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Preface

TLV has written this report as part of its ongoing work to understand developments
in the Swedish pharmaceutical market. It should be seen as a complement to the
annual report on pharmaceutical expenditure published by TLV. The purpose of this
report is to analyse the long-term determinants of pharmaceutical expenditure.

What share of the increase in spending from 2015 to 2025 can be explained by
Swedes using drugs in 2025 that did not exist in 2015? To what extent have larger
volumes and price changes of drugs that already existed in 2015 contributed to
increased spending? And how much of the increase can be explained by
demographic changes, namely a larger and older population?

The main conclusion of the report is that the introduction of new drugs is the
primary driver of increased expenditure. A new drug rarely generates substantial
spending during its first year on the market but can do so after some years on the
market as its use becomes more widespread.

This report was produced by Thomas Lane, supervised by chief economist Douglas
Lundin.

Magnus Thyberg
Director General of TLV
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Summary

During the period 2015—2025, pharmaceutical expenditures in Sweden increased by
36 percent in real terms (i.e., adjusted for inflation), corresponding to an average
annual growth rate of just over 3 percent. This report presents a number of analyses
conducted by TLV on the reasons behind this increase. The focus is on the growth in
expenditures for subsidized prescription medicines.

Two different decompositions (breakdowns) of the expenditure increase are
performed. The first begins by distinguishing between products that were available
both in 2015 and 2025, on the one hand, and products introduced since 2015, on
the other hand. The results show that although the sales volume of products
available in both years has increased, these products have not contributed to a net
increase in expenditures because average prices have declined at the same time. The
decline in prices can be explained by factors such as patent expiries and competition
from generic medicines. Instead, what explains the overall increase in expenditures
is the introduction and gradually increasing use of new medicines that were not on
the market in 2015.

In the second decomposition, we aim to understand how demographic factors have
influenced expenditures. The total increase in expenditure is divided into three
components. The first component shows how much of the increase can be explained
by the growth in the population of Sweden between 2015 and 2025. The second
component shows how much can be explained by changes in the age structure—
specifically, that the share of the population aged 65 or older has increased over the
period. The final component shows how much can be explained by an increase in
expenditure per capita. The results indicate that the largest share of the expenditure
growth is driven by changes in per capita expenditure, not by population growth or
population ageing.

Overall, the analyses indicate that expenditures are increasing because the Swedish
population is making greater use of medicines that have been launched over the
past ten years. This applies to both individuals younger than 65 and those aged 65
and older.
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Sammanfattning

Under tidsperioden 2015—2025 okade ladkemedelsutgifterna i Sverige med 36
procent realt (det vill sdga inflationsjusterat), motsvarande en arlig genomsnittlig
okningstakt pa drygt 3 procent. Denna rapport beskriver ett antal analyser TLV
gjort av orsakerna till denna 6kning. Vi fokuserar pa utgiftsokningen for
receptbelagda likemedel inkluderade i hogkostnadsskyddet.

Tva olika dekomponeringar (uppdelningar) av utgiftsokningen gors. Den forsta
borjar med att skilja mellan produkter som fanns bade 2015 och 2025 4 ena sidan
och produkter som tillkommit sedan 2015 4 andra sidan. Resultaten visar att trots
att forsaljningsvolymen for produkter som fanns bada aren har okat, har dessa
produkter inte bidragit till en nettookning av utgifterna eftersom
genomsnittspriserna samtidigt har sjunkit. Att priserna sjunkit férklaras av faktorer
sa som patentutgéngar och konkurrens fran generiska lakemedel. Vad som i stéllet
forklarar den totala utgiftsokningen ar introduktionen och gradvis 6kande
anvandningen av nya likemedel som inte fanns pa marknaden 2015.

I den andra dekomponeringen vill vi forsta hur befolkningsmassiga faktorer har
paverkat utgifterna. Vi delar vi upp den totala utgiftsokningen i tre delar. Den forsta
komponenten visar hur stor del av utgiftsokningen som forklaras av att antalet
invanare i Sverige har 6kat mellan 2015 och 2025. Den andra komponenten visar
hur mycket som kan forklaras av forandringen i dldersstrukturen — att andelen av
befolkningen som ar 65 ar eller dldre har 6kat — under tidsperioden. Och den sista
komponenten visar hur mycket som kan forklaras av att utgiften per capita har 6kat.
Resultatet visar att den storsta delen av utgiftsokningen drivs av forandringar i
utgift per capita, inte av befolkningsokning eller en adldrande befolkning.

Den sammantagna bilden som analyserna ger ar att utgifterna o6kar pa grund av att
Sveriges befolkning idag anviander alltmer av lakemedel som lanserats de senaste
tio aren. Och att detta giller savil individer som ar yngre och ildre an 65 ar.
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1 Introduction

Swedish pharmaceutical spending has been increasing even after adjusting for
inflation for at least the last decade. These increases impact both Swedish
healthcare budgets in the form of the subsidies provided to prescription drugs as
well as Swedish patients through the cost-sharing they pay when obtaining their
medications. As a result, it is imperative that TLV better understand the reasons for
which spending is rising.

Figure 1: Nominal and real (inflation-adjusted to 2025) spending for the prescription and
hospital markets including rebates. The use of rebates began in 2014. They returned about
259 million kr to the public budget in 2015 and about 4.335 billion kr in 2025 (1).

