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Preface  

Effective	public	health	efforts	require	continuous	monitoring	of	the	population’s	health	and	
diseases,	as	well	as	research	and	analysis	on	how	to	prevent	disease	and	promote	health.		

In	this	short	version	of	the	public	health	report	Health	Status	in	Norway	2018,	we	describe	the	
current	state	of	health	in	the	population	in	2018	and	look	at	health	trends	over	time.	The	content	
is	structured	around	public	health	aims	regarding	life	expectancy,	health	and	well-being,	as	well	
as	social	inequalities	in	health.	We	also	present	challenges	within	infectious	disease	control	and	
the	environment.	The	report	is	based	on	updated	chapters	in	the	full	version	of	the	Public	Health	
Report,	available	at	www.fhi.no/fhr/.	

To	enable	the	health	authorities	to	keep	pace	with	developments	in	public	health,	discover	new	
risk	factors	and	assess	whether	any	policy	actions	work	as	intended,	we	require	high-quality	
data.	Health	registries,	health	studies	and	biobanks,	in	conjunction	with	data	on	socio-economic	
and	demographic	factors,	are	important	sources	of	knowledge	about	public	health.	To	some	
extent,	what	is	presented	in	this	report	is	influenced	by	the	nature	of	the	data	sources	available	
to	us.	This	means	that	factors	other	than	those	addressed	here	may	also	impact	public	health	
either	negatively	or	positively.		

While,	on	the	whole,	we	have	sound	evidence	and	data	for	understanding	mortality	in	the	
population,	there	is	greater	uncertainty	concerning	data	to	account	for	health	deterioration	
through	the	illnesses	we	live	with.	For	example,	one	major	challenge	is	monitoring	trends	in	
mental	disorders	and	musculoskeletal	disorders	and	the	factors	that	affect	these.	For	this,	
systematic	health	studies	are	a	requirement.	There	is	also	a	need	for	more	knowledge	about	
health	in	the	immigrant	population.		

Our	aim	has	been	to	write	in	a	style	that	ensures	that	everyone,	regardless	of	their	professional	
background,	can	read	the	report.	We	have	focused	on	ensuring	that	the	report	is	accurate	and	
reflects	new	research	results	in	the	field.	For	this	reason,	we	include	a	comprehensive	references	
section.	

The	work	on	the	public	health	report	and	this	short	version	has	involved	many	professionals	
throughout	the	Norwegian	Institute	of	Public	Health.	We	have	also	received	assistance	from	
other	specialist	environments	on	topics	that	others	are	more	qualified	to	describe.	Of	those,	
thanks	are	due	in	particular	to	the	Cancer	Registry	of	Norway	for	preparing	the	chapter	on	
cancer.	I	would	also	like	to	thank	a	number	of	peer	reviewers	for	their	valuable	comments	on	the	
individual	chapters	in	the	full	version	of	the	report	at	www.fhi.no/fhr/.	

Finally,	I	would	like	to	extend	my	thanks	to	everyone	else	who	has	worked	hard	to	produce	this	
report!	

Oslo,	May	2018	

Knut-Inge	Klepp,	Executive	Director		

 	

http://www.fhi.no/fhr/
http://www.fhi.no/fhr/
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Main messages 

Life	expectancy	and	causes	of	death	

The	health	status	of	the	population	of	Norway	in	2018	is	generally	good.	In	2017,	life	
expectancy	was	84.3	years	for	women	and	80.9	years	for	men.		

The	two	main	causes	of	death	are	cardiovascular	disease	and	cancer.	The	mortality	rate	
for	cardiovascular	disease	has	fallen	significantly	over	the	last	50	years	and	deaths	have	
largely	shifted	to	the	over-80	age	groups.		

In	younger	age	groups,	the	number	of	deaths	is	low.	Every	year,	between	550	and	600	
people	commit	suicide;	around	half	before	the	age	of	50.	Compared	to	other	countries,	
Norway	has	a	relatively	high	number	of	drug-induced	deaths;	an	average	of	260	per	year.	
Deaths	due	to	road	traffic	accidents	have	fallen	considerably.	

Health	and	disease	

The	main	causes	of	disability	and	reduced	health	are	musculoskeletal	disorders,	mental	
disorders,	cardiovascular	disease	and	cancer.	Annually,	nearly	70,000	people	are	treated	
in	hospitals	and	out-patient	clinics	for	cardiovascular	disease	and	32,000	new	cases	of	
cancer	are	detected.		

Mental	disorders	often	have	an	early	age	of	onset	and	a	prolonged	trajectory.	Over	any	one	
year,	one	in	five	adults	will	be	afflicted	by	a	mental	disorder,	with	anxiety	and	depression	
being	the	most	prevalent.	Among	the	under	75s,	nearly	six	per	cent	of	the	population	take	
antidepressants.	

Non-communicable	diseases	such	as	diabetes,	COPD	and	dementia	also	weigh	heavily	in	
the	burden	of	disease.	An	increasing	number	of	people	live	with	diabetes,	but	there	are	
signs	that	the	number	of	new	cases	is	levelling	off.	Many	people	are	still	insufficiently	
physically	active	and	consume	too	much	sugar.	The	incidence	of	obesity	in	adults	is	
increasing.		

Smoking	has	decreased,	but	more	than	10	per	cent	of	the	adult	population	still	smoke	on	a	
daily	basis.	Snus	is	currently	the	predominant	tobacco	choice	in	younger	age	groups.	Lung	
cancer	continues	to	increase	among	women	and	is	responsible	for	most	smoking-related	
deaths.	Over	the	age	of	15,	per	capita	alcohol	consumption	in	Norway	is	on	average	nearly	
seven	litres	per	year.	Men	drink	approximately	twice	as	much	as	women.	Alcohol	use	is	
declining	among	adolescents	and	young	adults.		

As	life	expectancy	increases,	more	persons	are	living	longer	with	one	or	more	chronic	
diseases,	and	prescription	drug	consumption	is	high.	Between	80,000	and	100,000	people	
suffer	from	dementia.	

Social	inequalities	in	health	

Men	and	women	with	the	highest	educational	attainment	live	5–6	years	longer	and	have	
better	health	than	those	with	the	lowest	educational	attainment.	There	are	fewer	people	
who	smoke	and	are	overweight	in	groups	with	the	highest	educational	attainment.	The	
social	inequalities	in	life	expectancy	are	increasing,	particularly	among	women.	The	
inequalities	are	greater	in	Norway	than	in	many	other	European	countries.	

Infectious	disease	control	and	the	environment	

At	present,	diseases	caused	by	climate	change,	environmental	pollutants	and	antibiotic	
resistance	account	for	a	small	proportion	of	the	total	burden	of	disease	in	Norway.		
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Introduction 

Every	four	years,	the	Norwegian	Institute	of	Public	Health	summarises	trends	in	the	health	
status	of	the	population.	The	previous	report	was	published	in	2014:	Health	Profile	for	
Norway	2014.	An	online	edition	containing	chapters	from	the	2014	report	was	also	
published	and	subsequently	updated.	New	chapters	have	been	added	for	the	2018	report.	
The	Public	Health	Report	is	now	only	published	online,	with	its	individual	chapters	
updated	on	a	regular	basis;	see	www.fhi.no/fhr/.	

Health	Status	in	Norway	2018	is	a	short	version	of	the	Public	Health	Report	of	15	May	
2018.	Norway	has	three	overarching	aims	for	public	health	work	(5;6):	

• Norway	shall	be	in	the	top	three	countries	globally	for	life	expectancy.	

• The	Norwegian	population	shall	experience	more	years	of	good	health	and	well-
being	and	reduced	social	inequalities	in	health.	

• We	shall	create	a	society	that	promotes	good	health	throughout	the	entire	
population.	

The	content	of	Health	Status	in	Norway	2018	is	based	on	the	public	health	aims	regarding	
life	expectancy,	health	and	well-being	and	social	inequalities	in	health.	We	also	present	
challenges	within	infectious	disease	control	and	the	environment.	

The	text	concerning	life	expectancy	shows	the	life	expectancy	for	women	and	men,	trends	
over	time	and	life	expectancy	in	Norway	compared	to	other	
countries.	In	addition,	the	main	causes	of	death	in	the	
different	age	groups	are	presented	in	figures	and	diagrams.		

The	section	on	health	and	well-being	describes	the	current	
status	and	key	trends	for	disease	groups	weigh	heavily	in	the	
burden	of	disease	in	Norway:	musculoskeletal	disorders,	
mental	disorders,	as	well	as	cardiovascular	disease,	cancer,	
diabetes	and	COPD.	These	diseases	particularly	affect	the	
adult	and	older	segment	of	the	population.	In	addition,	we	
describe	the	status	and	trends	for	a	number	of	key	health	
issues	among	children,	adolescents	and	young	adults,	and	the	
elderly.		

Smoking,	use	of	alcohol	and	other	lifestyle	factors	are	
discussed	in	a	separate	section.		The	text	on	social	inequality	in	
health	highlights	differences	in	disease	and	risk	factors,	as	well	
as	trends	over	time.		The	final	section	covers	preparedness	
and	challenges	within	infectious	disease	control	and	
environmental	health	protection.	Infectious	diseases	and	
pollution	constitute	a	small	proportion	of	the	burden	of	
disease	in	Norway	today.	The	text	addresses	important	areas	
which,	based	on	current	knowledge,	should	be	monitored.	

Public	health	is	the	
state	and	distribution	
of	health	in	a	
population.		

Public	health	work:	
society's	efforts	to	
influence	factors	that	
directly	or	indirectly	
promote	the	health	and	
well-being	of	the	
population;	prevent	
mental	and	somatic	
illnesses,	disorders	or	
injuries;	or	that	protect	
against	health	threats;	
as	well	as	efforts	
seeking	a	more	equal	
distribution	of	factors	
that	directly	or	
indirectly	affect	health.		

Source: The Public 
Health Act	

http://www.fhi.no/fhr/
https://lovdata.no/dokument/NL/lov/2011-06-24-29?q=folkehelseloven
https://lovdata.no/dokument/NL/lov/2011-06-24-29?q=folkehelseloven


 

10 
 

Life expectancy 

 

Life expectancy in Norway 

Life	expectancy	is	an	important	health	metric	in	a	population.	It	gives	an	indication	of	how	
long	a	person	can	expect	to	live,	assuming	they	live	their	entire	life	under	the	mortality	
conditions	that	currently	apply.	As	such,	life	expectancy	is	a	theoretical	measure.		

In	2017,	life	expectancy	in	Norway	was	84.3	years	for	women	and	80.9	years	for	men	(1).		

Figure	1	shows	that	life	expectancy	has	consistently	been	higher	for	women	than	for	men	
since	measurements	began	in	Norway	in	the	mid-19th	century.	The	difference	was	
between	2	and	4	years	until	the	mid-1950s,	but	increased	to	almost	7	years	by	the	mid-
1980s.	Since	then,	the	difference	between	men	and	women	has	gradually	decreased	again,	
and	was	3.4	years	in	2017.		

From	2007	to	2017,	life	expectancy	increased	by	2.7	years	for	men,	but	by	only	1.6	years	
for	women.	This	can	be	explained,	for	example,	by	the	different	“smoking	careers”	of	men	
and	women.		

While	smoking	among	men	increased	until	the	mid-1950s	before	subsequently	declining,	
the	increase	among	women	was	slower	and	only	began	to	diminish	at	the	end	of	the	
1990s;	see	figure	2.	In	addition,	men	born	before	1950	began	smoking	earlier	in	life	than	
women	born	in	the	same	years.	As	the	age	at	smoking	cessation	was	around	the	same	for	
both	sexes,	males	born	before	1950	had	a	much	greater	exposure	to	cigarettes	than	their	
female	counterparts.	Smoking-related	deaths	are	therefore	much	higher	for	men	than	for	
women	born	in	these	year-groups.		

For	men	and	women	born	after	1950,	and	particularly	after	1960,	the	duration	of	their	
smoking	careers	was	quite	similar	for	both	sexes	(7).		

A	survey	among	30	European	countries	from	2003–2005	showed	that	slightly	over	40	per	
cent	of	gender	differences	in	mortality	(excessive	male	mortality)	could	be	ascribed	to	
smoking	(8).	The	difference	is	probably	somewhat	less	today.	
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Figure 1. Life expectancy in Norway, 1846–2016. Source: Human Mortality Database, Statistics Norway's 
data for 2015 and 2016. 
	

		

 
 
 

 
Figure 2. Trend in smoking among women and men (aged 16–74), 1973–2016. Source: Statistics Norway. 
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Why has life expectancy increased? 

In	the	first	half	of	the	20th	century	there	was	a	substantial	increase	in	life	expectancy	in	
Norway,	only	interrupted	by	a	weak	decrease	during	World	War	I	and	a	major	decrease	
during	the	Spanish	Flu	pandemic	of	1918;	see	figure	1.	An	important	cause	was	a	
reduction	in	life-threatening	infectious	diseases	due	to	increased	prosperity	and	
healthcare	interventions.		

