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Study objective: To compare the age pattern of educational health inequalities in four Nordic
countries in the mid-1980s and the mid-1990s.

Design: Cross sectional interview surveys at two points of time.

Setting: Data on self reported limiting longstanding illness, and perceived health were collected from
Denmark, Finland, Norway, and Sweden in 1986/87 and in 1994/95.

Participants: Representative samples of the non-institutionalised population at 15 years or older.
Analyses were restricted to respondents aged between 25 and 75 (n= 23 325 men and 24 184
women). Response rates varied from 73% to 87%.

Main results: The age adjusted prevalence of limiting longstanding illness in Finland was 10% higher
in men and 6% higher in women than in other Nordic countries in 1986/87 but the gap narrowed by
1994/95. Educational health inequalities were largest in Norway. In 1986/87 the odds ratio (OR) for
limiting longstanding illness was 11.25 (95% Cl 8.66 to 14.62) among men and 8.23 (95% Cl 6.60
to 10.27) among women in the oldest age group (65-74 years old) in Finland when the youngest age
group (25-34 years old) was used as the reference category (OR=1.00). The age pattern in Finland
was steeper than in Sweden (OR=5.02, 95% C| 3.97 to 6.34 in men and 5.29, 95% Cl 4.18 to0 6.71
in women) or Norway (OR=6.32, 95% Cl 4.06 to 9.84 and 5.45, 95% CI 3.81 to 7.82, respectively).
In 1994/95 relative health improved in the oldest age group in Finland (OR=5.80, 95% Cl 4.33 to
7.78 in men and 5.94, 95% Cl 4.52 to 7.79 in women) and in Norway (OR=4.55, 95% Cl 3.01 to
6.88 and 3.96, 95% Cl 2.70 to 5.81, respectively) but remained stable in Sweden. The study com-
pared health differences by age in different educational categories and found that in Finland in
1986/87 the health in the oldest age group was poorer for secondary (OR=10.59, 95% Cl 5.96 to
18.82) or basic educated (OR=9.76, 95% Cl 6.66 to 14.30) men than for men with higher education
(OR=5.15, 95% Cl 2.59 to 10.22). The difference was not found among women or in other Nordic
countries and it diminished among men in Finland in 1994/95. The results of perceived health were
broadly similar to the above results of limiting longstanding illness.

Conclusion: The results suggest that compared with other Nordic countries the comparatively poorer
health in Finland is partly attributable to a cohort effect. This may be associated with the lower stand-
ard of living in Finland that lasted until the mid-1950s. The cohort effect is also likely to contribute to
educational health inequalities among older Finnish men. The results suggest that not only current social
policies but also past economic circumstances are likely to affect the overall health status as well as
health inequalities.

but not in France or the other Mediterranean countries. This is

S over the world, and in recent years an increasing number
of international comparative studies have been made.'
Variation in the pattern and magnitude of health inequalities
between countries with different social policies, standard of
living, and income distribution allows for an examination of
the background factors lying behind these inequalities. More-
over, comparatively large health inequalities, on an inter-
national basis, in a country suggest that there is a potential for
decreasing them. Recent comparisons have, however, ques-
tioned previous ideas about direct associations between social
structure and health inequalities. Studies concerning both
mortality’ > and morbidity** have shown that both relative and
absolute health inequalities tend to be wider in the Nordic
countries than in Switzerland or southern European coun-
tries, for example. This has been regarded as unexpected
because the Nordic countries are usually considered as
egalitarian societies.”

The interpretation of the results of the comparisons is,
however, problematic as factors behind the observed health
inequalities are likely to vary between countries. Kunst et al®
reported that mortality from ischaemic heart disease was
strongly related to occupational class in the northern Europe

probably attributable to the more healthy Mediterranean diet
consumed in these countries. It may emphasise a role for
socioeconomic equality in improving healthy lifestyles.
Barker’ has emphasised the role of fetal life and early
childhood in the formation of later inequalities in health.
Thus, the variation of the magnitude of health inequalities
between countries may be partly attributable to differences in
their past economic circumstances. Furthermore, health and
welfare policies and the current social structure of society may
contribute to socioeconomic inequalities in health."