Nominal and Inflation-Adjusted Spending Growth in the Swedish
Subsidized Prescription Drug Market (After Rebates)
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60 billion kr

50 billion kr —

40 billion kr

30 hillion kr
20 billion kr
10 billion kr

0 billion kr
2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025

= All Spending (Nominal) == All Spending (Real)
Source: TLV.

There are three chief competing hypotheses. First, spending may be rising because
of population-related factors, such as population growth and population aging. As
older individuals tend to require more healthcare than younger ones, Sweden’s
aging population is often raised as a particularly important potential contributor to
pharmaceutical spending growth. Of course, a larger Swedish population overall is
also an important potential contributor to spending growth that must be
considered.

The second hypothesis relates to the usage of existing products. If patients are using
increasing quantities of medications per capita, spending would also rise. This could
occur for a variety of reasons, such as changes in clinician prescribing behaviors or
the underlying needs of Swedish patients.
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The third and final hypothesis relates to the introduction of new products to the
Swedish subsidized market. Under this reasoning, the primary cause of cost growth
is not necessarily related to changes in the population, but rather due to changes in
the set of subsidized pharmaceutical products available to it. New products tend to
be patent protected and therefore more expensive than any older ones they may
replace, and of course new products that fill a previously unmet need create new
spending without a corresponding reduction in preexisting spending.

It is uncontroversial to suggest that all of these mechanisms likely contribute to
spending growth in Sweden to some extent. The question that remains is which of
these potential causes are most important? This report shall seek to answer that
question through various ways of quantifying causes of spending growth relative to
one another.

The two decomposition analyses in this report are limited to subsidized prescription
drugs, meaning it excludes drugs delivered in hospitals settings, over-the-counter
products, and unsubsidized prescription drugs. Data from the years 2015 and
2025 from the Concise database (the Swedish e-Health Agency) was used in order
to capture changes in the last decade. All spending is calculated from pharmacy
retail prices (AUP), and therefore includes the costs to both taxpayers and patients
together.
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2 Spending Growth’s Price, Volume,
and Product Mix Components

The unit of observation used in this decomposition analysis is ATC7 codes, which
group similar medications used for related purposes together, so that this analysis
can provide insight into spending on various pharmaceutical effects rather than
simply spending on particular products. This decomposition breaks spending
growth down into three components. The first two are the price and volume
components, which relate to medications (ATC7 codes) that were on the market in
both 2015 and 2025. The third component, the mix component, deals with ATC7
codes that appear on the market after 2015 or exit it before 2025.

The price component specifically encapsulates changes in spending due to changes
in the average price paid per defined daily dose (DDD) of a given substance. The
core drivers of this component are any price changes TLV approves for products
already subsidized on the market and the expiration of patents (which usually leads
to price drops due to generic competition). While TLV approves set prices when
products first are approved for reimbursement, because prices are calculated at the
ATC7 level, the average prices used in this analysis can vary over time due to the
particular mix of products contained in each ATC7 code as well as the relative
utilization of each one.

The second component is the volume component. This component reflects changes
in spending due to increasing or decreasing utilization of products in ATC7 codes
that existed in 2015, assuming prices had not changed. This component is most
closely tied to population-related causes (such as population growth and population
aging) and prescribing behavior-related causes of spending growth, as both would
be predicted to increase the quantity of existing pharmaceuticals utilized. On its
own, however, it does not allow us to separate the relative contributions to spending
growth from population increases, population aging, and changes in prescribing
behaviors.

The final component is the product mix component, which represents changes in
the set of ATC7 codes available on the subsidized market. This component is most
closely related to the introduction of new products as a cause of spending growth.
However, when an existing ATC7 code disappears from the market (hereafter
referred to as an “old product”), that spending decrease appears in the mix
component as well.

Total spending growth is calculated as the sum of all three components. The
formulas used to calculate the components are displayed below. This methodology
is based on that used in TLV’s annual Uppfoljning av ldkemedelskostnaderna
report (2). The small proportion of spending on products without valid DDD data
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could not be included in this analysis, an issue which is further discussed in the
Limitations section.

n
Total Spending Growth = Z(piZOZSinOZS — Pi20159i2015)
i=1

Spending growth is calculated for each ATC7 code i as the 2025 price p2o25
multiplied by the 2025 quantity @025 with the product of the 2015 price and
quantity subtracted from it. This is then summed up over all n ATC7 codes to get
total spending growth. Total spending growth can also be calculated as the sum of
all three of its components listed below.

n
Price Component = Z Qi2015(Piz025 — Pizo1s)
i=1

The price component is calculated as the change in average price for one DDD of
each ATC7 code i from 2015 to 2025 multiplied by the 2015 quantity. This is again
summed up over all ATC7 codes to get the total price component.

n
Volume Component = Z Pizo15(diz025 — Giz015)
i=1

The volume component is calculated as the change in volume from 2015 to 2025 for
a given ATC7 code multiplied by its 2015 price, with the total calculated by
summing up the volume components for all ATC7 codes.

Mix Component
= Total Spending Growth — Price Component — Volume Component

The mix component is calculated as the residual spending growth remaining after
calculating the price and mix components. This component is mainly made up of
increases in spending for new products that entered the market after 2015 and
reductions in spending due to the exit of old products from the market after 2015.
These products do not have price or volume components because they do not exist
at either one or the other end of the dataset.