The	current	high	life	expectancy	is	linked	to	the	substantial	decrease	in	mortality	in	all	age	
groups	over	many	years.		

In	around	1900,	for	example,	approximately	80	out	of	1,000	live-born	infants	died	within	
their	first	year	of	life.	These	deaths	had	a	considerable	impact	on	life	expectancy	
projections	in	Norway,	since	each	death	contributed	to	many	lost	years	of	life.		

Today,	very	few	infants	die,	around	two	in	1,000	live	births,	and	mortality	in	the	younger	
age	groups	has	also	decreased	considerably.		

Currently,	the	vast	majority	of	deaths	in	Norway	occur	at	a	higher	age;	around	eight	out	of	
ten	after	the	age	of	70	(9).	The	decline	in	mortality	in	older	age	groups	has	therefore	
resulted	in	a	sustained	increase	in	life	expectancy.		

Changes	in	life	expectancy	in	recent	decades	correlate	strongly	with	reduced	mortality	
from	cardiovascular	disease;	see	figure	3.		

From	2005	to	2015,	deaths	related	to	cardiovascular	disease	and	cancer	were	reduced	by	
19.6	per	cent	and	7.0	per	cent,	respectively.	The	decline	in	deaths	associated	with	
cardiovascular	disease	was	equivalent	to	0.9	extra	years	of	life,	and	the	decline	in	cancer	
mortality	was	equivalent	to	0.4	extra	years	of	life	during	this	period	(10).			

 

 
Figure 3. Cardiovascular disease and cancer mortality, 1970–2016, men and women of all ages. Number 

of deaths per 100,000 in an age-standardised population. Source: Cause of Death Registry, NIPH. 
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Lifestyle factors for life expectancy 

Smoking	is	the	lifestyle	factor	that	claims	most	lives	in	the	form	of	cardiovascular	disease,	
lung	cancer,	COPD	and	other	smoking-related	diseases.	Every	fifth	death	before	the	age	of	
70	is	attributable	to	smoking.	

In	addition	to	smoking,	an	unhealthy	diet	and	high	blood	pressure	are	the	modifiable	risk	
factors	that	result	in	the	most	deaths	in	the	Norwegian	population	(10).	These	risk	factors	
contribute	not	only	to	deaths	from	cardiovascular	disease	and	cancer,	but	also	to	those	
related	to,	for	example,	diabetes	and	COPD	(10).		

The	use	of	alcohol	and	illegal	drugs	are	key	risk	factors	for	poisoning	(alcohol	and	
overdoses),	certain	forms	of	cancer,	liver	cirrhosis,	road	traffic	accidents,	self-harm	and	
violence	(10).		

Is Norway in the top three countries globally for life expectancy? 

One	of	the	aims	of	public	health	work	states	that	“Norway	shall	be	in	the	top	three	
countries	globally	for	life	expectancy”	(5).		

Compared	with	other	countries,	Norway	had	the	highest	registered	life	expectancy	for	
both	men	and	women	from	1850	until	well	into	the	1880s.	This	was	also	the	case	for	the	
period	1947–1955	(men)	and	1945–1970	(women).		

However,	in	the	period	from	1960	to	the	present	day,	Norway	has	dropped	down	the	list;	
see	figures	4a	and	4b	which	show	life	expectancy	for	men	and	women	in	different	
countries	in	2013.	These	are	the	most	recent	figures	for	benchmark	countries.		

Japanese	women	have	the	highest	life	expectancy	in	the	world;	86.6	years	in	2013.	Life	
expectancy	for	Norwegian	women	in	the	same	year	was	83.6	years,	i.e.	three	years	lower.	
As	shown	in	figure	4a,	Norwegian	women	are	in	11th	place	in	terms	of	life	expectancy,	
although	the	difference	covering	several	proximate	countries	is	
less	than	one	year.	The	difference	between	Swedish	and	
Norwegian	women	is	only	0.1	year.	In	Russia,	life	expectancy	has	
fallen,	and	for	Russian	women	is	down	to	76.3	years.	

Among	men,	the	differences	are	smaller.	Australian	men	have	the	
highest	life	expectancy	in	the	world,	at	80.6	years	in	2013.	The	
difference	between	Australian	and	Norwegian	men	in	this	year	
was	0.9	years.	In	comparison,	life	expectancy	for	Russian	men	is	
65.1	years,	which	is	14.6	years	lower	than	for	Norwegian	men.	

Figure	5	shows	life	expectancy	in	countries	that	have	had	
sustained	periods	of	the	highest	life	expectancy	in	the	world.	As	
the	figure	shows,	there	has	been	a	strong	convergence	of	life	
expectancy	in	this	group	of	countries.	This	means	that	life	
expectancy	is	approaching	the	same	level	in	these	countries.	
Iceland	and	Japan	started	out	with	a	much	lower	life	expectancy	
than	Norway	and	Sweden,	but	this	has	risen	more	rapidly,	and	is	
currently	somewhat	higher.	

	
 	

Life	expectancy	

In	this	report,	the	term	
“life	expectancy”	refers	
to	the	life	expectancy	
of	newborns.		

We	can	also	calculate	
life	expectancy	for	
other	age	groups,	for	
example,	at	age	60.		

Life	expectancy	is	
determined	by	the	
mortality	of	every	age	
group.		



 

14 
 

Figure 4a.	Life expectancy for women in different countries in 2013. Source: Human Mortality Database. 	
 
 

Figure 4b. Life expectancy for men in different countries in 2013. Source: Human Mortality Database. 
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Figure 5. Life expectancy in countries which, for extended periods, have been among those with the 
highest known life expectancy in the world, 1850–2009. Source: Human Mortality Database.  
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Figures and diagrams for deaths and causes of death in different age groups 

The	figures	and	diagrams	below	present	the	most	important	causes	of	death	in	different	
age	groups.		

In	2016,	more	than	40,000	people	died	in	Norway.	Cardiovascular	disease	and	cancer	
accounted	for	more	than	one	half	of	the	deaths	(Norwegian Cause of Death Registry).		

• 10,936	people	died	of	cardiovascular	disease.		
• 10,814	people	died	of	cancer.		

Most	deaths	occur	in	the	older	age	groups	(9);	see	figure	6	which	shows	the	causes	of	
death	for	different	age	groups	in	2016.		

	

	

 
 
Figure 6. Number of deaths by cause in the different age groups in Norway, 2016. Source: Norwegian 
Cause of Death Registry, 9.5.2018. 
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Deaths before the age of 70 
Only	about	two	in	ten	deaths	(22	per	cent)	occur	before	the	age	of	70.	 

In	this	age	group,	various	forms	of	cancer	are	the	main	cause	of	death.	Cardiovascular	
disease	and	COPD	are	also	leading	causes	of	death.	Most	of	these	deaths	occur	after	the	age	
of	50.	Table	1	shows	the	figures	for	different	causes	of	death	for	the	under-70	age	group	in	
2016.	

Table 1. Deaths before age 70 in 2016. Source: Norwegian Cause of Death Registry, 7.5.2018. 
Cause of death Number of deaths before 

age 70 
Percentage of all deaths 
before age 70 

All causes of death 8,951 100 
Cancer 3,644   41 
Cardiovascular disease 1,408   16 
Chronic diseases of the lower respiratory 
tract* 

   411     5 

Other causes of death 3,488   38 
* Primarily COPD 

Cancer,	cardiovascular	disease,	COPD	and	diabetes	

In	2012,	the	World	Health	Organization	(WHO)	adopted	a	goal	to	reduce	premature	death	
(before	the	age	of	70)	caused	by	non-communicable	diseases	by	25	per	cent	from	2010	to	
2025.	In	this	context,	non-communicable	diseases	refers	to	cardiovascular	disease,	cancer,	
diabetes	and	COPD.	These	four	diseases	have	partially	overlapping	risk	factors,	including	
smoking.	

	

 
Figure 7. Mortality from cancer, cardiovascular disease, COPD and diabetes in the 30–69 year age group, 
for both sexes. Source: Norwegian Cause of Death Registry. See also Premature death from non-
communicable diseases at fhi.no 
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In	Norway,	the	number	of	premature	deaths	from	the	four	diseases	mentioned	above	fell	
from	257	per	100,000	inhabitants	in	2010	to	211	in	2016	in	the	30–69	year	age	group.	
This	is	equivalent	to	an	18	per	cent	drop;	see	figure	7.	Thus,	Norway	is	on	track	to	achieve	
the	goal	of	a	25	per	cent	reduction	in	premature	deaths	by	2025.		

Every	fifth	death	before	the	age	of	70	is	caused	by	smoking	(10).	With	a	continued	decline	
in	smoking	and	other	risk	factors,	the	number	of	premature	deaths	can	be	further	reduced;	
see	page	37.	

Suicide,	drug-induced	deaths	and	accidents	
Less	than	five	per	cent	of	all	deaths	occur	before	the	age	of	50.	Table	2	shows	the	main	
causes	of	death	in	the	15–49	year	age	group.	

Table 2. Main causes of death in the 15–49 year age group. Source: Norwegian Cause of Death Registry, 

7.5.2018 
Cause of death Number of deaths in the 

15–49 year age group 
All causes of death 1,654 
Cancer   386 
Suicide   349 
Drug-induced deaths   189 
Cardiovascular disease   163 
Road traffic accidents    65 
	
	
Suicide	

Every	year,	between	550	and	600	deaths	are	suicides.	Two	in	three	suicides	are	men.			

The	median	age	of	suicide	is	47	years,	i.e.	one	half	are	older	and	one	half	are	younger	than	
47	years	(9).	

From	1970	to	1990,	the	risk	of	suicide	doubled,	before	decreasing	again.	In	2016,	the	rate	
was	12	per	100,000	inhabitants.	This	change	is	largely	due	to	a	reduction	in	the	number	of	
suicides	among	men.	In	1970,	there	were	almost	three	times	as	many	suicides	among	men	
as	among	women,	while	the	gender	difference	today	is	smaller;	see	StatBank	Norhealth:	
Suicide.			

It	is	a	common	assumption	that	there	are	ten	times	more	attempted	suicides	than	actual	
suicides	(11).	An	unknown	number	of	suicides	are	concealed	as	accidents.	Many	deaths	by	
undetermined	intent	could	also	be	suicide.	

Mental	disorders,	including	substance	use	disorders,	are	regarded	as	the	leading	risk	
factors	for	suicide,	with	comorbidities	producing	a	particularly	elevated	risk	(12-14).		

Each	suicide	bereaves	between	six	and	ten	individuals.	People	bereaved	by	suicide	are	at	
considerably	increased	risk	of	reduced	labour	force	participation,	mental	and	somatic	
illnesses	and	higher	mortality	(15;16).		

 	

http://www.norgeshelsa.no/norgeshelsa/index.jsp?headers=AAR&stubs=GEO&measure=common&virtualslice=Adjusted_value&layers=virtual&GEOsubset=0%2C01+-+50&study=http%3A%2F%2F10.1.5.31%3A80%2Fobj%2FfStudy%2Ffruktgront-LKU-EHIS-F&mode=cube&v=2&virtualsubset=Adjusted_value&AARsubset=2015_2015&context=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCatalog%2FNorgeshelsa&measuretype=4&cube=http%3A%2F%2F10.1.5.31%3A80%2Fobj%2FfCube%2Ffruktgront-LKU-EHIS-F_C1&top=yes&language=en
http://www.norgeshelsa.no/norgeshelsa/index.jsp?headers=AAR&stubs=GEO&measure=common&virtualslice=Adjusted_value&layers=virtual&GEOsubset=0%2C01+-+50&study=http%3A%2F%2F10.1.5.31%3A80%2Fobj%2FfStudy%2Ffruktgront-LKU-EHIS-F&mode=cube&v=2&virtualsubset=Adjusted_value&AARsubset=2015_2015&context=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCatalog%2FNorgeshelsa&measuretype=4&cube=http%3A%2F%2F10.1.5.31%3A80%2Fobj%2FfCube%2Ffruktgront-LKU-EHIS-F_C1&top=yes&language=en
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Drug-induced	deaths	

Since	2003,	the	average	number	of	drug-induced	deaths	has	been	around	260	per	year	for	
all	age	groups	combined	(17).	Nearly	seven	in	ten	drug-induced	deaths	occur	in	the	under-
50	age	group.	

80	per	cent	of	drug-related	deaths	are	caused	by	overdose.	Heroin	was	previously	the	
most	prevalent	cause	of	drug-induced	deaths,	but	in	2016	this	changed,	and	other	opioids	
such	as	morphine,	codeine	and	oxycodone	became	more	prominent	(17).		