The aim of this study is to examine the age pattern of health
and health inequalities by education from early adulthood to
old age in four Nordic countries, Denmark, Finland, Norway,
and Sweden. The Nordic countries provide a good basis for
comparative research as they have many similarities. For
instance, all Nordic countries are welfare states characterised
by a relatively high standard of living, effective social policies,
and a relatively equal income distribution." However, before
the second world war there were large differences in the
standard of living between these countries. In the 1920s and
1930s the Gross Domestic Product in Norway and Finland
were respectively about two thirds and one half that of
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Sweden or Denmark." Their roles in the second world war also
varied. Denmark and Norway were occupied by German
troops in 1940, whereas Finland fought continually against
the Soviet Union in two periods between the years 1939—44. In
addition, food rationing continued in Finland until the early
1950s. In contrast, Sweden did not go to war at all. Over the
past few decades the gap in the standard of living between the
Nordic countries has narrowed and had largely disappeared by
the 1980s.”

Examining differences in the pattern of health for age
cohorts between countries permits the examination of diverse
factors affecting health inequalities. Different cohorts have
been exposed to different social and economic conditions. We
expect, that if past economic circumstances have had an effect
on the current health and health inequalities, average health
is likely to be poorer and health inequalities larger, particularly
among older birth cohorts in Finland compared with the other
Nordic countries. Furthermore, such a cohort effect is likely to
change over time when more recent healthier birth cohorts
replace the older ones. Previous descriptive analyses suggest
that health is somewhat poorer in Finland than in the other
Nordic countries, especially in older age groups. However,
when this gap was measured in 1994, it had narrowed since
1986.” This study extends the analysis to educational
inequalities in health across the age structure in four Nordic
countries, additionally looking at changes over time from the
mid-1980s to the mid-1990s.

METHODS

The data were obtained from a Nordic data bank" containing
harmonised variables collected from comparable cross sec-
tional surveys from Finland (1986 and 1994), Sweden
(1986/87 and 1994/95), Norway (1987 and 1995), and
Denmark (1987 and 1994). The Finnish, Norwegian, and
Swedish “Survey on Living Conditions” were jointly planned
and coordinated by the national statistical authorities to be as
comparable as possible across countries and over time. The
Danish “Health and Morbidity Survey” also contains compar-
able data on health and other variables included in this study.
All datasets were collected using personal interviews, and the
samples represent satisfactorily population over 15/16 years in
each country. Response rates vary from 73% to 87%.

Educational attainment (ISCED classification) was used as
a measure of socioeconomic status, as it is available for each
country and is comparable. Education has been classified in
three categories: higher, secondary, and basic education;
requiring 13 or more, 10-12, and a maximum of nine years of
education respectively. In Finland and Norway information on
educational attainment is register based, whereas in Sweden
and Denmark education is self reported. There were no major
differences in the educational distribution between the coun-
tries (table 1). Analyses are restricted to those 25 years or older
because younger people may not have finished their educa-
tion. The oldest people included in the sample vary between
countries, therefore analyses were limited to those 75 years or
younger.

Self reported limiting longstanding illness is used as a
measure of health. It was elicited by a question asking “Do you
have any longstanding illness, disability or infirmity?” If the
answer was “Yes”, a follow up question was asked “Does your
illness/disability restrict your work or does it limit your daily
activities (gainful employment, housework, schooling, or
studying)”?

We classified those reporting limitations to at least some
extent as having a limiting longstanding illness. Limiting
longstanding illness was not available in the Danish dataset in
1986. Consequently, Denmark was omitted from the analyses
of looking at changes over time. We also repeated the analyses
by using perceived health below good as an outcome variable
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to find out whether the results were consistent across the dif-
ferent indicators of health (data not shown). We have no per-
ceived health data from Norway, so Norway was excluded
from these analyses. The number of participants in the analy-
ses was 23 325 men and 24 184 women.