The Swedish kronor (from here on we use kr) amount of each component can be
interpreted as the change in annual spending coming from that component. The
data contained all spending on subsidized prescription drugs in 2015 and 2025
which was then analysed to generate the spending growth components. Thus, they
are not a measure of total spending, but rather a way of quantifying how spending
in the year 2025 changed compared to spending in the year 2015.
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2.1 The Spending Components

Without adjusting for inflation, we find that spending growth is driven in roughly
equal parts by changes in volume and product mix, with a small drag on spending
growth coming from price-related factors (Figure 2). In other words, the expiration
of patents and TLV’s price adjustment policies such as the product of the month
system and the 15-year rule did provide some savings in the last decade, but they
were far exceeded by both higher sales volumes and the introduction of new
products. Total nominal spending in the analysed portion of the prescription
market was 25,2 billion kr in 2015 and 46,5 billion kr in 2025, an increase of 84,5%.

In 2014, TLV began utilizing rebates from pharmaceutical companies. The details of
these rebates are subject to confidentiality, but their total amounts in 2015 (actual)
and 2025 (projected) are publicly available (1). The resulting rebate component is
calculated as the difference in the rebate amounts in these two years. Technically,
the rebates should be limited to only the portion of rebates received for sales of
prescription market drugs, a rebate received on a product existing in 2015 should be
calculated as part of the price component, and a rebate received on a product
introduced after 2015 should be factored into the product mix component, but
because it wasn’t possible to assign rebate amounts to specific products using the
available information, the rebates are presented all together as this separate rebate
component. Thus, the rebate component also includes any rebates received for
drugs outside the prescription market. The limitations that come from these
confidentiality restrictions also mean that rebates are not included in this analysis
beyond the overall spending component graphs.

Figure 2: Difference in annual prescription market spending in 2025 compared to 2015
broken down by component. These figures are nominal and thus not adjusted for inflation.

Changes in Annual Prescription Market Spending 2015versus
2025 (Nominal)
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Sbillion kr

0 billion kr

_ Volume Mix ComponentAll Components

-9 billionkr — Component — Component — Component

- 10 billion kr

- 15billion kr
Source: TLV.
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Rebate Price Volume Mix All
Component Component Component Component Components
-4,0 billion kr -3,7 billion kr 12,7 billion kr 12,3 billion kr 17,2 billion kr

2.2 The Role of Inflation and Rebates

Looking only at growth in nominal spending can be somewhat misleading, as it does
not account for changes in the purchasing power of the money involved. Because
TLV-approved prices generally remain constant from year to year, the real price of
any given product to Swedish patients and taxpayers declines over time compared
to when it was first set. In Figure 3, the spending components are therefore
recalculated using inflation-adjusted figures. After adjusting the data by inflating
2015 values to 2025 prices using the Swedish Riksbank’s KPI index, the price
component becomes much larger, almost equalling the volume and mix
components individually. In other words, through the combination of inflation-
driven price gradual decreases, the expiration of patents, and TLV’s various price
adjustment policies, TLV is able to roughly recoup the cost of either volume- or
product mix-driven increases in spending, but not both.

Total spending in the entire subsidized drug market is displayed in Figures 4 and 5.
Total inflation adjusted spending in the analysed portion of the prescription market
was 33.6 billion kr in 2015 and 46.5 billion kr in 2025, an increase of 38.3%. This
increase is smaller than the nominal increase mainly due to the much larger price
component, with the difference between the nominal and inflation-adjusted price
components representing the savings due to the usage of set prices that decline in
real value over time.
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Figure 3: Difference in annual prescription market spending in 2025 compared to 2015
broken down by component. These figures are adjusted for inflation to 2025 values.

Changes in Annual Prescription Market Spending 2015 versus
2025 (Inflation-Adjusted to 2025)
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Source: TLV.
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Returning to Figures 4 and 5, total spending over time is displayed for the
prescription, hospital, and outpatient drug markets in nominal and inflation-
adjusted forms. Adjusting the figures for inflation shows how in real terms,
spending growth is slower than in nominal terms, but still meaningful. Note that all
spending growth component analysis only includes about 90% of the prescription
market spending due to data limitations (see the limitations section for details). As
can be seen, spending growth overall is mainly due to the prescription market, with
the hospital market seeing more muted absolute growth in spending.

Figure 4: Total nominal spending in the Swedish subsidized drug market broken down by
sector, excluding rebates.
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Total Spending in the Swedish Subsidized Prescription and
Hospital Drug Market 2015-2025 (Nominal)
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Source: TLV.

Figure 5: Total inflation-adjusted spending growth in the Swedish subsidized drug market
broken down by sector, excluding rebates. After inflation adjustment, the prescription
market has grown at 3,7% per year on average and the hospital market at 3,8%.

Total Spending in the Swedish Subsidized Drug Market 2015-2025
(Inflation-Adjusted to 2025)
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Source: TLV.



15 (25)

3 Is Sweden’s Aging Population a
Major Driver of Pharmaceutical
Spending Growth?

Unfortunately, the volume component alone does not tell us much about
population-related causes of spending growth. This is because it includes increases
due to higher population, higher utilization per person due to an aging population,
and changes in prescribing behaviour by clinicians all mixed together. Nonetheless,
by pairing a breakdown of the three spending growth components by those over
versus under 65 with additional analysis using population data, it is possible to
determine the extent to which population-related causes contribute to spending
growth.