There	are	between	6,900	and	9,800	intravenous	drug	users,	who	are	in	the	risk	group	for	
overdose	(18).		

	

Road	traffic	accidents	

In	recent	decades,	accidental	deaths	have	been	considerably	reduced.	However,	accidents	
remain	a	leading	cause	of	death	in	younger	age	groups	(19).		

The	decrease	in	accident	mortality	is	due	to,	among	other	things,	a	positive	development	
of	far	fewer	fatalities	in	road	traffic	accidents	(19).	Among	men	under	the	age	of	45,	road	
traffic	fatalities	were	reduced	from	21.4	per	100,000	in	1970	to	3.2	per	100,000	in	2016;	
see	Statbank	Norhealth:	Traffic	accident	fatalities.		

65	people	aged	between	15	and	49	years	died	in	road	traffic	accidents	in	2016;	58	of	them	
were	men.	(9).		

Deaths among children and adolescents 

In	2016,	around	150	children	and	adolescents	(aged	1–19)	died.	About	half	died	from	
diseases	and	the	other	half	from	injuries	(Norwegian Cause of Death Registry).		

Among	infants,	mortality	in	both	the	first	month	of	life	and	the	first	year	of	life	has	
decreased	over	many	decades.		

• Infant	mortality	in	Norway	is	currently	about	two	per	1,000	live	births.		About	
60,000	babies	are	born	each	year.	

• Ten	babies	died	in	2016	as	a	result	of	sudden	infant	death	syndrome	(SIDS).	

An	important	contribution	to	changes	in	infant	mortality	is	a	decrease	in	SIDS	deaths	from	
the	end	of	the	1980s.	This	decrease	can	be	ascribed	to	the	recommended	sleeping	position	
for	newborns	being	changed	from	the	prone	position	to	the	supine	position.		

	

 	

http://www.norgeshelsa.no/norgeshelsa/index.jsp?headers=AAR&stubs=GEO&stubs=KJONN&stubs=ALDER&measure=common&virtualslice=Adjusted_value&layers=virtual&GEOsubset=0%2C51+-+54&study=http%3A%2F%2F10.1.5.31%3A80%2Fobj%2FfStudy%2Ftrafikk&ALDERsubset=0_74%2C0_44&mode=cube&KJONNsubset=1+-+2&virtualsubset=Adjusted_value&v=2&AARsubset=2011_2011+-+2016_2016&measuretype=4&cube=http%3A%2F%2F10.1.5.31%3A80%2Fobj%2FfCube%2Ftrafikk_C1&language=en&top=yes
http://statistikkbank.fhi.no/dar/
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Deaths after the age of 70 
Most	deaths	occur	after	the	age	of	70;	about	eight	in	ten	(78	per	cent).	

In	total,	more	than	31,000	people	died	after	the	age	of	70	in	2016.	Around	one	half	of	the	
deaths	were	caused	by	cardiovascular	disease	and	cancer;	see	table	3.	

Other	leading	causes	of	death	in	the	over-70s	are	COPD,	dementia	and	pneumonia	(9).		

In	2016,	the	number	of	deaths	resulting	from	dementia	and	Alzheimer’s	was	around	3,300	
in	the	over-70s.	Few	people	die	of	these	diseases	before	the	age	of	70.		

If	age-specific	incidence	does	not	change,	the	increase	in	life	expectancy	in	Norway	
will	lead	to	a	two-fold	increase	in	the	number	of	people	with	dementia	from	2015	
to	2050.	This	is	based	on	projections	for	a	two-fold	increase	in	Western	Europe	in	
the	same	period	(20).		See	also	page	40.	

Pneumonia	affects	many	older	people	who	already	have	impaired	health,	causing	around	
1,500	deaths	among	the	over-70s	in	2016.	This	represents	around	five	per	cent	of	all	
deaths	in	this	age	group;	see	table	3.	

Calculations	have	shown	that	influenza	is	responsible	for	900	deaths	per	influenza	season	
in	Norway,	varying	from	200	to	2,000,	depending	on	the	influenza	virus	in	circulation	(21).	
In	2016–2017,	nine	in	ten	influenza	deaths	were	in	the	over-65	age	group	(22).		

	

Table 3. Number and proportion of deaths in the over-70s, 2016. Source: Norwegian Cause of Death 
Registry. 

Cause of death Number of deaths, over-
70s  

Percentage of deaths, 
over-70s 

All causes of death 31,658 100 

Cardiovascular disease   9,528   30 
Cancer   7,170   23 
Dementia (incl. Alzheimer's)   3,301   10 
Chronic diseases of the lower respiratory 
tract*  

  1,836    6 

Pneumonia   1,487    5 
Other causes of death   8,336  26 

* Primarily COPD 
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Health and well-being 

	

	

Norway	is	ranked	among	the	world’s	top	ten	countries	in	terms	of	the	happiness	of	its	
population,	according	to	an	international	survey	(World Happiness Report 2018).		

Along	with	Denmark,	Finland	and	Switzerland,	it	has	occupied	the	top	four	slots	in	recent	
years.	The	difference	between	the	ten	top-ranking	countries	is	minimal.	In	the	survey,	
quality	of	life	is	measured	as	life	satisfaction	(Cantril	Ladder).	

Surveys from Norway show the following (23): 

• The	majority	of	adults	are	satisfied	with	life	as	a	whole.	1	in	4	are	very	satisfied.	1	
in	20	are	dissatisfied	or	very	dissatisfied.	

• People	who	live	alone	and/or	are	not	working	are	more	likely	to	report	lower	
quality	of	life	than	people	who	are	cohabiting	and	working.	

• Around	one	in	four	experienced	minimal	control	and	coping	ability	in	daily	life.	
The	proportion	is	particularly	high	among	the	oldest	old	(over-80)	(53	per	cent).	

• Life	satisfaction	varies	relatively	little	between	women	and	men	and	across	age	
groups.		

• 80–90	per	cent	of	adolescents	(aged	13-16)	are	happy	with	their	lives	and	with	
their	parents.	The	majority	are	optimistic	and	7	out	of	10	believe	they	will	have	a	
fulfilling	and	happy	life.		

• The	Norwegian	level	of	happiness	has	been	relatively	stable.	The	same	applies	to	
the	general	level	of	satisfaction.		

Positive	social	support	is	regarded	as	a	promoting	factor	for	quality	of	life	(23).			

 	

http://worldhappiness.report/ed/2018/
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Status and key trends for the major disease groups 

A	general	overview	of	public	health	requires	
knowledge	not	only	of	what	causes	loss	of	life,	
but	also	what	causes	loss	of	health	through	
having	to	live	with	diseases.		

Figure	8	on	the	next	page	shows	the	contribution	
from	various	diseases	and	injuries	to	the	total	
burden	of	disease,	measured	in	DALYs,	in	five-
year	age	groups	up	to	age	80.		

Mental	disorders	and	substance	use	disorders	
(marked	in	blue	in	figure	8)	are	common	
afflictions	that	affect	many	people	even	from	an	
early	age.	With	the	exception	of	mortality	caused	
by	street	drugs,	these	afflictions	contribute	
primarily	to	the	burden	of	disease	through	non-
fatal	loss	of	health.		

From	adulthood,	an	increasing	share	of	the	
burden	of	disease	comes	from	musculoskeletal	
disorders	(brown	colour	in	the	figure),	and	these	
also	primarily	contribute	through	non-fatal	loss	
of	health.		

From	around	age	60,	the	burden	of	disease	
increases	as	a	consequence	of	COPD	(grey),	
diabetes	(light	orange),	dementia	(orange),	
cancer	(black)	and	cardiovascular	disease	(red).	
The	burden	of	disease	contributed	by	these	
conditions	is	largely	due	to	the	fact	that	they	
lead	to	many	lost	life	years.	

	
What is well-being and quality of life?	
	
Subjective	quality	of	life	is	about	how	the	individual	perceives	life.	It	includes	
assessments	of	both	life	(for	example,	life	satisfaction)	and	functioning	in	daily	life	(for	
example,	perceived	coping	ability	and	purpose),	as	well	as	positive	and	negative	
emotions	(such	as	happiness	and	sadness).		

Subjective	quality	of	life	can	be	perceived	as	positive	even	during	illness	and	despite	
health	disorders	and	other	types	of	strain.		

Objective	quality	of	life	is	about	key	aspects	of	the	life	situation	–	such	as	freedom,	
security,	health,	social	bonds	and	self-development.		

Burden	of	disease	

Every	year,	the	Global	Burden	of	
Disease	study	(GBD)	makes	
calculations	of	the	burden	of	
disease	for	195	countries,	including	
Norway.		

An	important	collective	metric	for	
the	burden	of	disease	in	that	
context	is	disability-adjusted	life-
years	(DALYs),	which	is	the	sum	of	
the	potential	years	of	life	lost	due	
to	premature	death,	and	non-fatal	
loss	of	health.	The	latter	is	
calculated	by	combining	the	
number	of	cases	of	a	given	disease	
with	the	severity	of	that	disease.		

When	the	calculation	is	carried	out	
for	multiple	diseases	and	for	
multiple	countries	over	time,	for	
both	sexes	and	all	age	groups,	the	
burden	of	disease	can	be	
compared.		
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The	total	burden	of	musculoskeletal	disorders	and	mental	disorders	is	comparable	with	
that	of	cancer	and	cardiovascular	disease	(figure	8).	In	total,	these	four	major	disease	
groups	represent	65	per	cent	of	the	Norwegian	burden	of	disease.	

The	following	pages	discuss	the	trends	in	the	various	disease	groups	that	contribute	most	
to	the	burden	of	disease	in	Norway,	followed	by	the	trend	in	risk	factors.		

	

Figure 8. The burden of disease in Norway. The sum of non-fatal loss of health 
and lost life years. The number of years in different age groups in the 
population. Source: GBD2016 – healthdata.org.  
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Musculoskeletal disorders 
Musculoskeletal	disorders	include	pain	in	the	back	and	neck,	rheumatic	diseases	(such	as	
rheumatoid	arthritis	and	osteoarthritis),	as	well	as	osteoporosis,	which	causes	many	hip	
fractures	among	the	elderly.		

The	proportion	who	contacted	their	primary	care	physician	or	a	casualty	department	
concerning	musculoskeletal	disorders	(excluding	fractures	and	injuries),	was	stable	in	the	
period	2010–2015	for	the	0–44	year	age	group.	In	the	45–74	year	age	group,	the	
proportion	was	increasing;	see	figure	9.	

Among	adults	of	working	age,	musculoskeletal	disorders	are	the	most	common	reason	for	
sickness	absence	and	disability	benefit.	Pain	in	the	back	and	neck	is	also	the	leading	cause	
of	non-fatal	loss	of	health	and	the	total	burden	of	disease	in	Norway	(10).	

Together	with	other	Scandinavian	countries,	Norway	has	the	highest	level	of	hip	fractures	
in	the	world	among	women	(24).	The	reasons	for	the	high	hip	fracture	frequency	in	
Norway	are	largely	unknown,	but	reduced	bone	density	(osteoporosis)	among	the	elderly	
is	a	common	contributing	factor.		

With	regard	to	osteoarthritis	(degenerative	joint	disease)	and	osteoporosis,	we	have	noted	
the	following	trends:	

• The	incidence	of	osteoarthritis	appears	to	be	increasing,	which	is	believed	to	be	
associated	with	the	increasing	age	of	the	population	but	also	with	the	increasing	
incidence	of	overweight	and	obesity,	and	physical	inactivity	(25).		

• The	incidence	of	hip	fractures	in	Norway	has	decreased	somewhat	in	recent	years,	
measured	in	the	number	per	100,000	within	each	age	group.	The	number	of	hip	
fractures,	on	the	other	hand,	is	expected	to	increase	in	the	future	as	the	size	of	the	
elderly	population	increases;	see	figure	10	(26).		

From	a	general	perspective,	many	types	of	musculoskeletal	conditions	are	associated	with	
increasing	age,	a	sedentary	lifestyle	and	partly,	also,	overweight	(27).		
	

Figure 9. Users of general practitioner services for musculoskeletal conditions, 2010–2015. Source: 
Norway Control and Payment of Health Reimbursement (KUHR) Database. 
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Figure 10. Two scenarios for the projected annual number of hip fractures for 2009–2040 among 
women aged 65 and older in Norway, based on the observed number of hip fractures from 1999–2008.  
The alternative “Constant number per 100,000 per year” is based on stable age-specific incidence rates 
throughout the entire period, corresponding to the observed rates in 2008. The alternative “Continued 
decrease in incidence” is based on the reduction in incidence rates of 1.4 per cent per year, 
corresponding to the observed decrease in 1999–2008. Source: Omsland & Magnus, 2014 (26).   
Incidence rate = number per 100,000 per year. 