Firstly, descriptive analyses were made (table 1). The preva-
lence rates for limiting longstanding illness have been stand-
ardised using direct age standardisation with cohorts of 10
year. The pooled dataset (men and women from all countries
together) was used as the standard population. The index of
dissimilarity (ID) was used to measure the magnitude of
health inequalities by education. The ID indicates the
proportion of cases needed to be redistributed between
educational categories to obtain an equal distribution of
health. The ID takes into account the different sizes of the cat-
egories but does not expect a linear pattern of inequalities.”

Statistical models were run by using logistic regression
analysis. Results are presented as odds ratios (OR). The
purpose of the modelling was to compare relative health
differences by age within the three educational groups. There-
fore, the youngest age group from each country in 1986/87 and
1994/95 was selected as the reference category (OR=1.00).
The modelling was carried out by examining the age pattern
of health (fig 1 and 2). Three interaction terms were fitted to
examine systematically the health differences by age (data not
shown). Firstly, the interaction between age and year for each
country (age.year) was determined. This interaction measures
if the age patterns of health were similar between years
1986/87 and 1994/95. Secondly, interaction between country
and age (country.age) was computed separately for the years
1986/87 and 1994/95 to determine differences between the
countries in the age pattern in health. Thirdly, a second order
interaction for country, age, and year (country.age.year) was
used to ascertain if the change in the age pattern in health
between the two periods had changed between the countries.
We expected the age differences to have attenuated more in
Finland than in other Nordic countries.

Next, the analyses compared the age pattern of relative
health between the three educational categories (table 2).
Four interaction terms were fitted (data not shown). These
analysed the first order interaction between age and education
(age.edu) and second order interaction between age, educa-
tion, and year (age.edu.year) for each country. These interac-
tions analyse whether there are differences in the age pattern
of health between educational categories (age.edu) and
whether these differences have changed between the years
1986/87 and 1994/95 (age.edu.year). Second order interac-
tions between age, education, and country (age.edu.country)
were used to analyse whether differences between the
educational categories in the age pattern of health are similar
between countries. We expected the differences to be larger in
Finland than in the other countries. Finally, third order inter-
action between age, education, country, and year (age.edu-
.country.year) examined whether the magnitude of these dif-
ferences had changed over time. The modelling was carried
out by using the GLIM statistical package.'

RESULTS

Table 1 shows the number of participants and the prevalence
of limiting longstanding illness by age and education for each
country in 1986/87 and 1994/95. The health differences
between men and women were roughly similar between the
four countries. Age standardised prevalence of limiting
longstanding illness was higher in Finland than in the other
Nordic countries. A higher prevalence in Finland was seen in
all educational groups. We found a higher prevalence of limit-
ing longstanding illness in Finland especially among older age
groups. This prevalence was higher in Finland compared with
the other Nordic countries at both periods but the gap
between countries narrowed by 1994/95. This narrowing was
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Table 1 The proportion of respondents and the prevalence of limiting longstanding illness (LLI) and index of dissimilarity
(ID) in Finland, Sweden, Norway, and Denmark by age and education in the 1986/87 and 1994/95. Men and women
Finland Sweden Norway Denmark
% LLI % % LLI % % LLI % % LLI %
Men 1986/87
Age
25-34 28 13 24 13 24 11 24 -
35-44 26 17 25 14 27 16 28 -
45-54 19 36 18 19 16 26 18 -
55-64 17 59 17 37 18 37 17 -
65-74 10 64 16 44 15 43 13 -
Education*
Higher 18 19 10 8 22 11 22 -
Secondary 33 32 54 20 50 23 53 -
Basic 49 39 36 28 28 33 25 -
ID by education 8.8 10.5 11.9 -
Total* 100 34 100 23 100 24 100 -
(n=4302) (n=4554) (n=1444) (n=1732)
Men 1994/95
Age
25-34 23 17 23 11 26 17 26 15
35-44 27 20 22 13 25 16 25 22
45-54 24 29 24 22 24 22 21 26
55-64 18 48 16 35 13 36 15 36
65-74 9 54 14 40 12 49 13 38
Education*
Higher 24 17 13 9 28 14 27 21
Secondary 39 32 61 21 55 26 53 25
Basic 37 89 26 31 17 39 20 34
ID by education 10.2 10.6 12.2 6.4
Total* 100 31 100 22 100 26 100 26
(n=3628) (n=4549) (n=1396) (n=1720)
Women 1986/87
Age
25-34 25 16 22 13 25 18 25 -
35-44 25 23 26 17 25 20 26 -
45-54 18 39 18 23 15 82 18 -
55-64 18 56 17 41 18 34 17 -
65-74 14 61 17 44 17 55 14 -
Education*
Higher 14 25 9 16 15 19 18 -
Secondary 34 32 52 24 49 29 43 -
Basic 52 38 39 29 36 32 39 -
ID by education 59 5.8 5.0 -
Total* 100 89 100 25 100 29 100 -
(n=4846) (n=4526) (n=1542) (n=1770)
Women 1994/95
Age
25-34 23 20 22 14 27 22 24 16
35-44 27 24 22 16 25 25 24 25
45-54 23 33 24 23 21 33 22 28
55-64 16 50 17 35 14 44 16 47
65-74 11 59 15 44 13 53 14 53
Education*
Higher 19 25 12 26 24 23 27 23
Secondary 44 34 61 34 53 34 46 28
Basic 37 39 27 40 23 39 27 41
ID by education 53 4.2 2.9 9.7
Total* 100 33 100 24 100 33 100 31
(n=3574) (n=4650) (n=1414) (n=1862)