3.1 Breaking Down Spending by Age Groups

By computing separate spending growth components for patients 65 and over
(Figure 6) versus those under 65 (Figure 7), it can be observed that spending has
risen more among those 65 and over versus among those under 65. However, two
other important differences appear. First, the volume component is a larger driver
of spending growth than the mix component for those 65 and older, while for those
under 65, the mix component is the larger component. In other words, it appears
that spending growth for those under 65 is driven more by the introduction of new
products than by consumption of higher volumes of existing products. In contrast,
for those 65 and older, population growth and changes in prescribing practices
seem to be a larger factor. Secondly, the price component exceeds both the
individual volume and mix components for those under 65, whereas for those 65
and older, the price component cannot make up for either the volume or mix
components.
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Figure 6: Difference in annual prescription market spending in 2025 compared to 2015 for
patients age 65 and over broken down by component. These figures are adjusted for

inflation.

Changes in Annual Prescription Market Spending 2015 versus
2025, Patients Age 65+ (Inflation-Adjusted to 2025)
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Figure 7: Difference in annual prescription market spending in 2025 compared to 2015 for
patients under age 65 broken down by component. These figures are adjusted for inflation.

Changes in Annual Prescription Market Spending 2015 versus
2025, Patients Age 0 - 64 (Inflation-Adjusted to 2025)
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3.2  Age-Related Spending Drivers: Higher
Spending per Person Versus More People?

By incorporating data on population growth and aging from Statistics Sweden into
the analysis, it is possible to determine the extent to which population growth and
aging is responsible for spending increases compared to other factors. As can be
seen in Table 1, the Swedish population grew by 7,7% from 2015 to 2025, from 9,85
to 10,61 million. However, the population of those 65 and older grew almost twice
as fast at 14,8%.

Table 1: Swedish Population Growth by Age Groups

Age 2015 2025 Change Percent

Change
0-64 7903 790 8 369 990 + 466 200 5,9%
65+ 1947 227 2235539 + 288 312 14,8%
All 9 851 017 10 605 529 + 754 512 7,7%

Source: Statistics Sweden.

In order to understand the extent to which population growth and aging are
responsible for spending growth, it is useful to decompose spending growth into
three components: A population growth effect, a population aging effect, and a
spending intensity (spending per person) effect. Formulas for these three
components are displayed below. After following this procedure, the results
displayed in Table 3 are obtained. Note that this analysis is based on the same
prescription market data as the prior spending components analysis. Because this
decomposition methodology does not include quantities of drugs sold, spending on
products for which DDD quantities are not available could be included here.
However, because it depends on assigning spending to patients in one age group or
the other, the small portion of total spending that comes from patients for which
age is not recorded could not be included.

The population growth effect computes the spending growth that can be explained
by taking the 2015 age structure and per capita costs, but scaling them up to the
2025 total population.

Population Growth Ef fect = APopulation,yis—2025s * Svending per capita,g,s
The population aging effect represents the additional spending growth that can be

explained by changing the age structure from 2015 to 2025 while keeping per capita
costs at 2015 levels and the total population at the 2025 level.
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Population Aging Ef fect
= (Population,y,s * APopulation Share = 655415-2025)
- (Per Capita Spending on = 655415
— Per Capita Spending on < 65,415)

The spending intensity effect represents the remaining spending growth, which is
that explained by applying the change in per capita costs from 2015 to 2025 to the
2025 population and age structure.

Spending Intensity Ef fect
= Population,g,s - (Per Capita Spending,g,s
— Age Adjusted per Capita Spending,o1s)

Age Adjusted Spending per Capita,gs

= (Population Share < 65,5 - Spending per Person < 655¢;5)
+ (Population Share = 65,5 - Spending per Person > 65,445)

Table 2: Decomposition of Spending Growth by Population and Age Structure Factors

Component Spending Growth Percent of Total Growth
Explained

Population Growth Effect 2,5 billion kr 17,3%

Population Aging Effect 0,7 billion kr 4,6%

Spending Intensity Effect 11,4 billion kr 78,1%

Total Change in Annual

Spending, 2015 versus 2025 14,5 billion kr 100,0%

Note: All figures in this table were adjusted for inflation to 2025 values. Figures may not sum exactly
due to rounding.

Source: TLV.

These results indicate that only about a fifth of the growth in annual spending
between 2015 and 2025 can be attributed to population growth and aging. Perhaps
more surprising is that most of this subset of spending growth is due to Sweden’s
growing population overall rather than the fact that Sweden’s population is
becoming older on average. Nonetheless, the largest cause of growth is by far the
spending intensity effect, which represents the cost growth attributable to changes
in per capita spending holding total population and the age structure constant.

Changes to per capita spending that do not involve changes in the population’s size
or age structure are most clearly related to the volume and mix of products sold to
patients in Sweden. For example, if patients are shifting towards using more
medications than previously, this would increase their per capita spending. Or, if
they are not using more medications but are instead shifting towards using more
patent-protected medications, this would have the same effect. This latter option
could be caused by the introduction of new patent-protected products which either
treat previously untreatable conditions, or via the introduction of new patent-
protected products which replace older generic products.
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3.3 A Basic Projection of Spending Growth for
the Next Decade

By calculating the compound annual growth rate (CAGR) from 2015 to 2025, it is
possible to make a basic projection for what spending will grow to in the next
decade should spending grow at roughly the same rate as it has in the last decade.
This projection is displayed in Figure 8. From 2015 to 2025, the CAGR overall was
3.7%, with the prescription market growing at 3.7% and the hospital market
growing at 3.8%. Note that while making this assumption provides a useful baseline
scenario to consider, there are many reasons that this growth rate may change in
the next decade. Nonetheless, that topic is outside the scope of this report.