Mental disorders 
Mental	disorders,	including	substance	use	disorders,	are	by	far	the	greatest	cause	of	loss	of	
health	among	children,	young	people	and	adults	of	working	age;	see	figure	8.	Unlike	many	
physical	diseases,	the	onset	of	mental	disorders	is	usually	before	the	age	of	30	(28).		

In	any	year,	about	1	in	5	adults	(16–22	per	cent)	will	be	affected	by	a	mental	disorder.	The	
most	common	disorders	are	anxiety,	depression	and	substance	use	disorders	(see	the	fact	
box	on	the	next	page).		

Previously,	lifetime	figures	were	often	used	to	predict	the	incidence:	1	in	3	will	experience	
an	anxiety	disorder	over	the	course	of	their	life,	and	1	in	4	will	experience	a	depression	or	
other	mood	disorder.	New	international	studies	suggest	that	these	lifetime	figures	are	too	
low,	because	many	people	are	unable	to	accurately	recall	the	state	of	their	health	from	
several	years	earlier.	See	table	3	in	Chapter	Mental health in	the	Public	Health	Report	at	
www.fhi.no/fhr/.	

Depression	and	anxiety	disorders	are	the	two	most	common	reasons	for	mental	health	
consultations	in	the	primary	health	service.		

A	mental	disorder	was	the	primary	diagnosis	among	1	in	3	people	awarded	disability	
benefit	in	2014	(29).	Those	awarded	disability	benefit	for	a	mental	disorder	are,	on	
average,	younger	than	those	awarded	disability	benefit	for	another	diagnosis.	Anxiety	and	
depression	also	increase	the	risk	of	being	awarded	disability	benefit	for	other	conditions	
(30;31).		
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The	incidence	in	the	health	servicee	was	relatively	stable	between	2008	and	2015;	see	
figure	11.	Drug	therapy	for	mental	disorders	among	adults	has	also	been	largely	stable	
over	the	last	decade.	Around	6	per	cent	take	antidepressants	(32).	

We	have	insufficient	knowledge	of	the	specific	developmental	trajectories	of	mental	
disorders.	Many	mental	disorders	probably	occur	in	an	interaction	between	
environmental	and	genetic	risk	factors.	Some	of	the	key	risk	factors	are	violence,	abuse,	
bullying,	as	well	as	persistent	psychosocial	strain.		

Figure 11. Proportion of the population aged 18–79 registered with psychological symptoms and mental 
disorders in primary healthcare and mental disorders and behavioural disorders in specialist healthcare, 
2008–2015. Source: Norway Control and Payment of Health Reimbursement (KUHR) Database and 
Norwegian Patient Registry (NPR).  
	

Harmful	use	or	alcohol	dependency	is	the	most	common	
substance	use	disorder	in	Norway.	The	latest	measurements	
of	the	incidence	in	Norway	were	conducted	in	the	mid-
1990s.	There	is	reason	to	believe	that	the	incidence	has	
increased	since	then,	in	line	with	the	increase	in	the	
population's	alcohol	consumption	(see	page	32).	

• The	incidence	of	12	months	of	harmful	use	of,	or	
dependency	on,	alcohol	is	around	eight	per	cent	for	
men	and	three	per	cent	for	women.		

• People	with	substance	use	disorders	often	have	other	
mental	disorders	and	somatic	diseases.		

Long-term	and	high	alcohol	consumption	increase	the	risk	of	
dependency	and	other	mental	health	problems	(33;34).	Even	
moderate	alcohol	consumption	can	increase	the	risk	of	
health	damage	and	diseases,	including	several	types	of	
cancer	(35;36).		

Regarding	drug-induced	deaths,	see	page	19.			 	

Substance	use	
disorders	

“Substance	use	
disorders”	is	a	general	
term	for	the	harmful	
use	of,	and	addiction	to,	
drugs	and	alcohol.		

Harmful	use	means	that	
the	use	has	caused	
demonstrable	physical	
or	mental	health	
damage.			

Source:	Mental Health in 
Norway.	NIPH	2018.	

	

https://www.fhi.no/publ/2018/psykisk-helse-i-norge/
https://www.fhi.no/publ/2018/psykisk-helse-i-norge/
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Cardiovascular disease, cancer, COPD and diabetes 
All	age	groups,	regions	and	countries	are	affected	by	the	increase	in	the	four	non-
communicable	diseases:	cardiovascular	disease,	cancer,	COPD	and	diabetes.	Low	and	
middle-income	countries	are	the	most	affected.		

In	Norway,	we	are	also	seeing	an	undesirable	trend	in	many	of	the	risk	factors	for	these	
diseases	(37).	Taken	together,	these	four	diseases	are	responsible	for	two	in	three	deaths	
(10)	as	well	as	a	high	proportion	of	consultations	in	the	health	service.	

Cardiovascular disease 

• Each	year,	approximately	40,000	individuals	are	treated	by	the	specialist	health	
service	for	heart	attack	and	angina,	16,000	for	heart	failure	and	11,000	for	stroke.	

• In	total,	around	1.1	million	Norwegians	were	treated	with	drugs	to	prevent	or	treat	
cardiovascular	disease.	See	also	figure	12	which	illustrates	the	trend	in	the	number	
and	percentage	of	people	on	therapeutic	drugs	in	different	age	groups.	

• The	proportion	of	the	population	with	high	blood	pressure	decreased	in	all	age	
groups	from	the	mid-1980s	up	to	2016.	The	proportion	is	now	25–36	per	cent	
among	women	and	men	aged	40–79,	based	on	blood	pressure	measurements	of	
the	population	in	Tromsø	and	Nord-Trøndelag	counties	(see	Indicators for non-
communicable diseases	at	fhi.no).	The	average	cholesterol	level	has	also	decreased	
(38).	

Figure 12. The number (dotted lines) and percentage of the population taking at least one form of 
medication to treat or prevent cardiovascular disease (ATC group C) from 2005 to 2016 distributed into 
five-year age groups. The figures for the oldest age groups underestimate medicines consumption as the 
Norwegian Prescription Database does not include figures for the number of people treated in 
institutions (for example, nursing homes). Source: Norwegian Prescription Database. 
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For	cardiovascular	disease,	there	are	positive	trends:	

• The	number	of	first-time	heart	attacks	(myocardial	infarction)	has	decreased	and,	
of	those	affected,	fewer	have	a	major	life-threatening	heart	attack.		

• The	reduction	in	smoking	and	better	treatment	account	for	much	of	the	decrease	
in	the	number	of	first-time	heart	attacks.		

• In	the	general	population,	mortality	from	cardiovascular	disease	has	shifted	to	the	
higher	age	groups.	Half	of	all	deaths	among	men	occur	after	age	83,	and	for	
women,	after	age	89.	

• Mortality	from	stroke	has	decreased	markedly	among	both	women	and	men	over	
several	decades.	The	decrease	is	of	the	same	magnitude	as	for	heart	attack.	

In	groups	with	low	educational	attainment,	a	higher	proportion	have	heart	attacks	than	in	
groups	with	high	educational	attainment	(39).		

In	the	years	to	come,	the	number	of	people	with	cardiovascular	disease	is	expected	to	
increase	due	to	the	increasing	proportion	of	elderly	people	in	the	population.			

In	Norway,	the	favourable	trend	in	the	population	as	regards	the	risk	factors	of	smoking,	
elevated	cholesterol	and	blood	pressure	is	being	countered	by	the	increase	in	the	
incidence	of	overweight	and	obesity	(40).	We	do	not	know	the	implications	of	this	for	the	
future	trend	in	cardiovascular	disease.	See	also	page	17.		

Cancer	

Lung	cancer	is	largely	attributable	to	smoking	and	is	the	form	of	cancer	with	the	highest	
mortality.		

• Over	32,000	new	cases	of	cancer	were	diagnosed	in	Norway	in	2016.	
• The	most	common	forms	of	cancer	are	lung	cancer	(see	the	trend	in	figure	13	on	

the	next	page),	colon	cancer,	skin	cancer	and	cancer	of	the	bladder	and	urinary	
tract.	In	addition	to	which	are	prostate	cancer	in	men	and	breast	cancer	in	women.	

• Among	the	Nordic	countries,	Norway	has	the	highest	incidence	of	colorectal	
cancer.	The	reason	for	the	high	incidence	is	unknown	(41).	

• There	has	been	a	decrease	in	stomach	cancer	over	several	decades.	This	may	be	
related	to	diet	and	hygiene.	

Future	trends:	

• More	people	will	live	with	a	cancer	diagnosis	in	the	future	because	more	people	
survive	the	disease.	Around	70	per	cent	of	cancer	patients	survive	their	cancer	for	
at	least	five	years.	

• A	continuing	increase	in	lung	cancer	in	women	is	expected	due	to	a	substantial	
increase	in	smoking	among	women	from	1927–1970.	Widescale	smoking	cessation	
in	the	population	aged	over	50	would	reduce	the	incidence	of	lung	cancer	
considerably	over	a	period	of	five	to	ten	years	(42).		

• The	incidence	of	melanoma	is	expected	to	increase	in	both	women	and	men.		
• Cervical	cancer	has	decreased	as	a	result	of	screening,	and	a	further	reduction	is	

anticipated	in	the	younger	age	groups	who	have	received	the	vaccine	against	the	
HPV	virus.		
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• Vaccination	against	hepatitis	B	has	been	introduced	in	the	Norwegian	Childhood	
Immunisation	Programme.	Combined	with	intensified	treatment	of	chronic	
hepatitis	C,	this	will	prevent	future	cases	of	liver	cancer	caused	by	the	hepatitis	
virus.		

	
See	also	page	17.	
	

 
Figure 13. The trend in lung cancer for men and women from 1970–2015 in the Nordic countries. The 
incidence among men has begun to decrease in Norway, while it continues to increase among women. 
Illustration: The Norwegian Cancer Registry. 
	

Chronic	obstructive	pulmonary	disease	(COPD)	

COPD	has	become	a	widespread	disease	primarily	due	to	the	smoking	epidemic.	Chronic	
disease	of	the	lower	respiratory	tract	(which	includes	COPD)	was	the	third	most	
frequently	registered	cause	of	death	in	2016	(9).		

With	regard	to	morbidity,	we	have	noted	the	following:	

• The	latest	Tromsø	study	indicated	that	around	6	per	cent	of	the	population	aged	
over	40	has	COPD.	This	is	equivalent	to	150,000	people	in	Norway.	Most	people	
have	a	mild	form	of	the	disease.	However,	COPD	patients	are	at	increased	risk	of	
contracting	other	diseases	(43).		

• More	men	than	women	have	COPD	(44),	but	gender	differences	are	diminishing.	
• Adjusted	for	changes	in	the	age	composition	of	the	population,	the	proportion	of	

people	treated	by	the	health	servicee	for	COPD	has	been	stable	from	2008	to	2014.	

In	the	years	to	come,	it	is	expected	that	the	number	of	people	living	with	COPD	will	remain	
high	because	the	number	of	elderly	people	is	increasing.	However,	a	reduction	in	the	
number	of	smokers	in	the	population	may	offset	this	age	effect.	See	also	page	37.	
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Diabetes	

About	245,000	Norwegians	have	diabetes.	Most	of	them	have	type	2	diabetes.	In	addition,	
it	is	also	estimated	that	many	people	have	undiagnosed	type	2	diabetes.		

Health	studies	in	Tromsø	and	Nord-Trøndelag	counties	indicate	that	among	40–79-year-
olds,	the	proportion	with	diabetes	has	increased	from	four	to	seven	per	cent	for	men	and	
from	three	to	five	per	cent	for	women;	see	figure	14.	This	is	almost	a	two-fold	increase	
from	2007–2008	to	2015–2016.	

Both	the	number	of	new	cases	and	the	number	of	persons	living	with	the	disease	increase	
considerably	with	age.	Among	people	over	60	years	of	age,	10–15	per	cent	have	diabetes;	
see	figure	14.		

The	key	risk	factors	for	type	2	diabetes	are	overweight	and	obesity,	physical	inactivity,	
diet,	smoking	and	previous	gestational	diabetes.	We	know	little	about	the	risk	factors	for	
type	1	diabetes.	

The	increased	incidence	of	diabetes	could	be	due	to	previously	unknown	cases	being	
diagnosed,	or	the	fact	that	those	diagnosed	with	diabetes	live	for	longer.		

In	the	years	to	come,	the	number	of	people	living	with	diabetes	will	increase,	although	the	
number	of	new	cases	of	diabetes	appears	to	be	levelling	out	(45).		

 

Figure 14. The percentage of men with diabetes in 10-year age groups in Tromsø, in 2007–2008 and 
2015–2016. Source: Tromsø study.   
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Status and trends in lifestyle factors 

Smoking,	diet	and	physical	activity	are	important	risk	factors	for	cardiovascular	disease,	
cancer,	diabetes	and	COPD.		

