.

Physical habilitation services for children and adults were established in the spe-
cialist health services in 1991. These services have performed well, but several public 

documents have criticized their set-up30,31.
Tasks related to physical habilitation are divided between the municipalities and 

the specialist health services, which also have the responsibilities for the regional 
resource centres and the national centres for rare disorders.

This requires much in the way of coordination and interaction. An important plan-
ning and coordination tool is the individual plan, though figures from NPR showed 
that only 36 per cent of patients had one drawn up, and there are wide variations 
between health authorities and health trusts.

Physical habilitation efforts for children in Norway are aimed in essence at children 
with neurological disorders, while there has been an increasing focus on the needs 
of children with chronic conditions (heart disease, rheumatologic diseases, cancer, 
chronic lung diseases, etc.). However, this is a completely new patient group for physi-
cal habilitation services, and these services lack staffing and resources to serve these 
groups properly.

Medicinal treatment of children
Most medicines have been developed for and tested on adults, and then later used 
in children without being subject to the same strict testing and controls that applied 
for adult patients. The reasons have been ethical scruples regarding «experimenting» 
on children as well as a lack of financial incentives on the part of the pharmaceutical 
industry. 

In recent years this problem area has attracted increasing attention in both Europe 
and North America. European bodies have adopted a number of schemes32–35. In the 
report on medicinal product policy35 the Storting asked the Ministry of Health and 
Care Services to work to enhance Norwegian expertise in medicinal treatment of chil-
dren. The Directorate for Health and Social Affairs is drafting a proposal for how the 
Storting’s request can be followed up.

«Physical habilitation is to help children and adults with a  
congenital or early acquired disability to attain the best possible 
level of functioning and independence.»
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Who assumes responsibility when the patient grows up?
Children with chronic diseases «switch» service provider when they grow up, and 
there is an ongoing discussion on the age at which this should happen. Few paediatric 
wards have the capacity to follow children until they reach 18, which is planned at the 
new Akershus University Hospital Trust. 

For health care personnel who treat adults this largely involves new patient 
groups, and this will require an upgrade in know-how for these patients to continue to 
receive safe and proper treatment.

Stroke is one of Norway’s most widespread afflictions. We assume that around 15,000 
persons in Norway suffer a stroke each year. Three out of four who suffer a stroke is 
over age 70. Stroke is one of the most frequent causes of death and disability and is a 
heavy burden on those affected, their families and society36. 

The number of strokes may increase by 50 per cent in the next 20 years because 
there will be more elderly 37,38. For that reason we have chosen to look more carefully 
at this disease.

The risks and consequences of stroke can be reduced if treatment is organized 
effectively and if the correct treatment is given quickly. New knowledge about optimal 
treatments for stroke has not been fully adopted in Norway, and there are wide varia-
tions in treatments offered to stroke patients in Norway today.

There are moderate variations in incidence, prevalence and mortality of stroke 
among the countries in the Western world39.

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

› a redoubled effort to prevent environment-related asthma 
›   preparing and implementing national guidelines for diabetes that can help to bring about more even 

and better quality in treatment and eventually fewer long-term complications of diabetes in children 
and adolescents›   improving efforts to prevent and treat obesity in children

›   strengthening physical habilitation efforts targeting children and adults to address the needs of pae-
diatric patients with conditions they will have their whole lives. Adult medicine must be made capable 
of assuming the follow-up of the health of these children when they grow up. 

›   discussing the organization of the follow-up of adults with congenital heart disease
›   schemes to counteract fragmentation and better coordination of following up children with complex 

deformities
›   setting up a national resource centre for medicinal treatment of children

More people are suffering strokes
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Figures from the Norwegian Patient Register show that in the past seven years ad-
missions to Norwegian hospitals for stroke have risen in the southern and eastern re-
gional health authorities, and has remained stable or declined somewhat in the other 
health regions. The increase in the Eastern Norway RHA from 2002 to 2003 may be 
due to a change in coding practice. The Western Norway RHA has fewer admissions 
than the other regions.

Figure 5.2. Stroke. Incidence per 100 000 population in the 55–84 age group. 
Source: NPR.
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Figure 5.3. Prevalence per 100 000 population in the 55–84 age group. Source: NPR.
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In 2005, slightly over half of patients admitted with a stroke were sent home on being 
released. Around 30 per cent were released to another institution, while 8–10 per cent 
died in hospital. The trend in the past seven years shows that fewer die in hospital.

The costs connected with stroke are considerable. Calculations show a lifetime 
cost of approx. NOK 600,000 per stroke and total costs to society of NOK 7–8 billion 
per year40.

In 2005, 475 stroke patients were admitted to retraining institutions connected 
with the specialist health services (NPR).

There has been a reduction in the number of physiotherapists (salaried) who 
worked in rehabilitation at municipal level and in institutions for the elderly and disa-
bled (see chapter on primary health services). 

Prevention and treatment effective
High blood pressure, smoking, elevated blood lipids, diabetes, stress and inactiv-
ity are known risk factors for stroke. Several of these risk factors can be treated or 
prevented41.

The number of strokes can be reduced considerably if the individual’s risk factors 
are discovered and treated optimally. Patients with warning symptoms (transient 
symptoms) of stroke can also see their risk of suffering a debilitating stroke if they are 
examined quickly and given the correct treatment. 

Of all acute strokes, 85 per cent are caused by blood clots. Several studies show 
that the extent of brain damage can be reduced if treatment with a clot-dissolving 
medication is administered within a few hours42–45. A completely new study (SITS-
MOST) concludes that the treatment is safe and that many patients have a better level 
of functioning afterward. The study shows, however, that there are wide variations in 
the use of this kind of treatment in Norway and between Norway and other countries. 
Only 0.6 per cent of Norwegian stroke patients are given treatment with clot-dissolv-
ing drugs. In Finland 2.5 times as many received this kind of treatment46. 

Use of anticoagulants in acute treatment has been widely discussed. A survey 
article from 2006 concludes that such treatment does not lead to a better patient 
outcome, primarily owing to the risk of haemorrhaging47. 

Admission of stroke patients to specialized stroke units, where the immediate 
start-up of rehabilitation is integrated into acute treatment, reduces the risk of death 
by 10 per cent. The fraction of those who manage one year after the stroke is also 10 
per cent higher. Treatment in a stroke unit is effective for at least 10 years after the 
stroke.48–51. The World Health Organization recommends that all stroke patients be 
admitted to a stroke unit in the acute phase.

In Norway there are 45 stroke units with around 300 beds. If this is to be offered 
to everyone who suffers a stroke, the need is 500–600 beds52.

Year of admission

1999 2000 2001 2002 2003 2004 2005

Eastern Norway RHA 11 9 9 9 12 11 11

Southern Norway RHA 10 9 9 8 9 8 9

Western Norway RHA 13 14 13 14 12 11 11

Central Norway RHA 12 11 12 11 14 14 13

Northern Norway RHA 14 13 14 13 14 14 15

Table 5.4 Average number of bed-days in hospitals for stroke patients. 1999–2005. Source: NPR.
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Need for rehabilitation services 
The need for effective rehabilitation services after a stroke is considerable, and will 
grow in the coming years. Documentation is lacking of the efficacy of various reha-
bilitation schemes, but there is reason to believe that functional training at a higher 
intensity and greater quantity is necessary to achieve an effect53.

Early release from hospital with follow-up by a rehabilitation team at home has 
proved very effective. Patients recovered more independence in daily activities and 
managed better at home in the long run54,55. 

Research on stroke
Compared with heart disease and cancer there is little research on stroke56. Figures 
from 2001–2002 show that only a small fraction of funds for research on these three 
diseases is spent on stroke research. In addition, Norway is at the bottom among the 
European countries included in the study57. 

In 2006 a national quality register for stroke was set up in Norway. It is based on 
the stroke register in central Norway which has been in operation since 2005. In it a 
number of data are recorded that may be of great importance for following develop-
ments and improve treatment for this patient group.

The Drug Reform in 2004 gave the specialist health services considerably greater re-
sponsibility for overall drug and alcohol treatment. A lot of attention has been paid to 
how the hospitals perform their duties in the area of drug and alcohol treatment and 
in the way patient rights are addressed. The evaluation of the Drug Reform indicates 
that the biggest challenge to users is a lack of coherence in the services being offered. 
Individual plans are a tool for ensuring better interaction from the levels of service. 
The use of such plans has risen since the Drug Reform was introduced. Even so, six 
out of ten patients do not yet have an individual plan. 

The health authorities have increased their budgets for interdisciplinary special-
ized services for substance abusers by 40 per cent in the period 2004–2006. There 
has been an increase in the number of FTEs in both inpatient and outpatient serv-
ices. The number of referrals rose sharply right after the Drug Reform, but have now 

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

› redoubling efforts to prevent stroke
›   implementing a public education effort so that symptoms are recognized and help sought quickly
›   preparing and implementing national professional guidelines for prevention, treatment and rehabili-

tation of stroke based on available and documentable knowledge
›   reviewing the organization of acute services, quality and capacity of stroke units and mobile rehabili-

tation teams in Norway
›   ensuring that the Norwegian stroke register is developed into a nationwide register

Specialized drug and alcohol treatment
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plateaued. However, waiting times have lengthened somewhat since 2004, with the 
biggest increase for short-term services58.

There are big regional differences in how large a percentage of referred patients 
are given the right to necessary health care. This is problem, given the policy goals of 
equal access to specialized services regardless of where one lives.

Half of patients in drug and alcohol treatment stated alcohol as the most used 
substance. A quarter use opiates (heroin), while eight per cent state cannabis and 
nine per cent central nervous system stimulants as their most used substance. Eight 
per cent respond that they primarily use habit-forming medications59.

More people with alcohol damage 
According to the World Health Organization, alcohol is the third most important cause 
of disease in Europe, and one of the chief causes of death for young people under 2960. 
Alcohol is linked to over 60 different illnesses and diagnoses, in addition to a number of 
indirect injuries such as accidents and violence. It is well documented that the extent of 
alcohol injuries is related both to drinking patterns and total alcohol consumption in the 
population61.

Since 1999 average consumption in the Norwegian population has risen by about 
20 per cent. This will very likely be reflected in both acute and chronic alcohol damage.

One example of acute damage is alcohol poisoning. In recent years an increase 
has been recorded in the number of persons treated for alcohol poisoning in Norwe-
gian hospitals. We see the biggest increase in men in their 20s and persons over 50.

Figure 5.4. Admissions for alcohol poisoning. 1999–2005. Source: NPR.
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«Norway has long had a high number of overdose deaths. However, 
there has been a substantial decline in the number of overdose  
cases in all age groups since the turn of the millennium.»
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There has also been an increase among young people. even though the tendency is 
not clear for all age groups. We find the highest figures in the 15–19 age group, where 
there were 417 admissions for alcohol poisoning in 2005. Among adolescents up to 
age 14 we see a slight decline in the period.

Some young people have already developed a serious substance-abuse problem. 
There is little systematized knowledge about how big this group is and what needs 
they have. The Minister of Health and Care Services has appointed a committee that 
is to make recommendations on how the right to health care from the specialist health 
services can be bolstered, including for substance abusers under 2362. 

A possible indicator of chronic alcohol damage is liver diseases. Figures from the 
Norwegian Patient Register (NPR) show an increase in the number of admissions for 
alcoholic liver disease. The increase in per cent is highest among men aged 25–34, 
but the lion’s share of cases are among those over 50. There too we see a substantial 
percentage increase.

Some uncertainty attaches to the NPR figures because there may have been 
changes in coding practice, readmissions and use of diagnoses during the period. It is 

not possible to provide exact numbers of persons dependent on alcohol. 
In the specialist health services, too, screening for high alcohol consumption may 

be justified. Alcohol consumption may pose an added risk of complications during and 
after surgery. Drug- and alcohol-related injuries resulting in admissions can also be a 
good setting for short-term intervention and motivational interviews63.

There is great excess mortality among substance abusers. Studies indicate that 
mortality among alcohol-dependent persons is higher than that among those depend-
ent on narcotics64.

Figure 5.5. Admissions for alcoholic liver disease, primary and secondary diagnosis. 
1999–2005. Source: NPR.
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Fewer drug-related deaths
Norway has long had a high number of overdose deaths compared with other coun-
tries in Europe. However, there has been a substantial decline in the number of over-
dose cases in all age groups since the turn of the millennium. 

There are no national statistics on the number of call-outs in connection with over-
doses, but figures from the Oslo accident and emergency unit show that the number 
of ambulance call-outs connected with suspected overdoses has declined. In 2004 
there were 1,363 call-outs, in 2005 there were 1,021 and in 2006 the number was 
down to 93365.

Better access to medicine-assisted rehabilitation and readily accessible health 
schemes tailored to the target group (so-called low-threshold health schemes) are 
among the key strategies for reducing the number of overdoses.

With the growth in medicine-assisted rehabilitation there has been an increase in 
the number of overdose deaths where methadone is involved. The number rose until 
2004 and appears to have stabilized at around 50 deaths a year.

Substance abuse and mental health
The mental health of substance abusers is generally poorer than the remainder of the 
population. SINTEF estimates that around ten per cent of patients in mental health 
care also have substance-abuse problems, and nearly half of patients in drug and 
alcohol treatment for have mental disorders. Many patients in drug treatment are not 
being treated for their mental disorders, and many patients in mental health care are 
not being treated for their drug or alcohol problem66.

In 1999 the Norwegian Board of Health did a study of people with serious men-
tal disorders and extensive drug and alcohol problems. The study estimated that at 
that point there were around 4,000 persons in that category. The Board of Health 
identified three main groups of double-diagnosis patients: vulnerable patients (2,260 
persons), disruptive patients (1,300 persons) and patients with cognitive failure (330 
persons)67.

Figure 5.6. Recorded overdose deaths. Entire country. 1997–2006. Source: KRIPOS.
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Data from Klientkartleggingssystemet (client mapping system) show the excess preva-
lence of mental disorders among patients in drug and alcohol treatment:

44 per cent of all women and 31 per cent of all men in drug treatment state that they 
have attempted suicide. In all, 22 per cent report having attempted suicide by taking 
an overdose.

There are no data on substance abuse in mental health care for children and 
adolescents. Increase substance use among young people is not reflected in referral 
statistics. 

20,000 admissions to interdisciplinary specialized drug and alcohol treatment
The capacity of interdisciplinary specialized drug and alcohol treatment has been 
expanded in recent years. Particularly in medicine-assisted rehabilitation there has 
been a substantial increase in capacity. The number of available places in drug treat-
ment has risen from 2004 to 2005. The number of FTEs in interdisciplinary special-
ized treatment was up 15 per cent in the same period. Over 40 per cent of treatment 
places are connected with the Eastern Norway RHA68. 

Up until 2005 there was an increase in the number of referrals and admissions to 
drug and alcohol treatment institutions, but the 2005 figures show a slight decline. 
That year around 30,000 referrals and 20,000 admissions were recorded. The likely 
explanation is that the number of institutions that reported went down. 70 per cent of 
referrals concerned men.

76 per cent of the referred patients were granted the right to necessary health 
care in the second four-month period of 2006. However, the figures vary from 52 per 
cent in the Southern Norway RHA to 97 per cent in the Central Norway RHA. Similar 
tendencies towards variations with regard to the right to necessary health care also 
exist in other specialist areas69. 

Figure 5.7. Percentage of substance abusers in treatment who have various degrees 
of mental health problems. 2005. Source: KKS.
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Figure 5.8. Number of enquiries and admissions regarding drug and alcohol 
treatment institutions. 1998–2005. Source: KKS.       
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Figure 5.9. Number of patients in medicine-assisted rehabilitation, 1998–2006. 
Health regions. Source: LAR-Ø.

