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This report presents to an international audience the first results 
from the HEPROGRESS health profile.

The health profile or health survey has been carried out as part 
of the project HEPROGRESS, which has been supported through EU’s 
Programme for Employment and Social Solidarity (PROGRESS) in the 
field of social protection and inclusion. This program supports data 
collection and monitoring which improve the understanding of social 
exclusion and poverty issues, social protection and inclusion policies, 
in particular through analysis and studies and the development of 
statistics and common indicators. 

The survey was carried out among citizens in all the municipalities 
in Østfold County in Norway and among citizens in 8 municipalities 
in Vidzeme planning region in Latvia. The first local reports from the 
survey focused the distribution of health in each of the participating 
municipalities, and were distributed to the local communities and 
media.

Foreword

This report presents results with particular focus on health in 
the population and inequalities in health. Also, essential aspects of 
health related social participation, restrictions in and barriers for 
social participation, as well health related exclusion from the labour 
market are presented.

The report does not contain specific comparisons between 
citizens in the two countries, as the primary purpose is to provide 
local data on health and inequality in health. This can increase the 
awareness among politicians of the public health challenges in 
local communities, and support community planning and health 
promotion in municipalities.

It is our hope that the data collected from more than 22000 
citizens will be used for further in depth analyses, and comparative 
studies between the two countries in order to identify strengths and 
weaknesses, advantages and disadvantages of the two societies.

Østfold County Council and several municipalities in the region have 
for many years developed a close cooperation with municipalities in 
the Vidzeme planning region. The HEPROGRESS project is just another 
example of this fruitful collaboration. In the years to come, we hope 
to develop further joint actions.

November 2012

Inger-Christin Torp, 
Østfold County Council, 
Chairman of HEPROGRESS Steering Group

Elita Eglīte, 
Mayor,  Amata municipality
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This report presents selected results from a survey conducted as part of the HEPROGRESS project. This project has been supported through 
EU’s Programme for Employment and Social Solidarity (PROGRESS) in the field of social protection and inclusion. Østfold County Council was 
lead partner in the project.

The survey was carried out among citizens in all the municipalities in Østfold County in Norway and among citizens in eight municipalities in 
Vidzeme planning region in Latvia.

The survey and its questionnaire were modelled on the HEPRO conceptual framework, which has been used in previous surveys, and which 
allows comparisons over time and between many cities and municipalities in different countries.

This report presents results with particular focus on the health in the population and inequalities in health. These analyses make use of only 
a small fraction of the data available.

The purpose of this report is not to make systematic comparisons between citizens in the two countries. The primary purpose is to provide data 
on health and inequality in health, which can increase the awareness among politicians and planners of the public health challenges in local 
communities, and to support local policy development and planning. But during the analyses some interesting differences were found regarding 
the structure of the results from the two populations. This might inspire formulation of hypotheses about what causes the observed inequalities 
in the two very different groups of municipalities.

Summary

Norway
The various health indicators measured indicate which social 

groups are the most vulnerable and exposed to different health 
problems. Few older persons, when compared to the young, report 
on their perceived health as good and in a uniform manner a higher 
percentage older persons report on longstanding illness. Although it 
is more common among the youngest age groups to report on good 
health, young women represent the highest percentage reporting on 
feeling tense, scare and anxious. Also, when compared to the oldest 
age groups more young women and men report on hopelessness.

The survey shows clear differences with regard to education, 
employment and marital status. When compared to those with 
higher education or employment, a lower percentage among those 
with low education or unemployment report on good health, 
and a higher percentage report on longstanding illness, sleeping 
problems and hopelessness, indicating a great potential for change. 
Among those unemployed a higher proportion also report on being 
tense, feeling scare and anxious than among those employed. In 
comparison to those married or cohabiting, and when adjusted for 
age differences, smaller fraction of singles report on good health and 
a bigger fraction or rate ratio report on longstanding illness, sleeping 
problems, being tense, feeling scare and anxious.

The indicators measuring activity restrictions show that an 
increasing percentage of people report on activity restrictions with 
increasing age. When compared to the young there is a drastically 
lower percentage older persons reporting on good work capacity. 
Also, fewer in the oldest age group report on strong social support 
when compared to the young. At the same time a higher percentage 
in the oldest age group report on good opportunities for socialising in 
the community than among younger age groups. Among the younger 
age groups a higher percentage report on strong social support and 
a smaller percentage on activity restrictions, when compared to the 
oldest age groups. Even so there is a high proportion of the young 
reporting on loneliness.

Latvia
As expected the various health indicators measured show a clear 

increase in poor health with increasing age. Also the variation between 
educational groups and between employed and non-employed 
people is big, indicating great potential for positive changes. Those 
with poor education and those not in employment have the highest 
percentages with illness, poor health, and with severe restrictions 
in daily activities because of health problems. The survey does not 
provide specific explanations of the identified patterns. The results 
give an indication of the size of the problems and which social groups 
are hit hardest by health problems.

Health and poor health are important issues as health influences the 
citizens’ quality of life and the consequences for active participation 
in social life, and with further consequences for society and economic 
growth. 

Therefore many questions in the survey addressed these subjects.
The youngest age groups are having highest percentage on 

strong social support, which is decreasing with increasing age. The 
oldest age groups are feeling often lonesome. Bothered by a sense 
of hopelessness about the future has been reported more often 
among those with the lowest education, which is less prevalent 
with increasing educational status both among men and women.  
Feelings of being scare or being anxious are clearly higher among 
those marginalised or being at risk of being excluded from the labour 
market. Nevertheless, there were no major differences between the 
different age groups expressing the presence of good opportunities 
for socializing and neighbourhood in the community. More persons 
who themselves have a longstanding illness are giving care to 
others compared to those without longstanding illness. The highest 
percentages with frequent use of General Practitioner (GP) or Family 
Physician are among the older persons. There are some gender 
differences estimated. Particularly among the youngest women the 
percentage with frequent use of GP was relatively high in comparison 
with the men. The percentage reporting good working capabilities 
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As for health; education, employment and marital status seem to 
affect active participation in social life. Those with lowest education 
or unemployment represent the highest proportion reporting on 
activity restrictions as well as on loneliness. The percentage of 
people reporting on good work capacity is lowest among those with 
low education. Those with low educational status constitute a high 
proportion of those reporting on use of GPs. When compared to 
those with higher education a lower percentage among those with 
low education report on trust in institutions, and the same trend is 
evident for those outside the labour market as well as those with 
longstanding illness. A higher percentage of singles are reporting on 
loneliness, and a lower percentage on trust in institutions, good work 
capacity and good opportunities in the society when compared to 
those married or cohabiting.

Comparisons between Latvia and Norway
It is striking how different the age gradient in good perceived health is in the two countries. The percentage with good perceived health 

declines much more with age among the Latvians than among the Norwegians. It is also found in other surveys, which have a broader and 
nationally more representative sample. And the explanation is not a differing pattern of disease and illness in the two countries. The age gradient 
in morbidity is almost identical in the two countries.

Why is there this drastic difference in perceived healthy aging?  
This question and other research questions raised during the first analyses will be addressed through continued studies.
It is striking, that the proportion of the Norwegians who have a feeling of hopelessness decreases with age, whereas it increases among the 

Latvians.
For both perceived health and feelings of hopelessness regarding future there is the same social gradient among the Norwegians and the 

Latvians: those with shortest educational background are doing worse than those with higher education. Education is here considered a proxy 
measure of social position, advantages and opportunities.

In general the percentage experiencing severe restrictions because of disease and poor health in carrying out daily activities increases with 
age.

But this increase is much more pronounced in Latvia than in Norway – parallel to the pattern with perceived health. 
The percentage with restrictions is higher among those with low educational level compared to those with high educational levels – both 

among the Latvians and the Norwegians. But it is striking, that a very pronounced social inequality between the educational groups is present 
already in the youngest Norwegians, whereas there is no social difference among the youngest Latvians.