The	risk	factors	are	also	important	for	musculoskeletal	disorders	and	mental	health.	They	
also	affect	the	incidence	of	overweight	and	obesity,	high	blood	pressure,	blood	glucose	and	
blood	cholesterol.	The	increase	in	life	expectancy	observed	both	in	Norway	and	other	
countries	in	recent	years	could	be	counteracted	by	the	obesity	epidemic	(35).	

Lower	consumption	of	alcohol	and	other	substances	in	the	population	could	provide	a	
substantial	public	health	benefit	and	contribute	to	reducing	social	inequality	in	health	
(46).		

The	following	pages	describe	the	status	of,	and	trend	in,	lifestyle	factors.		

Smoking	and	snus	use		

Since	2000,	the	number	of	people	who	smoke	in	Norway	has	fallen	equally	for	both	men	
and	women.	However,	the	use	of	snus	has	increased	during	the	same	period,	and	since	
2014	daily	use	of	snus	has	become	more	common	than	daily	smoking	among	Norwegian	
men;	see	figure	15	on	the	next	page.	

• 11	per	cent	are	daily	smokers,	and	8	per	cent	are	occasional	smokers.	

• 12	per	cent	are	daily	snus	users	and	4	per	cent	are	occasional	snus	users.	

Daily	smoking	is	most	common	in	groups	with	low	educational	attainment;	see	the	section	
on	social	inequalities	in	health	on	page	48.	Snus	is	currently	the	predominant	form	of	
tobacco	among	younger	age	groups.	Among	16–24-year-olds,	daily	snus	use	has	been	at	a	
high,	stable	level	in	recent	years,	and	is	highest	among	men	(1);	see	Table	4	next	page.		
Among	adolescents,	only	two	per	cent	currently	smoke	on	a	daily	basis,	and	smoking	
seems	to	be	on	its	way	to	disappearing	among	Norwegian	youth.		

What	determines	a	person’s	lifestyle	factors?		

Healthy	eating	and	physical	activity	is	a	challenge	in	an	obesity-promoting	society.	For	
example,	ready-made	meals	of	low	nutritional	quality	and	sugary	drinks	are	always	
available.	Many	people	have	sedentary	jobs.	More	time	is	spent	on	sedentary	activities	
at	work	or	at	home.	

Family,	our	childhood	environment,	education	and	financial	situation	can	either	
weaken	or	strengthen	our	ability	to	look	after	our	health.	Such	factors	are	often	
referred	to	as	“health	determinants”	and	include	income	and	employment,	childhood	
environment	and	education,	social	support	networks,	residential	and	local	community,	
culture,	health	services	and	personal	health	habits.		

Education	is	an	example	of	an	underlying	factor	that	is	important	for	health	throughout	
life.	Around	three	in	four	pupils	at	upper	secondary	school	complete	their	education	
within	five	years	(1;2).	Dropping	out	of	upper	secondary	school	reduces	opportunities	
in	the	labour	market,	increases	the	likelihood	of	receiving	disability	benefit	and	results	
in	poorer	living	conditions	and	health	(3;4).	
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Table 4. Daily use of snus among younger age groups from 2014–2017.  Source: Statistics Norway 2018. 
 2014 2015 2016 2017 

Age Men Women Men Women Men  Women Men Women  
16–24 yrs 23 % 12 % 20 % 13 % 21 % 17 % 25 % 14 % 
25–34 yrs 23 % 8 % 23 % 8 % 21 % 15 % 32 % 12 % 
35–44 yrs 18 % 2 % 17 % 1 % 16 % 3 % 19 % 5 % 
	
	

 
Figure 15. Proportion who smokes or use snus on a daily basis, all age groups combined. Source: 
Statistics Norway. 
	
	

Alcohol	consumption		

When	average	consumption	increases,	the	extent	of	both	risky	alcohol	consumption	and	
alcohol	damage	increases,	and	conversely	–	the	extent	of	alcohol-related	damage	is	
reduced	when	consumption	decreases	(47;48).		

• On	average,	Norwegians	consume	almost	seven	litres	of	pure	alcohol	per	year,	
calculated	per	capita	aged	15	and	older.	

• The	registered	consumption	increased	until	2008	and	then	decreased	somewhat;	
see	figure	16	on	the	next	page.	

• Men	drink	approximately	twice	as	much	as	women.	Binge	drinking	is	more	
prevalent	in	younger	age	groups	and	among	men	(18).		

• Among	the	elderly,	the	last	decades	saw	an	increase	in	both	the	proportion	who	
drank	alcohol	and	in	the	frequency	of	drinking	(18).		

Among	adolescents	(15–16-year-olds),	alcohol	consumption	increased	from	the	mid-
1990s	and	then	decreased	from	the	early	2000s	(49).			
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Figure 16. Annual registered alcohol consumption per capita aged 15 and older (litres of pure alcohol), 
1980–2016 (Statistics Norway did not publish sales figures for 1998). Source: Statistics 
Norway/Norwegian Institute of Public Health. 
	

	

Diet	

Most	children	and	adults	have	a	varied	diet,	although	the	consumption	of	whole	grains,	
fish,	vegetables	and	fruit	is	lower	than	recommended.	

A	large	proportion	of	the	diet	consists	of	sweet,	fatty	and	salty	foods	of	low	nutritional	
value	(50).	These	foods	take	the	place	of	healthier	foods	and	can	also	contribute	to	
high	energy	intake	and	weight	gain.	High	salt	intake	can	lead	to	high	blood	pressure.	

The	intake	of	soft	drinks	and	confectionery	contributes	to	high	sugar	intake	and	the	
consumption	figures	show	the	following:		

• The	consumption	of	confectionery	and	other	sugary	products	was	14.5	kg	per	
person	in	2016,	while	in	1960	it	was	less	than	one	third	of	this	(4.6	kg)	(51).		

• The	average	consumption	of	soft	drinks	with	added	sugar	was	54	litres	per	capita.	
This	is	a	marked	reduction	since	2000,	when	consumption	was	90	litres,	but	
consumption	is	still	too	high.		

From	2000	to	2016,	the	added	sugar	content	in	the	diet	decreased	from	17	per	cent	to	12	
per	cent	of	total	energy	intake.	This	is	still	higher	than	the	recommended	maximum	
energy	percentage	(E%)	of	10.	

The	average	salt	intake	is	estimated	to	be	around	10	grams	per	person	per	day,	and	this	is	
twice	as	high	as	recommended.		
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Nutritional	deficiencies	
Children	and	adolescents	require	an	extra	amount	of	certain	vitamins	and	minerals	for	
their	growth	and	development.	Young	women	who	are	planning	a	pregnancy	should	have	
a	good	nutritional	status	to	ensure	healthy	foetal	development.	Nutritional	deficiencies	are	
a	problem	for	young	women	in	particular:		

• The	Tromsø	study	registered	that	the	vitamin	D	status	of	1	in	6	tested	in	the	15–18	
year	age	group	was	so	low	as	to	be	characterised	as	a	deficiency	(52).		

• A	low	intake	of	iodine,	folate	and	iron	was	also	registered	in	young	women	
(53;54).		

Physical	activity			

The	majority	of	children	under	10,	but	only	around	half	of	15-year-olds,	meet	the	
Norwegian	health	authorities’	recommendations	for	physical	activity.	The	
recommendation	is	moderate	or	high	intensity	for	a	minimum	of	60	minutes	per	day	(55).		

Among	adults,	around	30	per	cent	meet	the	recommendations	for	physical	activity	when	
registered	using	an	activity	tracker;	see	figure	17	on	the	next	page.	Activity	trackers	
provide	more	reliable	survey	data	than	questionnaires.	

The	recommendation	for	adults	is	moderate	physical	activity	for	at	least	150	minutes	per	
week,	i.e.	a	minimum	of	30	minutes	per	day,	five	days	per	week	(56–58).	For	those	who	
are	sedentary	for	more	than	eight	hours	per	day	in	connection	with	work,	transport,	etc.,	a	
minimum	of	one	hour	of	moderate	activity	is	recommended	per	day	(59).	

Adults	currently	spend	an	average	of	nine	hours	per	day	seated.	On	average,	men	spend	
more	time	on	sedentary	activities	than	women.		

Overweight	and	obesity	

A	body	mass	index	(BMI)	over	25	kg/m2	is	considered	overweight,	and	obesity	is	a	BMI	
over	30	kg/m2.	Obesity	in	particular	is	associated	with	a	considerably	increased	risk	of	
illness	and	impaired	health.	See	also	the	text	box	on	page	37.		

Among	children,	the	incidence	of	overweight	probably	increased	up	until	the	2000s,	but	
appears	to	have	changed	slightly	in	the	last	decades;	see	figure	18	on	the	next	page.		
Around	14	per	cent	of	girls	and	11	per	cent	of	boys	in	the	third	year	of	school	(ages	8-9)	
are	overweight,	while	3	per	cent	of	girls	and	2	per	cent	of	boys	are	obese	(60).		

The	proportion	of	overweight	adolescents	has	increased	in	recent	decades.	This	is	an	
alarming	trend.	The	average	weight	and	proportion	of	overweight	or	obese	adolescents	
increased	in	Nord-Trøndelag	county	from	1995–1997	to	2006–2008	(61).	The	Tromsø	
study	“Fit	futures	2”	shows	that	in	the	period	2012–2013,	21	per	cent	of	young	women	
and	28	per	cent	of	young	men	aged	18–20	were	overweight	or	obese	(62).	
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Figure 17.	The proportion of adult men and women who meet the recommendation for 150 minutes of 
moderate physical activity per week. Source: Norwegian Directorate of Health (57).  
 
	

	

Figure 18.  The proportion of 8–9-year-olds who were overweight or obese in the period 2008–2015. 
Source: Child Growth Study, Norwegian Institute of Public Health. 
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The	proportion	of	adults	with	overweight	or	obesiy	increased	significantly	from	the	mid-
1960s	among	men	and	from	the	mid-1980s	among	women.	The	proportion	with	normal	
weight	is	decreasing.	

Studies	from	Tromsø	and	Nord-Trøndelag	counties	in	the	period	2006–2008	(63;64)	and	
2016	(unpublished	figures	from	Jacobsen)	show	that:	

• The	minority,	around	25	per	cent	of	men	and	40	per	cent	of	women,	are	of	normal	
weight.																													

• Around	25	per	cent	of	men	and	21	per	cent	of	women	aged	40–69	are	obese;	see	
figure	19.	In	total,	the	majority	are	overweight	or	obese,	and	the	proportion	is	
highest	among	men.		
	

 

Figure 19. The proportion of obese adults (BMI ≥ 30 kg/m2) in the Tromsø studies. Men and women 
aged 40–69, age-adjusted figures. The proportion who are overweight are not shown here. Source: 
Koster Jacobsen, unpublished data. 
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Is	Norway	achieving	the	goals	for	changes	in	lifestyle	factors	and	
improvements	in	biological	risk	factors?	 

WHO	has	established	nine	goals	to	combat	premature	death	before	the	age	of	70	from	
cardiovascular	disease,	cancer,	COPD,	and	diabetes.	Six	of	these	goals	concern	four	
partially	overlapping	risk	factors	for	diet,	physical	activity,	tobacco	and	alcohol.	Two	of	the	
goals	concern	blood	pressure	control	and	obesity;	see	figure	20.	

Progress	is	being	made	on	most	of	the	goals,	but	in	terms	of	halting	the	increase	in	obesity	
and	diabetes,	Norway	is	heading	in	the	wrong	direction	(38).		

At	present,	we	have	no	data	showing	trends	over	time	for	the	amount	of	salt	in	the	diet.	
We	also	require	better	data	to	follow	the	trend	in	physical	activity	among	children,	and	it	
will	be	important	to	monitor	trends	among	the	different	groups	in	society. 

For	more	information,	see	https://www.fhi.no/nettpub/ncd/	and	the	Norwegian	
Government’s	National NCD strategy for the period 2013–2017.	 

 

 Goals	for	combating	cardiovascular	
disease,	cancer,	COPD	and	diabetes	
2010–2025	

 
Status	

 

 
Alcohol:	At	least	a	10%	reduction	in	
harmful	use	

 
Heading	in	the	right	direction:	
0–8%	decrease	

 

 
Physical	inactivity:	10%	reduction	

 
Tendency	in	the	right	direction	
for	adults.	Lack	of	data	for	children.	