Eastern

Southern

Western

Central/Northern

Entire country

2004 2005

In all 1 460 1 798

Detoxification and withdrawal treatment 250 234

Overnight treatment, short-term 509 636

Overnight treatment, long-term 669 884

Follow-up/after care (overnight-based) 32 44

Table 5.5 Number of treatment places by type of treatment. 2004 and 2005.
Source: Statistics Norway.
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There were a total of 557,360 bed-days in interdisciplinary specialized drug and al-
cohol treatment in 2005, divided among 13,000 admissions. Just over half of bed-days 
were in long-term inpatient treatment. There are also regional variations in terms of 
waiting times. During the second four-month period of 2006 the average waiting time 
for patients still waiting varied from 66 days in the Central Norway RHA to 104 days in 
the Northern Norway RHA. The average for the whole country was 83 days. 

Medicine-assisted rehabilitation services have increased considerably in recent 
years, and waiting lists have shrunk from around 800 in 2000 to 350 in 2006. How-
ever, there are no data on resource use and availability of low-threshold schemes.

The Directorate for Health and Social Affairs has estimated that around 7,000 
persons may benefit from medicine-assisted rehabilitation. On 1 January 2007 there 
were just over 4,000 persons in such treatment. 

Outpatient treatment is a key part of services for substance-dependent persons, 
particularly younger abusers. However, the Drug Reform has not led to a greater use 
of outpatient treatment and less inpatient treatment, rather the contrary58. In there 
was a total of 70,000 outpatient consultations, down from 80,000 in 2004. The high 
number of admissions and outpatient consultation testifies to a continued great need 
in the area. 

Assistance for pregnant substance abusers
Pregnant women’s substance abuse can have dire consequences for the foetus. 
Alcohol is the most used, but also the substance most harmful to the foetus. For that 
reason it is crucial to improve the ability of health care personnel to uncover alcohol 
use in pregnant women. Other substances and medications can also harm the foetus, 
and it is important to uncover this use so that measures can be implemented. 

Most pregnant substance abusers can be helped with voluntary schemes, and it is 
vital that assistance and treatment be initiated as early as possible. Wherever volun-
tary follow-up and/or treatment gets nowhere, section 6-2a of the Social Services Act 
can be applied. This section authorizes keeping the women in an institution to prevent 
harm to the baby and enables the mother to give her baby the best possible care after 
it is born. The figure below shows yearly numbers of decisions ordering coercive treat-
ment. Increased use of coercive treatment is reported in recent years.

Figure 5.10. Number of persons on a waiting list, 2000–2006. Source: LAR-Ø.
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As of 31 August 2006 there were 4,000 patients in medicine-assisted rehabilitation, 
of whom approx. a third were women. From 1996 to 2006, 124 babies were born to 
mothers who used methadone or buprenorphine during pregnancy. In 2006, a total of 
25 babies were born while their mothers were in medicine-assisted treatment. Close 
and competent follow-up during pregnancy and after the baby is born is important. 
Many of these babies will suffer from withdrawal after they are born, and most will 
also have low birth weight. These families will need follow-up for a long time.

Figure 5.11. Number of county social welfare board decisions for coercive 
treatment of pregnant women pursuant to section 6-2a of the Social Services Act. 
Source: County social welfare boards’ annual reports. 
Source: SIRUS, Rusmidler i Norge.
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Figure 5.12. Number of babies born to mothers receiving medicine-assisted 
rehabilitation. 1998–2006. Source: Seksjon for klinisk rusmiddelforskning.
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Mental health services 
The aim of the Escalation Plan for Mental Health is to foster independence, autonomy 
and the ability to cope with one’s own situation in persons with mental disorders. 
Mental health services are to be designed and sized to reach this objective. 

Mental health services for children and adolescents 
The target in the Escalation Plan is for five per cent of children and adolescents to 
receive mental health services. The coverage (percentage of children and adolescents 
aged 0–17 receiving a service) rose from two to four per cent in the period 1998–
2005. In 2005, 43,426 children and adolescents received a service. 96 per cent of 
patients are treated on an outpatient basis. The remainder receive day and/or over-
night treatment, cf. Figure 5.13.

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:
›  that patients with both substance abuse and mental health problems receive coordinated treatment, 

with increased use of individual plans with realistic goals that can be followed up at municipal level
›   bolstering competency in uncovering drug and alcohol problems among children and adolescents in 

psychiatric services for children and youth
›    further enhancing services in the area of interdisciplinary specialized substance-abuse treatment
›    for local authorities and health trusts to emphasize improving the interaction between levels with 

regard to this patient group

Figure 5.13. Number of patients treated in outpatient clinics and day and/or 
inpatient wards. 1996–2005. Source: NPR/SINTEF Health Research.       
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In 2005 57 per cent of patients treated were boys, while 43 per cent were girls. For 
the age group over 13, the sex breakdown is the opposite. 

There is wide variation between age groups in the use of services (cf. Table 5.14). 
Coverage is highest in the 13–17 age group (6.4 per cent) and lowest in the 0–5 age 
group (0.7 per cent)70.

 Depression, behaviour disorders and hyperactivity are the most common reasons for 
referral. Referrals for hyperactivity rose from 11 to 25 per cent from 1998 to 200570,71. 
1.1 per cent of children and adolescents under 18 received treatment with medication 
in 200572. 70 per cent of those treated are boys. In the period 1996–2005 consump-
tion of medications for ADHD rose from 0.3 to 3.7 defined daily doses per 1,000 
inhabitants. The increase appears now to have levelled off, but it is too early to say if 
this change is permanent73. Greater attention to ADHD and knowledge about diagno-
sis and treatment may have contributed to the increase in referrals. 

More clinic beds 
Overnight services have been restructured since 1998. There are fewer beds in 
treatment homes and more clinic beds. In 2005 there were a total of 331 overnight 
beds, i.e. 38 more than in 1998. The Escalation Plan calls for an increase of 105 new 
overnight beds. 

Treatment places are more actively used today than in 1998. At the end of 2005 
500 more patients had received overnight and day treatment than what was as-
sumed in the Escalation Plan, even though the number of overnight beds did not 
increase as assumed. 

Geographic differences 
The availability of the services is not equal across the country. While 5.7 per cent of 
children and adolescents in the Northern Norway RHA received treatment in 2005, 
only 3.2 per cent of the child and adolescent population in the Western Norway RHA 
received services (cf. Figure 5.15). Even so, the differences in coverage are greater 
within the regions than between them70. 

Figure 5.14. Use of mental health services for children and adolescents by sex and age. 
Absolute figures. 2005. Source: NPR/SINTEF Health Research.
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96 per cent of patients in mental health services for children and adolescents are 
treated on an outpatient basis. For that reason, outpatient clinic staffing coverage and 
productivity, i.e. number of patients per therapist, will have a big impact on overall 
coverage. 

Biggest growth in staff at outpatient clinics 
Since 1998 the number of employees in mental health services has mushroomed. 
FTEs were up 49 per cent in the period 1998–2005, with growth fastest in outpatient 
operations. By the end of 2005, FTEs were almost equally distributed between outpa-
tient and day and overnight wards (cf. Figure 5.16). 
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Figure 5.15. Coverage of mental health services for children and adolescents. 
Number of patients treated as a percentage of population aged 0–17. 1999–2005. 
Health regions. Source: NPR/SINTEF Health Research.

Northern

Eastern

Southern

Western

Central

Entire country

Figure 5.16. FTEs in mental health services for children and adolescents. Total and 
for outpatient clinics and day/inpatient wards. Source: NPR/SINTEF Health Research.

500

1 000

1 500

2 000

2 500

3 000

3 500

2005200420032002200120001998

Number of FTEs

Day and inpatient wards

Outpatient clinic

151



Most mobile teams in the Eastern Norway RHA 
Mobile services are important for increasing accessibility. In 2006 just over a fifth 
of outpatient clinics/overnight institutions in mental health services for children and 
adolescents established dedicated mobile teams or earmarked positions for mobile 
work. Just over half of these (10) are in the Eastern Norway RHA, while the Central 
Norway RHA has only one mobile team74.

Only half are thoroughly diagnostically assessed
For the services to provide adequate and correct treatment, the patient must be ade-
quately examined. In the mental health services for children and adolescents, patients 
are to be assessed diagnostically with regard to mental disorder, developmental dis-
order, psychosocial factors, level of function, etc. Table 5.6 shows the quality indicator 
for the percentage of those diagnostically assessed in the aggregate and along the 
individual axis in the second four-month period of 2006: 

Variations in acute services 
A survey of acute services for children and adolescents revealed wide variations with 
regard to the use of coercion, percentage of patients medicated and percentage of 
patients receiving individual treatment75. 

                  Absolute figures                     Per cent

1 998 2 005 1 998 2 005

In all 2 155 3 203 100 100

Psychiatrists and other doctors 165 264 8 8

Psychologists 394 665 18 21

Social workers 254 343 12 11

Other therapeutic personnel with  
postsecondary training 810 1 308 38 41

Therapeutic personnel without  
postsecondary training 178 125 8 4

Other personnel 354 498 16 15

Table 5.6 Breakdown of FTEs among occupations in mental health services for children and adolescents. Absolute 
figures and per cent. 1998 and 2005. Source: Statistics Norway/SINTEF Health Research.

Percentage of diagnosed patients

Diagnostically assessed persons in 
all 52,7 %

Mental disorder 66,2 %

Behaviour disorder 32,7 %

Psychosocial factors 56,2 %

Functioning level 56,0 %

Table 5.6 Percentage of patients diagnosed by mental health services for children, 
2nd four-month period 2006 and adolescents, multiaxial classification, 2nd four-month 
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Positive trend in coverage
There has been a positive trend in coverage in mental health services for children 
and adolescents, but differences persist between health regions and within each 
region. Several health authorities will not reach the Escalation Plan target of five per 
cent coverage. 

Mental health services for adults 
Nearly 110,000 patients received help from mental health services for adults in 2005, 
around three per cent of the adult population. Approx. 5,000 more were treated in 
2005 than in 2004 (excluding treatment performed by contract specialists). Around 
2/3 of patients are treated on an outpatient basis, while 1/3 are treated in overnight 
wards76. 

A very few patients receive a lot of treatment 
In 2004 just over half of patients treated on an outpatient basis received 15 per cent 
of the total number of consultations. By contrast, the two groups receiving most 
consultations constituted only 24 per cent of patients. While a large group of patients 
receives little treatment, there is a small group that receives a lot of treatment. 

For patients receiving overnight treatment in 2004, the pattern is much the same: 
65 per cent of patients had only one stay. Those with one stay stay on average longer 
than those who have a large number of stays77.

A large percentage of patients in the acute wards are known patients: Over half of 
patients were admitted again within a year of the previous release. On average, from 
38 to 72 per cent of patients from the acute wards are readmitted75. 

Patients who were readmitted were clearly worse than other patients, both in 
terms of symptoms, functioning and social relationships. At the same time they re-
ceived more treatment contact and assistance from outpatient clinics and municipal 
schemes. A large majority of these patients had been prescribed psychopharmaceuti-
cals, but many also used illegal drugs75. The results suggest that a group of patients 
with long-term and complex mental disorders, many with comorbid substance abuse, 
are not receiving services that adequately meet their needs.

Overnight stays are getting shorter 
Since 1998 the number of outpatient clinic consultations is up 82 per cent. Inpatient 
services have been converted into more active treatment and shorter stays. Releases 
from inpatient wards have increased, while the number of bed-days has been re-
duced70.

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:
›  that the regional health authorities work purposefully to ensure sufficient personnel and efficient 

operation in child guidance clinics
›   for an evaluation to be done of the professional content and quality of overnight services for children 

and adolescents in mental health care
›   a greater focus on research on the effectiveness and benefits of mobile treatment for various patient 

groups
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In many places, the psychiatric acute wards report considerable pressure on admis-
sions. In some places there have been rather serious problems with overoccupancy. In 
a 2006 study eight out of 22 health trusts reported occupancy of over 100 per cent in 
the measurement period78. There is wide variation in average occupancy between re-
gions and health trusts, without there being a correlation between occupancy, length 
of stay and overnight bed coverage. 

In addition to readmissions, a substantial portion of capacity in the acute wards is 
used for patients therapists consider admitted unnecessarily. In the survey the acute 
wards reported a large number of patients who cannot be released because of a lack 
of capacity at district psychiatric centres or in the municipalities75.

Varying degrees of satisfaction with district psychiatric centres 
By 2006 a total of 75 district psychiatric centres were established. Although the popu-
lation base varies considerably, most serve a catchment area of between 30,000 and 
75,000 inhabitants79.

Since 2002 the district psychiatric centres have had several specialized teams, 
and their contact with other services and bodies has also improved80.

As a national quality indicator, primary care doctors are surveyed about their 
satisfaction with the district psychiatric centres. On a scale from 0 to 100, where 100 
is the best, the primary care doctors evaluated the competency at the district psychi-
atric centres most positively (average score of 55), while they were least satisfied with 
their guidance (average score, 30). Half of overnight patients were satisfied with the 
service. Patient satisfaction surveys are included as a quality indicator (see the KPI 
report).

Supplementary analyses done by the Norwegian Knowledge Centre for the Health 
Services on behalf of the Directorate show that persons committed to psychiatric care 
were less satisfied with their treatment than persons who were voluntarily admitted. 
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Differences persist in service offerings 
Through the Escalation Plan there has been a restructuring and enhancement of treat-
ment options in psychiatric care services for adults. Even so, there are still geographic 
variations in what is offered between and within the health regions. There are in part 
substantial differences between district psychiatric centres in terms of both resources 
and professional content. 

The service can become better at providing information about the patients’ condi-
tion and treatment options and at involving patient and families in treatment. 

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

›  relevant schemes to reduce the differences between the health authorities in services offered 
›   beefing up the district psychiatric centres so that they can carry out their assigned tasks, also acute 

and crisis services 
›  preparing collaboration agreements and routines that ensure a common understanding of 
 division of tasks and procedure for the acute service 
›   for the health authorities and local authorities to perform needs assessments for persons with more 

than one acute stay in the course of a year 
›   development of different models for following up persons with serious and complex mental disorders
›   continuing and bolstering work on cultural and attitude changes in the services 
›   for the health authorities to have routines that ensure that users get the necessary information and 

are given influence over their own treatment
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«Regular daily physical activity gives 
people surplus energy and is a source 
of everyday well-being.»
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Lifestyle prevents diabetes
D
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S

Diabetes is a growing problem in Norway and the rest of the 
world. The principal cause is weight gain and less physical activity 
in the population. We know little about how many diabetics there 
are and the quality of the treatment they get. 

The number of persons with diabetes, especially type 2 diabetes, has exploded in the 
past 30 years. The increase is greatest among young adults, and appears to be linked 
to a general weight gain and reduced physical activity in the population. There are 
few signs that his trend will reverse.

The incidence of type 1 diabetes in children is also on the rise. The cause of this is 
unknown, and we know little about what can be done, if anything, to prevent type 1 
diabetes. To meet the future challenges in the area of diabetes, in 2006 the Ministry 
of Health and Care Services presented a National Diabetes Strategy 2006–20101. 
This chapter is based on that strategy.

Three out of ten have elevated blood sugar
Cross-sectional studies indicate that nearly 30 per cent of the adult population have 
problems with elevated blood sugar levels. Other studies indicate that the quality of 
treatment is inadequate.

The most effective means of reducing the problem today are general schemes 
aimed at the public to increase physical activity and lose excess weight. It is also 
necessary to identify persons at high risk of developing diabetes and make use of 
targeted schemes to encourage them to change their lifestyles1.
To improve the quality of treatment, there must be a push to implement the action 
programme of the Norwegian College of General Practitioners (NSAM). New common 
professional guidelines for diabetes must be drawn up to pertain to the entire health 
service1. 