Figure 8: Basic projection of spending growth in each pharmaceutical sector until 2035,
assuming spending grows at the same average rate as from 2015 to 2025.

Total Spending in the Swedish Subsidized Drug Market 2015-2025
(Inflation-Adjusted to 2025) with 2035 Projection
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Source: TLV.
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4 Limitations

As mentioned in the introduction, the analysis in this report is limited to subsidized
prescription drugs unless otherwise indicated, meaning it excludes subsidized drugs
delivered in hospital settings, over-the-counter products, and unsubsidized
prescription drugs. As a result, drawing conclusions about those product categories
would require additional analysis using different data.

Within the Concise database, not all entries at the varunummer (product number)
level have valid data for both the spending and quantity. Namely, about 11.2% of
spending in 2015 and 12.0% in 2025 lacks an associated daily defined dose (DDD)
value despite nonzero spending on the varunummer associated with it. This is due
to a variety of reasons, such as a lack of an applicable DDD definition from the
WHO, the lack of a current product marketing license (known as “licenslakemedel,”
this is some varunummers beginning with 6, and leads to varying package sizes
within a given entry), or an entry representing individually formulated products
(“extemporeldkemedel,” this is some varunummers also beginning with 6, and
represent products tailored in composition and strength for each patient).

Varunummers lacking valid DDD data were excluded from the analysis. This may
bias components for some ATC7 panels depending on which products within the
panel were excluded (ATC7 codes containing at least one varunummer with valid
DDD data were included). It may also bias overall results due to the inclusion of
these biased panels as well as the exclusion of panels lacking any varunummer
observations containing valid DDD data. About 42.2% of spending in both 2015 and
2025 came from complete ATC7 panels, meaning that they contained no
varunummer observations lacking valid DDD data. Note that it is important that the
data was first downloaded at the varunummer level. If data had been downloaded
directly at the ATC?7 level, the data would have been skewed due to the inclusion of
spending on products that had no reported DDD quantity, thereby inflating the
prices per DDD of ATC7 panels that contain them.

Future analysis would be wise to attempt to increase the completeness of the data
included in this analysis or at least attempt to ascertain the extent of any possible
bias. While the licenslikemedel and extemporelakemedel ATC7 code entries would
require a lot of effort to manually fix individually, other product types might be
more easily fixed.

The panels used in this analysis are at the ATC7 level. The goal was to perform
analysis of prices per unit of a given active ingredient as it is used for a certain
purpose. ATC7 codes roughly but imperfectly accomplish this goal.

This analysis did not include data from the hospital market because of the very high
proportion of spending in those markets which is associated with varunummers
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lacking valid DDD values. Other methods would be required to perform an analysis
similar to this one on the spending coming from those markets.
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5 Conclusion

Spending growth in the subsidized prescription drug market is rising faster than
inflation. However, as ascertained in this analysis of data from 2015 and 2025,
population growth and aging are not as concerning causes of growth as might be
feared. Changes in the volume of medications used, of which population growth and
aging are a principal cause, represent a meaningful cause of spending growth.
However, it is essentially nullified by the price component of spending growth,
mainly inflation-driven decreases in real product prices over time, the expiration of
patents, the product of the month system, and TLV’s various price review
mechanisms for high-priced products that have been on the market for a long time.
What remains is the addition of new and usually patent-protected products to the
subsidized market, or the product mix component of spending growth. This factor is
what largely drives spending growth, although it is somewhat reduced through
TLV’s use of confidential rebates from manufacturers on certain high-spending
products.



23 (25)

References

1.

Tandvards- och likemedelsformansverket (2025). Aterbdringsprognos 2025-
2028.

https://www.tlv.se/download/18.24ed99d1196fi0bcba8698cd /1748862471990
/aterbaringsprognos 2025-2028.pdf.

Tandvérds- och lakemedelsforméansverket (June 2025). Uppfoljining av
lakemedelskostnaderna — Analys av kostnadsutvecklingen for formdans- och
smittskyddslikemedel under ar 2024.
https://www.tlv.se/download/18.b67e1a11975d2fb8¢238303/1750317533382/u

ppfoljning av lakemedelskostnaderna 2025.pdf.



https://www.tlv.se/download/18.24ed99d1196f10bcba8698cd/1748862471990/aterbaringsprognos_2025-2028.pdf
https://www.tlv.se/download/18.24ed99d1196f10bcba8698cd/1748862471990/aterbaringsprognos_2025-2028.pdf
https://www.tlv.se/download/18.b67e1a11975d2fb8c238303/1750317533382/uppfoljning_av_lakemedelskostnaderna_2025.pdf
https://www.tlv.se/download/18.b67e1a11975d2fb8c238303/1750317533382/uppfoljning_av_lakemedelskostnaderna_2025.pdf

24 (25)

