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Abstract
To detect reasons for the difference in mortality
between Scotland and England and Wales a measure
of deprivation was studied, comprising overcrowd-
ing, unemployment of men, low social class, and not
having a car. Data for Scotland for 1980-2 showed
this measure to be strongly associated with mortality,
with gradients being particularly steep in young
adults. Deprivation was much more severe in Scot-
land than in England and Wales. These findings
suggest that much excess mortality may be as-
cribed to more adverse conditions. Standardising
the mortality ratios to take account of the relative
affluence and deprivation of the two populations
led to the differentials observed being radically
adjusted, while standardising for social class had
little effect. Deprivation measures based on areas
overcome many of the limitations associated with
social class analysis and also show much greater
discrimination between populations.
Measures of deprivation apparently provide a

powerful basis for explanation of health differences.
Such measures should therefore form part of the
1991 census output to facilitate their use on a
consistent basis.

Introduction
Mortality within the United Kingdom differs, with

England having the lowest and Scotland and Northern
Ireland vying for the place at the top of the league.
Factors that may explain these differences are not
easily identified, though selective migration, poorer
diet, higher levels of smoking, and the more unfavour-
able climate may all contribute. We present evidence
on the association between mortality and a measure

of deprivation in Scotland and England and Wales
that suggests that much excess mortality could be
associated with the more adverse socioeconomic
circumstances experienced in Scotland, deprivation
presenting a picture of differences in the populations
that is not present in the distribution of social class.

Method
We calculated deprivation scores for the postcode

sectors in Scotland and wards in England and Wales
from the 1981 census and mortality for 1980-2 by age,
sex, and category of deprivation for Scotland, which
provided the basis for calculating expected deaths in
England and Wales. Compared with the observed
deaths these provided standardised mortality ratios
that took into account differences in the material
circumstances of the two populations.
The deprivation measure was based on four census

variables: overcrowding, unemployment among men,
low social class, and not having a car. These were
combined into a single score for each postcode sector in
Scotland (n=about 1000) by means of thie Z score
technique. Th-e value of each component variable for a
sector was standardised to have a mean of zero and
standard deviation of 1 by subtracting the mean value
for the population (or Scotland) and then dividing by
its respective population standard deviation. The four
standardised component variables were then added
together into one score that had a population mean of
zero and standard deviation of 1. The resulting
distribution was split on an arbitrary basis into seven
categories ranging from very affluent to very deprived.
These categories were designed to maintain the
discrimination in the population, with most being
allocated to the three middle categories and smaller
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proportions of roughly equal numbers at the extremes.
Other methods of determining these class intervals
would give slightly different results but would not
affect the general pattern of mortality. The means and
standard deviations of the four census variables were
also used to calculate the scores for 9265 wards in
England and Wales (wards of City of London com-
bined) so that they were on a comparable basis. The
wards were also allocated to the seven categories that
had already been determined, and the populations by
age and sex in each category were aggregated over all
wards to give totals for England and Wales.

All deaths in Scotland in 1980-2 (190 000) were
allocated to a postcode sector except for deaths of
people not resident in Scotland (1647). Death rates by
age, sex, and category of deprivation were calculated
for Scotland within the database by aggregating deaths
and populations (by age and sex) over all sectors within
each category of deprivation. Expected numbers of
deaths for England and Wales were calculated by
using the (age-sex) Scottish death rates applied to the
England and Wales populations firstly, by age and sex
and, secondly, by age, sex, and category of deprivation.
These were then compared with the observed
(reported) deaths in 1980-2 to provide standardised
mortality ratios (observed/expected x 100) with a base
of Scotland= 100. By simple arithmetic the values were
converted to England and Wales= 100. Standardised
mortality ratios were calculated for the age group 0-64
and all ages as the differentials between countries of the
United Kingdom are known to be greater at younger
ages. We could not standardise mortality for all ages or
0-64 by using the more customary basis of social class
because of lack of population data, but this procedure
was carried out for men aged 20-64 by using data from
the occupational mortality report.'

TABLE II -Proportion (%) ofpopulation living at differing categories
ofdeprivation, Scotland and England and Wales

Deprivation Depris-ation England and
score categorvt Scotland Wales

<-1 4- 1 6-1 23-8
-1-4- 2 13-7 30-4
-0-8- 3 21-8 21-5
-0-3- 4 25-5 14-1
0-3- 5 14-8 6-7
0-8- 6 11-4 2-9

>1 7 7 6-8 0-5

*Population of Scotland 5 035 000; England and Wales 48 552 000.
t 1Affluent, 7 =deprised.