*The prevalence of LLI have been adjusted for age.

especially due to the decreasing prevalence among 45-54 year
old men and women. The prevalence among Finns 55 years or
older remained relatively high for both time periods.
Educational health inequalities were largest among Norwe-
gian men as measured by the ID (11.9 in 1986/87 and 12.2 in
1994/95). The smallest inequalities among men were found in
Denmark in 1994/1995 (ID=6.4). This was attributable to a
higher prevalence of limiting longstanding illness among
Danish men with high education compared with the other
Nordic countries. Health inequalities among women were

smaller overall than among men. This was mainly attributable
to the relatively high prevalence in women of higher
education. The largest inequalities were found in Norway
similarly with men.

Figure 1 shows the results of the logistic regression analyses
by age for men. In 1986/87 the odds ratio of limiting
longstanding illness among the oldest cohort of Finnish men
(6574 years old) was 11.25 (95% CI 8.66 to 14.62) when the
youngest age group (25-34 years old) was used as the
reference category (OR=1.00). This age difference was larger
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Figure 1 Logistic regression analysis for limiting longstanding illness
by age, year, and country among men.

than that found in Sweden (OR=5.02, 95% CI 3.97 to 6.34) or
in Norway (OR=6.32, 95% CI 4.06 to 9.84). The health differ-
ences between the countries by age were statistically
significant (p=0.001 for country.age interaction). In 1994/95
the relative health improved among oldest Finnish men and
the odds ratio was 5.80 (95% CI 4.33 to 7.78). A similar
improvement was also found among oldest Norwegian men
(OR=4.55, 95% CI 3.01 to 6.88) but among the Swedish men
the relative health differences remained roughly at a similar
level as in 1986/67 (OR=5.41, 95% CI 4.20 to 6.98). This nar-
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Figure 2 Llogistic regression analysis for limiting longstanding
illness by age, year, and country among women.

rowing was statistically significant in Finland (p=0.001 for
age.year interaction) and borderline significant in Norway
(p=0.077). Despite the narrowing age differences these
differences between countries were still statistically signifi-
cant in 1994/95 (p=0.015 for country.age interaction). The
change of relative health from 1986/87 to 1994/95 was differ-
ent between the countries as indicated by the interaction
between country, age, and year (p=0.001).