Appendix: Spending Growth Components at the ATC1 Level

Table 3: Spending growth components at the ATC1 level

2015 2025 Total Price Volume Mix 2015 2025
ATC1 ATC1name spending | spending | change component | component | component | completeness | completeness
Alimentary tract 3,8 billion | 6,7 billion | 2,9 billion
A and metabolism kr kr kr -1,1 billion kr | 2,4 billion kr | 1,8 billion kr | 93,8% 93,3%
Blood and blood 2,1 billion | 4,5 billion | 2,4 billion | -450 million 940 million
B forming organs kr kr kr kr 1,9 billion kr | kr 63,6% 79,4%
Cardiovascular 2,7 billion | 4,2 billion | 1,5billion | -410 million | 680 million
C system kr kr kr kr kr 1,3 billion kr | 97,5% 98,4%
40 million | 710 670 -11 million 670 million
D Dermatologicals kr million kr | million kr | kr 20 million kr | kr 5,1% 44,8%
Genito-urinary
system and sex 1,1 billion | 1,2 billion | 27 million | -380 million | 430 million | -29 million
G hormones kr kr kr kr kr kr 90,0% 87,0%
Systemic hormonal | 1,1 billion | 1,0 billion | -84 -320 million | 210 million
H preparations kr kr million kr | kr kr 30 million kr | 98,5% 91,6%
Antiinfectives for 1,0 billion | 700 -330 -310 million | 2,2 million -23 million
J systemic use kr million kr | million kr | kr kr kr 80,8% 49,4%
Antineoplasticand | 6,8 billion | 9,4 billion | 2,6 billion | -4,4 billion
L immunomodulating | kr kr kr kr 3,2 billion kr | 3,7 billion kr | 98,2% 93,0%
Musculo-skeletal 560 960 410 -140 million | 110 million 430 million
M system million kr | million kr | million kr | kr kr kr 87,6% 84,1%
6,8 billion | 7,7 billion | 900 -2,2 billion
N Nervous system kr kr million kr | kr 1,9 billion kr | 1,1 billionkr | 97,2% 90,8%
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Antiparasitic 28 million | 22 million | -6,7 -4,3 million | -1,7 million

P products kr kr million kr | kr kr -740 000 kr | 96,7% 86,2%
2,6 billion | 4,0 billion | 1,4 billion | -830 million | 620 million

R Respiratory system | kr kr kr kr kr 1,6 billion kr | 99,8% 99,6%
450 390 -64 -150 million

S Sensory organs million kr | million kr | million kr | kr 83 million kr | o kr 55,8% 50,3%
88 million | 59 million | -29 -52 million -6,6 million

A% Various kr kr million kr | kr kr 29 million kr | 37,3% 20,4%
29 billion | 42 billion | 12 billion

All All sectors kr kr kr -11 billion kr | 11 billion kr 12 billion kr | 89,1% 87,6%

Source: TLV.

Table 4 reproduces the spending components using the same methodology as before except at the ATC1 level in order to give a glimpse into
spending growth’s magnitude and potential causes within specific areas of the pharmaceutical sector. Note that these component summaries

can be considered accurate for many but not all ATC1 codes due to the lack of accurate quantity information for products in certain ATC1
groups. The completeness columns included for this reason give the percentage of total spending in each year which was associated with

products that had valid DDD quantities recorded. Products without this information had nonzero spending but no recorded DDD quantity and

were therefore dropped from the analysis before computing the spending growth components displayed in this table. These figures were
inflation adjusted to 2025 values but do not include rebates. Figures may not sum exactly due to rounding.
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	Rebate Component 
	Price Component 
	Volume Component 
	Mix Component 
	All Components 
	-4,0 billion kr 
	-3,7 billion kr 
	12,7 billion kr 
	12,3 billion kr 
	17,2 billion kr 
	 
	Looking only at growth in nominal spending can be somewhat misleading, as it does not account for changes in the purchasing power of the money involved. Because TLV-approved prices generally remain constant from year to year, the real price of any given product to Swedish patients and taxpayers declines over time compared to when it was first set. In Figure 3, the spending components are therefore recalculated using inflation-adjusted figures. After adjusting the data by inflating 2015 values to 2025 prices
	Total spending in the entire subsidized drug market is displayed in Figures 4 and 5. Total inflation adjusted spending in the analysed portion of the prescription market was 33.6 billion kr in 2015 and 46.5 billion kr in 2025, an increase of 38.3%. This increase is smaller than the nominal increase mainly due to the much larger price component, with the difference between the nominal and inflation-adjusted price components representing the savings due to the usage of set prices that decline in real value ov
	Source: TLV. 
	Rebate Component 
	Price Component 
	Volume Component 
	Mix Component 
	All Components 
	-4,0 billion kr 
	-11,7 billion kr 
	12,7 billion kr 
	11,9 billion kr 
	8,9 billion kr 
	 