TABLE iII-Death ratios by age and sex for deprivation categories. Overall death rate for each age-sex
group= 100, Scotland, 1980-2

Deprivation categorv*

Age Sex 1 2 3 4 5 6 7 No of deaths

0-4 Jm 79 81 97 102 111 105 124 1 568
iF 63 87 90 101 112 110 138 1 147

5 JM 73 78 108 105 86 104 141 375
iF 81 100 102 86 106 117 106 239

15- JM 70 89 111 101 97 94 127 1247
IF 66 113 96 84 117 113 113 427

25- iM 53 77 86 105 108 123 173 1 190
iF 32 79 84 102 126 121 184 625

35m 55 68 87 102 110 139 181 2 246
IF 75 77 88 95 107 138 166 1460

45- 1Nm 57 72 86 96 115 140 153 6 702
F 65 75 92 100 105 130 145 4 325

55 JM 66 81 90 98 110 123 140 16 596
iF 64 79 92 99 112 125 127 10 588

65- Jm 82 87 94 101 105 116 126 30 160
IF 79 88 104 100 108 114 127 23120

75 JM 92 92 97 103 105 105 114 33 971
iF 96 95 98 100 105 103 110 54 288

0-64 64 79 91 98 110 125 141 3-8/1000
-65 90 92 96 101 105 108 118 66-4/1000
Allages 83 89 95 100 107 113 125 12-6/1000

* I = Affluent, 7= deprived.

TABLE IV-Standardised mortalit ratios for Scotland v England and
Wales, 1980-2, and observed numbers ofdeaths

Age and sex* Age, sex, and deprivationt

England and England and
Scotland Wales Scotland Wales

Scotland= 100
Ages 0-64 82 97
All ages 89 97

England and Wales= 100
Ages 0-64 122 103
All ages 112 103
Observed deaths (1000s):
Ages 0-64 48-8 393-3
Allages 190 5 1741-1

Great Britain= 100(
Men aged 20-64 124 98 123 98
Observed deaths (1000s) 37-5 299-6

*Except for Great Britain= 100, when standardised for age alone.
tExcept for Great Britain= 100, when standardised for age and social class.
ti1979-80 and 1982-3.
All data are computed from census populations and may differ slightly from
published statistics.

TABLE V-Social class distributions (%), Scotland and England and
Wales

Men aged 20-64' Population*

England and England and
Social class Scotland Wales Scotland Wales

1 5-4 5-6 4-5 4-5
II 19-1 21-9 14-9 19-1
III (Non-manual) 9-9 10-8 8-8 9-2
III (Manual) 36-3 33-4 28-1 26-1
IV 17-1 15-3 12-8 12-1
V 7-3 5- 5 5-2 4-0

In forces or inadequately
described 4-9 3-0 2-4 2-4

Not economically active 3-6 4-4 22-7 23- 5

*Population in households with head in social class stated and economically
active.
Population figures: men in Scotland 1 382 000, England and Wales
13 634 000; population in Scotland 5035 000, England and Wales
48552000.

Results
Table I shows the average values of the four variables

that made up the deprivation score for Scotland and
for England and Wales (though these were not used
to calculate the scores); the data show the more
adverse conditions experienced in Scotland on all four
measures, the discrepancy being most distinct for
overcrowding, with a quarter living with more than
one person per room in Scotland compared with less
than 6% in England and Wales. The distribution of the
Scottish population among the categories of depriva-
tion (table II) shows 62% in the three middle categories
and 6-7% in the most affluent and most deprived.
These proportions compare with 4-5% in social classes
I and V (see table V).
For England and Wales the mean value of the

deprivation scores for the wards calculated on the
Scotland basis was almost 1 SD from the mean (0 97)
and well within the more affluent half of the distribu-
tion (table II), and thus nearly 24% of the population of
England and Wales was living in affluent conditions
(category 1), which were attained by only 6% in
Scotland; and 18% in Scotland were living in deprived
conditions (categories 6 and 7), which were experi-
enced by only 3-4% in England and Wales.

These data serve to underline the essentially relative
nature of this score. Within Scotland 45% of the
population was living in areas with positive scores-
that is, in the more deprived half of the distribution-
but in relation to the mean value for England and
Wales over 80% were found in categories (3-7) showing
greater deprivation than this mean value compared
with around 450%, in England and Wales. Equally in
Scotland less than 20% had scores more favourable
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TABLE I-Value (%) of
components ofdeprivation in
Scotland and England and
Wales'