 

 
Salt	intake:	30%	reduction	

 
No	figures	for	Norway	over	time	

 

 
Tobacco	use	(smoking	and	snus):														
30%	reduction	

 
Heading	in	the	right	direction:	
10–22%	decrease	

 

 
High	blood	pressure:	25%	reduction	in	
the	proportion	of	people	with	high	blood	
pressure	

 
Almost	there	

 

 
Stop	the	increase	in	the	proportion	of	
people	with	obesity	and	diabetes	

 
Heading	in	the	wrong	direction	

Figure 20. WHO’s goals for changes in lifestyle factors and biological risk factors and status of goal 
attainment in Norway, based on current figures. The goals have been set to combat premature death 
before the age of 70 from cardiovascular disease, cancer, COPD, and diabetes.  
  

https://www.fhi.no/nettpub/ncd/
https://www.fhi.no/nettpub/ncd/
https://www.fhi.no/nettpub/ncd/
https://www.regjeringen.no/no/dokumenter/ncd-strategi/id735195/
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Health among children and adolescents 

The	health	status	of	children	and	adolescents	in	Norway	is	generally	good.		

Mental	health:	Around	seven	per	cent	of	preschool	and	school	age	children	have	symptoms	
consistent	with	a	mental	disorder	when	examined	(65;66).	The	most	common	mental	
disorders	during	childhood	are	behavioural	disorders,	depression	and	anxiety	disorders.	
The	incidence	of	anxiety	and	depression	increases	during	adolescence.	Among	girls	aged	
15–17,	the	proportion	diagnosed	by	the	Children’s	and	Young	People's	Psychiatric	Out-
Patient	Clinic	rose	from	five	to	seven	per	cent	over	a	five-year	period	from	2011	to	2016.	

Physical	health:	Participation	in	the	Norwegian	Childhood	Immunisation	Programme	is	
very	high,	and	the	spread	of	the	serious	infectious	childhood	diseases	is	rare	(67).		

The	most	common	chronic	diseases	among	children	are	asthma,	allergies	and	atopic	
eczema,	which	occur	in	about	a	quarter	of	all	children	during	childhood.	

Norway	is	one	of	the	countries	in	the	world	with	the	highest	incidence	of	type	1	diabetes	
in	children	under	15.	There	has	been	a	gradual	increase	in	the	number	of	new	cases.	In	the	
under-15	age	group,	more	than	2,000	children	have	type	1	diabetes,	and	around	350	new	
cases	are	diagnosed	every	year	(45).		

Around	200	children	and	adolescents	under	the	age	of	18	are	diagnosed	with	cancer	each	
year.	The	most	common	forms	of	cancer	among	children	are	leukaemia	and	lymphoma	
(68).		

Injuries:	Annually,	around	600,000	patients	with	one	or	more	injuries	are	treated	by	the	
primary	and	specialist	health	services.	Every	fourth	injury	that	is	treated	is	registered	for	a	
child	or	adolescent	under	18.	This	is	shown	in	analyses	of	data	from	the	Norwegian	Patient	
Register	and	reimbursement	data	from	the	primary	health	service	for	the	period	2009–
2011	(19).	In	the	10–17	year	age	group,	superficial	injuries,	sprains	and	fractures	are	the	
most	common	types	of	injury.	Together,	these	are	responsible	for	around	60	per	cent	of	all	
injuries	in	this	age	group	(19).		

Changes	in	family	structure	and	fertility		

In	recent	decades,	there	have	been	major	changes	in	fertility	patterns	and	family	
structures	in	the	wealthy,	industrialised	nations	(1).	Both	women	and	men	have	fewer	
children.	

• In	2017,	age	at	first	birth	was	approximately	29	years	for	women	and	32	years	
for	men.		

• Around	one	in	four	men	and	one	in	seven	women	will	be	childless.		
The	use	of	assisted	reproductive	technology	has	increased.		Currently,	around	4	per	
cent	of	children	in	Norway	are	born	following	assisted	fertilisation.		
Increasingly,	more	people	are	separating,	which	is	often	followed	by	a	new	
relationship.	Such	changes	contribute	both	to	an	increase	in	the	number	of	years	a	
person	lives	without	a	partner,	and	to	a	greater	proportion	of	the	population	now	living	
in	blended	families.		
These	changes	in	family	patterns	and	fertility	influence	the	health	of	both	children	and	
adults	through	social	and	biological	mechanisms.				
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Health among the elderly 

From	2002	to	2015,	three	in	four	in	the	65–79	year	age	group	reported	good	or	very	good	
health	(69).	More	elderly	people	in	good	health	is	desirable,	but	will	pose	challenges	for	
Norwegian	society	(70).		

Recent	studies	suggest	that	there	has	been	some	improvement	in	cognitive	function	
among	the	elderly	(71;72)	and	a	reduction	in	the	incidence	of	age-specific	dementia	over	
the	last	two	decades	(73;74).	However,	studies	of	physical	functioning	do	not	show	the	
same	positive	trend	(72;75;76),	especially	for	women	(77;78).			

With	increasing	age,	the	risk	of	chronic	diseases	increases	(79).	Cardiovascular	disease	
and	cancer	are	common	diseases	among	the	elderly.	Both	the	prevalence	and	incidence	of	
type	2	diabetes	increase	considerably	with	age,	peaking	at	around	age	80.	In	2012,	almost	
11	per	cent	of	80-year-olds	were	taking	blood-glucose-lowering	drugs	(45).		

Overall,	impaired	musculoskeletal	health	is	more	common	among	middle-aged	persons	
and	older	people	than	among	younger	people.	Hip	fractures	in	particular	affect	many	older	
people.		

	
Sight	and	hearing		
Impaired	sight	and	hearing	are	common	among	the	elderly	and	for	many	this	will	impact	
their	everyday	functioning	and	social	contact.	Currently,	almost	one	in	ten	people	over	the	
age	of	66	say	they	have	problems	with	their	eyesight,	even	when	wearing	glasses	(69).		

Close	to	one	half	of	the	population	over	the	age	of	65	and	around	three	in	four	of	those	
over	74	have	a	hearing	impairment	that	impacts	their	ability	to	communicate	(80).		

	
Dementia	and	mental	health	
In	Norway	and	globally,	the	number	of	people	suffering	from	dementia	has	risen	and	is	
expected	to	increase	considerably	in	the	coming	years	due	to	a	higher	proportion	of	
elderly	people	in	the	population.	Globally,	it	is	estimated	that	the	number	of	people	with	
dementia	will	triple	by	2050	(20).		

• An	estimated	80,000-100,000	people	suffer	from	dementia	in	Norway	today	(23).		
• In	Norway,	around	300,000	people	are	close	relatives	of	someone	with	dementia	

(23).		

There	are	currently	around	40,000	nursing	home	placements	in	Norway.	Around	80	per	
cent	of	the	residents	have	dementia	(81;82).		

While	genetics	play	a	role	in	the	risk	of	dementia,	the	same	factors	that,	throughout	life,	
increase	the	risk	of	cardiovascular	disease	also	seem	to	increase	the	risk	of	dementia.	This	
means	that	many	cases	of	dementia	are	preventable	(83).		

In	2007,	the	incidence	of	depressive	disorders	among	men	and	women	in	the	60–80	year	
age	group	was	10	per	cent	and	15	per	cent,	respectively.	This	is	shown	by	figures	from	the	
NorLAG	study	(84;85).	We	lack	data	to	indicate	the	trend	over	time	in	Norway.	
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Therapeutic	drug	use		
Because	the	elderly	often	have	more	diseases,	they	also	take	several	drugs	at	the	same	
time.	They	primarily	take	drugs	for	cardiovascular	disease,	infections,	pain,	anxiety,	
depression	and	insomnia.	A	high	number	of	elderly	people	take	drugs	that	increase	the	
risk	of	falls.		

• In	2016,	90	per	cent	of	all	people	over	the	age	of	65	were	prescribed	at	least	one	
therapeutic	drug	(87).	

• Figures	from	the	Norwegian	Prescription	Database	indicate	that	two	in	three	
people	over	65	take	five	or	more	therapeutic	drugs	(polypharmacy).		

• In	the	over-90	age	group,	81	per	cent	of	women	and	78	per	cent	of	men	had	
polypharmacy;	see	figure	21.	

Figure 21. The proportion of people taking from 0 to 21 different therapeutic drugs in 2016, in three age groups for 
men and women.  

Increasingly	more	90-year-olds	
Considerable	growth	will	be	seen	in	the	coming	years	in	the	number	of	elderly	people	
over	80	and	90	years	of	age.	The	proportion	of	people	of	working	age	(aged	20–66)	will	
decrease,	so	that	by	2040,	there	will	be	2.86	active	workers	per	person	aged	over	67,	
according	to	the	main	projection.	The	current	figure	is	4.24.		

Table	5.	The	number	in	the	population	aged	over	67,	80	and	90	years	in	2017	and	according	to	
the	main	alternative	for	population	projection.	Source:	Statistics	Norway.	

 2017 2040 

Total size of population 5,271,000 6,331,000 

Number aged 67+    790,000 1,280,000 

Number aged 80+    220,000    470,000 

Number aged 90+      45,000    100,000 
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Health in the immigrant population 

In	2017,	immigrants	and	the	children	of	immigrants	constituted	around	17	per	cent	of	the	
population	of	Norway,	a	total	of	around	920,000	people	(88).	Around	49	per	cent	had	a	
background	from	Europe	(excluding	Turkey),	while	46	per	cent	had	backgrounds	from	
Africa	or	Asia.	

Immigrants	are	as	satisfied	with	life	as	the	general	population	is,	and	immigrants	are	less	
ill	and	use	health	servicees	to	a	lesser	extent	than	the	general	population	(89).	However,	
there	are	major	differences	between	groups.	Health	varies	with	country	of	origin,	reason	
for	immigration	and	length	of	stay	in	Norway.		

Mental	health	

Refugees	consult	GPs	for	mental	disorders	to	a	somewhat	higher	extent	than	the	general	
population	(90).		Around	half	of	unaccompanied	refugee	minors	have	symptoms	of	post-
traumatic	stress	disorder	upon	or	after	arrival	in	Norway	(91;92).		

Physical	health	

Physical	diseases	among	immigrants,	as	for	the	general	population,	are	primarily	non-
communicable	diseases.	Certain	groups	are	particularly	at	risk:		

• Diabetes	is	widespread	among	immigrants	from	Sri	Lanka	and	Pakistan,	with	20–
24	per	cent	of	adults	aged	30–59	affected,	compared	to	3–6	per	cent	in	the	general	
population	(93).	Women	from	countries	with	a	high	incidence	of	diabetes	have	an	
especially	high	risk	of	developing	gestational	diabetes	(94).	

• Immigrants	from	Eastern	Europe	have	a	higher	risk	of	developing	lung	cancer	and	
stomach	cancer	than	the	general	population	(95).		

• Cardiovascular	disease	is	more	widespread	among	immigrants	from	Southern	Asia	
and	the	Balkans	than	in	the	general	population	(96;97).	Around	20–25	per	cent	of	
immigrants	from	Turkey,	Iraq	and	Pakistan	are	obese.	The	same	applies	to	
Somalian	women,	according	to	self-reported	figures	for	height	and	weight	(98).		

• Vitamin	D	deficiency	is	widespread	among	immigrants	from	countries	outside	
Europe,	especially	the	Middle	East,	Sub-Saharan	Africa	and	South	Asia,	where	
around	three	in	five	people	have	vitamin	D	deficiency	(99).	

Some	immigrant	groups	have	a	higher	incidence	of	certain	infectious	diseases	than	the	
general	population,	of	which	the	majority	are	infected	in	their	country	of	origin.	Most	of	
the	new	annual	cases	of	tuberculosis	and	hepatitis	B	occur	among	immigrants.	The	same	
also	applies	to	one	half	of	new	HIV	cases	(100).		

Lifestyle	factors	

Immigrants	and	the	adult	children	of	immigrants	from	countries	outside	Europe	drink	less	
alcohol	than	the	general	population.	For	example,	one	in	five	young	people	in	Oslo	with	an	
immigrant	background	had	consumed	beer	in	the	last	month	compared	to	about	one	half	
of	young	people	without	an	immigrant	background	(101).		

In	several	immigrant	groups,	there	is	still	a	considerable	proportion	who	smoke	on	a	daily	
basis.	The	average	among	immigrant	men	was	36	per	cent,	compared	to	22	per	cent	
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among	men	in	the	general	population,	according	to	figures	from	Statistic	Norway's	survey.	
Around	45	per	cent	of	immigrant	men	from	Poland,	Kosovo,	Turkey	and	Vietnam	smoked	
on	a	daily	basis.	Among	women,	the	figures	are	somewhat	lower	(98).		

Knowledge	of	immigrant	health	and	use	of	health	services	has	increased	in	recent	years,	
but	is	still	lacking.		
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Social inequality in health 

 
	

Systematic	inequalities	in	health	are	identified	by	comparing	different	groups	in	society.	
The	higher	the	educational	attainment	and	income	of	a	group,	the	higher	the	proportion	of	
people	with	good	health	in	that	group	(102;103).	This	is	known	as	social	inequality	in	
health.	