	Returning to Figures 4 and 5, total spending over time is displayed for the prescription, hospital, and outpatient drug markets in nominal and inflation-adjusted forms. Adjusting the figures for inflation shows how in real terms, spending growth is slower than in nominal terms, but still meaningful. Note that all spending growth component analysis only includes about 90% of the prescription market spending due to data limitations (see the limitations section for details). As can be seen, spending growth ove
	Figure 4: Total nominal spending in the Swedish subsidized drug market broken down by sector, excluding rebates. 
	Figure 5: Total inflation-adjusted spending growth in the Swedish subsidized drug market broken down by sector, excluding rebates. After inflation adjustment, the prescription market has grown at 3,7% per year on average and the hospital market at 3,8%.Source: TLV. 
	Unfortunately, the volume component alone does not tell us much about population-related causes of spending growth. This is because it includes increases due to higher population, higher utilization per person due to an aging population, and changes in prescribing behaviour by clinicians all mixed together. Nonetheless, by pairing a breakdown of the three spending growth components by those over versus under 65 with additional analysis using population data, it is possible to determine the extent to which p
	By computing separate spending growth components for patients 65 and over (Figure 6) versus those under 65 (Figure 7), it can be observed that spending has risen more among those 65 and over versus among those under 65. However, two other important differences appear. First, the volume component is a larger driver of spending growth than the mix component for those 65 and older, while for those under 65, the mix component is the larger component. In other words, it appears that spending growth for those und
	Source: TLV. 
	Price Component 
	Volume Component 
	Mix Component 
	All Components 
	-4,0 billion kr 
	6,5 billion kr 
	4,9 billion kr 
	7,4 billion kr 
	Source: TLV. 
	Price Component 
	Volume Component 
	Mix Component 
	All Components 
	-6,7 billion kr 
	4,8 billion kr 
	6,7 billion kr 
	4,8 billion kr 
	 
	By incorporating data on population growth and aging from Statistics Sweden into the analysis, it is possible to determine the extent to which population growth and aging is responsible for spending increases compared to other factors. As can be seen in Table 1, the Swedish population grew by 7,7% from 2015 to 2025, from 9,85 to 10,61 million. However, the population of those 65 and older grew almost twice as fast at 14,8%. 
	Age 
	2015 
	2025 
	Change 
	Percent Change 
	0–64 
	 7 903 790  
	 8 369 990  
	 + 466 200  
	5,9% 
	65+ 
	 1 947 227  
	 2 235 539  
	+ 288 312  
	14,8% 
	All 
	 9 851 017  
	 10 605 529  
	+ 754 512  
	7,7% 
	Source: Statistics Sweden. 
	In order to understand the extent to which population growth and aging are responsible for spending growth, it is useful to decompose spending growth into three components: A population growth effect, a population aging effect, and a spending intensity (spending per person) effect. Formulas for these three components are displayed below. After following this procedure, the results displayed in Table 3 are obtained. Note that this analysis is based on the same prescription market data as the prior spending c
	The population growth effect computes the spending growth that can be explained by taking the 2015 age structure and per capita costs, but scaling them up to the 2025 total population. 
	The population aging effect represents the additional spending growth that can be explained by changing the age structure from 2015 to 2025 while keeping per capita costs at 2015 levels and the total population at the 2025 level. 
	The spending intensity effect represents the remaining spending growth, which is that explained by applying the change in per capita costs from 2015 to 2025 to the 2025 population and age structure. 
	Component 
	Spending Growth Explained 
	Percent of Total Growth 
	Population Growth Effect 
	2,5 billion kr 
	17,3% 
	Population Aging Effect 
	0,7 billion kr 
	4,6% 
	Spending Intensity Effect 
	11,4 billion kr 
	78,1% 
	Total Change in Annual Spending, 2015 versus 2025 
	14,5 billion kr 
	100,0% 
	Note: All figures in this table were adjusted for inflation to 2025 values. Figures may not sum exactly due to rounding. 
	Source: TLV. 
	These results indicate that only about a fifth of the growth in annual spending between 2015 and 2025 can be attributed to population growth and aging. Perhaps more surprising is that most of this subset of spending growth is due to Sweden’s growing population overall rather than the fact that Sweden’s population is becoming older on average. Nonetheless, the largest cause of growth is by far the spending intensity effect, which represents the cost growth attributable to changes in per capita spending holdi
	Changes to per capita spending that do not involve changes in the population’s size or age structure are most clearly related to the volume and mix of products sold to patients in Sweden. For example, if patients are shifting towards using more medications than previously, this would increase their per capita spending. Or, if they are not using more medications but are instead shifting towards using more patent-protected medications, this would have the same effect. This latter option could be caused by the
	 
	By calculating the compound annual growth rate (CAGR) from 2015 to 2025, it is possible to make a basic projection for what spending will grow to in the next decade should spending grow at roughly the same rate as it has in the last decade. This projection is displayed in Figure 8. From 2015 to 2025, the CAGR overall was 3.7%, with the prescription market growing at 3.7% and the hospital market growing at 3.8%. Note that while making this assumption provides a useful baseline scenario to consider, there are
	Source: TLV. 
	 