The establishment of the Norwegian Diabetes Register for adults has now been ap-
proved and it will be situated at the Norwegian Quality Improvement of Primary Care 
Laboratories (NOKLUS) in Bergen. A person-identifiable national diabetes register will 
mean we will have a better chance than today of monitoring variations in treatment 
quality and changes in incidence, prevalence, morbidity and mortality of the disease. 
Experience from a corresponding register in Sweden has shown that quality-improve-
ment schemes were carried out when registration and benchmarking (comparisons 
between different centres and hospitals) showed wide variations in quality. 

Cooperation with user groups (Norwegian Diabetes Association) is also key to 
improving the quality of diabetes care.

Many people in the risk group
Impaired glucose tolerance is an intermediate stage between normal glucose toler-
ance and diabetes. Over a ten-year period, approx. half of those with impaired glu-
cose tolerance will develop diabetes.

Figures from Sweden and Denmark2,3 and unpublished Norwegian data show that 
in the age group over 55, over 15 per cent have impaired glucose tolerance. If we 
combine known diabetes, diabetes discovered by screening and impaired glucose 
tolerance, nearly 30 per cent of the population over 50 has pathological glucose tol-

158



Chapter 6   DIABETES ›

erance. This large population group has two to three times the risk of cardiovascular 
disease as the rest of the population.

Lifestyle changes help
Randomized studies from Finland and the US have shown that intervention with die-
tary and lifestyle changes in the group with impaired glucose tolerance can prevent or 
delay the onset of diabetes4,5. Even though some medicine trials have shown a certain 
preventive effect on the development of diabetes, preventive medicinal treatment is 
currently not really an option5,6.

How type 2 diabetes develops
Type 2 diabetes is due to a combination of increased insulin resistance and decreased 
insulin secretion. The insulin resistance presumably comes first. This is usually a result 
of heredity, overweight, smoking and low physical activity. Almost all overweight 
people are insulin-resistant, but this is compensated for in most of them by higher 
insulin secretion. Persons who develop type 2 diabetes are unable to maintain suffi-
cient insulin secretion. This results in blood sugar beginning to rise, if nothing is done 
about the factors leading to insulin resistance.

The Western way of life is to blame
The prevalence of type 2 diabetes is rising internationally as well as nationally7,8. 
The increase on a worldwide basis appears largely to affect populations that adopt a 
Western way of life, with urbanization, less physical activity and increased weight. It 
is possible that the combination of poor nutrition in the womb and early childhood, 
combined with unfavourable lifestyle factors in adulthood, has a particularly adverse 
impact9. Increasing longevity in a population will also result in an increase in the 
number of persons with diabetes (Table 6.2).

There are no reliable data on the prevalence of type 2 diabetes in Norway. Accord-
ing to an estimate from 2005, there are 100,000–120,000 persons with known dia-
betes in Norway. Approx. 80 per cent of them have type 2 diabetes, 10 per cent have 

RECOMMENDATIONS

The Directorate for Health and Social Affairs would like to emphasize in particular:
›    reinforcing the strategies targeting the public for better dietary habits, more physical activity and to 

stop smoking to reduce the prevalence of type 2 diabetes
›  improving the detection of undiagnosed type 2 diabetes
›  starting projects to identify high risk groups and implementing strategies targeting these groups 
›       measures to improve the quality of diabetes treatment 
›    preparing new common professional guidelines for the primary and specialist health services
›    implementing NSAM’s action programme for diabetes. 
›    improving the training of primary care doctors and those who work with them and using available 

computer tools, including NOKLUS diabetes, in this effort 
›  developing the Norwegian Diabetes Register for adults to assess the incidence, prevalence, morbidity 

and mortality of diabetes and the quality of diabetes care
›  involving users more in their treatment
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classic type 1 diabetes and 10 per cent are classified as having latent autoimmune 
diabetes in adults (LADA). In addition, it is estimated that the number of persons with 
undiagnosed type 2 diabetes is also approx. 100,00010. 

We do not know with certainty whether this increase is due to a rise in the number 
of new cases or due to persons with diabetes living longer than before. The likely 
explanation is a combination of these factors.

Weight gain worst
The weight gain in populations is an important explanation of the increase in diabe-
tes. Figures from the Health Study in Nord-Trøndelag County (HUNT) show that the 
risk of getting diabetes rises considerably with increasing weight8. Several Norwegian 
studies show that the weight gain in the population is worrying. The relative increase 
in the number of diabetics is also greatest among young adults. Newer studies also in-
dicate that this trend is being amplified11,12. If we do not manage to reverse this trend, 
we can expect that number of persons with type 2 diabetes will continue to rise.

Immigrants at risk
The prevalence of diabetes among immigrants is considerably higher than for ethnic 
Norwegians13. Preliminary unpublished data suggest that treatment outcomes are 
also poorer in this group.

In large parts of the world there is a worrying increase in type 2 diabetes in chil-
dren and adolescents. In some population groups, the prevalence of type 2 diabetes 
in adolescents is now higher than for type 1 diabetes14. Studies of obese children and 
adolescents in Germany and the US show a prevalence of type 2 diabetes of 1.8 per 
cent and 4 per cent, respectively15,16. Data from Oslo show that in 2004, 21 per cent 
of the children in Oslo were overweight. There were big social differences. 15 per cent 
of the children on the outer west side were overweight, as opposed to 29 per cent 
in the urban districts on the inner east side17. If the weight gain in the youngest age 
groups in Norway continues, there is reason to fear a substantial rise in type 2 diabe-
tes in children, adolescents and young adults. There is also much to suggest that this 
increase will have a socioeconomically skewed distribution.

Increased risk of heart disease
Figures from Oslo show wide geographic variations in the risk of cardiovascular dis-
ease. The groups with with low socioeconomic status have the highest risk18. Euro-
pean data show that the prevalence and complications of diabetes follows the same 
pattern, and that microvascular and macrovascular complications are more frequent 
in these groups19.

Type 2 diabetes results in a two to three times higher risk of cardiovascular diseas-
es. The increase in risk is greater for women than for men. In Norway and in the rest 
of the Western world there has been in recent decades a reduction in the prevalence 
of cardiovascular disease20. In the US this trend appears to have reversed, which is 
probably due to the increase in obesity and diabetes in the population.

Complications from diabetes
In addition to the higher risk of cardiovascular disease, persons with type 2 diabetes 
can develop specific diabetic (microvascular) complications in the eyes (retinopathy), 
kidneys (nephropathy) and nerves (neuropathy). The younger persons are when they 
get diabetes, the greater their risk of developing complications. The increase in the 
prevalence of diabetes in the younger age groups thus suggests that we can expect a 
substantial increase in diabetic complications in persons with type 2 diabetes.
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Increase in type 1 diabetes as well
Type 1 diabetes is due to a lack of insulin secretion. This is almost always caused by 
destruction of the insulin-secreting cells in the pancreas. Today there is no known 
lifestyle factor that affects the development of type 1 diabetes.

The incidence of type 1 diabetes in children in Norway has risen from 22.5 per 
100,000 inhabitants/year in the period 1989–1998 to 27.8 in the period 1999–2003. 
This represents a relative increase of 25 per cent. The cause of this increase is not 
known21. There are no national figures for the incidence of adult-onset type 1 diabetes.

Is the treatment good enough?
The National Diabetes Register for adults was established in autumn 2006, but the 
register currently has no available data that can shed light on the quality of diabetes 
care in Norway. If no permission is granted to set up a person-identifiable register 
without a consent declaration, it is also uncertain how reliable the data will be that 
the register will be able to publish. 

Data from the cross-section studies in general practice from Rogaland County, parts 
of Oslo and from Salten22,23 suggest that diabetes care in general practice is improv-
ing, but that there is still room for improvement. The treatment of blood glucose levels, 
blood pressure and cholesterol levels is not optimal. Nor is the doctors’ examination of 
the patients’ feet, smoking habits and weight. More can also be done to reduce the risk 
of cardiovascular disease, especially by giving patients better advice and help in chang-
ing their lifestyle. 

Other unpublished data from the primary health services show that only 13 per 
cent of patients under age 75 with type 2 diabetes reached all the treatment targets 
for blood pressure, lipids and blood glucose. 

Procedure carried out Percentage Average Treatment target

Analysed HbA1c 95,9 7,60% 7,00

Measured blood pressure 88,4 147/80 mmHg 135/85

Analysed total cholesterol* 84,6 5.52 mmol/l 4

Analysed HDL cholesterol 75,6 1.26 mmol/l > 1

Analysed triglycerides 72,3 1.89 mmol/l < 2,3

Recorded weight 45,1 - -

Recorded height 26,5 - -

Calculated body mass index 22,7 28.8 kg/m2 -

Recorded smoking habits 35,1 - -

Table 6.1 Documentation of different analyses/recordings and average values in 2,003 
patients with diabetes treated in general practice. *HbA1c is a measurement of average 
blood sugar values over a 6–8 week period. Until 2006 the treatment target was 7.5 % 
but has now been lowered to 7 %.** patients < age 76
Source: Claudi T, Cooper J, Husken MF, Michaelsen T, Harboe K, Ingskog W, et al. 
Risikointervensjon ved diabetes i allmennpraksis [Risk intervention in connec-
tion with diabetes in general practice]. Tidsskrift for Den norske lægeforening 
2004;124(11):1508–10. 
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There are no data from Norway on the quality of treatment of adult persons with 
diabetes in the specialist health services. Some of the explanation for this is the lack 
of electronic diabetes patient records in the specialist health services. Without this it 
is difficult both for the individual actor and ward to get an overview of the scope and 
quality of diabetes treatment. 

Guidelines for treatment
The Norwegian College of General Practitioners (NSAM) published the first clinical 
guidelines for diabetes treatment in 1988. Since then the action programme has been 
revised regularly, most recently in 200524, and a study conducted by the National 
Knowledge Centre for the Health Services shows that it is being used by GPs25.
There is no big professional disagreement either in general practice or in the special-
ist health services on the recommendations made by the programme, but the pro-
gramme is not complete with regard to the needs of the specialist health service. 

Although there was no systematic implementation of the action programme on 
the part of NSAM, the Norwegian Diabetes Association’s improvement project was 
important in implementation efforts. The pharmaceutical industry has also used the 
programme regularly vis-à-vis primary care doctors, which also helped to publicize it. 

Better treatment for children
Data from the national medical quality register for childhood and adolescent diabe-
tes show that the quality of treatment of children with diabetes has also improved 
in recent years. A total of 25 paediatric wards have reported data on a total of 1,664 
children. They represent approx. 85 per cent of all children with diabetes in Norway. 
The average HbA1c (a measurement of average blood glucose level for 6-8 weeks) 
fell from 8.6 per cent in 2001 to 8.2 per cent in 2005. The target of more than 50 per 
cent having HbA1c under 8 per cent in 2004 has now been reached. However, it is still 
possible to improve blood sugar control. A Norwegian follow-up study of children with 
type 1 diabetes also shows a lower incidence of eye complications than expected26. 

37 per cent of child and adolescent diabetics now use an insulin pump, as op-
posed to 21 per cent in 2003. The register has recorded a total of eight children with 
type 2 diabetes.

The general weight gain in the population appears to be resulting in a rapid increase 
in the number of persons with impaired glucose tolerance and type 2 diabetes. Par-
ticularly worrisome is the weight gain among children, adolescents and young adults. 
Both the weight gain and the prevalence of diabetes are characterized by a socially 
skewed distribution. The health service has few opportunities to affect these factors 
on a general level. The strategies already implemented to influence the public to 
modify their diets and increase their physical activity will, if effective, have a favour-
able impact on preventing type 2 diabetes27–29. It is important to continue and step up 
these strategies.

Measures that are effective
Persons with impaired glucose tolerance are at a higher risk of developing both 
diabetes and cardiovascular disease. Studies4,5 have shown that lifestyle changes 
prevent or delay the onset of diabetes and of cardiovascular disease. 

Prevention is essential
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The intervention studies that have been done have required a gigantic effort and 

close follow-up. For instance, the subjects in the Finnish study4 were in contact with a 
nutrition physiologist almost every other month during the first years of the study. The 
goals of these studies were: 
› weight reduction of five per cent 
› reduction of dietary fat 
› changeover to more polyunsaturated fats 
› increased dietary fibre 
› brisk exercise for a minimum of 30 minutes per day five days a week 

This reduced the incidence of diabetes by 58 per cent over three years. None of the 
persons who reached all the set goals became diabetic. 

How much can be achieved with less extensive measures is unknown, but this is 
now being tested in Finland. Studies from Oslo (the MoRo Project) have also shown 
promising results with a more population-targeted high-risk intervention. 

Primary care doctor important
Diagnosis of persons with impaired glucose tolerance and undiagnosed diabetes is 
a task for primary care doctors. Studies indicate that approx. half of those who have 
diabetes in Norway have not been diagnosed. Efforts to find these persons must there-
fore be intensified. 

The measures that must be implemented in patients at high risk who are identified 
through better diagnosing are too extensive for primary care doctors to manage this 
task on their own30. It is important to find measures that can effectively help people 
modify their lifestyle. This should take place at municipal level. Strategies for identifying 
persons at high risk, and then offer help in changing lifestyles, should have priority1.

The onset of disease can be delayed
We know that there is a correlation between the quality of blood glucose lower-
ing treatment and the development of especially microvascular (kidneys, eyes and 
nerves) complications in persons with diabetes. We also know that treating other risk 
factors for cardiovascular disease such as hypertension, albumen in urine and lipid 
changes is also crucial for preventing both microvascular and macrovascular (car-
diovascular) complications. By improving the quality of all of diabetes care, we can 
eventually prevent or delay the onset of complications in persons with diabetes.

Primary care doctors are essential to this effort. Although NSAM’s action pro-
gramme for diabetes is known among primary care doctors, there is still great room 
for improvement in terms of carrying out its recommendations. Efforts to carry out the 
programme should therefore be stepped up1. It is also important to involve those who 
work with doctors in diabetes care in doctor’s offices. 

A rate for an annual check-up for diabetics will be a key instrument in this ef-
fort. Collaboration routines between the primary and specialist health services vary 
widely, and there are no clear guidelines for this. For that reason, the development of 
new professional guidelines for diabetes will be crucial. They must start with NSAM’s 
guidelines. These guidelines must provide clear recommendations on the collabora-
tion between levels of the health services, and new guidelines must be drawn up for 
the part of diabetes care particular to the specialist health service1. 

The patient’s responsibility
Diabetes is a disease the course of which can largely be affected by diabetics them-
selves. Although this can be an advantage, it can also be a burden on someone who 
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cannot manage to comply with the advice provided. Persons can also develop compli-
cations despite their own efforts and keeping their disease under control.
The Norwegian Diabetes Association plays a very active and key role in addressing 
the user aspect. The association also has a close and good working relationship with 
the health service on all levels. In connection with the St. Vincent Declaration31 in 
1993 the Norwegian Diabetes Association published a brochure «Din veileder til bedre 
diabetesbehandling. Rettigheter og roller» (Your guide to better diabetes treatment. 
Rights and roles). This addressed the the demands that diabetics might make of the 
health services, but also the demands they ought to make on themselves. The time 
was then not quite ripe for this way of thinking, but it should be reconsidered. 

The preparation of a shared health record where the patient also has a copy of 
both treatment objectives and treatment outcomes should be considered. This can 
easily be carried out using NOKLUS diabetes.