Health	improves	for	each	rung	of	the	socioeconomic	ladder.	The	higher	a	person’s	
educational	attainment,	the	better	their	health	will	be.	The	same	applies	to	income.	Not	
only	do	the	second	poorest	have	better	health	than	the	very	poorest,	we	also	note	that	the	
very	richest	on	average	have	slightly	better	health	than	the	second	richest.	

Social health determinants 

Factors	that	influence	health	are	often	referred	to	as	“health	determinants”	and	include	
income	and	employment,	childhood	environment	and	education,	social	support	networks,	
residential	and	local	community,	culture,	health	servicees	and	personal	health	habits.	See	
figure	24	on	page	47.		

A	strong	association	between	education	and	health	has	been	reported	in	a	number	of	
countries,	including	Norway	(104).	Education	provides	skills	and	abilities	and	promotes	
the	ability	to	convert	health	information	into	health-promoting	behaviour	such	as	a	
healthy	diet,	physical	activity	and	not	smoking.	It	is	well	documented	that	dropping	out	of	
upper	secondary	school	is	linked	to	subsequent	health	problems	(105);	see	also	the	report	
Health	and	dropping	out	of	upper	secondary	school	(106).			

The	following	pages	present	specific	examples	of	social	inequality	in	Norway.		
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Social inequalities in life expectancy 

• Life	expectancy	is	5–6	years	higher	among	people	who	completed	university	or	
college	education	compared	to	those	who	only	completed	lower	secondary	
education;	see	figure	22.		

• If	someone	is	married,	has	a	university	or	college	education	and	has	a	spouse	with	
the	same	level	of	education,	their	life	expectancy	is	8–9	years	higher	than	for	
unmarried	people	who	have	only	completed	lower	secondary	education	(107).		

• Life	expectancy	inequalities	not	only	apply	from	birth	but	persist	throughout	life.	
For	example,	a	95-year-old	with	high	educational	attainment	has	a	greater	life	
expectancy	than	a	95-year-old	with	low	educational	attainment	(108).	 

Social	inequalities	in	life	expectancy	have	increased	

Women	and	men	with	a	tertiary	education	(university,	trade	schools	and	colleges)	had	the	
highest	life	expectancy	throughout	the	period	from	1961	to	2015;	see	figure	23,	which	
shows	the	life	expectancy	for	35-year-old	men	and	women	in	different	education	groups	
from	1961	to	2015.		

• Among	men,	the	difference	between	the	groups	with	low	and	high	educational	
attainment	was	1.9	years	in	1961.	By	2015,	this	had	increased	to	6.4	years.		

• Among	women,	the	difference	increased	from	1.4	years	in	1961	to	5	years	in	2015.		

Women	with	low	educational	attainment	showed	the	least	favourable	trend	both	in	the	
period	1960–1970	and	later	(109).		

In	order	to	explain	the	social	inequalities	in	health,	mortality	and	life	expectancy,	we	must	
look	at	both	disease	patterns	and	lifestyle	factors:	

Differing	smoking	habits	and	thereby	differences	in	mortality	from	smoking-related	
diseases	are	probably	a	major	reason	underlying	the	social	inequalities	in	mortality	and	
life	expectancy	in	Norway	(104;112).	Women	and	men	with	high	educational	attainment	
were	the	first	to	quit	smoking,	and	the	decrease	in	mortality	from	cardiovascular	disease,	
lung	cancer	and	COPD	therefore	began	in	these	groups	(18).		

As	the	groups	with	lower	educational	attainment	eventually	change	their	smoking	habits,	
we	expect	these	to	follow	a	positive	trend,	and	the	gap	to	the	groups	with	medium	and	
high	educational	attainment	to	reduce.		
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Figure 22. Life expectancy for 30-year-olds by highest level of educational attainment, average for 2009–
2015. Source: Norhealth, Statistics Norway. 

Figure 23. Life expectancy for women and men aged 35 in Norway, 1961–2015, grouped according to 
level of educational attainment. We note that those who completed tertiary education had the highest 
life expectancy throughout the entire period.  
Source: 1961–1989: Steingrimsdottir (2012), 1990–2015: Statistics Norway/Norhealth.. The level of the 
figures from Steingrimsdottir (2012) has been slightly adjusted for comparability. 
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Geographical inequalities reflect socioeconomic inequalities 

Major	inequalities	exist	between	municipalities,	districts	and	counties	in	terms	of	life	
expectancy	and	other	health-related	indicators.		

• There	is	a	difference	in	life	expectancy	of	up	to	10–12	years	between	men	living	in	
the	municipalities	with	the	highest	and	lowest	life	expectancies,	respectively.	For	
women,	the	corresponding	difference	is	up	to	8–10	years.	

• Within	Oslo,	the	difference	between	districts	is	up	to	8	years	for	men,	and	5	years	
for	women.		

	
There	may	be	several	reasons	for	geographical	inequalities	in	health	(110):		

• In	some	municipalities,	there	may	be	many	people	with	high	educational	
attainment,	while	in	other	municipalities	there	are	few.	This	probably	has	a	two-
fold	effect:	an	individual’s	health	might	be	influenced	not	only	by	the	level	of	their	
own	educational	attainment	and	income,	but	also	by	that	of	the	municipality	since	
this	level	has	consequences	for	other	people’s	lifestyle,	which	may	influence	the	
individual.		

• There	are	inequalities	in	the	man-made	environment	such	as	workplaces,	schools,	
health	services,	sports	facilities,	pollution	and	noise.	These	environmental	factors	
impact	education	and	income,	yet	also	result	from	them.	Equally,	they	are	the	
result	of	local	and	national	policies,	and	of	political	decisions	locally	and	nationally	
and	the	“unalterable	physical	environment”	(see	below).	The	man-made	
environment	is	also	a	health	determinant	in	terms	of	whether	it	provides	access	to	
good	health	services	and	sports	amenities.		

• Proximity	to	natural	resources,	climate,	UV	radiation	and	distance	to	urban	centres	
are	examples	of	the	“unalterable	physical	environment”,	and	which	may	vary	
between	municipalities.	This	environment	is	a	key	factor	for	the	man-made	
environment	in	that	it	influences	access	to	good	jobs	and	health	services,	and	may	
also	impact	public	health	and	mortality	more	directly.	

	
A	study	of	geographical	inequalities	in	mortality	demonstrated	that	level	of	educational	
attainment	and	income,	along	with	other	sociodemographic	factors,	could	account	for	80	
per	cent	of	the	geographical	variations	in	mortality	among	men	(110).	The	corresponding	
figure	for	women	was	73	per	cent.	
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Social inequalities in health and disease 

The	social	inequalities	in	health	apply	to	virtually	all	diseases,	injuries	and	disorders	
(104).		

• Cancer:	total	cancer	mortality	is	higher	among	those	with	low	educational	
attainment	(111;112).	

• COPD:	for	those	who	have	only	completed	lower	secondary	education,	the	risk	of	
COPD	is	three	times	that	of	those	with	a	university	education.	This	still	applies	
when	smoking	habits	and	occupation	are	taken	into	account	(113–115).		

• Heart	attack:	acute	myocardial	infarction	or	heart	attack	occurs	more	often	among	
people	with	low	educational	attainment	than	among	those	with	high	educational	
attainment	(39).	Patients	with	low	educational	attainment	are	also	at	high	risk	of	
dying	following	a	heart	attack,	both	within	28	days	and	within	one	year	of	the	
heart	attack	(116).		

• Mental	disorders:	people	with	low	socioeconomic	status	have	a	higher	risk	of	
mental	disorders	(117).		

• Adolescents	from	families	with	high	socio-economic	status	are	more	likely	to	
report	higher	quality	of	life,	better	health	and	fewer	mental	disorders	than	their	
age-peers	from	families	with	low	socio-economic	status	(118).	

• The	incidence	of	injuries	and	accidents	is	higher	among	groups	with	low	
educational	attainment	than	among	groups	with	high	educational	attainment	
(119).			

Figure 24.  Underlying factors can promote health or increase the risk of disease. Illustration according to 
Whitehead and Dahlgren, 1991. 
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Social inequalities in lifestyle factors 

Major	social	inequalities	in	lifestyle	factors	and	other	health	determinants	persist	in	
Norway.	Many	chronic	diseases	are	largely	a	result	of	the	population’s	lifestyle	factors	
over	time.	Lifestyle	factors	are	heavily	influenced	by	childhood	environment,	living	
conditions	and	culture,	and	the	social	inequalities	in	lifestyle	factors	account	for	many	of	
the	social	inequalities	in	morbidity	and	mortality.		

Educational	disparities	in	smoking	habits	are	considered	to	be	one	of	the	main	causes	of	
social	inequality	in	life	expectancy	(120).		

The	proportion	of	smokers	in	the	group	who	only	completed	lower	secondary	education	is	
24	per	cent,	but	just	5	per	cent	in	the	group	who	completed	tertiary	education;	see	figure	
25.		

We	have	also	noted	social	inequalities	for	other	lifestyle	factors:	

• The	proportion	of	physically	active	people	is	highest	among	those	with	high	
educational	attainment;	see	figure	26.	

• Alcohol	consumption	is	highest	among	higher-status	socioeconomic	groups,	while	
risky	alcohol	consumption	is	less	prevalent	in	these	groups	(121).	The	drinking	
habits	of	adolescents	from	families	with	low	social	status	(parents	with	low	
educational	attainment	or	not	working)	are	also	more	risky;	they	start	drinking	
alcohol	at	an	earlier	age,	drink	more	frequently	and	are	intoxicated	more	often	
than	their	age-peers	(122).	

The	proportion	of	overweight	individuals	is	30	per	cent	higher	among	the	children	of	
mothers	with	low	educational	attainment	than	among	children	of	mothers	with	high	
educational	attainment.	The	proportion	of	individuals	with	abdominal	obesity	follows	the	
same	pattern	(123).	The	proportion	of	overweight	and	obese	individuals	is	also	highest	
among	adults	in	groups	with	lowest	educational	attainment;	see	figure	27.	

With	regard	to	general	practitioner	services	and	hospital	admissions,	there	are	no	major	
social	inequalities,	but	groups	with	high	socioeconomic	status	are	more	likely	to	consult	
specialists	in	private	practice,	dentists	and	public	out-patient	clinics	(124;125).	

Cancer	patients	with	high	educational	attainment	and	income	consistently	have	a	better	
survival	rate	for	the	most	common	forms	of	cancer,	compared	to	patients	with	lower	
educational	attainment	and	income	(126;127).	The	reasons	for	this	are	unknown,	but	
studies	indicate	that	groups	with	lower	socioeconomic	status	receive	intensive	treatment,	
such	as	surgery,	to	a	lesser	extent	than	groups	with	high	status	(128).		

Recent	studies	also	demonstrate	that	heart	patients	with	high	educational	attainment	
receive	better	treatment	and	have	better	health	outcomes	than	heart	patients	with	low	
educational	attainment	(129;130).		
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Figure 25. Use of tobacco in different educational attainment groups. Percentage, standardised. Both sexes, aged 
25–79. Source: Norhealth, Statistics Norway. 

Figure 26. The proportion of individuals who report that in their leisure time they usually engage in physical activity 
for more than 2.5 hours per week in which they perspire and become short of breath. Both sexes, aged 25–79. 
Percentage, standardised. Source: Norhealth, Statistics Norway. 

 
Figure 27. Overweight and obesity in different educational attainment groups. Based on self-reported height and 
weight. Percentage, standardised. Both sexes, aged 25–79. Source: Norhealth, Statistics Norway. 
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Social inequalities create health inequalities 

Basically,	all	factors	that	influence	public	health	and	which	are	socially	disparate	are	
instrumental	in	creating	and	perpetuating	social	inequalities	in	health.		

In	order	to	even	out	health	inequalities,	all	of	the	underlying	factors	can	be	taken	as	a	
starting	point;	see	figure	28.	Fundamental	social	factors	affect	the	entire	causal	chain.		

Lifestyle	factors,	social	support	and	other	physical	and	social	environmental	factors	
directly	influence	health.	

Health	services	can	counter	the	inequalities	that	are	created	earlier	in	the	causal	
chain.	Employment	and	adapted	training	also	help	to	counter	the	inequalities.	

One	of	the	goals	of	public	health	work	is	to	create	a	society	that	promotes	health	for	the	
entire	population	and	reduces	social	inequalities	in	health.		

The	challenge	in	the	coming	years	will	be	to	close	the	health	gap	between	the	groups	with	
low	and	high	socioeconomic	status.		

Efforts	to	improve	living	conditions,	such	as	employment,	education	and	residential	
environment,	could	help	to	improve	health.	This	will	also	reduce	social	inequalities	in	
health	and	increase	life	expectancy	in	all	groups.	The	major	inequalities	in	health	and	
lifestyle	factors	seen	in	Norway	are	a	societal	problem	and,	as	such,	can	potentially	be	
reduced	(104).	