A similar difference is found when the respondents’ perceived working capability is analysed.

decreases drastically with age. The good working capability is much 
lower among those with longstanding illness compared to those 
without longstanding illness. Furthermore, those with lowest 
education are reporting lower working capacity, thus being at risk of 
exclusion from the labour market and social life. Finally, rather few 
among those with a vocational education and men being outside 
the labour market express a high level of trust in institutions. As 
previously mentioned health and poor health may influence the 
citizens’ quality of life and their participation in social life. This may 
consequently lead to further consequences affecting both societal 
function and aggregate economic growth. Participation was thus one 
of the subjects addressed by the survey.
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The HEPROGRESS project builds on developments and initiatives 
both within EU, Norway and Latvia with regard to developing 
strategies for public health and to develop monitoring methodologies 
with particularly emphasis on reduction of differences in health 
between social groups in society. These health issues are also 
targeted by the initiatives of the Healthy Cities Network/movement, 
which Østfold County is member of. 

The project has been supported by the PROGRESS programme. 
PROGRESS is the EU’s employment and social solidarity programme, 
set up to provide financial support for the attainment of the 
European Union’s objectives in employment, social affairs and equal 
opportunities as set out in the Social Agenda. The realisation of the 
Social Agenda relies on a combination of instruments comprising EU 
legislation, the implementation of open methods of coordination 
(OMC) in various policy fields and financial incentives such as the 
European Social Fund.

The PROGRESS mission is to strengthen the EU’s contribution in 
support of Member States’ commitments and efforts to create more 
and better jobs and to build a more cohesive society. To this effect, 
PROGRESS supports actions which among other things contributes 
to

a).improve.the.understanding.of.social.exclusion.and.poverty.issues,.
social.protection.and.inclusion.policies,.in.particular.through.analysis.
and.studies.and.the.development.of.statistics.and.common.indicators,.
within.the.framework.of.the.OMC.in.the.field.of.social.protection.and.
inclusion;

b). organise. exchanges. on. policies,. good. practice. and. innovative.
approaches.and.promotes.mutual.learning.in.the.context.of.the.social.
protection.and.inclusion.strategy;

c). raise. awareness,. disseminate. information. and. promote. the.
debate.about.the.key.challenges.and.policy.issues.raised.in.the.context.
of.the.Community.coordination.process.in.the.field.of.social.protection.
and.inclusion,.including.among.the.social.partners,.regional.and.local.
actors,.NGOs.and.other.stakeholders .

In Norway a new Public Health Act was introduced from 1 January 
2012. The purpose of this Act is to contribute to societal development 
that promotes public health and reduces social inequalities in health. 
Public health work shall promote the population’s health, well-being 
and good social and environmental conditions, and contribute to the 
prevention of mental and somatic illnesses, disorders or injuries.

Project background

The Act establishes a new foundation for strengthening systematic 
public health work in the development of policies and planning for 
societal development based on regional and local challenges and 
needs. The Act provides a broad basis for the coordination of public 
health work horizontally across various sectors and actors and 
vertically between authorities at local, regional and national level. 
Only by integrating health and its social determinants as an aspect of 
all social and welfare development through intersectoral action, can 
good and equitable public health be achieved.

To support these developments county authorities shall provide 
sufficient overview of the population’s health in the county and the 
positive and negative factors that may influence this. 

This overview shall be in written form and shall identify the public 
health challenges in the county, including an assessment of the 
impact and the causal factors. The county authority shall in particular 
pay attention to development trends that may create or maintain 
social or health-related problems or social inequalities in health.

In Latvia the Cabinet of ministers adopted Latvian Public Health 
Strategy for 2011-2017, dated 5 October 2011. Guidelines for 
public health promotion call the local authorities to take greater 
responsibility for public health and health promotion. One of the 
national policy objectives is to eliminate inequalities in health by 
implementing measures to ensure equal opportunities for health to 
all Latvian inhabitants. Latvian HEPROGRESS partner municipalities 
in Vidzeme planning region agreed to develop and adopt the 
common guidelines for Public Health Strategy 2013-2017, which is 
the local necessary policy document for the following public health 
planning and implementation process.  However, there was a lack of 
representative data and proper information about the people’s health 
and well-being, environment and social life on local and regional 
level. Therefore, the local and regional government authorities 
were looking forward to gain the knowledge, which is essential for 
the evaluation of existing practices and development of new policy 
initiatives promoting cooperation among different actors with the 
aim to improve quality of life of their population. 

Carrying out a Health profile or health survey and disseminating 
the results to the general public, to politicians, to administrators and 
planners and to other professionals in relevant sectors, is an important 
and useful instrument to initiate and support the development of 
public health policies on a local and regional level.
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Mortality and life expectancy
Mortality is the most common measure of population health, 

and thus it’s useful for comparing the health between different 
populations. It can be used to calculate the length of life, which 
citizens can be expected to live in average. In Latvia the average 
expected length of life in 2009 for a newborn girl was 78.0 years and 
for a newborn boy 68.1. At the same time in Norway it was 83.2 for 
a newborn girl and 78.7 for a newborn boy. The mortality among 
newborn and small children has a great impact on the average life 
expectancy. In Latvia 5.7 out of 1000 newborn children died during 
their first year. In Norway this child mortality rate was 2.8. 

Quality of life
One question is: how long can you expect to live? Another question 

is: what is the quality of your life? And again the quality of life is 
multifaceted, and depends on what values you pursue. A common 
measure of quality of life is the number of years you can expect to live 
without disability or other consequences of poor health compared to 
the number of years you can expect to live with disability or other 
consequences of poor health. The Statistical Office of European 
Communities (Eurostat) has estimated that a female citizen in Latvia 
can expect to live 55.8 years without disability, and a male citizen 
can expect to live 52.6 years without disability. In Norway, respective 
results are 67.8 years and 68.9 years.

In both countries many healthy and good years are lost due to 
disease and disability. Women live longer, but lose more healthy 
years than men. Analyses in other European countries have shown 
that groups with low education carries a higher risk of losing years 
with good quality of life than other socio-economic groups.

Determinants of health
It is better to prevent disease and its consequences than to spend a 

lot of money on health care, rehabilitation and social services. Many 
individual risk behaviours and environmental risk factors contribute 
to health condition of the population.

An important risk factor is smoking. A national survey conducted 
in Latvia in 2008 showed that 12.9% of women and 45.9% of men 
were daily smokers. Among women smoking was most frequent 
among 25-34 years old, while smoking was most frequent among 
men between 35 and 44 years old. In Norway 19% both men and 
women were daily smokers in 2010. It should be noted, that 7% were 
using snuff.

Among both men and woman in Norway smoking was most 
common among 45-54 years old, indicating that smoking as 
behaviour is becoming less frequent among younger people. A survey 
conducted in 2006 as part of a previous international collaboration - 
HEPRO - between Norway and Latvia (and other countries around the 
Baltic Sea) showed that smoking is more common among those with 
low education and low socio-economic status.

An important risk factor for disability is the work environment. For 
a higher percentage of the persons with lower education the physical 
work environment is strenuous or health hazardous. This is also 
substantiated through the HEPRO survey.

Physical activity in leisure time is a positive health promoting 
activity, which can support healthy aging. The HEPRO survey showed 
that 19% of the respondents, in Latvia and in Norway, were physically 
active at a healthy level. But in-depth analyses showed big differences 
between age groups, gender groups and social groups.

Men were more physically active than women, younger were more 
active than older, and those with higher education were more active 
than others.

These differences between the various groups reveal a huge 
potential for improvement and health promotion.

Social differences in good and poor 
health

Social differences in health are found almost universally between 
groups with different education, income, living in different areas. 
Statistics show that those with lower socio-economical status have 
the most unfavourable health situation compared to the better-
off groups. This can create disadvantages in the labour market 
participation. 

These statistics formed the background for the development and 
targeting of the HEPROGRESS project, and important elements of the 
HEPRO survey was repeated in the HEPROGRESS survey. The results 
from the HEPROGRESS survey presented in this report are the first 
to be presented to an international audience. Further analyses will 
be conducted on the new data, and data will be made available for 
research purposes. 

Further results from the old HEPRO survey can be found at: 
http://heprocom.net/images/stories/uploads/PDF/Surveys/

eurohepro_final.pdf 

Health in Norway and Latvia
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This report presents results from a survey conducted as part of the 
HEPROGRESS project. The survey and its questionnaire were modelled 
on the HEPRO conceptual framework.