New professional guidelines needed
The prevalence of type 2 diabetes in particular is growing considerably. This is largely 
connected with lifestyle changes and weight gain in the population. Particularly worri-
some is the weight gain among children, adolescents and young adults. The increase 
in obesity and diabetes is also related to socioeconomic differences in the popula-
tion. Strategies affecting lifestyle in a favourable direction at the population level are 
important. In groups at high risk of developing type 2 diabetes it has been shown that 
targeted measures at the individual level can prevent or delay this development. The 
number of persons with undiagnosed diabetes may be as large as the known preva-
lence of the disease.

Diabetes is a disease the course and outcome of which the patient can greatly 
influence. Working with patients and the Norwegian Diabetes Association is therefore 
essential to good diabetes care.

Assessed on the basis of smaller studies, the quality of diabetes treatment in 
Norway is relatively good, but not optimal. What we know about diabetes treatment 
must be employed more, in both the general health service and the specialist health 
services1. The development of new common professional guidelines is important. 

One serious problem in efforts to improve quality is that we know so little about 
the present quality both locally and in the country as a whole. Some of the explana-

Men Women

Age 1984–1986 1995–1997 Change in % 1984–1986 1995–1997 Change in %

In all 2,62 3,25 24 3,20 3,24 1

20–29 0,50 0,62 24 0,22 0,29 32

30–39 0,49 0,78 59 0,40 0,72 80

40–49 0,97 1,34 38 0,64 1,06 66

50–59 1,99 3,42 72 2,04 2,15 5

60–69 4,31 5,31 23 4,55 4,49 -1

70–79 7,36 8,38 14 9,90 9,58 -3

80–89 11,14 11,06 -1 12,62 13,10 -4

90+ 16,44 9,20 -44 16,67 10,24 -39

Table 6.2 Change in known diabetes in Nord-Trøndelag County, 1984–1986 and 1995–1997. Source: Midthjell K, 
Krüger Ø, Holmen J, Tverdal A, Claudi T, Bjørndal A, et al. Rapid changes in the prevalence of obesity and known 
diabetes mellitus in an adult Norwegian population. Diabetes Care 1999;22(11):1813-20.
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tion of this is the absence of electronic diabetes patient records. These will be able 
to provide an overview of the quality of treatment locally and also be well suited for 
further reporting to a national database. The development of the Norwegian Diabetes 
Register is vital both for providing feedback on the quality at the individual doctor’s 
office and hospital ward (benchmarking) and for following the development at the 

Figure 6.1. Percentage of men with body mass index greater than 30 in 
Nord–Trøndelag County. 1984–1986 and 1995–1997. Source: Midthjell K, Krüger Ø, 
Holmen J, Tverdal A, Claudi T, Bjørndal A, et al. Rapid changes in the prevalence 
of obesity and known diabetes mellitus in an adult Norwegian population. 
Diabetes Care 1999;22(11):1813–20.
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Figur 6.2. Percentage of women with body mass index greater than 30 in 
Nord-Trøndelag County. 1984–1986 and 1995–1997. Source: Midthjell K, Krüger Ø, 
Holmen J, Tverdal A, Claudi T, Bjørndal A, et al. Rapid changes in the prevalence of 
obesity and known diabetes mellitus in an adult Norwegian population. 
Diabetes Care 1999;22(11):1813–20.
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«Differences in a child’s living conditions 
today will have an impact on social in-
equalities in health in the future.»
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The dental service is to help to reduce social inequalities and pro-
vide equal access to services regardless of social background and 
ability to pay. It is the view of the Directorate for Health and Social 
affairs that much has been attained through preventive efforts in 
the dental service, though dental health can still become better. 

The strategy of the dental service has been to improve dental health by strengthen-
ing the teeth’s defences by using fluoride and better oral hygiene. Now there is much 
to indicate that further improvements in dental health require another approach. It is 
documented that caries are directly causally related to diet and lifestyle, among other 
factors. For that reason, a new strategy should help make it easier for the public to 
make healthy choices. This means that the dental service needs to become an active 
participant in general public health efforts. This is in line with WHO recommendations 
for better dental health in the population.

Growing social inequality
Just as there are social inequalities in general health, there are social differences 
in dental health1. The trend is towards improvements in dental health in the entire 
population. Regular dental care and preventive activities in the dental service have 
enabled most people to keep their own teeth all their lives. However, it appears that 
the improvements are taking place most quickly among groups with the highest edu-
cation levels and that differences in dental health among social groups are therefore 
increasing. 

As rule, people receive assistance from health and social services when they need 
it. If you pay, it is a co-payment. The dental service is organized differently. There an 
outreach service, and free dental care is provided to defined groups. This pertains to 
those in the 0–18 age group and the mentally retarded, among others. In addition, 
expenses are reimbursed for dental care for persons with defined diagnoses, but most 
of the population pays for its own dental care. 

The Directorate for Health and Social Affairs believes it unfortunate that a person’s 
need for dental care does not entitle him to publicly funded services. 

A century of preventive efforts
One hundred years ago, dental health problems were among the most serious health 
problems among children and adolescents in Norway. Influential members of society 
thought that something had to be done about it. In 1911 the «Norsk Forening til Mo-
darbeidelse af Tandsygdomme» (Norwegian Association to Combat Dental Diseases) 
was founded. Among board members were the explorer Fridtjof Nansen, Mowinkel 
the shipowner, Professor Sophus Torup MD, the publisher and bookseller William 
Nygaard, Hans Daae, colonel in the medical corps, and some of the period’s famous 
dentists, Ole Smith-Housken and Jon Nilsen. Today this association is called Norsk 
Tannvern and is an important partner for the Directorate of Health and Social Affairs 
in health-promoting and preventive efforts in the area of dental health. 

The health authorities’ goal is good dental health for the entire population. The 
public dental service is an instrument for reaching this goal. The dental service has 

Good dental health to  become even better
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Good dental health to  become even better

achieved a lot through systematic preventive measures, and the growth of dental 
disease is now low. Most children are born with good dental health, but all are at risk 
of having bad teeth. Today, 80 per cent of 18-year-olds have cavities or dental fillings. 

The primary challenge for society is to enable the population to make healthy 
choices. The dental service can provide necessary dental care of high quality and 
be an active partner in health-promoting and preventive efforts. Good dental health 
depends on a reasonably good diet, daily use of fluoride and good oral hygiene.

Continued need for preventive dental health efforts
We have a good overview of developments in the dental health of children and 
adolescents. Dental health data are reported by the counties each year to Statistics 
Norway for the age cohorts 5, 12 and 18, and we have statistics going back to 1985. 
Dental health is reported in the number of DMFT, an indicator of the patient’s experi-
ence with disease and dental care.

RECOMMENDATIONS

The Directorate for Health and Social Affairs would like to emphasize in particular:

›  a focus on improving dental health through a broad public health effort. This is in line with WHO rec-
ommendations. 

›   for the dental service to work diligently to reduce the social inequalities in dental health 
›   for a person’s need for dental health services primarily to trigger a right to publicly funded services 
›   finding ways to reach the parts of the population that need publicly funded dental care most

Caries: tooth decay or «cavities»

DMFT: Abbreviation for «decayed-missing-filled-teeth». Is a meas-
urement of dental health that states how many teeth are decayed, 
missing or filled due to caries. The higher the number, the more 
teeth are missing, have fillings or cavities.

dmft: similar for deciduous (baby) teeth

EXPLANATION OF CONCEPTS
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The percentage without caries needing treatment rose steadily until 1997 for five-
year-olds, to 1999 for 12-year-olds and to 2003 for 18-year olds. This may largely be 
linked to the use of fluoride toothpaste. Around the turn of the millennium the per-
centage of caries-free five-year olds fell, but the numbers are now going in the right 
direction again. There is disagreement as to whether this is due to a real reversal in 
the dental health of five-year-olds or whether the cause is to be found in the actual 
registration. During that period, more counties adopted electronic health records. 
If the reversal in dental health is real, the cause may be a change in fluoride recom-
mendations by the authorities, changes in dietary habits (increased consumption of 
chocolate and other sweets), de-emphasis of preventive measures, a generation of 
parents with little or no experience with caries, longer intervals between dental ap-
pointments and more immigrant children with non-Western backgrounds2. 

In 2003 the Directorate for Health and Social Affairs initiated Baseline Study No. 
1 on the project «Tenner for livet» (Teeth for life). In this study, dental health data 
for three- and five-year-olds are collected and collated, and health-promoting and 
disease-preventing measures at county level identified3. The purpose of the study was 
to see if a centrally initiated focus on health-promoting efforts led to more conscious 
priority of health-promoting and preventing efforts in the Public Dental Service and 
thus to an improvement in the dental health of the population. For that reason the 
intention is to do a similar survey in a few years.

Children with non-Western cultural backgrounds are at a greater risk of having poorer 
dental health than children with Western backgrounds. This is confirmed in several 
Norwegian and international studies4–6. A comparison among 335 three-year-olds at 
eight clinics in Oslo showed that children with non-Western backgrounds had three 
times as high dmft as children with Norwegian background. In 2003, immigrant chil-
dren accounted for approx. seven per cent of all children in Norway, and of them, most 

Figure 7.1. Percentage of children aged 5, 12 and 18 who have not had caries 
requiring treatment (DMFT=0). 1985–2006. Source: Statistics Norway/KOSTRA.   
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had a non-Western background7. Parents with non-Western backgrounds presumably 
need customized information and other strategies to put in place good dietary and 
oral hygiene habits, thereby preventing the development of caries in their children8,9.

Research also shows that children of highly educated mothers have less caries than 
children of mothers with less or no education6,10. Socioeconomic factors are impor-
tant for both general and dental health: the lower the socioeconomic status, the 
poorer the dental health. Several researchers have argued that small children who 
develop caries early are at a higher risk of developing caries later in life11,12. If chil-
dren have caries in their deciduous teeth, the probability is higher that they will also 
have it in their permanent teeth13. 

Small differences in the Nordic region
Although no systematic comparisons of dental health are done among Nordic chil-
dren, the Nordic countries regularly register national dental health data. The figures 
indicate that dental health among children and adolescents in the Nordic countries 
is improving, and that the differences between the countries are relatively small. The 
percentage of 12-year-olds with healthy teeth is rising. At the same time there are on 
average fewer teeth with cavities or fillings.

Figure 7.2. Percentage of caries-free (dmft/DMFT = 0) during the various registration 
years, by age and background. Source: Grimmestad et al. 2006.
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«If children have caries in their deciduous teeth, there is a greater 
likelihood they will also have it in their permanent teeth.»
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The dental health of children in Europe varies somewhat between countries. Even so, 
there has been a marked reduction in caries in most European countries during the 
past three decades14.

Over half of five- and six-year-olds have no cavities, which is in line with World 
Health Organization goals. The main reason for the improvement is stated to be regu-
lar toothbrushing and the use of fluoride.

     1992      2002

Percentage of 
children without 
cavities or fillings 

(DMFT=0)

Avg. number of 
cavities and fill-
ings (DMFT) per 

child

Percentage of 
children without 
cavities or fillings 

(DMFT=0)

Avg. number of 
cavities and fill-
ings (DMFT) per 

child

Denmark 49 1,3 61 0,9

Finland 35                        1,2 38                         1,2

Sweden 38                       2,0 48                         1,5

Norway 43 1,6 63 1,1

Table 7.1  Dental health of Nordic 12-year-olds. 1992 and 2002. Source: Holst et al. 1997 
and Widström et al. 2005.

Figure 7.3. Average number of teeth with cavities or fillings (DMFT) in 12-year-olds 
in Europe. 2004. Source: CECDO.
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Adult dental health considerably better
With regard to the adult population there is currently no systematic documentation 
as for children and adolescents. Nevertheless, figures from sample surveys in geo-
graphically delimited areas, as well as cohort studies, provide some information15. 
The dental health studies in Trøndelag (1973, 1983, 1994) show that improvements in 
dental health in the population are taking place. However, this improvement appears 
to be occurring faster in those with high educational attainment than those with less 
education and lower income. It means that social inequalities in dental health are 
growing in the population.16, 17

In the fourth dental health study in Trøndelag in 2006, which is tied to the Health 
Study in Nord-Trøndelag County (HUNT III), a number of clinical indicators of oral 
health will be analysed in relation to social indicators in the period 1973 to 2006. 
Results are expected to be ready in spring 2007.

Early in the 1970s, fluoride toothpaste became freely available. Together with im-
proved treatments and the dental service’s preventive efforts, this created a dramatic 
improvement in the dental health of the population. 

Figure 7.4. Percentage of the adult population with a functional set of teeth by 
income quintile. The uppermost curve is the population with the highest income and 
the lowermost curve is the quintile with the lowest income. The other quintiles follow 
in a systematic gradient pattern. Source: Holst, D. Equality in Oral Health over 
30 Years in Norway. Community Dent Oral Epidemiol. In press 2007.
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«Early in the 1970s, fluoride toothpaste became freely available.  
Together with improved treatments and the dental service’s  
preventive efforts, this created a dramatic improvement in the  
dental health of the population.»
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A Swedish study of five age cohorts in the period from 1971 to 2001 showed that the 
dental health of 70-year-olds had improved in the period18. The proportion of 70-year-
olds with their own teeth rose from 49 per cent in 1971 to 93 per cent in 2001, and 
the percentage of those with more than 20 teeth rose from 13 in 1971 to 65 in 2001. 
However, the study showed that factors such as low education, smoking and physical 
inactivity were associated with poor dental status in all five cohorts.
 

In 2004 the Directorate for Health and Social Affairs did a detailed survey of dental 
and oral health in 3,440 nursing home residents at 188 selected institutions. The 
institutions’ routines for dental and oral hygiene were also identified19. The results 
showed wide variations between counties and municipalities and among nursing 
homes in the individual municipality. Among residents studied, 34 per cent had 
only their own teeth, and 20 per cent had their own teeth in combination with den-
tures. 20 per cent had 20 of their own teeth or more. Compared with a study from 
1996/1997, the number of persons with their own teeth had risen. 

An increasing number of elderly with their own teeth is a challenge at the institu-
tions. A survey done by the Vest-Agder county governor’s office in 2006 showed that 
even if daily oral hygiene was seen to at the nursing homes, half of the local authori-
ties requested instruction in dental and oral hygiene for nursing staff at nursing 
homes20. Studies done for example at two dementia wards in Sweden indicate that 
institution staff need training and guidance in carrying out dental hygiene and tech-
niques for dealing with uncooperative patients21.

By enhancing care personnel skills in this area, the dental health of elderly in institu-
tions can be addressed adequately. A WHO report22 concludes that systematic training 
of care personnel is a key factor for success in fostering better oral health in the elderly.

Figure 7.5. Toothlessness in the adult population by income quintile. The uppermost 
curve is the population with the highest income and the lowermost curve is the quintile 
with the lowest income. The other quintiles follow in a systematic gradient pattern. 
Source: Holst 2007 (21).
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Less treatment 
Several journal articles describe the decline in the prevalence of the two major dental 
diseases caries and periodontitis23,24. The conclusions, including in the Journal of the 
American Dental Association, are that in the next decades there will be less need for 
dental care in the population, with a change towards more diagnostics and preventive 
care. Norway is somewhat behind the US in improvements in dental health, but we 
see the same trends.

The generation that suffered substantial tooth loss will be gone in 2030. The fill-
ings generation, i.e. those born before 1960, will constitute around 15 per cent of the 
population in 2030. They will continue to require some dental care for maintenance. 
Even among them, though, the need for repair will diminish. The group born after 
1960 will have relatively few fillings. Individuals will develop a certain need for treat-
ment, but this risk group is steadily shrinking.