Figure 2 presents the corresponding analyses for women.
The oldest Finnish women had poorer relative health

Table 2 Logistic regression analysis for limiting longstanding illness by age, year, education, and country among men
and women
Finland Sweden Norway Denmark
1986/87 OR  1994/95 OR 1986/87 OR  1994/95 OR 1986/87 OR  1994/95 OR 1994/95 OR
Men
Higher education
25-34 1.00 1.00 1.00 1.00 1.00 1.00 1.00
35-44 0.39 2.42 1.04 1.91 2.26 1.33 1.90
45-54 1.46 2.07 0.89 3.47 4.73 2.42 2.04
55-64 4.00 7.19 2.68 4.98 6.55 1.76 3.99
65-74 5.15 9.38 2.93 4.79 9.45 5.09 7.08
Secondary education
25-34 1.00 1.00 1.00 1.00 1.00 1.00 1.00
35-44 1.72 1.30 1.08 1.03 1.28 0.94 1.49
45-54 3.95 2.27 1.48 2.14 2.42 1.20 2.21
55-64 9.48 4.78 3.79 3.50 3.14 2.39 2.57
65-74 10.59 8.04 4.56 413 3.79 3.62 3.35
Basic education
25-34 1.00 1.00 1.00 1.00 1.00 1.00 1.00
35-44 1.30 0.90 0.94 1.46 2.73 1.00 1.38
45-54 3.34 1.69 1.36 1.81 2.81 1.01 1.23
55-64 7.97 3.27 2.71 3.59 7.31 3.06 2.34
65-74 9.76 3.61 3.50 4.13 6.47 4.38 1.48
Women
Higher education
25-34 1.00 1.00 1.00 1.00 1.00 1.00 1.00
35-44 1.01 1.57 1.24 1.14 1.14 0.97 2.08
45-54 1.78 1.53 1.46 1.48 0.74 1.41 2.29
55-64 5.54 3.18 6.13 2.53 2.47 1.25 4.54
65-74 8.58 7.1 3.70 4.85 9.33 1.81 4.13
Secondary education
25-34 1.00 1.00 1.00 1.00 1.00 1.00 1.00
35-44 1.70 1.11 1.39 1.32 1.15 1.17 1.42
45-54 3.15 1.80 1.73 2.38 2.28 1.62 1.38
55-64 4.84 3.69 4.42 3.48 2.10 2.17 3.16
65-74 6.71 5.06 5.35 4.72 3.47 3.51 4.93
Basic education
25-34 1.00 1.00 1.00 1.00 1.00 1.00 1.00
35-44 1.40 1.55 1.12 0.68 0.88 1.78 2.01
45-54 3.11 2.21 1.80 0.85 1.47 2.47 2.62
55-64 5.92 3.89 3.20 1.61 1.76 4.81 3.99
65-74 6.60 5.13 3.61 1.94 4.54 4.83 4.49
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Key points

e Currently, the Nordic countries share similar social and
health policies, but in the past, economic conditions were
different as Finland used to be the poorest Nordic country.

® We compared the pattern of health inequalities for age and
for education between four Nordic countries to examine
whether different factors contribute to the level of health and
educational health inequalities.

® In older age groups health was poorer and educational
inequalities among men larger in Finland compared to the
other Nordic countries than in younger age groups in the
mid-1980s, but these gaps largely disappeared by the mid-
1990s.

e Poorer health in Finland is likely to be a cohort effect result-
ing from poorer past economic conditions prior to the
1950s.

e Not only current social policies but also past economic cir-
cumstances contribute to the level of health as well as the
magnitude of socioeconomic inequalities in health.

(OR=8.23, 95% CI 6.60 to 10.27) than the same cohort in
Sweden (OR=5.29, 95% CI 4.18 to 6.71) and Norway
(OR=5.45,95% CI 3.81 to 7.82). These differences between the
countries were statistically significant (p=0.001 for country-
.age interaction). In 1994/95 the relative health improved
among oldest Finnish (OR=5.94, 95% CI 4.52 to 7.79) and
Norwegian women (OR=3.96, 95% CI 2.70 to 5.81) but
remained stable among old Swedish women (OR=5.01, 95%
CI 3.96 to 6.34). The narrowing was statistically significant in
Finland (p=0.002 for country.age interaction).