Basic principles
Collecting, analysing and reporting data on population and 

environmental health matters and the social and demographic 
distribution of good and poor health are important. With widening 
health and health promotion concepts it is essential that a broad 
concept and model of health is applied as guide. Data has several 
applications in the health planning and development process. 
Basically, data describes the nature and distribution of various health 
problems. They can be used for targeting and designing public health 
work and health promotion. They can be used for monitoring of trends 
and for evaluation of accomplishing targets. From a democratic 
perspective it is important that data are used to create visibility and 
awareness of health problems, both already known and identified 
problems but also new and emerging problems that are not already 
scientifically documented.

In general, data for health profiles can draw on many different 
types of data and data from different sources:

a) Survey questionnaires and interviews
b) Qualitative individual or focus group interviews
c) Administrative sources and registries

For some indicators, administrative registries will be the most 
relevant, whereas for others the most relevant choice may be the 
qualitative approach or the survey methodology.

The main focus of the HEPRO project was to develop a questionnaire 
including core indicators relevant from a modern concept of health 
and health promotion. The aim was to combine the biomedical, 
epidemiological and psychosocial approach. Besides the central core 
module, other modules with special foci could be developed. The 
various users could add questions and modules according to local 
needs and policy interests.

The HEPRO model

Indicators
It is important for the interpretation of results and conclusions 

that a local health profile can compare its results with a reference 
value using standardised instruments. An important step before the 
drafting of a questionnaire is a discussion of the list of indicators 
in order to establish its relevance to various interested parties. 
Indicators can be either quantitative or qualitative. They should 
provide easy opportunity for monitoring development of population 
health or the quality of services and benefits over time, and should 
help a community determine where it is now, where it is going, and 
eventually how the situation is with regard to goals and targets.

Data are the raw material for indicators and good data is essential 
in order to have a good indicator. However, indicators are more than 
just the data on which they are based. They give data added value 
by converting them into information, which is intended to inform 
processes in decision-making. Indicators are as varied as the type of 
systems they monitor but there are certain accepted characteristics 
that good indicators have in common.

Ideally and in principle the indicators must:
• Identify the essence of the problem
• Have a clear and normative interpretation
• Be robust and statistically validated
• Be responsive to effective policy interventions
• Be measurable across nations and regions if the purpose is 

cross national or cross regional comparisons

The questionnaire is available in English, Norwegian and Latvian. 
The HEPRO questionnaire was available in eight different languages.

The conceptual survey model
For the public health or health promotion worker it is not enough 

to merely describe the extent of health problems and their causes, 
determinants and consequences. It is just as important to understand 
peoples’ everyday lives, including their opportunities and barriers for 
pursuing a healthy life according to their own definitions and values. 
The models that drive the selection of indicators should be based on 
relevant and updated models. 

The health concept inherent in the HEPRO model is a broad, social, 
physical and spatial health concept, which views health and well-
being as something more than just absence of disease and illness. 
The main focus is health in its many different manifestations, as 
defined by the various professional actors in the field, as well as by 
the citizens themselves or other important actors (family, employer, 
fellow workers etc.). 
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The HEPRO survey model considers health and well-being as 
comprising physical, mental and social good functioning and 
well-being. Physical and material risk factors influence health. The 
individual, in terms of risk behaviour, can carry these risk factors. They 
can also be found embedded in the environment. The traditional risk 
factors influence health as they increase the risk of catching disease 
and illness and thereby reduce health or subtract from a condition of 
good health.

Besides the risk factors, resources influence health, as they support 
the development of a healthy and sustainable body and mind 

The HEPRO survey model

The model distinguished between positive and negative health 
concepts. An element in a positive health concept is a health state, 
a condition or a process, which is considered desirable. It can be 
the perception of being in good health, the feeling of being able 
or empowered to do, what you want to do etc. These are elements 
that are targeted by health promotion. The negative health concept 
comprises conditions, health states, function and processes, that are 
considered negative and undesirable, and which should be avoided 
and prevented. It can be specific diseases, poor mental functioning 
and well-being, high level of stress etc. 

In some instances, it is not possible to clearly distinguish between 
absence of an unwanted condition or state and the presences of a 
wanted condition or state – and vice versa. However, often this 
distinction is clear. A good example is smoking. Smoking is clearly 
from a health perspective an unwanted behaviour, as it entails a 
great risk of disease. But the absence of smoking does not necessarily 
result in a healthy and lengthy life with a good quality of life.

through developing positive health and well-being and protecting 
the individual from disease. These resources can be interpersonal 
contact and interaction, mutual trust and security – aspects that also 
are called social capital. And they can be resources in the physical and 
spatial environment that influence health by being supportive for a 
healthy life and for well-being. 

These various elements interact with each other. A simplified 
model of the interactions is illustrated below. The model comprises 
ten main elements that can be subject for broad cross-disciplinary 
and intersectoral actions.

Likewise, it is easy to imagine that health promoting behaviour 
and health enhancing surroundings can lead to health gains, whereas 
the absence of such behaviours or surroundings does not necessarily 
do cause disease or lack of well-being. Furthermore, negative 
health conditions are risk factors or strains in the environment and 
surroundings, as well as in the individual, which are considered 
inappropriate from a health and well-being perspective. Positive 
health conditions are resources and supporting social, physical and 
spatial conditions and behaviours that are assumed to have a health 
promoting or health enhancing effect.

Both the negative and the positive conditions, states, functions 
etc. have several consequences. The consequences can be negative 
in terms of sickness absence, disability pension and so forth, and 
they can be positive in terms of coping, empowerment, mastery and 
participation.

In the table below, the contents of the various elements is 
illustrated by reference to the subjects of the questions in the 
questionnaire.
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III Resources in spatial, 
physical and social 
environment

IV Strains and risk factors in 
spatial, physical and social 
environment

V Individual ressources

VI Individual strains and risk 
factors

VII  Inclusion and exclusion

VIII Coping, mastery and 
competence

IX Social participation

I Social and personal function 
and quality of life

II Disease and illness

Social, economic, demographic position



Most of the questions in the questionnaire can be classified 
according to this model. 

To a certain extent this comprehensive focus can explain some 
aspects of inequality in health through socially differential exposure 
to the determinants and differential social consequences. But the 
model is static, and has some crucial shortcomings when it comes 
to explain the complex and reverse causality, which lies behind the 
social distribution of health and its consequences or inequality in 
health.

Steps in the social production, reproduction and inertia of inequalities in health

Figure from Rasmussen, N.Kr.: Sociale forskelle, 
Kap. 33, in Kjøller, M, Juel, K. & Kamper-Jørgensen, 
F (red.) Folkesundhedsrapporten, Danmark 2007. 
Statens Institut for Folkesundhed. Syddansk Universitet. 
København 2007

Resources, environment
- Services in local community
- Social capital, trust
- Attachment to neighbourhood

Social inclusion and exclusion
- Activity restrictions
- Sickness absence

Strains and risk factors, environment
- Physical work environment
- Psychosocial work environment
- Violence and vandalism
- Pollution and noise

Social and personal function and wellbeing
- Perceived health
- Vitality
- Stress

Coping mastery and competence
- Motivation for change
- Coping
- Use of health care services
- Use of medicines

Resources, individual
- Motivation for change
- Intake of fruit and vegetables
- Physical activity

Disease and illness
- Longstanding illness
- Specific diseases

Strains and risk factors, individual
- BMI
- Smoking
- Excessive alcohol consumption
- Physical inactivity

Social participation
- NGO activities
- Leisure time activities

A supplementing approach stresses that health in itself is an 
important determinant for the social position of individuals, 
and their chances etc. in social life. This is being illustrated by the 
following model, see below, which from a life course perspective 
draw the attention to the impact of health on social life, when health 
is being considered as a resource for a (positive) social life course or 
a risk factor for marginalization from the labour market and many 
other social life spheres. In other words, health is considered an 
input variable as a resource or risk factor parallel to e.g. education or 
cultural capital or other capital goods socially inherited. 