A large part of the improvement in dental health in children and adolescents from 
1970 until today is due to dentists daring to put off interventions longer than before25. 
There is greater belief in the possibility of preventing and thus avoiding fillings. Many in 
the group born after 1960 will have incipient caries attacks that are so tiny that treat-
ment is unnecessary. For that reason it is important balancing act for dental health 
personnel to be able to monitor and motivate patients in a way for there to be as few 
fillings made as possible. At the same time, cavities must be prevented from developing 
to avoid pain and unnecessary costs. 

Much in the way of diagnostics, prevention and small, aesthetically successful 
restorations will be required in the future. How often should patients have check-ups? 
Who will perform them? What preventive measures are effective? How do we achieve 
the best possible utilization of resources? Numerous questions need to be answered 
vis-à-vis a public that is getting more and more insight and more readily available 
information through the media and databases.

According to Statistics Norway the number of persons over age 67 will be between 
1.1 and 1.6 million in 2060 – around twice as many as today. This means that a 
growing segment of the population will have their own teeth requiring maintenance. 
A challenge will be to ensure that these maintenance needs are taken care of in the 
most gentle way possible.
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Figure 7.6. Number of persons aged 76 and over. Registered 1990–2005 and 
projected 2005–2060 in three main alternatives. Source: Statistics Norway.
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How to mobilize the dental health potential in the population?
From 1970 until today there has been a big improvement in dental health for children 
and adults alike, but there are still gains to be had. There is a clearly documented 
causal connection between the development of caries and sugar consumption, par-
ticularly frequent intake of sugar. In coming years preventive efforts should therefore 
focus on the causes of poor dental health, especially sugar consumption. This must 
happen in several venues, such as child health clinics, day nurseries, schools, sports 
clubs, workplaces and in retailing. These activities must take place in collaboration 
with other occupation groups and with the volunteer sector. Reduced sugar intake will 
also impact positively on lifestyle diseases such as type 2 diabetes, cardiovascular dis-
ease and obesity. The dental service sees a lot of people each year, and advice focused 
on changes/minimal intervention has documented efficacy in changing behaviour. 

In Norway the dental service has traditionally focused efforts on the teeth’s defences 
through oral hygiene and the use of fluoride. Several Nordic studies have shown that 
preventive programmes targeting risk groups have little effectiveness26,27. A Nor-
wegian study showed no statistical correlation between the quantity of preventive 
information and treatment given before the age of 12 and dental health behaviour or 
experience with caries in 12-year olds. In recent years there has been a documented 
effect of individualized advice (advice focusing on changes) aimed at changing 
health-related behaviour such as alcohol use and smoking. A caries-preventing effect 
has also been documented from individual advice to parents28. It is likely that health 
information at dental check-ups should be individualized more than it is currently 
and communicated in a way that is perceived as relevant and easy to comply with for 
parents and children. 

Primary prevention
Primary prevention is aimed at avoiding disease requiring treatment. Pursuant to the 
Act relating to dental health services29 the dental health service shall disseminate 
information about, and increase interest in, what individuals and the public can do to 
promote dental health. 

How to avoid the most common dental diseases is well known and well document-
ed. Despite this, most individuals suffer from caries, and a number have periodontitis 
sometime during their lives. Here, as with other lifestyle diseases, the trick is to get 
individuals themselves to make healthy choices. 

Dental health personnel are in regular contact with children and adolescents 
through their regular appointments and have ample opportunity to contribute to 
preventive efforts aimed at these groups. The main message for avoiding cavities is 
brushing with fluoride toothpaste twice a day, and children are to be helped by adults 

«From 1970 until today there has been a big improvement in  
dental health for children and adults alike, but there are still  
gains to be had.»

Increased focus on prevention
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in this. Several studies show that the combination of toothbrushing with fluoride 
toothpaste before the age of one, brushing twice a day and brushing with adult assist-
ance, doubles the chance of no cavities in three-year-olds6,30.

As part of a greater focus on health-promoting and preventive efforts, a network 
for dental health services was established in 2006. Each county has a designee who 
is to have a particular focus on health-promoting and preventive measures and col-
laborate with other actors in local public health efforts. The Directorate for Health and 
Social Affairs has supported the creation of this network. The dental service is among 
important actors in connection with the follow-up of the Action Plan on Better Diet in 
the Population 2007–2011.

Systematic health-promoting and preventive efforts make it possible to avoid 
new dental disease. Nearly 85 per cent of the adult population go to a dentist regu-
larly, most to dentists in private practice. There are ample opportunities to influence 
patients to make healthy choices and thus prevent new cavities. Many older patients 
have xerostomia (dry mouth) on account of ageing or because they take medicines 
that cause xerostomia. In these patients, optimal oral hygiene and fluoride use is cru-
cial for avoiding caries. Also in institutionalized patients it should be possible to keep 
down the growth of disease by focusing on a healthy diet, good oral hygiene and the 
correct use of fluoride.

Secondary prevention
Secondary prevention is preserving teeth to avoid tooth loss. Gentle and tissue-sav-
ing therapy is crucial for the teeth to «manage» as well as they can. If it necessary to 
remove a lot of the substance of a tooth, this increases the chances of complications.

Periodontal diseases can also be largely prevented, but the result depends entirely 
on the patient’s cooperation. Smoking is particularly bad for people with periodontitis.

To succeed in its disease-preventing efforts, the dental service depends on patients 
showing up for appointments. Approx 15 per cent of children and adolescents fail 
to show up for appointments31,32. The dental service should use its creativity to get 
patients to accept preventive and necessary dental care. 

A large number of patients in nursing homes have a dementia illness. Only 20 per 
cent of nursing home places are set up for persons with dementia. This may pose seri-
ous challenges for meeting basic needs such as oral hygiene and necessary dental care. 

That municipalities increasingly offer assisted living facilities and home-based 
services makes it possible for the elderly to live at home longer. More and more 
elderly have kept their own teeth, but for various reasons those living at home may be 
less able to see to their own dental health. A key challenge will be to focus on this in 
collaboration with the staff of the municipal nursing and care services. 

Reducing social inequalities in dental health
An important measure for reducing social inequalities in dental health will be to 
inform the public so that they can make good choices regarding factors affecting their 
dental health. This is confirmed in a report on dental health in Nord-Odal Municipal-
ity. In 1980, adolescents in Nord-Odal were in last place in dental health in Hedmark 
County. Today they have dental health that is far better than both the county and 
national averages. Systematic preventive dental health efforts containing information 
for parents and children, among other things, yielded good results, despite the fact 
that during the period education attainment levels in the municipality were far below 
average in the country and the country as a whole. (www.shdir.no/tannhelse)
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Interaction with other organizations
It is important for the dental service to establish a good working relationship with 
several actors, including the health service, school health services, nursing and care 
services, institutions in drug and alcohol treatment, day psychiatric centres and the 
like. Good, interdisciplinary collaboration helps to ensure users coordinated services.

Figure 7.7. Average number of teeth with cavities or fillings (DMFT) in 18-year-olds, 
Hedmark County. 1980 and 2004. Source: Annual report for the dental service in 
the Hedmark county administration 1998 and 2004.      
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RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

›  a focus on improving dental health through a broad public health effort. This is in line with WHO rec-
ommendations. 

›   individualizing disease-preventing efforts connected with regular dental check-ups so that they are 
perceived as relevant and easy to comply with

›   for the dental service to work diligently to reduce the social inequalities in dental health. Creative and 
active public health efforts may help bring this about

›   a greater focus on interaction between dental health services and other actors. It is particularly impor-
tant for the Public Dental Service to establish a good and stable working relationship with child health 
clinics and the school health services so that children and adolescents needing customized preventive 
measures are reached early.
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History of the dental service
 
Already in the 1890s the discussion started in the Nordic countries of the necessity for 
the public sector to take action to prevent and counteract dental diseases in children. 
The first public dentistry programme was set up in 1910, when the City of Oslo intro-
duced free school dental care. Dental health problems were considerable, and the 
teachers complained that pupils’ toothaches got in the way of instruction.

Starting in 1917 the central government assumed part responsibility for funding, 
on the condition that services to schoolchildren were to be free of charge. The political 
issue was whether dentistry should be incorporated into health insurance or whether 
services should be provided. This was one of the first major political discussions of 
cash benefits versus service provision as a social policy instrument. It was a question 
of money or services, of market versus public monopoly. The result of the Storting’s 
decision was a publicly organized and funded dental service with service provision a 
a social policy instrument.

After 30 years this service was not available everywhere in the country. A quarter 
of children still had no dental care. Local authorities’ willingness and ability to fund 
and organize school dental care for children varied widely. The problem, however, 
was not limited only to schoolchildren. Private dentists had largely established them-
selves in the towns. In rural Norway there were no satisfactory services for the adult 
population either. The state saw this problem as its duty to do something about.

The Public Dental Care Act was passed in 1949. Public sector dentists were to be 
distributed nationally according to a national plan. The state took responsibility for 
a more equitable distribution of public sector dentists. The county administrations 
replaced the primary local authorities as administrative level with operational re-
sponsibility. Access to public dental services would no longer depend on people living 
in large, urbanized municipalities. The state decided when and how quickly services 
would be «rolled out» in each county.

A shortage of dentists threatened to cripple the implementation of public dental 
care. So the state organized extraordinary training of dentists in this country, and 
many Norwegian dentists were also trained abroad. In addition, the Storting intro-
duced civilian national service for dentists from 1955, which lasted until 1973. In this 
period, around 2,000 newly trained dentists were ordered to serve in public positions 
that did not have ordinary applicants.

New act in 1983
A new Dental Health Service Act was passed in 1983. At that time the rest of school 
dental care was integrated into the decentralized county dental service. The county 
administrations were given responsibility for the entire Public Dental Service, and 
new groups were offered free dental care. A characteristic of the Act is that it defines 
groups in the population entitled to dental care and states that dental care shall be an 
outreach service. The service is to play an active role in publicizing its offerings and 

«The first public dentistry programme was set up in 1910, when  
the City of Oslo introduced free school dental care. Dental health 
problems were considerable, and the teachers complained that  
pupils’ toothaches got in the way of instruction.»

ensuring that those 
entitled to dental care 
are given an opportu-
nity to receive it. 
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The purpose of the reform from 1984 was to:
›  improve coordination and management of the resources used in the dental health 

sector
›  ensure that in addition to traditional treatment and prevention, the dental service 

also tries to influence conditions in the local community and society to promote 
dental health 

› simplify existing funding schemes in the dental health sector
› provide a better geographic dispersion of dentists to all parts of the country
› provide assistance to disadvantaged groups 

The Public Dental Service in Norway is a statutory county-level dentistry service for 
children/adolescents and other priority groups, funded by the public sector. How the 
dental service is organized in the county administration varies among counties – from 
subordinate agency to county enterprise. All counties have a chief county dental of-
ficer or director of the dental service. 

Most counties are divided into dental health districts, each with a chief dentist 
with administrative and professional responsibility. Furthermore, the clinics are set 
up with one or more dental health teams consisting of a dentist, dental hygienist and 
dental assistant.

In the 1970s all the public sector positions were filled and there were long lists of 
applicants for openings. The effort to disperse dentists, make dentistry available and 
engage in prevention worked. Public dental care was a success.

PRIORITY GROUPS

Chapter 1, section 1-3 of the Act relating dental health services, 1. General provisions: 

The Public Dental Service shall organize preventive dental measures for the entire popula-
tion. It shall offer and provide dental services on a regular basis to:

a. Children from birth up to and including the year they reach the age of 18.
b. Mentally retarded persons in and outside institutions.
c. Groups of elderly, chronically ill or disabled persons in institutions or receiving  

home-nursing care.
d. Young people from the age of 18 up to and including the year they reach the age of 20.
e. Other groups the county administration has decided to give priority to.

In addition to priority tasks, the Public Dental Service can provide services to an adult paying 
clientele according to rules set by the county administration.

«The public dental service now accounts for less than 25 per cent of 
all dentistry. Just under a quarter of practising dentists work in the 
public sector today.»

The Public Dental Service
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The Public Dental Service now accounts for less than 25 per cent of all dentistry. Just 
under a quarter of practising dentists work in the public sector today. In recent years, 
a large percentage of newly trained dentists have gone into private practice. In the 
1990s dentistry a became considerably less popular area of study so that fewer den-
tists than planned were trained. This means that some counties have problems with 
filling openings with dentists. The total number of practising dentists will be reduced 
in the coming years because many dentists are nearing retirement age. 

Private dental services 
Private dentistry in Norway is a market-based service for adults funded primarily on 
a fee-for-service basis. Private practice is governed by supply and demand, and since 
1995 fees could be set freely. Private practice accounts for more than three-fourths of 
dental services. 

In 1990 the Ministry tasked the Norwegian Board of Health to assess the dental 
service. The report was presented in 199233. The study concentrated primarily on 
the regulated publicly organized and funded dental service in the areas of organiza-
tion, finances and availability. It is this part of dental services that we know the most 
about. 

The 1992 report concluded that the financial challenges to the Public Dental Serv-
ice had been to adapt to changing budgetary conditions in many of the county admin-
istrations. In terms of organization the Public Dental Service underwent a substantial 
reform in the 1980s, with minimal problems. The main problem for the dental service 
was recruitment and stability in the Public Dental Service, while private practice 
increased in volume. Furthermore, the report stated that the county administrations 
had discharged the responsibilities imposed on them in the Dental Health Service Act 
(availability and services offered). Coverage and scope increased, more new groups 
were offered dental care and more counties also offered services in excess of the mini-
mum requirements of the Act. 

Large organized dental health districts were a strength for improving accessibility 
to dentistry services and dealing with vacancy and stability programmes regarding 
personnel, also financially. This «regionalized» administration has yielded better utili-
zation of staffing resources across municipal and district boundaries.

The conclusion was that the county authority was a suitable administrative level 
for the Public Dental Service.

Scope of the Public Dental Service
Changes in the scope of the Public Dental Service are shown on the table on the fol-
lowing page.

2003 2004 2005

Dentists, public 1 060 1 022 1 036

Dental hygienists, public 353 349 366

Dentists, private 2 424 2 570 2 595

Dental hygienists, private 224 260 273

Table 7.2 Contractual FTEs for dentists and dental hygienists in public and private 
dental services. 2003–2005. Source: Statistics Norway/KOSTRA
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Group a (ages 0–18) was stable between 1985 and 1990. It the grew by 11 per cent 
or 92,000 persons in 2003. Group b grew by 60 per cent, from 8,000 to 13,000. 
This may be due to better reporting at municipal level. Group c went down by approx. 
17,000. This has to do with changes in organization at municipal level. That patients 
are to live as long as possible at home before entering an institution means that fewer 
are entitled to free dental care. 

In absolute terms the total rose by 160,000 persons. The increase is primarily in 
Group a), Group b) and adults.

The priority groups’ total share of resources varies across the country. The per-
centage of treatment for ordinary adult paying patients varies with the coverage of 
private practice. This is a consequence of the county administration’s responsibility 
for accessibility for dentistry services.

Comparison with other Nordic countries
The Nordic countries, represented by Norway, Sweden, Finland and Denmark, have a 
public and a private market-based dental care alternative, but the structure and or-
ganization vary somewhat between the countries. Common to all is that Nordic dental 
services are universal for children and adolescents and for a few other defined groups 
in the population.