Table 2 presents the logistic regression analyses by age and
education for men and women. The increase in the prevalence
of limiting longstanding illness by age in Finland was steeper
among men with secondary or basic education than among
higher educated men in 1986/87. This is seen as a lower odds
ratio in the oldest age group in higher educated men
(OR=5.15, 95% 2.59 to 10.22) compared with secondary
(OR=10.59, 95% CI 5.96 to 18.82) or basic educated
(OR=9.76, 95% CI 6.66 to 14.30) men. The differences in the
age pattern between educational categories were statistically
significant (p=0.032 for age.edu interaction). No difference in
the educational age pattern for health was seen among Finn-
ish men in 1994/95. This narrowing inequality among men in
Finland by age was statistically significant (p=0.01) as
indicated by the interaction between age, education, and year.
There were no differences in the age pattern between the edu-
cational groups among women in any Nordic country.

The analyses were repeated by using perceived health as
below good as a health outcome excluding Norway as the data
were not available. The results were very similar with the
results of limiting longstanding illness (data not shown). In
1986/87 the odds ratios of perceived health was 15.87 (95% CI
12.1 to 20.9) among the oldest cohort of Finnish men and
15.68 (95% CI 12.4 to 19.9) among the oldest Finnish women.
This is higher than that found in Sweden (OR=6.58, 95% CI
5.13 to 8.44 in men and 5.54, 95% CI 4.36 to 7.04 in women)
or in Denmark (OR=7.94, 95% CI 5.07 to 12.44 and 8.02, 95%
CI 5.36 to 12.01, respectively). The differences between coun-
tries were statistically significant (p value=0.001 for country.
age interaction in men and women). In 1994/95 the relative
health among the oldest men improved in Finland (OR=8.51,
95% C16.32to 11.47 inmen and 11.37,95% CI18.51 to 15.19 in
women) and Denmark (OR=5.65, 95% CI 3.55 to 9.00 and
5.15,95% CI 3.53 to 7.50, respectively) but remained stable in
Sweden (6.13, 95% CI 4.72 to 7.98 and 5.10, 95% CI 4.05 to
6.44, respectively). The health differences by age were still sta-
tistically significant between the countries in 1994/95 (p=0.02
for country.age interaction in men and 0.001 in women).

The age pattern of perceived health by education was simi-
lar with that for limiting longstanding illness—that is, steeper
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Policy implications

Our results suggest that poor childhood living conditions
damage health and cause wide socioeconomic health
differences decades later. Therefore, it is important to pro-
tect children against the effects of poor conditions, such as
inadequate nutrition and starting physically hard work too
early. Safeguarding adequate chi|dKood iving conditions
is likely to have longlasting beneficial effects on health in
society.

In rapidly developing countries, the burden of past
economic conditions needs to be taken into account in the
current public health policies. Older birth cohorts may need
more health care than younger cohorts when they reach the
same age. The retirement age may also need to be lower in
the older cohorts, especially among those who have a very
long work career in physically exhausting occupations.

® In comparisons between countries the current level of health
is likely to be a poor indicator of the efficiency of public
health policies. In countries that have suffered from past
poverty the costs of health care tend to be higher and the
level of health poorer than in countries with a more affluent
economic history. Thus, the results of international compari-
sons need to be interpreted with caution, taking info
account not only the current situation but also past
conditions.

among basic or secondary educated Finnish men compared
with men with higher education in 1986/87. The odds ratio
among the oldest men with higher education was 9.56 (95%
CI 4.88 to 18.7) whereas it was 11.28 (95% CI 6.24 to 20.42)
among secondary and 15.94 (95% CI 10.70 to 23.90) among
basic educated men of the oldest cohort. The differences in the
age pattern between educational categories were statistically
significant (p=0.004 for age.edu interaction). These differ-
ences were not observed in 1994/95 among Finnish men. We
did not find any differences among Finnish women or among
men or women in the other countries.