Main contents of the questionnaire
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Social 
inheritance in 
the life course

Education
Lifestyles
Health

Positions
Exposures

Income
Power
Autonomi
Disease

Exclusion
Inclusion
Mastery
Coping

Capital,
resources,
qualifications

Labor market 
and occupational 
structure

Rewards, costs,
advantages,
disadvantages

Health related
social
consequences



Survey design and target group
The aim of the survey was to study the distribution of health and 

health related factors in municipalities in a county in Norway (Østfold) 
and a planning region in Latvia (Vidzeme). The results should help 
to raise awareness about social inequality in health and risk factors. 
Social inequality in health is not in accordance with welfare goals. It 
increases unnecessary costs for welfare and health care services, and 
reduces potential productivity and earnings of people. 

The survey is a methodology designed for descriptive, planning 
and practical purposes and not for studies of causation and effects of 
intervention. It aims at, among other things, providing a holistic view 
of health and quality of life, identifying vulnerable groups, groups 
with special needs, strengths and weaknesses of a local community, 
as well as constituting a basis in municipal planning processes.

 In both countries (Norway and Latvia) the target group was 
the adult population between 18 and 79 years of age. The survey 
included 17 440 inhabitants in Norway (Østfold County; Aremark, 
Askim, Eidsberg, Fredrikstad, Halden, Hobøl, Hvaler, Marker, Moss, 
Rakkestad, Rygge, Råde, Rømskog, Sarpsborg, Skiptvet, Spydeberg, 
Trøgstad, Våler), as well as 4190 inhabitants in eight Latvian 
municipalities (Amata, Cēsis, Jaunpiebalga, Līgatne, Pārgauja, 
Priekuļi, Rauna, Vecpiebalga). The Norwegian survey was approved 
by the Norwegian Data Protection Authority, and the Latvian survey 
was conducted in accordance with current Latvian legislation. The 
survey was carried out in the autumn of 2011 in Norway and in late 
spring 2012 in Latvia. 

Sampling, data collection and study 
populations

In Latvia the sample was drawn from the Address Register held 
by State Land Service and the sampling strategy was two-stage 
probability sample with no stratification. The target sample size 
was estimated at 4167 while the total number of addresses sampled 
was 7031 (gross sample), in order to deal with possible drop-off 
(approximated non-response of 30%). Sixteen percent (1113 cases) 
of the gross sample was ineligible. At the end of data collection the 
net sample was 4190. 

In Norway the sample was drawn from the National Population 
Register. The register contained the respondents’ background 
information on sex, age, marital status, municipality identification 
number and basic geographical unit. Random (representative) 
samples were gathered in each municipality and the desired final 
net sample in the analyses was 1000 respondents per municipality. 
However, the target group in the municipalities of Rømskog and 

Aremark consisted of in total 480 and 991 persons, respectively, and all 
of them were consequently included in the survey. The municipalities 
of Fredrikstad and Sarpsborg each expanded their desired samples 
by 1000 respondents. Østfold County Council assumed a response 
rate of 50 %, which implied a gross sample (the sample prepared for 
mailing) of double the size of the desired sample (1000 respondents). 
In order to tackle the expected drop off during data gathering, an 
extra sample allocated to each municipality in Norway was drawn, 
consisting in total of 8000 respondents. The gross sample was 
compliant with the distribution of the population.

Data was gathered using structured face-to-face interviews in 
Latvia. The interviewers (n= 40, coordinated from Riga) approached 
the addresses selected from the Address Register. The final response 
level was 70.8% and reasons for non-response were inability to 
answer (37 cases), long term absence (104 cases), refusals (580 
cases), and no contact established (1007 cases). In order to check for 
consistency and reassure quality around 15% of respondents were 
approached post data collection by telephone or in place of their 
residence. The questions were coded, data entered using SPSSPC/
SYSTAT and cross-checked by trained persons. Further data analysis 
and tabulations were conducted in SPSS, OpenOffice, and MS Excel.

While personal interviews were the source for data collection in 
Latvia, self-administered postal questionnaires were used in Norway. 
The questionnaires were distributed (sent over a three week period) 
together with an invitation letter from the county. Reminders were 
sent 1.5 to 2 weeks after the initial mailing (depending on the 
response). After the first mailing at the end of 2011, the response was 
relatively low and the additional sample was therefore included and 
sent questionnaires. Neither Fredrikstad nor Sarpsborg did receive a 
net result of 2000 respondents even after the additional sample was 
included. In order to increase the number of respondents in these 
cities, participants from TNS Gallup’s access panel were included. 
Completed received questionnaires were registered, scanned and 
saved while electronic responses from those choosing to answer via 
internet were registered and saved. The final response after sending 
out reminders and including the additional sample was 38.3%. All 
information from the questionnaires was generated in a data file in 
SPSS format.

Representativeness
In surveys where the level of non-response is relatively high there 

is a risk that the effective sample may be biased. All invited persons 
not participating in the survey (regardless of the reason behind the 
non-participation), may hold non-random characteristics. To the 
extent that the non-participating persons are not representative for 
the invited sample and the target population, the effective sample 
might produce biased estimates or results. 

Material and methods
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The assumption underlying standard statistical analyses is that all 
individuals in the population have equal probabilities or probabilities 
which can be calculated of being selected in the sample. In order to 
deal with possible deviations between the sample and the whole 
population, weighting procedures facilitate taking these into account 
while analysing data.

Weighting of the final samples implies to adjust the response data 
and remove bias in order for the data to reflect or project the target 
population. In both countries deviations between the probability 
sample and the true population were seen and consequently 
distribution weighting by age and gender groups were used to 
correct for the deviations. Hence weights were calculated according 
to the respondent’s probability of selection and to represent gender 
and age groups of the municipalities. In Latvia, the net sample shows 
a lower prevalence of males than the official data, and older persons 
(aged 60 years and older) are over-represented and younger (18-29 
years old) are under-represented. 

In Norway the samples for each municipality were weighted 
by age and gender according to the distribution in the population 
and in addition they were weighted according to their share of the 
population in the county. Also, in Sarpsborg and Fredrikstad weighting 
was used to account for the size of the boroughs as the borough 
samples were too small to be weighted for gender and age within 
each borough, and consequently an iterative weighting procedure 
was used to ensure reflection of the official statistics. The gender and 
age-standardised weighting for each municipality (based on county 
distribution by age and sex in 2011) facilitated comparisons between 
the municipalities by taking gender and age differences into account. 
The final sample after the end of data collection in Norway was 
slightly over-represented by women and elderly, while the youngest 
were under-represented. These deviations are, however, common for 
the type of population study.

Detailed descriptions of the characteristics of the target population 
and the effective study samples can be found in Technical reports 
“About the Survey, Østfold Health and Environmental Survey 2011, 
no. 116560” (Norway) and Technical reports about “The Health Profile 
Survey April-June 2012” (Latvia).
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1. There are two main sections with results from the survey in 
Østfold County and in 8 municipalities in Vidzeme planning region. 

2. The first section of results presents the distribution of various 
aspects of health in socio-demographic sub groups of the studied 
samples. 

3. The second section of results presents the distribution of various 
aspects of social participation and activities in socio-demographic 
groups and in groups with or without longstanding illness.

4. The results are presented for women and men in separate parts 
of the tables as one of the main purposes of the project is to focus 
on gender differences. Two parallel tables will allow identification of 
different patterns among men and women. 

5. After the text of this introduction you will see an example of a 
table from the first section of results.

6. The first column gives the background variables or 
characteristics according to which the results are broken down. And 
for each variable the single categories are shown.

7. The top line (row 3) gives the total percentage among women 
and among men who declares a good and very good health, and for 
each of the genders the absolute numbers of men and women in the 
sample is shown. The numbers are not adjusted for non-response – 
but the prevalence or percentages are corrected. 

8. The percentages show that women have slightly lower 
percentage of good perceived health.

9. The next line in the table (row 4) indicate the result for 
the youngest age group, and after that the other age groups. The 
denominator (the number of men and women in the various age 
groups) is the absolute unadjusted/uncorrected number from the 
data collection: so many respondents in the various age groups among 
men and women answered the questionnaire. The result/percentages 
for age groups are the real percentages – not necessary to adjust, as 
the results are presented stratified according to age and gender.