	As mentioned in the introduction, the analysis in this report is limited to subsidized prescription drugs unless otherwise indicated, meaning it excludes subsidized drugs delivered in hospital settings, over-the-counter products, and unsubsidized prescription drugs. As a result, drawing conclusions about those product categories would require additional analysis using different data. 
	Within the Concise database, not all entries at the varunummer (product number) level have valid data for both the spending and quantity. Namely, about 11.2% of spending in 2015 and 12.0% in 2025 lacks an associated daily defined dose (DDD) value despite nonzero spending on the varunummer associated with it. This is due to a variety of reasons, such as a lack of an applicable DDD definition from the WHO, the lack of a current product marketing license (known as “licensläkemedel,” this is some varunummers be
	Varunummers lacking valid DDD data were excluded from the analysis. This may bias components for some ATC7 panels depending on which products within the panel were excluded (ATC7 codes containing at least one varunummer with valid DDD data were included). It may also bias overall results due to the inclusion of these biased panels as well as the exclusion of panels lacking any varunummer observations containing valid DDD data. About 42.2% of spending in both 2015 and 2025 came from complete ATC7 panels, mea
	Future analysis would be wise to attempt to increase the completeness of the data included in this analysis or at least attempt to ascertain the extent of any possible bias. While the licensläkemedel and extemporeläkemedel ATC7 code entries would require a lot of effort to manually fix individually, other product types might be more easily fixed. 
	The panels used in this analysis are at the ATC7 level. The goal was to perform analysis of prices per unit of a given active ingredient as it is used for a certain purpose. ATC7 codes roughly but imperfectly accomplish this goal. 
	This analysis did not include data from the hospital market because of the very high proportion of spending in those markets which is associated with varunummers 
	 
	Spending growth in the subsidized prescription drug market is rising faster than inflation. However, as ascertained in this analysis of data from 2015 and 2025, population growth and aging are not as concerning causes of growth as might be feared. Changes in the volume of medications used, of which population growth and aging are a principal cause, represent a meaningful cause of spending growth. However, it is essentially nullified by the price component of spending growth, mainly inflation-driven decrease
	 
	ATC1 
	ATC1 name 
	2015 spending  
	2025  spending  
	Total change  
	Price component  
	Volume component  
	Mix component  
	2015 completeness 
	2025 completeness 
	A 
	Alimentary tract and metabolism 
	3,8 billion kr 
	6,7 billion kr 
	2,9 billion kr 
	-1,1 billion kr 
	2,4 billion kr 
	1,8 billion kr 
	93,8% 
	93,3% 
	B 
	Blood and blood forming organs 
	2,1 billion kr 
	4,5 billion kr 
	2,4 billion kr 
	-450 million kr 
	1,9 billion kr 
	940 million kr 
	63,6% 
	79,4% 
	C 
	Cardiovascular system 
	2,7 billion kr 
	4,2 billion kr 
	1,5 billion kr 
	-410 million kr 
	680 million kr 
	1,3 billion kr 
	97,5% 
	98,4% 
	D 
	Dermatologicals 
	40 million kr 
	710 million kr 
	670 million kr 
	-11 million kr 
	20 million kr 
	670 million kr 
	5,1% 
	44,8% 
	G 
	Genito-urinary system and sex hormones 
	1,1 billion kr 
	1,2 billion kr 
	27 million kr 
	-380 million kr 
	430 million kr 
	-29 million kr 
	90,0% 
	87,0% 
	H 
	Systemic hormonal preparations 
	1,1 billion kr 
	1,0 billion kr 
	-84 million kr 
	-320 million kr 
	210 million kr 
	30 million kr 
	98,5% 
	91,6% 
	J 
	Antiinfectives for systemic use 
	1,0 billion kr 
	700 million kr 
	-330 million kr 
	-310 million kr 
	2,2 million kr 
	-23 million kr 
	80,8% 
	49,4% 
	L 
	Antineoplastic and immunomodulating 
	6,8 billion kr 
	9,4 billion kr 
	2,6 billion kr 
	-4,4 billion kr 
	3,2 billion kr 
	3,7 billion kr 
	98,2% 
	93,0% 
	M 
	Musculo-skeletal system 
	560 million kr 
	960 million kr 
	410 million kr 
	-140 million kr 
	110 million kr 
	430 million kr 
	87,6% 
	84,1% 
	N 
	Nervous system 
	6,8 billion kr 
	7,7 billion kr 
	900 million kr 
	-2,2 billion kr 
	1,9 billion kr 
	1,1 billion kr 
	97,2% 
	90,8% 
	P 
	Antiparasitic products 
	28 million kr 
	22 million kr 
	-6,7 million kr 
	-4,3 million kr 
	-1,7 million kr 
	-740 000 kr 
	96,7% 
	86,2% 
	R 
	Respiratory system 
	2,6 billion kr 
	4,0 billion kr 
	1,4 billion kr 
	-830 million kr 
	620 million kr 
	1,6 billion kr 
	99,8% 
	99,6% 
	S 
	Sensory organs 
	450 million kr 
	390 million kr 
	-64 million kr 
	-150 million kr 
	83 million kr 
	0 kr 
	55,8% 
	50,3% 
	V 
	Various 
	88 million kr 
	59 million kr 
	-29 million kr 
	-52 million kr 
	-6,6 million kr 
	29 million kr 
	37,3% 
	20,4% 
	All 
	All sectors 
	29 billion kr 
	42 billion kr 
	12 billion kr 
	-11 billion kr 
	11 billion kr 
	12 billion kr 
	89,1% 
	87,6% 
	Source: TLV. 
	Table 4 reproduces the spending components using the same methodology as before except at the ATC1 level in order to give a glimpse into spending growth’s magnitude and potential causes within specific areas of the pharmaceutical sector. Note that these component summaries can be considered accurate for many but not all ATC1 codes due to the lack of accurate quantity information for products in certain ATC1 groups. The completeness columns included for this reason give the percentage of total spending in ea