England
and

Scotland Wales

Men unemployed 12 -7 8-7
Overcrowding 25-3 5 -8
Nocar 41-2 24-4
Low social class 24-1 19-8
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than this mean value (in categories 1 and 2) compared
with around 54% in England and Wales.
The mortalitv ratios specific for age and sex for each

of the seven categories of deprivation showed gradients
(table III) that, apart from those for ages 5-14 and
15-24 (which were affected by low numbers of events),
showed consistent increases in mortality with depriva-
tion. The gradient was strongest in the age groups
25-34 and 35-44 and diminished with increasing age,
though it was still present at 75 and over. (For purposes
of comparison table III shows ratios but the actual rates
for each cell used as the basis for standardising are
available on request.)
The application of Scottish mortality to the popula-

tions of England and Wales resulted in standardised
mortality ratios (men and women) at age 0-64 of 82
(Scotland= 100) and at all ages of 89, when standard-
ised on age and sex alone (table IV). Transforming to a
base of England and Wales= 100 gave values of 122 for
Scotland at 0-64 and 112 at all ages. Adjusting for
differences in deprivation in the two populations had a
big impact on the standardised mortality ratios: they
were adjusted to 97 (both age groups) for England and
Wales or to 103 for Scotland when converted to
the England and Wales basis. For men aged 20-64
standardising for differences in social class produced
only a negligible effect, the standardised mortality
ratios for Scotland being adjusted from 124 to 123 on
a Great Britain basis. This slight effect was not
surprising as the two populations of men differed little
on this measure (table V), and this was also the case for
the population generally.
Within Scotland we could standardise the mortality

for health boards for men aged 20-64 (by using detailed
population data by social class not available from
the routine census small area statistics). While
standardising by age and social class had little effect on
the values, adjusting for category of deprivation (as
well as age) resulted in major changes, the populations
being markedly diverse in terms of deprivation but not
of social class.'

Discussion
Mortality in Scotland is well known to exceed that in

England and Wales as is seen for most age groups in the
rates specific for age and sex for 1980-2 (table VI). For
all ages the standardised mortality ratios for Scotland
in 1981 (on a United Kingdom basis) were 115 (males)
and 116 (females), 17% and 18% above the ratios of 98
for both sexes for England and Wales.4

TI'ABLE VI-Alortality (p.r 1000 popuilatio?n)for Scotlanid and England
atnd lales, 1980-2

Scotlatid Enigland anid Wales

Agc vears AI F I F

0- 33 25 31 24
5- 03 02 03 02

15- 1.0 0 3 058 0 3
25- 1.1 0-6 0 9 0( 5
35- 2 6 1 6 15 1-3
45- 80 49 61 37
55- 219 123 177 96
65- 53 2 30 2 48S1 25 2
975 134-9 991 1225 903

The differentials have persisted over many years,
though by 1985 the standardised mortality ratio had
fallen slightly to 112 for both sexes; set against this,
however, Scotland had replaced Northern Ireland,
which, from having the highest mortality in 1981, had
fallen to second place by 1985.' The excess mortality
we have reported on an age-sex basis of 12% greater in
Scotland than England and Wales at all ages and 22% at
0-64 is consistent with these data, though the differen-

tials are slightly less pronounced, possibly because we
used the census population base.
The differentials are more extreme at younger ages:

standardised mortality ratios for Scotland are 124 for
men aged 20-64 and 130 for married women aged
20-59-that is, 27% and 34% above the values for
England and Wales of 97 for both sexes (on a Great
Britain basis).'

Scotland is also seen to be considerably more
deprived. The more adverse conditions in the country
as a whole had already been noted in 1971 in the first
major analysis of deprivation at small area level, which
concluded that "the problems of the Scottish cities,
especially Clydeside, stand out most starkly."' In 1971
Scotland had 53 6% of the enumeration districts in
Great Britain with overcrowded households, 34.5%/o
with men unemployed, 35 9% with no car, and 21-9%
with low social group (socioeconomic group I 1)
compared with having only 11% of all enumeration
districts. These differentials still persisted in 1981 and
may be observed both in the values for the components
of deprivation (table II) and in the distributions of the
categories of deprivation (table III).
The gradients in mortality by category of depriva-

tion are pronounced, particularly in younger adults,
and the vast differences seen in the material circum-
stances of the two populations suggest that a large part
of the excess mortality in Scotland may be attributed
to the greater deprivation experienced in that
country, the excess being reduced to only 3% for both
age groups when these circumstances are taken into
account. There are no strong differences in compo-
sition by social class, on the other hand, and these fail
to explain the differentials in mortality for men aged
20-64, and it is unlikely that they would do so for the
more extended population. As with social class the
measure of deprivation describes differentials in
mortality, and the determinants of these differences
must be sought in other factors: in inborn character-
istics, infant experience, environmental influences,
and health related behaviour.
The use of Scottish mortality by deprivation to

calculate expected deaths for England and Wales was
necessary as comparable data for England and Wales
were not available. Similar gradients are probably
also found within England: data from the Northern
region" showed a relation of mortality (at 0-64) with a
measure of deprivation that is essentially similar to that
found in Scotland-that is, a ratio of around 2 2 in the
standardised mortality ratios for wards in the best and
worst tenths, which agrees exactly with the ratio of 2 2
derived from the values of 64 in the most affluent and
141 in the most deprived categories in Scotland (table
1).
The measure of social class has served well over