10. When you look in the columns with the entry: Percent for men 
and for women, you can see that in the youngest age group fewer 
women report good health than men, whereas in the two oldest age 
groups more women than men report good health. 

11. The next column is named SRR, which means Standardised 
Rate Ratio. In this column you see a figure around 1.00 – below or 
over. This figure indicates whether the age group in question is higher 
or lower than an age group, which has been used as comparison 
group (”baseline”). In this case we have chosen the age group 30-
44 as baseline. For women aged 18-29 you see a SRR of 1.04 – this 
indicates that their level of good perceived health is higher than the 
comparison group (which has 1.00). For the older groups of women 
we see lower SRR’s than 1.00, indicating (what we already knew from 
the percentage), that fewer perceived their health as good.

Introduction to standard tables 

12. We know, that even when drawing a sample randomly, we 
will not be sure to draw a sample, which produces a totally correct 
mini picture of the target population. We shall expect that we 
might get fewer or more respondents with good or bad health in 
our sample, than exists in the total population.

13. Is the difference mentioned in item 11 bigger than the 
random variation created through the random sampling of the 
respondents? Two values or confidence limits have been calculated 
to give an estimate of whether these differences (higher or lower 
than 1.00) could occur in a situation when you draw the sample 
total randomly. The confidence limits gives an indication of how big 
a difference from 1.00 we might expect even when the respondents 
are still drawn from a population where there is no difference 
between the various age groups. But if the differences (the SRR’s) 
go beyond these confidence intervals there is a high probability 
that the differences reflect real differences in the population.

14. Then there are columns with a + or a -, indicating whether 
the SRR’s goes beyond the confidence intervals. And the analysis 
shows that all age groups differ from the baseline group both 
among men and women.  

15. And a little footnote: in the case of the SRR’s for age groups, 
there has been no standardisation. The SRR is just the crude fraction 
between the percentage with good health in the age group in 
question and the percentage with good health in the baseline 
group (age 30-44).

16. The next background variable is educational status. We know, 
that there are differences between the various educational groups 
regarding the age composition. The difference regarding perceived 
health between the educational groups could therefore have been 
created by this hidden difference regarding age. Therefore the SRR 
has been age standardised, i.e. it takes into consideration this age 
difference, and adjusts the calculated SRR, and so the presented 
SRR’s do not reflect the hidden age differences.

17. During this standardisation process the WHO standard 
population age structure has been used. It has been used as a 
standard procedure instead of using the various specific age 
compositions of the groups, which have been chosen as baselines.

18. The same principle has been used for the other background 
or breakdown variables, with slight differences.

19. In the second results section there is added ”longstanding 
illness” as a background variable, in order to study the effect of 
illness on participation. In the case of longstanding illness we know 
that those who have an illness are older than those without illness. 
Therefore the tables, which use longstanding illness as background 
variable have also been age standardised.

This section gives an introduction and explanation to the rationale and contents of the tables in the report.*

* The tables include all municipalities in Østfold County, Norway, and 8 municipalities in Vidzeme planning region, Latvia.
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20. In the breakdown according to employment, only calculations 
of SRR’s for employed (baseline) and unemployed and ”other” have 
been included. The age composition of the other groups (pensioners 
and students) are quite different from the “standard population’s” 
age structure, and some age groups in the standard population is not 
represented among pensioners and students, and therefore it is not 
meaningful, nor statistically valid to calculate an age standardised 
SRR.

  Women Men

  Percent SRR Confidence 
limits  Number Percent SRR Confidence 

limits  Number

Total  72.8 9519 73.6 7918

Age

18-29 80.4 1.04 (1.01-1.08) + 960 85.2 1.06 (1.03-1.10) + 612
30-44 77.0 1.00 2129 80.0 1.00 1560
45-64 69.6 0.90 (0.87-0.93) - 4144 66.8 0.84 (0.81-0.87) - 3600
65-79 64.7 0.84 (0.81-0.87) - 2286 63.5 0.79 (0.73-0.83) - 2144

Education

Lower than secondary 58.1 0.84 (0.79-0.89) - 2127 58.6 0.90 (0.86-0.95) - 1657
Upper secondary 71.8 1.00 4240 73.5 1.00 3862
University (short) 81.5 1.13 (1.10-1.16) + 2139 81.2 1.11 (1.08-1.14) + 1401
University (long) 88.6 1.23 (1.19-1.28) + 586 85.2 1.16 (1.12-1.20) + 661

Employment

Employed 84.2 1.00   5247 82.1 1.00   4728
Age pensioner 65.9 1681 64.4 1604
Unempl.,  social benefit 37.4 0.44 (0.40-0.49) - 1465 34.4 0.46 (0.41-0.52) - 1049
Student 83.7 407 88.7 195
Other 56.1 0.66 (0.62-0.71) - 719 52.7 0.63 (0.57-0.69) - 342

Marital status
  

Married/cohabiting 75.4 1.00   6720 74.1 1.00   6081
Single (unmarried) 77.6 0.92 (0.85-0.99) - 452 77.2 0.83 (0.78-0.89) - 513
Single (divorced) 63.5 0.84 (0.79-0.88) - 1201 65.6 0.91 (0.87-0.96) - 772
Other 64.5 0.84 (0.79-0.90) - 1146 74.5 0.98 (0.92-1.04)   550

Municipality
 
 
 
 
 
 
 

Halden 75.7 1.05 (1.00-1.11) + 524 75.5 1.01 (0.96-1.07)   441
Moss 73.1 1.00 (0.94-1.05)   535 70.6 0.95 (0.90-1.01)   397
Sarpsborg 71.6 0.99 (0.94-1.03)   956 71.8 0.98 (0.94-1.02)   757
Fredrikstad 72.6 0.99 (0.95-1.03)   902 75.2 1.03 (0.99-1.06)   805
Hvaler 73.3 1.03 (0.89-1.19)   584 73.2 1.01 (0.89-1.16)   501
Aremark 71.5 0.98 (0.74-1.30)   228 72.1 1.00 (0.80-1.26)   212
Marker 73.0 1.04 (0.90-1.20)   529 70.9 1.01 (0.87-1.15)   441
Rømskog 81.8 1.15 (0.92-1.45)   119 85.5 1.13 (0.86-1.47)   116
Trøgstad 73.7 1.02 (0.90-1.16)   569 73.1 0.99 (0.88-1.12)   450
Spydeberg 74.3 1.01 (0.89-1.15)   514 76.5 1.03 (0.91-1.16)   434
Askim 66.2 0.91 (0.84-1.00)   454 69.6 0.95 (0.87-1.03)   382
Eidsberg 75.3 1.03 (0.95-1.12)   530 73.1 0.99 (0.91-1.08)   425
Skiptvedt 69.8 0.96 (0.81-1.14)   458 73.1 0.99 (0.86-1.15)   371
Rakkestad 75.5 1.04 (0.95-1.15)   568 76.3 1.03 (0.93-1.13)   488
Råde 76.2 1.07 (0.97-1.18)   553 77.1 1.06 (0.97-1.16)   479
Rygge 73.5 1.01 (0.93-1.09)   527 72.9 1.01 (0.94-1.08)   437
Våler 72.0 0.99 (0.86-1.14)   480 73.8 0.99 (0.87-1.13)   398
Hobøl 70.7 0.98 (0.85-1.12)   489 77.7 1.05 (0.94-1.17)   382

21. In the breakdowns of sickness absence (result section 2) 
only employed people are included in the tables. Furthermore 
in the breakdowns according to education, marital status, and 
municipalities only those aged below 65 has been included.

22. In the breakdowns of work capability (result section 2) only 
those aged below 65 are included in the breakdowns according to 
education, marital status, and municipalities.

23. In the case of the municipalities, no baseline municipality has 
been chosen. In this case the average for the whole county or region 
has been chosen as baseline.

Good or very good 
perceived health,
Østfold County, Norway
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  *The tables include all municipalities in Østfold County, Norway, and 8 municipalities in Vidzeme planning region, Latvia.