DISCUSSION

Our results show that among the four studied Nordic
countries, health was poorest in Finland. However, this is not
because of large socioeconomic health inequalities in Finland
in itself, but rather to the age pattern of health. When
comparing differences in limiting longstanding illness and
perceived health by age cohort with the other Nordic countries
we found that the relative health was poorer in the older age
groups in Finland. Health among older Finns was especially
poor in 1986/87, but this pattern was less obvious by 1994/95.
Compared with the other Nordic countries, the health in the
old age groups was still poorer in Finland among men and
women. A similar narrowing of health differences by age was
also found in Norway and Denmark but their health
differences in 1986/87 were already smaller than those among
Finnish men. The datasets in Norway and Denmark were also
smaller than in Finland and thus these results might not reach
statistical significance.

Relative health by age between educational categories
showed that Finnish men’s health inequalities differed from
that of men in the other Nordic countries. Educational health
inequalities for limiting longstanding illness and perceived
health in older age groups compared with those in younger
age groups were larger in Finland than in the other Nordic
countries in 1986/87. This difference had largely disappeared
by 1994/95. Previous studies'’* have suggested that the socio-
economic inequalities in health are narrower in older ages
compared with the middle aged. This is probably because of
the weakening effect of working conditions and an increasing
proportion of retired people in older cohorts. Thus, in Finland
there may be other factors that exacerbate educational health
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inequalities in older age groups. However, these factors do not
make overall health inequalities in Finland larger than in the
other Nordic countries, because we found the largest health
inequalities among Norwegian men. Health inequalities
among men were smallest in Denmark. This was not attribut-
able to good health among Danish men with basic education,
but instead to comparatively poor health among men with
higher education. For the same reason health inequalities
were smaller among women than among men. These findings
suggest that different factors contribute to the magnitude of
educational health inequalities between the Nordic countries.

The comparatively poor health in the older age groups and
the decline of this pattern over time suggest that poor health
in Finland is at least partly attributable to a cohort effect. The
turning point in Finland seems to be the cohorts born between
1941-1951. In the 1986/87 data the health in this cohort
(45-54 years) and older cohorts was clearly poorer than for
comparable cohorts in the other Nordic countries. In 1994/95
a similar difference could be found but the turning point in
Finland was now between those aged 55-64 and older—that
is, the same birth cohort as that found in 1986/87. Thus, the
health difference is not likely to be attributable to an age effect
in itself but rather to a cohort effect. This cohort effect can be
understood when seen against the poor standard of living in
Finland that prevailed until the early 1950s.

One possible factor for the cohort effect is nutritional dep-
rivation. This is supported by our previous study that found
that average stature was shorter in Finland than in Sweden in
the cohorts born before the second world war. However, this
gap narrowed in cohorts born after the second world war.”
The short stature of older Finns could be indicative of
nutritional deprivation in childhood. The results from Norway,
which were similar but less dramatic than in Finland, are also
in accordance with this conclusion. Before the second world
war Norway was a poorer country than Sweden but the gap
between these countries was not as large as that between Fin-
land and Sweden.

Our results suggest that not only current but also past eco-
nomic circumstances influence the overall level of health and
the magnitude of relative socioeconomic inequalities in
health. Currently, the Nordic countries have moved closer to
each other in economic terms,” but the effects of the poorer
past economic conditions on health are still visible. Therefore,
it may not be realistic to expect that even major improvements
in the standard of living would have immediate effects on the
health status and health inequalities in a population in
general and among elderly people in particular. Thus, it is not
reasonable to expect that in rapidly developing economies
health would improve simultaneously with the standard of
living or, the other way round, to expect that an economic
downturn would not have an effect on health if no decline in
health could be found after a few vyears follow up.
Furthermore, it is not possible to fully credit the magnitude of
health inequalities in society to the current social structure,
economic circumstances, and health and welfare policies.
Nevertheless, the deep roots of health inequalities also
emphasise the importance of current health and welfare poli-
cies, as these, too, are likely to have long term effects on health
and health inequalities that may be difficult to fully compen-
sate by future health and welfare policies.
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