many decades to chart the differentials in mortality
that exist within the population. It has, however, been
the focus of much criticism in recent years based
on theoretical considerations-lack of homogeneity
within a social class and changes in the allocation of
occupations over timex; methodological issues-bias
resulting from lack of agreement in recording occu-
pation on the census document and at registration of
death'; and problems of interpretation due to the
discrete nature of the classification.9 In addition, large
proportions of the population are not classified: in the
1981 census 42% of women aged 16-64 were not
assigned to an occupation on their own account
compared with 12% ofmen of the same age, and 68% of
death certificates for women aged 20-59 do not record
their occupation compared with 3% for men aged
20-64'; the 23% of the population who are retired are
also routinely excluded from analysis. The conse-
quence is that analysis by social class (of routinely
collected data) has mainly been confined to the exami-
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nation of deaths in the population under the age of 65
(by using husband's or father's occupation for analysis
ofwomen and children), though the longitudinal study
has managed to extend analysis to older age groups'
and to cancer registration data" and the general
household survey annual report also provide analysis of
health measures by socioeconomic group.
These difficulties have led to proposals for alterna-

tive measures of social stratification'" and to the
adoption of an area based method of analysis." The
near universal use of postcodes as a basis for area
classification means that most events can be allo-
cated geographically, thus overcoming many of the
limitations described. In addition, compared with
social class deprivation measures show distinct dis-
crimination between populations. Classification of the
population on the basis of the area in which it lives
could therefore provide a valuable alternative strategy
for analysis of data in relation to socioeconomic
characteristics and enhance the possibilities of epi-
demiological examination of an extended range of
routine health data for which social class is mostly not
available. The continuous nature of a deprivation score
also offers greater flexibility in analysis.

Debate about the ideal composition of a deprivation
measure'4 is hardly likely to be resolved, though better
measures of relative disadvantage could be constructed
if government departments would make available
at small area level some of the information on
income (inland revenue) and supplementary benefits
(social security) on the same basis as unemployment
statistics. ' Our own measure seems as robust as any
other candidate in explaining variations in health
(unpublished data); it correlates strongly not only with
the standardised mortality ratio for ages 0-64(0 75) but
also with the census measure of the percentage of the
population (in private households) reporting them-
selves as unable to work due to permanent sickness

(0 77) and adheres to the concept of deprivation of
material resources in a way that is not true for all such
measures proposed. To promote its use on a consistent
basis we suggest that the census output for 1991 should
incorporate one or more similar measures; this would
facilitate access to them and, by providing uniform
measures, increase the comparability of data emerging
from studies that use this approach in analysis.
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Ab tract
3/Objective-To determine whether low dietary
calcium intake and physical inactivity are risk factors
for hip fracture among subjects aged 65 and over.
Design -Fifteen year follow up study of a large

cohort of randomly selected elderly people living in
the community, who had taken part in the 1973-4
survey of the Department of Health and Social
Security, and for whom dietary and other data were
recorded at initial interview and medical assessment.

Setting-Eight areas in Britain (England (five),
Wales (one), and Scotland (two)).
Subjects- 1688 Subjects living in the community,

of whom 1419 subjects (720 men and 699 women)
agreed to participate. 1356 Subjects completed a
seven day dietary record and 983 (542 men and 441
women) agreed to be assessed by a geriatrician.
Results-Incidence of hip fracture increased with

age and was higher in women than men. Comparison
with matched controls showed no evidence that the
risk of hip fracture was related to calcium intake: the
odds ratio for the lowest third of dietary calcium
compared with the highest was 0 7 (95% confidence
interval 0-1 to 3.9) after adjustment for smoking and
body mass index. The adjusted odds ratio for the

lowest third of outdoor activity compared with the
highest was 4-3 (0.7 to 26.8), and that for grip
strength was 3-9 (0.7 to 23.0).
Conclusions-Reduced intake of dietary calcium

does not seem to be a risk factor for hip fracture.
Further evidence is provided that physical activity in
the elderly protects against hip fracture.

Introduction
An important issue in public health is whether

supplementation of calcium in the diet of elderly
people will prevent osteoporosis and hip fracture.'
Evidence on the relation between calcium intake and
risk of fracture from cross cultural and case-control
comparisons is inconsistent.' In a recent case-control
study in southern Britain there was no relation between
calcium intake and hip fracture in women, but men
with daily intakes above 1 g had lower risks.'
The only reported prospective study is a 14 year

follow up study of 957 men and women living in an
upper middle class white community in California, in
which the risk of hip fracture was inversely related to
dietary calcium.4 From this it was concluded that the
risk might be reduced by increasing consumption of
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