Number Per cent

1985 1990 2003 1985 1990 2003

In all 1 235 000 1 241 000 1 395 000 100,0 100,0 100,0

Group a: Children ages 0–18 933 000 929 000 1 021 000 75,6 74,9 73,1

Group b: Mentally retarded 
persons 8 000 10 000 13 000 0,6 0,8 0,9

Group c: Elderly, chronically ill 
and disabled persons 78 000 65 000 61 000 6,3 5,2 4,4

Group d: Young people ages 
19–20 61 000 63 000 79 000 4,9 5,1 5,7

Group e: Other priority groups - 3 000 4 000 - 0,2 0,3

Other adults 155 000 171 000 203 000 12,5 13,8 14,6

Table 7.3 Number of patients seen by the Public Dental Service. Absolute figures and per cent. 1985, 1990 and 
2003. Source: Statistics Norway/KOSTRA

Sweden Denmark Finland Norway

Population 8.9 million 5.3 million 5.2 million 4.5 million

Inhabitants per dentist 1 050 1 030 1 070 1 140

Percentage of public dentists 56% 30% 46% 30%

Percentage of private dentists 43% 70% 53% 70%

Table 7.4 Dental services in the Nordic countries. Source: Manual of dental practice 2004, 
Dental Liaison Committee in the EU.
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Odontology resource centres
Several tasks are planned for the odontology resource centres. They are to be referral 
bodies and cover the needs of the population for specialized services, provide advice 
and guidance for dentists in general practice, identify and help to meet needs for in-
service training, be an engine in decentralized specialist training in connection with 
university faculties and contribute to practical research in odontology. 

The Dental Service’s Resource Centre Northern Norway is situated in Tromsø, in 
conjunction with the Faculty of Medicine and associated Department of Odontology. 
The establishment of Resource Centre South, situated at Sørlandet Hospital Trust in 

«The segments of the public with needs for complex and  
coordinated services from the health and social services often  
need dental services.»

FACTS

Legislative basis

Responsibility for 
public services

Who receives  
free services?

Sweden

National Dental  
Service Act 1986

County council

– free up to age 
19 and for defined 
groups–  national 
insurance benefits 
for adults and elderly 
according to fixed 
subsidy rates (high-
cost protection) 
– subscription dental 
care

Denmark

Dental Care Act 1987

Local authorities

– free from 0–18 and 
for defined groups– 
children may chose 
care from a private 
dentist, but then 
must pay 35% of the 
expense themselves– 
from ages 16 to 
18 patients can 
switch to a dentist 
in private practice 
with full reimburse-
ment from the public 
sector– the counties 
subsidize adults’ 
expenses by an av-
erage of 20% (sub-
sidies differentiated 
somewhat regarding 
type of treatment)

Finland

Public Health  
Act 1972

Local authorities

– free ages 0-17– 
free choice between 
public or private 
dentist– national 
insurance benefit for 
adult patients (not 
all types of treat-
ment)

Norway

Act relating to dental 
health services 1984

County

– free ages 0-18 and 
for defined groups– 
19- and 20-year 
olds pay only 25% 
of expenses if they 
receive care from 
the Public Dental 
Service– limited 
national insurance 
benefits (depends 
on diagnosis)– Drug 
Reform

Table 7.5 Structure of the dental services in the Nordic countries. Source: Manual of dental practice 2004, Dental 
Liaison Committee in the EU.
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Arendal, is well under way. The resource centres for central Norway are in an early 
project phase, and there are plans for resource centres in the eastern and western 
regions of the country

Resource Centre for Oral Health in Rare Medical Conditions 
The Resource Centre for Oral Health in Rare Medical Conditions is located in Oslo, 
and is affiliated with the specialist health services through the Eastern Norway RHA. 
The centre has the country’s top expertise in odontology issues for patients with rare 
medical disorders. They are amassing expertise in the regions through courses and 
collaboration with selected practitioner communities at county level.

Centre for Odontophobia (dental anxiety)
The Centre for Odontophobia is a department of the Faculty of Odontology in Bergen 
that does research and treatment of patients who have such a fear of dentistry that 
they are unable to go to an ordinary practising dentist. The centre is a collaborative 
project between the University of Bergen (the Faculties of Odontology and Psychol-
ogy) and the Public Dental Service in Hordaland County. 

Nordic Institute of Dental Materials (NIOM)
The Nordic Institute of Dental Materials is a resource centre for materials used in 
dentistry. The institute is located in Bærum outside Oslo, but is focused on the Nor-
dic region and is deeply involved in EU forums where dental materials as discussed. 
NIOM engages in extensive research in the suitability and safety of materials used in 
dentistry.

The Nordic countries are in the process of building up a product data base for den-
tal materials. This is a collaborative project under the auspices of the Nordic Council 
of Ministers.

Dental Biomaterials Adverse Reaction Unit 
The Dental Biomaterials Adverse Reaction Unit was set up in 1993. From 1999 the 
unit became permanent and is now affiliated with Unifob AS at the University of Ber-
gen. The unit works on registering adverse reactions, professional development and 
research, informational activities for health care personnel and the public and patient 
studies and experimental treatments.

In 2005, Official Norwegian Report NOU 2005:11, The public sector involvement in the 
area of dental care, was released. A report to the Storting on the dental health service 
is expected in 2007. This report will discuss several of the issues below. 

It is an overarching objective for the population to be offered good and coordi-
nated dental care. The segments of the public with needs for complex and coordi-
nated services from the health and social services often need dental services. For that 

«Linguistic and cultural differences may be other factors that  
may affect availability. Focus on multicultural understanding and 
communication is important.»

Organization of dental services
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reason it is important for the dental health service to be an integrated part of such 
services.

The public and private sectors of the dental service collaborate on call-duty in 
some counties, but otherwise work independently of each other. A greater degree of 
cooperation or integration has been called for, most recently in Official Norwegian 
Report NOU 2005:11 on the dental health service.

Today there are major challenges regarding interaction internally in the primary 
health services, and major challenges regarding collaboration between the primary 
and specialist health services. Is the current organization of dental health services apt 
to provide coordinated and integrated health care to those needing it most?

Equal access to services
Equal access to dental services means that a person is physically able to get to the 
clinic, that he or she has economic resources to pay for care and that those who need 
outreach services get them. At the same time, access can be reduced by a geographi-
cally lopsided distribution of qualified persons. Linguistic and cultural differences may 
be other factors that can affect accessibility, and focus on multicultural understanding 
and communication is important.

The Government attaches importance to creating a society characterized by active 
participation and full equality for all. Universal design is the name of a broad ap-
proach for achieving accessibility for persons with reduced abilities to participate. 
This involves the planning, construction, operation and management of buildings, 
facilities and outdoor areas, service production and service, the sale of products and 
use of electronic information and communication technology34. Equal access also 
means that opening hours are adjusted to patient wishes. This is largely done in the 
private sector, which, for example, offers dental care in the evening. 

Traditionally the dental service has defined groups with assumed needs for dental 
care. The Directorate for Health and Social Affairs thinks that everyone should be cov-
ered by the new, major initiative that we believe should be taken in the area of public 
health. The Directorate is unsure that the current scheme with defined groups meets 
those who most need publicly funded dental care. 

Do poor people skip the dentist?
Studies show that 86 per cent of the Norwegian population over age 20 has been to 
the dentist in the past two years35. The corresponding figure from 2004 was 87 per 
cent35,36. 13–14 per cent do not regularly visit dental services. They constitute around 
460,000 persons. 

The number of social assistance recipients in Norway is approx. 130,00037. It is 
reasonable to assume that many of them belong to the group that has not visited 
the dental service during the past two years. A large percentage of social assistance 
recipients are young. Approx. 80 per cent are between 20 and 4937. 

According to the OECD definition we have around 230,000 poor people in Norway, 
according to the EU definition, 520,00038. Who ends up under the poverty line can 
vary from year to year. According to the EU definition of poverty, those who live alone 

«Dental care will be a crucial factor in rehabilitation programmes 
in both substance abuse and psychiatry. It is important for work to 
continue to give this group adequate services.»
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are 55 per cent of the group, especially the youngest and the oldest. Families with 
young children come in addition.

We know too little about whether poor finances impact the use of dental services. 
For that reason a study is planned of dental health conditions and the use of dental 
services among the portion of the population with the lowest income. 

About four out of ten social assistance recipients have serious substance-abuse 
problems39.

Dental care will be a crucial factor in rehabilitation programmes in both substance 
abuse and psychiatry and it is important for work to continue to give this group ad-
equate services. 

Substance abusers in treatment have themselves ranked dental health as one of 
the most important factors for returning to normal function. 

In a pilot scheme for expanded county dental services, groups receiving municipal 
assistance services, substance abusers and persons under the Mental Health Act were 
given free outreach dental care. The project was of great learning value with regard 
to making the services practically available to the users.

The greater focus on dental services for substance abusers has improved the situ-
ation for many, but feedback still suggests that some patients are not well served by 
the system. This presumably pertains especially to patients with comorbid substance-
abuse and psychiatric problems. 

Services not offered everywhere
Problems with recruiting dental personnel to rural areas have led to a geographic im-
balance in dentistry services. In recent years there have been organizational changes 
in the Public Dental Service whereby small single-dentist practices have become cen-
tralized, and in some cases merged into larger clinics. In the current service, job rota-
tion solutions have been organized for clinics in small localities. Owing to the difficult 
recruitment situation, it should be carefully considered how close a service needs to 
be that a majority of the population needs once every other year 

Organizational challenges
The Public Dental Service continues to have serious recruitment problems, for dentists 
and dental hygienists alike. There has been a lot of job turnover. Newly trained Nor-
wegian dentists seldom stay long in public sector posts and many go straight into pri-
vate practice. This must be viewed in connection with the great demand for dentists in 
the private sector. A recently done study shows that over 60 per cent of dentists in the 
private sector would like more to do40. 

Since 1999 240 German dentists have been recruited to the Public Dental Service 
in Norway. Around half of them remained for more than one year, and as of today, 133 
German dentists work in the Public Dental Service. The most important priority tasks 
have been addressed, but staffing is inadequate for giving the adult population in 
rural regions satisfactory services. 

All told, the high turnover of dentists in the public sector has led to more wear on 
the employees who remain. Staff turnover is also very costly. In the current staffing sit-
uation it is worrying that a large percentage of practising dentists consider that they 
actually have too little to do, while the public sector continues to be short personnel.
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RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

›  further assessments of how dental services can be coordinated with other health and social services
›   for a person’s need for dental health services primarily to trigger a right to publicly funded services
›   further assessments of the way we can best reach those segments of the population most in need of 

publicly funded dental care 
›   for the future organization and funding of an overall dental health service to ensure personnel for 

priority tasks 
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«Reducing social inequalities in the  
conditions in which children grow up  
is key to improving public health and 
reducing social inequalities in health.»

188



189



TOPICETES

G
EN

ER
A

L

ST
RA

TE
G

IC
 A

RE
A

S Measures for achieving quality services
Work on quality, preparedness and IT development are key mea-
sures for achieving good services that can be relied on. Enough 
well-qualified personnel are the key ingredient. 

The national strategy for improving the quality of social and health services appeared 
in 2005. The strategy discussed mechanisms for success in quality work and the areas 
in which the health and social services are to be measured. National quality indica-
tors, medical quality registers and national guidelines are important instruments in 
this quality effort.

The development of quality indicators is to take place in close collaboration with 
the sector, practitioners and users. On behalf of the Directorate for Health and Social 
Affairs, five broadly constituted national working groups have provided specific advice 
on how quality efforts are to be taken further to strengthen the roles of users, service 
providers, management and the organization, and training programmes and how we 
are to monitor what is happening in the sector. A selection of their recommendations 
is being presented.

New electronic solutions
Electronic solutions are still underutilized and potential benefits for patients insuffi-
ciently realized. At the beginning of 2007, under half of the summaries of case records 
from hospitals and fewer than one-tenth of referrals to hospitals were electronic. The 
Norwegian Health Network is to be a joint network solution integrating the entire 
health service. Four out of ten primary care doctors and nine out of ten local authori-
ties were not yet connected to the health network by the beginning of 2007.

More effective recruitment
The supply of labour is a primary challenge for the health and social sector. It is 
impossible to estimate exactly future needs for health and social service personnel. 
During the next forty years, the number of those of working age will change little in 
Norway, while the number of those over 67 will double. The need for personnel in the 

STRATEGIC AREAS

General strategic areas in the National Health Plan for Norway:

› Quality, patient security and setting priorities
› Personnel and competence
› Research for better health
› Information and communication technology
› Biotechnology
› Preparedness in the health and social sector
› International collaboration in health and social services
› Prehospital emergency care
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Measures for achieving quality services

health and social services may double. New technology and better organization may 
serve to moderate staffing needs. The World Health Organization estimates that 57 
countries do not have enough health care personnel to meet the health-related Mil-
lennium Goals. 

Better preparedness
The health service must always be prepared for the unexpected. At year-end 2006 the 
Norwegian Board of Health reported that all local authorities have plans for dealing 
with contagion. There are still ten municipalities that do not have health and social 
preparedness plans. The Board of Health survey still shows differences in relevance, 
content and quality in existing risk and vulnerability analyses. 

The National Health Plan for Norway mentions general strategic areas for the 
health service in a separate chapter: 

«In order to develop the Norwegian health service, it is important to establish 
a common understanding of the status of and challenges faced by agents in these 
strategic areas and then illustrate the development initiatives and who is responsi-
ble for their implementation. In some areas there is a need to take responsibility for 
development, coordination and governance at a national level. These are areas that 
are important with respect to achieving the primary goals of the health service and 
where responsibility for the implementation of the measures depends on a coordi-
nated effort.» 

RECOMMENDATIONS

The Directorate for Health and Social Affairs would like to emphasize in particular:
›   national coordination, national common components like the use of the Norwegian Health Network 

and national standards when introducing IT
›  a long-term and sustainable plan for recruiting health and social services personnel that does not 

have adverse impacts like draining personnel from poor countries
›  that preparedness efforts focus on improving the quality of preparedness plans at all levels, and, as 

part of this work, for adequate national indicators be developed for proper health and social prepar-
edness

«The practitioners in the health and social services have high profes-
sional qualifications and are keen on improving the services. Even 
so, faults, defects, failures and unwanted variation are documented 
in the health and social services.»
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Improved quality in the services
The National Health Plan for Norway for 2006–2010 has professionalism and qual-
ity as one of its six cornerstones1. The National Quality Strategy from 20052 assumes 
that good quality health and social services are characterized by:
› being effective (being knowledge-based and leading to health benefits)
› being safe and reliable (avoiding unintended incidents)
› involving users and giving them influence
› being coordinated and characterized by continuity
› utilizing resources properly
› being accessible and fairly distributed

The quality strategy points to five priority areas: 
› stronger user role, 
› stronger practitioner role in the health and social services, 
› improving organization and management, 
› strengthening the place of improvement knowledge in training programmes, and 
› monitoring and evaluating the services.

The practitioners in the health and social services have high professional qualifica-
tions and are keen on improving the services. Even so, faults, defects, failures and 
unwanted variation are documented in the health and social services. A report on 
unfortunate incidents from 2004 estimated that there are 490,000 extra bed-days in 
Norwegian hospitals as a result of unfortunate incidents3. 

Is that better? – On the quality indicators
National quality indicators can provide hints as to service quality. They cannot pro-
vide absolute and true answers regarding the quality of the services. Focus areas and 
quality indicators are selected on the basis of known variations or failures in quality 
where there is a potential for improvement in the area in question. 

In Norway we have so far chosen to develop structural indicators, process indica-
tors and outcome indicators4. Given the growing supply of data from quality registers 
and individual-based data, the number of outcome indicators will increase in the 
coming years. 