Health and well-being* 
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The table presents levels of good or very good perceived health among the respondents. Perceived health or self-assessed health is the 
respondent’s own subjective assessment of their health. Usually perceived health is strongly correlated with medically diagnosed health. But 
many people perceive their health as good even when they have a medically diagnosed disease. And some people consider their health as poor 
or bad despite they have not been diagnosed with a disease .

Among women 45.9% report about good or very good perceived 
health. A higher percentage among men (57.1%) report about good 
or very good perceived health. 

Among both men and women the level of good perceived health 
is very high among the youngest age group (86.0% men and 82.5% 
women) and very low among the oldest (19.4% men and 12.8% 
women).

There is also a clear educational difference with a lower level of good 
or very good perceived health in groups with lowest educational level 
(only primary school) compared to those with higher educational 
levels (secondary and university education). 

When the figures are broken down according to employment, 
it is clear that among those currently employed there is a higher 
percentage with good or very good perceived health than among 
those who are either unemployed, on social benefits or disability 
pension. The main explanation for this difference is probably that it is 
difficult for those with poor health to sustain permanent occupational 
activity. Age pensioners and students have very low levels or very 
high levels because of their old respective young ages.

Regarding marital status, the prevalence of good perceived 
health varies between the groups. But none of the differences are 
statistically significant after adjustment for age differences between 
the marital groups.

The level of good or very good perceived health in each municipality 
is compared with the average for all municipalities and adjusted for 
age differences between the municipalities. One municipality has a 
significant higher level both among women and among men.

Vidzeme planning region, Latvia

Among women 72.8% report about good or very good perceived 
health. Almost the same percentage among men (73.6%) report 
about good or very good perceived health. 

Among both women and men the level of good perceived health is 
highest in the youngest age group and lowest among the oldest. For 
women the percentages are 80.4% among the youngest vs 64.7% 
among the oldest and for men 85.2% among the youngest vs. 63.5% 
among the oldest.

There is also a clear educational difference with a lower level of good 
or very good perceived health in groups with low educational level 
compared to those with higher educational levels. The differences 
between the educational groups are of similar sizes among both men 
and women.

When the figures are broken down according to employment, 
it is clear that those currently employed have a much higher level 
of good or very good perceived health than those who are either 
unemployed, on social benefits or disability pension. The probable 
explanation for main difference that it is difficult for those with poor 
health to sustain permanent occupational activity. The residual group 
”other” consists mainly of persons who have not given a response to 
the questions about occupational activity. The majority of them may 
be considered as marginalised in relation to the labour market, and 
they have a rather low level of good perceived health.

Regarding marital status the prevalence of good perceived health 
varies between the groups. Apparently the group of unmarried single 
women and men has the highest level of good perceived health. This 
is because this group is much younger in average than the other 
groups – when adjusted for the age differences between the groups 
the SRR (Standardised Rate Ratio) shows a relatively lower level 
among the unmarried single persons than among the married. The 
SRR’s show that the group of married persons generally has a higher 
level of good or very good perceived health.

Østfold County, Norway

From a public health point of view it is important to measure not only disease and health from a professional perspective, but also from the 
subjective perspective of the citizen, and from a social perspective: how well are the citizens able to fulfil usual social roles and obligations, as 
expected from their social surroundings.

Perceived health
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  45.9 2550 57.1 1617

Age

18-29 82.5 1.28 (1.21-1.35) + 335 86.0 1.22 (1.16-1.29) + 307

30-44 64.7 1.00 462 70.5 1.00 379

45-64 42.3 0.65 (0.61-0.70) - 883 45.3 0.64 (0.60-0.69) - 594

65-79 12.8 0.20 (0.17-0.23) - 870 19.4 0.28 (0.24-0.32) - 337

Education
 

Primary 33.8 0.78 (0.67-0.89) - 576 50.6 0.88 (0.78-0.98) - 354

Secondary 53.9 1.00 546 59.5 1.00 356

Vocational 43.3 0.89 (0.81-0.98) - 844 58.6 1.00 (0.92-1.09)   676

University 53.5 1.05 (0.95-1.15)   578 59.4 1.13 (1.02-1.25) + 224

Employment

Employed 59.0 1.00   1137 68.5 1.00   849

Age pensioner 12.7 926 18.4 354

Unempl., social benefit 44.9 0.84 (0.74-0.95) - 262 42.5 0.71 (0.62-0.80) - 273

Student 88.2 156 91.1 137

Other 77.4 0.90 (0.72-1.13)   69 0.0 . (. -. )   4

Marital 
status

Married/cohabiting 52.2 1.00   1316 55.0 1.00   1017

Single (unmarried) 32.1 0.89 (0.77-1.03)   798 62.5 0.92 (0.80-1.05)   296

Single (divorced) 46.3 0.99 (0.89-1.11)   374 53.6 0.92 (0.84-1.02)   232

Other 65.4 1.08 (0.89-1.32)   62 72.8 1.10 (0.97-1.26)   72

Municipality

Amata 39.2 0.87 (0.73-1.04)   319 50.2 0.88 (0.75-1.02)   215

Cesis 37.6 0.81 (0.67-0.96) - 406 51.2 0.87 (0.75-1.02)   171

Jaunpiebalga 45.5 0.98 (0.83-1.14)   292 55.8 0.96 (0.82-1.12)   173

Ligatne 69.3 1.43 (1.32-1.55) + 291 73.3 1.30 (1.20-1.40) + 233

Pargauja 47.0 1.08 (0.95-1.22)   316 56.7 1.01 (0.88-1.16)   170

Priekuli 43.0 0.96 (0.83-1.13)   342 60.5 1.07 (0.95-1.20)   221

Rauna 41.9 0.96 (0.82-1.13)   295 47.4 0.85 (0.73-1.00)   212

Vecpiebalga 44.2 0.95 (0.81-1.11)   289 61.8 1.08 (0.95-1.21)   222

Good or very good perceived 
health, Vidzeme planning 
region, Latvia
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  Women Men

  Percent SRR Confidence 
limits  Number Percent SRR Confidence 

limits  Number

Total  72.8 9519 73.6 7918

Age 

18-29 80.4 1.04 (1.01-1.08) + 960 85.2 1.06 (1.03-1.10) + 612

30-44 77.0 1.00 2129 80.0 1.00 1560

45-64 69.6 0.90 (0.87-0.93) - 4144 66.8 0.84 (0.81-0.87) - 3600

65-79 64.7 0.84 (0.81-0.87) - 2286 63.5 0.79 (0.73-0.83) - 2144

Education

Lower than secondary 58.1 0.84 (0.79-0.89) - 2127 58.6 0.90 (0.86-0.95) - 1657

Upper secondary 71.8 1.00 4240 73.5 1.00 3862

University (short) 81.5 1.13 (1.10-1.16) + 2139 81.2 1.11 (1.08-1.14) + 1401

University (long) 88.6 1.23 (1.19-1.28) + 586 85.2 1.16 (1.12-1.20) + 661

Employment

Employed 84.2 1.00   5247 82.1 1.00   4728

Age pensioner 65.9 1681 64.4 1604

Unempl.,  social benefit 37.4 0.44 (0.40-0.49) - 1465 34.4 0.46 (0.41-0.52) - 1049