Reduced	social	inequalities	in	health	are	also	an	important	aim	of	public	health	work.	
Levelling	out	the	social	inequalities	in	health	represents	a	huge	potential	for	improving	
public	health.	

	

Figure 28. Examples of areas in which interventions can reduce social inequalities in health. On the far 
left are the fundamental factors that influence the entire causal chain. 
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Challenges and preparedness in infectious disease control and 
environmental health protection 
	

 

Infectious diseases and antimicrobial resistance 

Infectious	diseases	constitute	a	small	proportion	of	the	burden	of	disease	in	Norway	today.	
Diseases	are	largely	limited	by	high	vaccination	coverage	and	other	preventive	measures.		
Vaccination	coverage	in	the	Norwegian	Childhood	Immunisation	Programme	is	high,	so	
there	is	currently	a	low	incidence	of	the	diseases	included	in	the	Programme	(67).		
However,	we	also	face	some	challenges:	

• At	least	one	in	20	patients	in	healthcare	institutions	has,	at	any	time,	a	hospital-
acquired	infection	(131).	

• An	estimated	25,000–35,000	people	have	a	chronic	infection	caused	by	the	
hepatitis	B	or	C	virus.	A	high	proportion	of	these	people	will	need	treatment	in	the	
years	ahead	(132;133).		

• The	incidence	of	gonorrhoea	and	syphilis	has	increased	in	recent	years,	according	
to	reports	to	the	Norwegian	Surveillance	System	for	Communicable	Diseases	
(MSIS).	The	incidence	of	antibiotic-resistant	gonococci	is	increasing	(133).	In	2017,	
1,399	cases	of	gonorrhoea	were	diagnosed	in	Norway	(134).		

	

The	situation	could	change	rapidly	if	preventive	measures	are	no	longer	prioritised.	It	is	
important	to	bear	in	mind	that	measles	is	still	one	of	the	leading	global	causes	of	infant	
death.		

New	infectious	diseases,	such	as	a	new	strain	of	influenza,	can	arise	and	spread.	Human	
interaction	in	previously	undisturbed	ecosystems	is	leading	to	more	contact	between	
animals	and	humans	and	exposure	to	new	infectious	agents.	Since	1940,	more	than	300	
new	infectious	diseases	have	been	discovered	(135).	Around	two	thirds	of	all	new	
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infectious	diseases	are	transmitted	from	animals	to	humans.	International	trade	in	food	
and	animals,	migration	and	travel	result	in	increased	infection	pressure,	including	in	
Norway.		

Susceptibility	to	infections	is	increasing	in	the	population,	partly	due	to	increased	use	of	
immunosuppressive	drugs.		Increased	life	expectancy	will	also	result	in	more	people	being	
susceptible	to	infectious	diseases,	because	the	immune	system	weakens	with	age.	

Experience	from	the	Ebola	epidemic	in	West	Africa	in	2014	demonstrated	that	the	global	
community	was	not	prepared	to	deal	with	such	threats,	and	that	a	coordinated	global	
response	is	necessary.	Every	country	must	have	the	preparedness,	competence	and	
capacity	to	respond	rapidly	to	health	crises.	
	
Antimicrobial	resistance	–	a	mounting	challenge		

It	is	estimated	that	resistance	results	in	700,000	deaths	globally	each	year,	and	that	10	
million	people	will	die	annually	of	infections	caused	by	antibiotic-resistant	bacteria	by	
2050	if	we	do	not	identify	solutions	to	limit	this	trend	(136).		
Norway	has	so	far	managed	to	control	the	incidence	of	antimicrobial	resistance	through,	
for	example,	comprehensive	infectious	disease	control	measures	in	healthcare	institutions	
and	responsible	use	of	antibiotics.	However,	infection	pressure	and	the	incidence	of	
resistance	may	eventually	be	so	great	that	such	measures	are	no	longer	sufficient.	
Infections	might	become	incurable,	and	surgical	procedures	and	cancer	treatment	difficult	
to	carry	out.	

Some	examples	of	the	trends	in	Norway	(Norwegian	Surveillance	System	for	
Communicable	Diseases	(MSIS)):	

• Since	2010,	there	has	been	a	significant	increase	in	community-associated	MRSA	
(cases	that	have	neither	been	admitted	to	hospital,	worked	in	a	healthcare	
institution	nor	reported	as	being	infected	abroad)	and	MRSA	contracted	abroad.		
See	figure	29.	

• Vancomycin-resistant	Enterococcus	(VRE)	is	an	increasing	threat	in	Norwegian	
hospitals.	Before	2010,	virtually	no	cases	had	been	reported	but	since	then	several	
outbreaks	have	been	reported	in	hospitals	throughout	Norway.	In	2017,	MSIS	
received	notification	of	384	new	cases	of	VRE	–	the	highest	number	ever	reported	
in	one	year.		

• It	is	of	particular	concern	that	bacteria	with	the	ESBLCARBA	resistance	mechanism	
have	spread	to	Norwegian	healthcare	institutions.		In	2015,	45	cases	of	infection	
with	such	bacteria	were	diagnosed,	compared	to	10	cases	in	2012,	the	majority	
among	patients	who	had	been	treated	abroad.	Increasingly	more	outbreaks	of	
these	infections	are	being	reported	internationally	and	the	mortality	rate	is	high	
(137).	

• The	incidence	of	antibiotic-resistant	gonococci	is	increasing.	In	2017,	1,399	cases	
of	gonorrhoea	were	diagnosed	in	Norway,	and	there	are	now	only	a	few	treatment	
options	available	that	the	bacteria	are	not	resistant	to	or	have	reduced	
susceptibility	to.	

	

Overconsumption	of	antibiotics	increases	the	risk	of	the	development	of	antimicrobial	
resistance.	One	of	the	goals	of	the	Norwegian	Government’s	health	policy	strategy	is	to	



 

53 
 

reduce	antibiotic	use	by	30	per	cent	from	2012	until	the	end	of	2020.	There	is	every	
indication	that	we	are	heading	in	the	right	direction.	For	example,	total	antibiotic	
consumption	among	children	changed	little	from	2005	to	2012,	but	fell	by	24	per	cent	
from	2012	to	2016	(138).	

The	combination	of	an	increasing	incidence	of	antimicrobial	resistance	and	the	
development	of	few	new	antibiotics	has	caused	WHO	and	other	international	bodies	to	
regard	antimicrobial	resistance	as	a	serious	threat	to	future	medical	treatment.		

	

Figure 29. Trends in the number of reported cases of MRSA infection and carrier state 2010–2016. *Up 
to and including 23 November 2016. Source: MSIS.no 
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Air pollution and environmental pollutants 
	

 
	

Air,	water	and	soil	pollution	is	a	major	global	problem.	

• Burden	of	disease	studies	indicate	that	particulate	matter	and	ozone	exposure	
contribute	to	around	1,500	deaths	in	Norway	every	year.	Air	pollution	has	also	
been	shown	to	be	one	of	the	10	most	prominent	risk	factors	for	the	burden	of	
disease	in	Norway	(10).		

• Air	pollution,	however,	has	decreased	in	Norway	within	the	last	decade.		

Also,	with	regard	to	exposure	to	persistent	environmental	pollutants	such	as	dioxins	and	
PCB,	exposure	is	lower	today	than	it	was	in	the	1970s.	However,	a	number	of	new	
substances	have	emerged.	

The	population	is	exposed	to	multiple	environmental	pollutants	simultaneously	on	a	daily	
basis.	This	can	lead	to	an	increased	risk	of	adverse	health	effects.	For	example,	foetal	and	
infant	exposure	could	increase	the	risk	of	impaired	health	in	later	life.		

On	a	global	scale,	the	harmful	effects	of	pollution	and	environmental	pollutants	on	health	
have	been	substantially	underestimated,	according	to	the	Lancet	Commission	on	Pollution	
and	Health	(139)	and	WHO’s	report	from	2016	(140).	We	lack	large	data	sets	on	exposure	
and	know	little	about	the	relationship	between	exposure	and	the	development	of	disease,	
for	environmental	factors	other	than	particulate	matter	and	ozone.		

A	reduction	in	harmful	substances	is	essential	for	achieving	the	global	sustainable	
development	goals	(SDGs)	adopted	by	the	UN	Member	States.		
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Environmental noise pollution 

Noise is the form of environmental pollution to which most Norwegians are exposed.  

Densification	and	urbanisation	pose	challenges,	and	the	number	of	people	exposed	to	high	
levels	of	noise	outside	their	homes	is	increasing	(141;142).	In	Norway,	road	traffic	is	the	
main	source	of	noise	and	noise	disturbance.	

• The	figures	for	2014	indicate	that	2	million	Norwegians	are	exposed	to	
environmental	noise	above	recommended	levels	(142).		

According	to	WHO,	one	million	healthy	life	years	(DALYs)	are	lost	every	year	from	traffic-
related	noise	in	Western	Europe	(143).		

Effective	and	integrated	spatial	planning	is	necessary	to	avoid	new	noise	conflicts	in	
residential	areas	and	to	prevent	health	disorders	caused	by	environmental	noise.	This	is	
particularly	important	in	susceptible	areas	with	major	population	growth.	Environmental	
noise	pollution	can	cause	many	disorders	and	stress,	sleep	disturbance	and	cardiovascular	
disease	(143).	Noise	at	night,	especially,	is	a	cause	of	impaired	health.	Aircraft	noise	close	
to	schools	is	associated	with	impaired	reading	ability	and	recall	among	pupils	(144).		

Persistent,	intense	noise	stress	levels	above	80–85	dB,	or	brief,	intense	bursts	of	noise	can	
also	cause	permanently	damage	hearing.		

• Some	15	per	cent	of	the	population	over	the	age	of	20	reported	that	they	have	
tinnitus	(145).		

Workplace	noise	represents	the	largest	risk	of	hearing	loss	and	hearing	impairment	such	
as	tinnitus.	Hearing	impairment	tops	the	Norwegian	Labour	Inspection	Authority's	
statistics	of	reported	occupational	injuries.		

Music,	wearing	headphones,	the	use	of	DIY	power	tools	and	other	leisure	noise	appear	to	
have	a	lesser	negative	effect	on	hearing	in	the	general	population	(146).		
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Climate change, extreme weather and natural disasters 

Climate	change	in	the	form	of	increased	temperature	and	pollution	affects	public	health	
both	directly	and	indirectly.	Global	warming	has	been	described	by	WHO,	for	example,	as	
the	most	serious	threat	to	global	health	in	the	21st	century	(147).	The	global	temperature	
has	increased	in	line	with	CO2	concentrations	and	other	gases	in	the	atmosphere,	and	the	
forecast	for	greenhouse	gas	emissions	makes	it	highly	improbable	that	we	will	achieve	the	
target	of	a	limited	temperature	increase	of	2	°C	(148).		

Climate	change	could	result	in	failing	water	supply	and	food	production,	more	extreme	
weather,	drought,	heatwaves,	floods,	rising	sea	levels	and	migration.		

In	Norway,	the	increase	in	temperature	could	result	in	spring	floods	from	snowmelt	
occurring	earlier.	In	recent	decades,	there	has	also	been	an	increase	in	the	frequency	of	
flash	floods.	This	is	linked	to	an	increase	in	extreme	levels	of	precipitation	(149).	As	well	
as	flooding	and	extreme	weather	causing	physical	harm	to	people	and	infrastructure,	it	
could	cause	severe	mental	strain	for	those	affected.		

Rising	temperatures	could	lead	to	an	increased	incidence	of	tick-borne	diseases	and	a	risk	
of	new	insect-borne	diseases	becoming	established	in	Norway.		

The	spread	of	existing	and	new	pollen-
producing	plants	and	an	extended	pollen	
season	could	increase	the	incidence	of	
pollen	allergy.		

As	a	consequence	of	hotter	and	wetter	
climates,	there	is	also	a	risk	that	the	
incidence	of	natural	toxins	could	increase,	
for	example,	mould	fungus	toxins	in	
grains	(150).		

Effective	surveillance	and	channels	for	
alerting	and	notifying	citizens	will	be	key	
measures	in	readying	Norway	for	the	
changes.	The	most	important	challenge	is	
to	achieve	a	global	reduction	in	
greenhouse	gas	emissions.	

	

 
	  

Safe	drinking	water	
An	adequate	supply	of	clean	drinking	
water	is	crucial	for	good	public	health.	In	
Norway,	we	have	fallen	behind	on	vital	
maintenance	of	the	water	pipeline	
network.	Leaks	pose	the	risk	that	
contaminated	water	could	be	drawn	into	
clean	water	pipes	if	pressure	drops.	This	
could	spread	water-borne	infections.	

At	the	present	rate	of	replacement	of	the	
water	pipeline	network,	it	is	estimated	
that	it	will	take	around	145	years	for	the	
entire	network	to	be	upgraded	to	a	
satisfactory	standard.		
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