Measuring quality and publishing and disseminating information on quality in the 
health and social services may have different purposes5:

Target groups:    Data/outcomes can be used for:

Professions, enterprises   Transfer of experience, quality improvement  
      developing professional guidelines and 
      skills development

Patients and users     Information for choosing services, 
      for example, a hospital 

Management, owners, 
policymakers     Management information, setting priorities

Table 8.1. Target groups and the main purpose for them of quality indicators. Source: 
Den Danske Kvalitetsmodel for Sundhedsvæsenet. www. kvalitetsinstitut.dk/sw161.asp.
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Nordic cooperation
A working group under the Nordic Council of Ministers is attempting to find common 
indicators in the area of health and social services in the Nordic region. This work has 
been going on since 2000, with the first phase culminating in the report «Kvalitet-
småling i Sunhedsvesenet» (Measuring quality in health care),6. A working group has 
proposed indicators in six areas: generic/disease-specific, patient-perceived quality, 
primary health sector, health-promoting efforts and prevention, patient security and 
mental health. A report will be submitted to the ministers of health in the Nordic coun-
tries in June 2007. 

Publication of quality indicators
Publication of quality indicators for the specialist health services began in autumn 
2003. Today 21 indicators in this area are published on the website www.frittsyke-
husvalg.no.Publication of quality indicators for the nursing and care services began 
in summer 2005. Today six indicators are published on the website www.bedrekom-
mune.no. 

Current national quality indicators 
The quality indicators are assessed in relation to which of the six quality markers in 
the strategy they shed light on. The table shows that there is only one indicator that 
says anything about the effectiveness of the services. 
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Marker quality   Indicators  Area

Is effective Psychosocial functioning level at start and end of treatment (axis 6 
multiaxis diagnosing system) 

Psychiatry (CGC)

Is safe and 
secure

Hospital infections (prevalence and incidence)
Individual plan (child physical habilitation) 
Preoperative bed time for upper femur fracture
Summary case record time
Corridor patients
Waiting time for operative treatment for colorectal cancer
Waiting time until initial consultation 
Percentage of diagnoses assessed in child and adolescent psychiatry 
(using multiaxis diagnosis system) Duration of untreated psychosis 
Commitment to a psychiatric institution
Number of doctor’s hours per week per inhabitant
Percentage of personnel with professional training

General
General
General
Joint*
Joint*
General
Psychiatry  
Psychiatry (CGC) 
 
Psychiatry
Psychiatry
Nursing and care

Involves users 
and giving them 
influence

Individual plan (child physical habilitation) 
Individual plan (ADHD and schizophrenia) 
Patient experience admitted patients (survey every three years)
Patient experience admitted patients (adults) (survey every three years) 
Patient experience topic studies: 
Patient experience with cancers (2007)
Experience of family, child guidance clinic (2006)
Experience of family paediatric wards (2005)
Number of single-room places
Number of places in user-adapted single rooms with separate bathroom 
Number of residents on time-limited stays 
System for user surveys institutional and home care services 

General
Psychiatry
General
Psychiatry 
Joint*
General
Psychiatry
General
Nursing and care
Nursing and care
Nursing and care
Nursing and care

Is coordinated 
and character-
ized by continuity

Individual plan (child physical habilitation) 
Individual plan (ADHD and schizophrenia
Preoperative bed time for upper femur fracture 
Satisfaction with partners: 
Primary care doctor satisfaction with district psychiatric centres (2005)
Summary case record time 

General
Psychiatry
General

Psychiatry
Joint*

Utilizes resources 
properly

Eliminations from the operation programme 
Waiting time for operative treatment for colorectal cancer 
Waiting time until initial consultation 
Percentage of diagnoses assessed in child and adolescent psychiatry 
(using multiaxis diagnosis system)
Duration of untreated psychosis 

General
General
Psychiatry
Psychiatry (CGC)

Psychiatry

Is accessible and 
fairly distributed

Waiting time for operative treatment for colorectal cancer 
Waiting time until initial consultation 
Duration of untreated psychosis 
Number of single-room places
Number of doctor hours per week per inhabitant
Number of places in user-adapted single rooms with separate bathroom 

General
Psychiatry
Psychiatry
Nursing and care
Nursing and care
Nursing and care

Other Frequency of caesarean sections
Commitment to a psychiatric institution 

General
Psychiatry

Table 8.2. National quality indicators categorized by the quality strategy’s quality marker they shed light on. 
Cover general medicine and psychiatry. Source: National Strategy for Quality Improvement in the Health and 
Social Services 2005.
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Development and recommendation 
As today’s health and social services are highly complex, changing professional 
practices is a difficult task. Accurate basic and key data are necessary for having an 
overview of status regarding quality and priorities, changes over time and differences 
between local, regional and national levels. A goal during the health plan period is to 
refine the national systems of indicators to make them a set of overarching key data 
that say something about the health and social services on the basis of the six dimen-
sions of good quality. 

Quality registers
In order to study the fundamental quality in the course of treatment, various specialist 
communities have taken the initiative to establish medical quality registers. The reg-
isters have primarily been used for feedback to participating institutions and wards, 
and data have not really been make available to the public. 

According to Proposition No. 1 (2004–2005) to the Storting, it is a goal of health 
policy to establish national medical quality registers in all important medical speciali-
ties. The registers are based in the regional health authorities. The following registers 
have been established so far: 

Developments moving forward
The quality registers will better be able to reveal whether the services are safe and 
effective. A plan has been drawn up for establishing national medical quality registers 
in most specialities. A goal is to investigate and shed light on the correlation between 
guidelines, quality indicators and medical quality registers.

On 1 February 2007 the Odelsting passed an amendment to the Health Register 
Act making the Norwegian Patient Register (NPR) the eighth person-identifiable 
health register in Norway. It was proposed to broaden the purpose of the register so 
that it can be used for medical and health research. In addition, it shall form the basis 
for the disease and quality registers. A person-identifiable NPR makes it possible to 
follow individual patients through the entire course of treatment. 

Table 8.3. National medical quality registers set up in the regional health authorities. Source: Directorate of 
Health and Social Affairs.

Health region Register Location

East Norwegian Diabetes Register 
National Trauma Register 

Ullevål University Hospital Trust
Ullevål University Hospital Trust

South National Perinatal Database 
National Cerebral Palsy Register

Rikshospitalet 
Vestfold Hospital Trust

West Norwegian Intensive Care Register
National Diabetes Register for Adults

Haukeland University Hospital Trust
Haukeland University Hospital Trust

Central Norwegian Myocardial Infarction Register 
National Stroke Register 

St. Olav Hospital Trust
St. Olav Hospital Trust

North National Back Register 
Quality Register for Neuromuscular Diseases

University Hospital of North Norway
University Hospital of North Norway
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What do we think about guidelines?
There are examples of the population being offered health services with varying con-
tent, and perhaps of varying quality, depending on where in the country they live7. 

National professional guidelines may be a tool if the variations are wide, if the profes-
sions are uncertain about the knowledge base or if practices tend towards undesira-
ble priorities. An undesirable priority would be if society devotes considerable re-
sources to schemes that do not work. The National Health Plan for Norway envisions 
more frequent use of this instrument with a clear description of objectives:
›  A professional practice that accords with up-to-date knowledge regarding proper 

and cost-effective practice
›  For costly methods and investments to be subjected to a process of professional 

and overarching assessment 

The process of developing guidelines shall emphasize: 
that the effort includes all involved professions and levels in the health service in 
order to address the concerns of coordination and continuity, among others.
›  The effort must involve users to give them influence and to benefit from their expe-

riences and preferences.
›  Recommended schemes and interventions must be documented in terms of ef-

fectiveness and cost/benefit assessments. This addresses the concern for effective 
services that also utilize resources properly.

›  Accessibility and distribution must be addressed by including considerations of 
geography and priorities, among others.

›  Concerns for patient safety and security are built in by collecting information on 
particular risk factors from researchers working on patient safety.

5

10

15

20

25

30

35

40

45

50

Eastern
‹ Age 60  Age 60–74

Per cent

Radical prostatectomy

Radiation therapy

Figure 8.1. Differences among health regions in Norway in the use of curative 
treatment for patients with prostate cancer and in the use of radical prostatectomy 
versus radiation therapy in 2001. Ref.: Kvåle R, Skarre E, Tonne A, Kyrdalen AE, 
Norstein J, Angelsen A, et al. (Curative treatment of prostatic cancer in Norway in 
1998 and 2001). (Norwegian). Tidsskr Nor Laegeforen 2006;126(7):912–6.

‹ Age 60  Age60–74

Southern
‹ Age 60  Age 60–74

Central
‹ Age 60  Age 60–74

Western
‹ Age 60  Age 60–74

Northern

196



›Chapter 8   STRATEGIC AREAS

Following up the quality strategy
Interdisciplinary working groups have issued recommendations for a large number of 
measures that can help to reach the objectives of the five priority areas. The recom-
mendations form the basis for further efforts in quality work through the formulation 
of guides on practical quality work and an Internet-based toolbox containing methods 
and tools (www.ogbedreskaldetbli.no) The 27 recommendations in respect of the 
priority areas are shown in the table below.

Priority areas Recommendations

Improve management 
and organization

–   Implement and direct improvement efforts in own operations and across services
 –   Develop an open and appreciating culture that supports learning, reflection and 

improvement
 –   Create better cooperation among professions, units and levels and among rese-

arch, teaching and practice
 –   Introduce good management systems (including IT) for interaction, improvement 

efforts and updating knowledge
–   Ensure the right competence in practitioners
–   Report on quality on the basis of the targets in the quality strategy in addition to 

volume, productivity and costs

Strengthen the user role –   Involve users actively in their own cases/treatment and in improving the services
–   Refine and use methods and tools for systematic collection of user experiences
–   Bolster research and in-service training in user experience and user involvement 
–  Strengthen cooperation with user organizations
–  Train users and employees in using Individual Plans

Strengthen the practitio-
ner role 

–   Raise the level of skills in quality improvement 
–   Set aside time and resources for continuous improvement efforts 
–   Raise the level of skills in knowledge management
–   Facilitate access to empirical and summarized knowledge
–   Strengthen systematic sharing of experience and reflection on practice

Strengthen the place of 
improvement knowledge 
in educational program-
mes

–   Incorporate improvement knowledge in all national and subject curricula and de-
velop suitable instructional modules 

–   Boost skills in improvement work of instructors in the educational programmes
–   Conclude agreements with teaching institutions and areas of practice for participa-

tion in joint improvement projects
–   Carry out improvement work during programmes of study, also in connection with 

practice periods
–   Bolster knowledge management, user involvement and interaction in educational 

programmes

Monitor and evaluate 
the services

–   Gather experience from other countries, make conscious choices about the way 
forward 

–   Clarify the purpose of monitoring activities on various levels
–   Separate out various health and social services areas in future planning
–   Complete Deming’s circle: evaluate and act
–   Make strategies a fundamental part of the services
–   Harmonize national strategy with local professional engagement

Table 8.4. Summary of the work groups’ recommendations for achieving good quality in the services. Source: 
Directorate of Health and Social Affairs.
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How do we ensure that we have the right capacity and competencies in various seg-
ments of the services? In the periods 1998–2001 and 2003–2006 two central govern-
ment recruitment plans for health and social services personnel were carried out. The 
central government initiative continues as the Competence Lift 2015 as one of the 
schemes in Care Plan 20158. Labour migration will be discussed in the report that the 
Ministry of Labour and Inclusion will present to the Storting in 2008. Western coun-
tries’ own needs for health personnel must be weighed against the right to seek work 
in foreign countries and the shortage of health personnel in poor countries. Norway 
will pursue a recruitment policy that does not drain poor countries of qualified health 
workers9.

Local trends
In the most recent period of the recruitment plan for health and socials services 
personnel (2003–2006) the central government incentive funds to the local authori-
ties were a total of NOK 337 million. In the years 2003–2005 the annual increase in 
the number of FTEs in skilled health and social services personnel at municipal level 
was between 4 and 5 per cent. In 2006 preliminary figures show 3,900 more FTEs 
in municipal nursing and care services, 3,700 of which were persons with health and 
social work training10. One in three persons in user-oriented nursing and care services 
is unskilled, and the percentage has not fallen substantially in recent years. In 2005 
more than one in three (38 per cent) had a part-time work contract of under 20 hours 
a week. Only one in ten is a man in this sector of municipal service provision11. 

National trends
In municipal nursing and care services there are substantial differences from munici-
pality to municipality, e.g. with regard to the percentage of unskilled labour. In Oslo 
there is a high percentage of unskilled labour, while in Trondheim, Stavanger and Kris-
tiansand there is ample coverage of skilled labour similar to that in neighbouring and 
rural municipalities. 

Since 1999 Norway has had a statutory system for distribution of doctors that ap-
plies to both GP services and the specialist health services. In the period 1999–2006 
there has been a sharper increase in the number of doctors in the specialist health 
services than in GP services, both in absolute terms and relatively speaking. The 
number of doctors in the specialist health services rose by 39 per cent in this period12, 
while the number of primary care doctors in GP services rose by 20 per cent13. 

Global trends
The World Health Organization estimates that 57 countries do not have enough health 
care personnel to meet the health-related Millennium Goals14. The contrasts between 
Norway and poor countries in the South may be illustrated by a doctor density per 
100,000 population of 348 doctors in Norway and 1.1 in Malawi, a partner country 
for Norwegian development aid policy.

In the 2005–2006 academic year, 20,008 persons received financial aid from the 
State Educational Loan Fund for study abroad. Health and social services personnel 
are an important group among students abroad15. With regard to the supply of health 
personnel, nearly 106,000 persons received authorization in the years 2001–2006. 
78 per cent of them were trained in Norway, and 18 per cent in an EEA country. 
Around 3,700 persons (4 per cent) were authorized on the basis of education in a 
country outside the EEA. For the six-year period, nursing and care personnel consti-

Personnel development: A shared responsibility

Ikke plass til 
sitat

198



›Chapter 8   STRATEGIC AREAS

tute around 46,000 persons. Among 9,100 doctors authorized in the period, 69 per 
cent were trained abroad16. Thus, Norway uses considerable education capacity in 
other countries. 

Labour a primary challenge
A primary challenge in the next few years will be the availability of labour. In last 
year’s report we underscored that this would eventually be particularly pressing with 
regard to care tasks at municipal level. 

The Government has set ambitious targets in the personnel field. By 2010 10,000 
new FTEs with relevant training are to be recruited to the municipal nursing and care 
service. 12,000 unskilled persons are to become qualified in the nursing professions. 
These challenges must be solved on the basis of local priorities in a tight national 
labour market that only to a limited extent can rely on labour immigration.

Recruitment of health and social services personnel is affected by factors both 
within and outside the health authorities’ remit. Central government earmarked 
grants for recruitment and boosting expertise represent under half of a per cent of 
local authorities’ gross operating expenditure. Even so, they are an incentive for the 
local authorities to assess competency needs and formulate strategic personnel and 
competency plans. 

We see a need for a strengthened, formalized collaboration between educational 
authorities and institutions on the one hand and the health and social service authori-
ties and service providers on the other. The quality reform has given the educational 
institutions a high degree of autonomy. It is a challenge with regard to health and 
social policy objectives to ensure adequate capacity and quality in the health and 
social services.

The National Health Plan for Norway 2007–2010 stipulates that Norway shall not 
recruit health personnel from poor countries to meet its own future staffing needs. The 
Directorate for Health and Social Affairs has been tasked by the Ministry of Health and 
Care Services to look at migration of health personnel in an integrated perspective. 

In 2007 a national collaboration was set in motion of several ministries and organi-
zations, as well as the educational system, to bring about a cohesive Norwegian health 
personnel policy that also addresses international concerns. There will also be an ac-
tive effort through international channels to find solutions that address health worker 
needs in developing countries. Important channels for the international effort are the 
World Health Organization, the EU and the Global Health Worker Alliance (GHWA).

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

›  a long-term and sustainable plan for recruiting health and social services personnel that does not 
have adverse impacts like draining key personnel resources from poor countries

›  bolstering work on Internet-based information sources tailored to young people looking for educa-
tional options. 