Student 83.7 407 88.7 195

Other 56.1 0.66 (0.62-0.71) - 719 52.7 0.63 (0.57-0.69) - 342

Marital 
status

Married/cohabiting 75.4 1.00   6720 74.1 1.00   6081

Single (unmarried) 77.6 0.92 (0.85-0.99) - 452 77.2 0.83 (0.78-0.89) - 513

Single (divorced) 63.5 0.84 (0.79-0.88) - 1201 65.6 0.91 (0.87-0.96) - 772

Other 64.5 0.84 (0.79-0.90) - 1146 74.5 0.98 (0.92-1.04)   550

Municipality

Halden 75.7 1.05 (1.00-1.11) + 524 75.5 1.01 (0.96-1.07)   441

Moss 73.1 1.00 (0.94-1.05)   535 70.6 0.95 (0.90-1.01)   397

Sarpsborg 71.6 0.99 (0.94-1.03)   956 71.8 0.98 (0.94-1.02)   757

Fredrikstad 72.6 0.99 (0.95-1.03)   902 75.2 1.03 (0.99-1.06)   805

Hvaler 73.3 1.03 (0.89-1.19)   584 73.2 1.01 (0.89-1.16)   501

Aremark 71.5 0.98 (0.74-1.30)   228 72.1 1.00 (0.80-1.26)   212

Marker 73.0 1.04 (0.90-1.20)   529 70.9 1.01 (0.87-1.15)   441

Rømskog 81.8 1.15 (0.92-1.45)   119 85.5 1.13 (0.86-1.47)   116

Trøgstad 73.7 1.02 (0.90-1.16)   569 73.1 0.99 (0.88-1.12)   450

Spydeberg 74.3 1.01 (0.89-1.15)   514 76.5 1.03 (0.91-1.16)   434

Askim 66.2 0.91 (0.84-1.00)   454 69.6 0.95 (0.87-1.03)   382

Eidsberg 75.3 1.03 (0.95-1.12)   530 73.1 0.99 (0.91-1.08)   425

Skiptvedt 69.8 0.96 (0.81-1.14)   458 73.1 0.99 (0.86-1.15)   371

Rakkestad 75.5 1.04 (0.95-1.15)   568 76.3 1.03 (0.93-1.13)   488

Råde 76.2 1.07 (0.97-1.18)   553 77.1 1.06 (0.97-1.16)   479

Rygge 73.5 1.01 (0.93-1.09)   527 72.9 1.01 (0.94-1.08)   437

Våler 72.0 0.99 (0.86-1.14)   480 73.8 0.99 (0.87-1.13)   398

Hobøl 70.7 0.98 (0.85-1.12)   489 77.7 1.05 (0.94-1.17)   382

Good or very good 
perceived health, 
Østfold County, Norway
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In Vidzeme 30.8% of the women and 21.0% of the men reported 
about a longstanding illness.

Approximately 7% of both women and men 18-29 years of age 
reported about longstanding illness, whereas 57.7% of the women 
aged 65 or over and 47.1% of the men aged 65 or over reported 
longstanding illness.

Part of the difference between men and women is due to a greater 
reluctancy among men to report illness or weakness.

Among women, the group with lowest educational level has a 
much higher level of longstanding illness (42.6%) than the other 
educational groups (27%-28%). Men with lowest educational level 
had the highest level of illness, but only slightly higher than the 
other educational groups. The group with highest educational level 
among men had the lowest level of illness.

There is a clear difference between employed and unemployed 
or inactive on the labour market. Among the employed women and 
men there were a significantly lower percentage with illness, than 
those not employed. 

Longstanding illness 

As have been found in many population surveys a very large 
proportion of the adult population reports about longstanding or 
chronic illnesses or conditions. Among women 42.7% reports about 
longstanding illnesses, and among men it is 39.5%.

As expected there is a clear age gradient with the youngest 
group among women having 30.4% and among men having 26.0% 
reporting longstanding illness. For the oldest group it is 50.1% and 
53.2% respectively.

Regarding educational status there is a very clear gradient, similar 
among men and women, with the lowest educational groups having 
52.1% (men) and 53.0% (women) decreasing to 32.5 % and 35.2 % 
in the highest educational groups.

Regarding employment a very clear pattern is seen, that those 
unemployed, on welfare or disability pension have a much higher 
level of longstanding illness, and even higher than seen among age 
pensioners.

The level of longstanding illness is lowest among married or 
cohabiting and significantly higher among both groups of singles. 
The pattern regarding the SRR’s is similar for men and women.

No major differences were observed between the municipalities.

It is very difficult to obtain an overall picture of the morbidity or the diseases in a population. Most countries have good statistics about 
the causes of death and which covers the whole country. Some countries have good statistics about diseases among patients at hospitals and 
diseases, which lead to contacts with primary health care. But information about diseases and illness which the citizens suffer from in their daily 
lives, and which not necessarily lead to contact with the health care system, can only be collected by questionnaire surveys, through which the 
respondents report about their illnesses and health.

The Health profile questionnaire has a general question about longstanding illness or health problem. Not all chronic conditions, which a 
medically trained person might find or diagnose, will be reported by a respondent. Only those illnesses which the respondents consider to be 
somewhat problematic and with some kind of consequence will probably be reported.

Vidzeme planning region, Latvia Østfold County, Norway
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  Women Men

  Percent SRR Confidence limits  Number Percent SRR Confidence limits  Number

Total  30.8 2550 21.0 1617

Age

18-29 6.6 0.35 (0.24-0.51) - 335 6.7 0.63 (0.41-0.96) - 307

30-44 18.7 1.00 462 10.6 1.00 379

45-64 28.1 1.50 (1.27-1.77) + 883 25.6 2.41 (1.87-3.10) + 594

65-79 57.7 3.09 (2.66-3.58) + 870 47.1 4.43 (3.48-5.64) + 337

Education
 

Primary 42.6 1.32 (1.02-1.70) + 576 23.6 0.90 (0.68-1.18)   354

Scondary 27.0 1.00 546 22.7 1.00 356

Vocational 28.2 0.92 (0.74-1.13)   844 19.6 0.88 (0.70-1.10)   676

University 27.0 0.85 (0.68-1.08)   578 18.4 0.65 (0.46-0.92) - 224

Employment

Employed 19.1 1.00   1137 14.1 1.00   849

Age pensioner 57.2 926 46.7 354

Unempl., social benefit 30.9 1.52 (1.18-1.97) + 262 23.4 1.34 (1.00-1.79) + 273

Student 4.9 156 5.2 137

Other 7.1 0.83 (0.31-2.24)   69 100.0 . (. -. )   4

Marital 
status

Married/cohabiting 23.4 1.00   1316 23.3 1.00   1017

Single (unmarried) 44.8 1.71 (1.35-2.16) + 798 18.9 1.09 (0.78-1.51)   296

Single (divorced) 32.6 1.11 (0.91-1.36)   374 18.1 0.84 (0.65-1.08)   232

Other 15.1 0.70 (0.38-1.27)   62 7.3 0.41 (0.19-0.90) - 72

Municipality

Amata 36.4 1.23 (0.92-1.63)   319 33.2 1.73 (1.30-2.31) + 215

Cesis 46.1 1.67 (1.32-2.11) + 406 31.5 1.56 (1.18-2.06) + 171

Jaunpiebalgas 25.4 0.80 (0.55-1.17)   292 18.2 0.92 (0.60-1.42)   173

Ligatne 25.9 0.60 (0.42-0.85) - 291 19.0 0.75 (0.51-1.09)   233

Pargauja 28.9 0.89 (0.63-1.27)   316 27.0 1.24 (0.89-1.74)   170

Priekuli 22.2 0.66 (0.44-0.99) - 342 9.6 0.40 (0.22-0.71) - 221

Rauna 22.4 0.56 (0.37-0.84) - 295 11.2 0.46 (0.28-0.77) - 212

Vecpiebalga 36.7 1.45 (1.10-1.91) + 289 17.6 0.90 (0.59-1.37)   222

Longstanding illness,
Vidzeme planning region, 
Latvia
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  Women Men

  Percent SRR Confidence 
limits  Number Percent SRR Confidence 

limits  Number

Total  42.7 9519 39.5 7918

Age 

18-29 30.4 0.84 (0.76-0.93) - 960 26.0 0.86 (0.76-0.97) - 612

30-44 36.1 1.00 2129 30.4 1.00 1560

45-64 50.3 1.39 (1.30-1.49) + 4144 47.7 1.57 (1.45-1.70) + 3600

65-79 50.1 1.39 (1.29-1.48) + 2286 53.2 1.75 (1.62-1.90) + 2144

Education

Lower than secondary 53.0 1.18 (1.08-1.28) + 2127 52.1 1.21 (1.12-1.32) + 1657

Upper secondary 42.6 1.00 4240 38.4 1.00 3862

University (short) 37.1 0.90 (0.84-0.97) - 2139 35.1 0.91 (0.84-0.98) - 1401

University (long) 35.2 0.83 (0.74-0.94) - 586 32.5 0.73 (0.65-0.82) - 661

Employment

Employed 33.9 1.00   5247 31.8 1.00   4728

Age pensioner 47.7 1681 52.8 1604

Unempl., social benefit 75.5 2.06 (1.92-2.21) + 1465 75.6 2.31 (2.14-2.49) + 1049