›  for professional schools in the health and social service professions to have adequate framework 
conditions that ensure good recruitment in competition with other subjects 

›  for enough trainee places to be created for workers in health professions 
›  facilitating decentralized adult education schemes in the care professions. At the college level as well, 

further education must be expanded.
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IT in the health service was discussed in the central government strategies «Mer helse 
for hver bIT» (More health for each bIT»(1997–2000), «Si @!» (Say @h!) (2001–2003) 
and «Te@mwork 2007» (2004–2007).

In the National Health Plan for Norway it states:
  «The correct use of ICT combined with organisational development and a stronger 

focus on cooperation and interaction can help to achieve health policy goals, im-
prove the quality of the health services and make the work more efficient.» 

The local authorities and regional health authorities have now formulated their own 
IT initiatives. The Norwegian Association of Local and Regional Authorities (KS) has 
recently launched its strategic action plan in the area of ICT in the municipal health 
and care services17.

National ICT (the regional health authorities’ IT strategy coordinating body) has its 
own IT strategy for 2006 and 2007 based on the national strategies. 

Electronic health records (EHRs)
Health personnel have an obligation to document health care. Electronic health records 
are to be a tool in this regard. In connection with patient consultations, a considerable 
amount of information is retrieved, registered, classified, stored, processed and relayed. 
In 2005 there were just over 1.3 million hospital stays in the general specialist health 
services and just over 3.4 million outpatient clinic consultations 

According to an American study18, processing information claims 25 to 39 per 
cent of the total costs of health care. However, direct costs of IT (equipment, capital 
expenditure) account for only two to five per cent. In other sectors the IT share of total 
costs can be estimated at between 10 and 20 per cent. The health services invest 
relatively little in IT compared with the proportion of the services provided that go to 
processing information.

Even so, more than in many other countries, Norwegian hospitals and primary care 
doctors have introduced electronic health records (EHRs), as shown in Table 8.5. 

In addition we have a national infrastructure that links together the actors in the 
sector: The Norwegian Health Network was established to address security, capacity 
and uptime in the health sector’s networks.

Usage of EHRs in per cent  
 Hospitals Primary care doctors
Norway >90 >90
England <10 ~80
Japan ~20 ~10
Denmark ~20 >90
Netherlands ~50 >90
Finland >90 ~50
Australia ~10 ~80
France <10 ~30
Belgium >90 ~80

Table 8.5. Usage of EHRs in per cent in hospitals and by primary care doctors in 2005. 
Source: Grimsmo A (2006), Norwegian EHR Research Centre.

IT in the health service
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All hospitals and approx. 55 per cent of primary 
care doctors are connected to the Norwegian Health 
Network (Figure 8.2). Only twelve per cent of the lo-
cal authorities in Norway have yet to be connected to 
the Norwegian Health Network. 

Today the health network is primarily used for 
exchanging electronic messages. KITH AS is respon-
sible for standardizing the messages that are used 
for interaction on the health network. KITH operates 
on its website with 16 message types that are ready 
for use by participants. Summary of case record and 
referrals are two of them. A study19 shows that approx. 42 per cent of the summaries 
of case records are sent electronically, while only approx. 8 per cent of the referrals to 
hospitals are electronic, as shown in Figure 8.2. 

Protecting privacy and patient integrity
There are good reasons for electronic message exchange having been till now the pri-
mary strategy for electronic communication of health information among sector actors. 
Privacy and information security are key. A change in hospital structure and greater 
patient mobility will increase the need for more information sharing in certain areas. 

In the interest of patient privacy current regulations do not permit direct access 
between the hospitals’ EHRs. Nor is it a given that direct access is appropriate on the 
basis of the current structure of the EHR systems. It is difficult to find what is actu-
ally needed and it is also difficult to shield information from unauthorized access for 
which there is no job-related need. It is difficult, yet important, to find adequate legal 
and technological solutions that can address two conflicting considerations: privacy 
and information sharing.

A new solution for interaction and coordination that many countries have adopted 
may be called a «core record». This means that selected, purpose-defined information 
can be retrieved from the actor’s EHR systems and stored in a place where it is more 
readily available for other collaborating health personnel. 

FACTS

The operating organization Norsk Helsen-
ett AS was founded on 27 September 
2004, as a wholly owned state company 
jointly owned by the five regional health 
authorities.

Figur 8.2. Andel aktører tilkoblet Norsk Helsenett. 1.1.2005–1.1.2007. Prosent. Kilde:SHdir.
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The City of Trondheim is testing a form of core record as an «online» consent-based 
medicine card. A module can be created in the primary care doctor’s EHR that is ac-
cessible by other actors in the regions, but in a way that ensures that the doctor’s EHR 
information is as secure as before. The other participants can both read and update 
medication information. In the latter instance, the primary care doctor must accept 
the new information before it becomes a part of the medicine card. The other users 
may include hospitals, pharmacies, emergency and accident units, nursing homes and 
other municipal health services. 

The technology is underutilized
It has also been recognized that today’s EHR systems inadequately meet the health 
services’ professional and administrative needs. In an article from National ICT it 
states: «Current EHR solutions are largely a continuation of paper-based documenta-
tion-oriented health records. Developments until now have largely involved archiv-
ing and word processing solutions. This point of departure and the similarity with 
the paper record have made the changeover to electronic documentation relatively 
straightforward but have yielded scant benefits beyond a reduction in some routine 
and filing work. Current EHRs provide little in the way of process and decision support 
for the clinician and little management information for health trust administrators and 
the authorities. There is a big commitment in the sector to benefit fully from the digiti-
zation introduced at most hospitals, in accordance with the objectives of the national 
strategic plan Te@mwork 2007«20. 

The research project Kvalis21,22 pointed out the same thing: the use of EHR systems 
among health personnel is low, and the potential of electronic health records is thus 
not fully realized. The functionality in the EHR systems is still limited23. At the same 
time, a major challenge a lack of integration between EHRs and a wide range of pa-
tient data management systems, also known as clinical information systems (CISes)24. 

Many functions unused
In municipal nursing and care services, the gap between the existence and use of 
EHRs for documenting health care is about as wide as in hospitals. In 2005 a survey 
found that 330 of 433 local authorities purchased EHR systems for their health serv-
ices. A questionnaire survey of nurses in the municipal sector shows that only around 
a quarter of the implemented functions in the municipality’s EHR system were regu-
larly used by the nurses25.

Gains from using the technology are rarely realized. A study19 shows that there is 
relatively extensive use of «double routines» in hospitals, i.e. after introducing elec-
tronic messages the paper-based ones are not phased out. The purely technical pre-
conditions are in place for more health trusts to receive electronic referrals. However, 
it is technologically and organizationally demanding to bring about adequate integra-
tion of electronic referrals in local systems and work processes at hospitals. The study 
also shows that the parties are largely sitting on the fence and waiting for others to 
adopt the latest technology before they go over to new methods themselves.

«A study shows that there is relatively extensive use of ‘double rou-
tines’ in hospitals, where after introducing electronic messages the 
paper-based ones are not phased out.»
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The dependence on the vendors is both evident and critical. In some areas we see 
examples of a good working relationship with vendors. In others, however, the ven-
dor situation constitutes a bottleneck for developing adequate tools and solutions 
for the sector. National ICT wishes to raise this issue to the national level to find 
solutions for interaction that result in greater implementability.

Technology ought to yield better quality services 
The purpose of IT tools in the health and social sector is to provide opportunities for 
improving the quality of treatments given. Key words in this may be seamless in-
formation flow, «patient career» from start to finish and decision support directly in 
EHRs. A possible explanation for few functions being used in EHRs is that the develop-
ment and introduction have been too technology-focused. The requirements of the 
health profession have not been adequately taken into account in this effort. 

Good examples
However, there are examples of health profession-oriented and organizational change 
processes in the health services setting the agenda for IT measures. 

Østfold Hospital Trust has worked on developing treatment chains for defined 
diseases and conditions. They have reviewed the processes a patient with a given diag-
nosis undergoes at a hospital and examined how these patients should be treated on 
the basis of national guidelines and best practice/evidence-based intervention. Na-
tional ICT’s EHR professional forum now wants to look at the possibility of using these 
process descriptions as the basis for testing functionality in the next generation of EHR 
systems, which can provide far more in terms of process and decision support for clini-
cians and management information for health trust administration and the authorities.

Another example are cooperation and collaboration agreements between health 
trusts and surrounding local authorities. The City of Stavanger is one of the «beacon 
municipalities» in the local authority programme under Te@mwork 2007. In it, the 
city and hospitals have reviewed processes internally as well as routines for interact-
ing with external parties. The agreements have resulted in a joint understanding of 
how this interaction is to be organized and the problems and courses of development 
to be given priority for even closer interaction.

Still pioneering work
Today’s EHRs have been developed to address the documentation obligations of 
health personnel and are a continuation of chronological documentation-oriented 
and paper-based health records. To support the entire «patient career» a new type of 
system – a next-generation EHR – will be necessary.

Even so, the way forward is not as clear. Should we continue to build on and im-
prove current EHR systems? Or do we need a new fundamental model, as the Danes 
have chosen26? Are large, complete EHR systems, with a singe vendor, the most 
secure, or are there possibilities in a more modular approach? 

In some areas we see examples of a good working relationship with 
vendors. In others, however, the vendor situation constitutes a bot-
tleneck for developing adequate tools and solutions for the sector.»
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There is little knowledge in this area, also internationally, so the job moving forward 
will be a pioneering effort. It will require a good working relationship between repre-
sentatives of user communities, who see weaknesses and potential for improvement, 
with vendors, who see technological manoeuvring room, and the standardization 
organizations, who can design standards for the areas where they are necessary.

Core journals can be studied and tested in limited areas, for example on individual 
plans, pregnancy care, medicine cards, casualty records and emergency information. 
This effort should look more closely at what needs various actors have for exchanging 
and/or sharing information (messages, managed access, etc.) and how these needs 
can be made compatible with the patient’s right to protection against the dissemina-
tion of health information.

Major disasters and incidents causing extensive personal injuries and material dam-
age are relatively rare in Norway. The health service must always be prepared for the 
unexpected. The current threat picture also gives reason for increased attention and 
follow-up. For the Directorate for Health and Social Affairs this pertains especially to: 
›  mass injuries in excess of the health services’ capacity
› ABC (atomic, biological or chemical) incidents
› terror incidents in Norway
› pandemics
› failures in supply

Incidents like these occur two to three times every hundred years and require a rapid 
response, equipment and materials, drilled teams and systems for dealing with them 
adequately. That such incidents happen rarely is an extra challenge for maintaining 
equipment, materials and expertise. 

The National Health Plan for Norway (2007–2010) outlines the following challenges 
and priority areas:
› ensuring robust preparedness and crisis management capability
› ensuring robust supply chains for necessities
› bolstering ABC preparedness, including contagious disease control
› strengthening international cooperation in the area of health preparedness

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:
›  beefed-up national coordination and use of national common components such as the use of the Nor-

wegian Health Network and national standards 
›  for IT development to take place in steps, so that individual projects are concluded before we go on to 

new areas
›  for refinements of EHRs to emphasize more supporting the entire «patient career» and medical deci-

sion-making processes so that EHRs can be used as an adequate clinical tool
›  for local cooperative agreements to be established as the background for specific measures for elec-

tronic interaction

Preparedness and crisis management
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Particular attention will be paid to these areas in 2007:
›  updated, drilled and coordinated preparedness plans at all levels in the health and 

social sector. 
›  following up measures in the National Preparedness Plan for Pandemic Influenza 

and refining relevant measures to combat any pandemic.
› robust supply chains for medicines and materials in Norway

New requirements for preparedness
The concept of societal safety and security is gaining wider currency and importance, 
also for the health and social sector. Societal safety and security is: «… the ability of 
society as such to maintain critical societal functions and safeguard the lives, health 
and basic needs of the citizens under various forms of stress»27. 

The health and social sector’s contribution to societal safety and security involves 
administering and developing an already extensive preparedness organization in-
terned to ensure the population necessary health care and social services in the event 
of crises, disasters and war.

Major and in part very different events of the past 15–20 years (rapid political 
transformations in Europe and extreme weather in Western and Eastern Norway) re-
sulted in a restructuring of preparedness efforts in Norway. The Act relating to medi-
cal and social emergency preparedness was passed on 23 June 2000 and has been 
important in setting the agenda for preparedness efforts in the sector. The new Act 
reflected changes in the threat picture. 

The tsunami disaster, Madrid and London bombings and evacuation from Lebanon 
show with all clarity the kind of novel undesirable incidents that can occur. Incidents 
like these have focused the spotlight on central government authorities’ ability to deal 
with crises. 

The Government and ministries’ organization for national crisis management 
has been reviewed, described and drilled. An overarching national health and social 
preparedness plan has been adopted, including a clear elucidation of responsibilities 
in the Ministry of Health and Care Services’ sector.

A key experience from the incidents mentioned above is the public’s clear expecta-
tions that central authorities get involved at an earlier stage than before. The reasons 
are complex, but being visible early is crucial for public perceptions that society func-
tions and that the risk is known and under control. 

Adequate and reliable communication and information are important, and demand 
a lot in terms of information sharing, dealing with the media and reporting. The lines 
of reporting in crisis situations internally in the sector have been described, communi-
cated in drilled in connection with the drill Øvelse Oslo 06. 

Preparedness for pandemics
The national preparedness plan for pandemic influenza was revised and completed in 
February 2006. Based on a template from the World Health Organization (WHO), the 
plan outlines extensive measures at municipal level, in the specialist health services, 
in the county governor’s offices and central authorities in the event of an outbreak. 

«The reasons are complex, but being visible early is crucial for  
public perceptions that society functions and that the risk is  
known and under control.»
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According to the WHO the risk of a pandemic is as great as in 2005. 
The local government survey Kommuneundersøkelsen 200628 shows that 97 per 
cent of municipalities have a contagious disease plan and 91 per cent have a plan for 
medical and social preparedness (response rate = 89 per cent). The number of risk 
and vulnerability analyses (ROS) for the health and social services shows a decline in 
2006 relative to 2004 and 2005. 

In 200329 the Norwegian Board of Health did a survey to ascertain among other 
things the existence of municipal contagious disease plans and medical and social 
preparedness plans (response rate = 83 per cent). 70 per cent of local authorities 
responded that they had a contagious disease plan, and 31 per cent had a plan for 
medical and social preparedness. The survey was followed up and ended with 34 
administrative orders. At year-end 2006 the Norwegian Board of Health reported that 
all local authorities have plans for dealing with contagion. There are still ten munici-
palities that do not have health and social preparedness plans. 

A need for better coordination
The interaction among the actors in the health and social services will be put to the 
test in the event of major incidents. That is why better integration and coordination 
of municipal and health authorities’ crisis plans are necessary. The county governor’s 
supervisory, guidance and advocacy role vis-à-vis the local authorities is key. Coor-
dination and interaction across county boundaries in a crisis are important because 
parts of the health and social services are organized across them. 

Preparedness plans based on risk and vulnerability analyses are required by law. 
Even so, there is a feeling of uncertainty in local authorities and health trusts about 
what good crisis planning actually is. The Board of Health survey still shows differ-
ences in relevance, content and quality in existing risk and vulnerability analyses. 

RECOMMENDATIONS

The Directorate for Health and Social Affairs recommends:

›  for preparedness efforts to be aimed at improving the quality of preparedness plans at all levels. 
›  developing indicators for what is good medical and social preparedness at municipal level 
›  developing interaction and coherence in preparedness efforts between the central health and  

social affairs administration, regional health authorities, the health trusts, local authorities and  
other partners 

›  raising the competency in contingency planning and crisis management 

Chapter 8   STRATEGIC AREAS
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