Student 24.9 407 18.9 195

Other 53.4 1.64 (1.51-1.78) + 719 54.0 1.79 (1.61-1.99) + 342

Marital 
status

Married/cohabiting 40.9 1.00   6720 40.2 1.00   6081

Single (unmarried) 36.6 1.29 (1.15-1.44) + 452 32.4 1.22 (1.10-1.35) + 513

Single (divorced) 53.0 1.30 (1.20-1.40) + 1201 46.0 1.24 (1.13-1.36) + 772

Other 44.7 1.09 (0.98-1.21)   1146 34.8 1.00 (0.86-1.16)   550

Municipality

Halden 43.3 0.98 (0.87-1.11)   524 36.9 0.92 (0.81-1.06)   441

Moss 44.2 1.06 (0.94-1.18)   535 39.1 1.01 (0.89-1.15)   397

Sarpsborg 41.3 0.97 (0.88-1.07)   956 36.9 0.94 (0.85-1.04)   757

Fredrikstad 42.4 1.00 (0.92-1.09)   902 42.9 1.10 (1.02-1.20) + 805

Hvaler 45.3 0.98 (0.72-1.35)   584 42.2 0.96 (0.69-1.33)   501

Aremark 46.5 1.06 (0.62-1.81)   228 41.2 0.92 (0.53-1.59)   212

Marker 45.4 1.08 (0.77-1.50)   529 38.9 0.89 (0.62-1.29)   441

Rømskog 33.5 0.73 (0.28-1.91)   119 34.5 0.87 (0.35-2.18)   116

Trøgstad 41.5 0.94 (0.70-1.25)   569 37.1 0.93 (0.69-1.26)   450

Spydeberg 43.3 1.06 (0.82-1.38)   514 38.5 0.99 (0.73-1.33)   434

Askim 46.4 1.09 (0.93-1.27)   454 42.0 1.04 (0.88-1.22)   382

Eidsberg 41.6 0.98 (0.81-1.19)   530 41.9 1.08 (0.90-1.31)   425

Skiptvedt 47.2 1.10 (0.81-1.50)   458 38.4 0.96 (0.68-1.37)   371

Rakkestad 40.5 0.92 (0.72-1.17)   568 33.6 0.84 (0.64-1.10)   488

Råde 40.4 0.89 (0.68-1.15)   553 38.2 0.93 (0.72-1.20)   479

Rygge 41.6 0.97 (0.82-1.16)   527 38.9 0.93 (0.78-1.11)   437

Våler 43.2 1.05 (0.79-1.39)   480 40.4 1.01 (0.76-1.35)   398

Hobøl 41.9 0.98 (0.73-1.31)   489 37.7 0.94 (0.70-1.26)   382

Longstanding illness,
Østfold County, 
Norway
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More women (14.9%) than men (11.2%) report about sleeping 
problems within last week that has bothered much or very much. 

There is no clear age related gradient. Both among men and 
women the highest prevalence is found among 45-64 year old.

In relation to educational status we find again, that the problems 
are more prevalent among those with shortest education and least 
prevalent among those with highest education. 

There is a marked difference between those on the labour market 
and those marginal to or outside the labour market (in working 
ages). Thirty three point eight percent (33.8%) among women and 
26.6% among men outside the labour market report about sleeping 
problems compared to 9.2% and 8.6% respectively among those 
employed.

For both the two groups who live single lives the ratio of sleeping 
problems is clearly increased when compared to those married or 
cohabiting.

Bothered by sleeping problems

Among women 12.0% report to be bothered by sleeping problems. 
Among men 6.4% report about sleeping problems.

The proportion with sleeping problems increases very clearly 
with increasing age. Below 5% among the youngest report sleeping 
problems, whereas it is 16.5% among the oldest men and 21.0% 
among the oldest women.

Also the variation with socio-economic position (measured by 
education) is clear: the shorter education the higher rates of sleeping 
problems, and labour market participation is also associated with 
sleeping problems, as those with out employment, either temporary 
or permanent, has a higher level of sleeping problems.

Marital status exhibits different patterns for men and women. 
Married women have fewer with sleeping problems than all the other 
marital status groups – although the differences are not statistically 
significant. Whereas almost no differences between the groups are 
seen among men.

The difference between men and women is very small for those 
who are married or cohabiting, whereas the difference between men 
and women in the other groups is relatively big.

No major significant differences are seen between the 
municipalities.

Very important aspects of a broad health concept are personal wellbeing and psychological functioning, often labelled mental health. But 
mental health is often too narrowly associated with mental illness and psychiatric disorders. To avoid this wrong connotation we prefer to use 
the term personal wellbeing and psychological functioning. One aspect, which has been included in the survey, is sleeping problems.

The table present the prevalence of sleeping problems, which has bothered the respondent very much or much within the last week. 

Vidzeme planning region, Latvia Østfold County, Norway
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  Women Men

  Percent SRR Confidence 
limits  Number Percent SRR Confidence 

limits  Number

Total  12.0 2550 6.4 1617

Age

18-29 4.8 0.72 (0.42-1.25)   335 2.9 1.20 (0.45-3.24)   307

30-44 6.6 1.00 462 2.4 1.00 379

45-64 11.6 1.75 (1.22-2.52) + 883 6.7 2.83 (1.29-6.23) + 594

65-79 21.0 3.17 (2.26-4.44) + 870 16.5 6.94 (3.28-14.67) + 337

Education
 

Primary 17.5 1.45 (0.97-2.19)   576 8.9 1.23 (0.74-2.04)   354

Scondary 12.1 1.00 546 7.8 1.00 356

Vocational 10.9 0.82 (0.58-1.16)   844 4.9 0.67 (0.43-1.06)   676

University 8.0 0.71 (0.45-1.13)   578 4.9 0.46 (0.24-0.86) - 224

Employment

Employed 7.3 1.00   1137 3.9 1.00   849

Age pensioner 21.3 926 15.7 354

Unempl., social benefit 13.1 1.69 (1.08-2.65) + 262 7.0 1.04 (0.61-1.78)   273

Student 3.9 156 2.3 137

Other 6.7 0.75 (0.30-1.88)   69 0.0 . (. -. )   4

Marital 
status

Married/cohabiting 8.9 1.00   1316 6.5 1.00   1017

Single (unmarried) 16.7 1.37 (0.90-2.07)   798 7.4 1.00 (0.58-1.72)   296

Single (divorced) 14.1 1.31 (0.92-1.86)   374 5.5 0.95 (0.54-1.64)   232

Other 12.8 1.48 (0.72-3.03)   62 3.7 0.74 (0.23-2.36)   72

Municipality

Amata 13.2 0.96 (0.57-1.63)   319 11.4 2.05 (1.15-3.66) + 215

Cesis 18.5 1.92 (1.26-2.91) + 406 9.2 1.58 (0.86-2.89)   171

Jaunpiebalgas 11.3 1.19 (0.66-2.15)   292 5.3 0.84 (0.36-1.92)   173

Ligatne 13.3 0.93 (0.56-1.54)   291 6.4 0.73 (0.37-1.46)   233

Pargauja 14.9 0.99 (0.58-1.69)   316 6.1 0.85 (0.39-1.87)   170

Priekuli 7.0 0.59 (0.28-1.24)   342 2.5 0.33 (0.10-1.02)   221

Rauna 8.3 0.56 (0.28-1.13)   295 4.1 0.58 (0.23-1.47)   212

Vecpiebalga 9.3 0.80 (0.42-1.49)   289 6.0 0.97 (0.45-2.12)   222

Sleeping problems ,
Vidzeme planning region, 
Latvia
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR Confidence limits  Number

Total  14.9 9519 11.2 7918

Age 

18-29 13.9 1.22 (0.99-1.49)   960 11.1 1.12 (0.86-1.45)   612

30-44 11.5 1.00 2129 10.0 1.00 1560

45-64 17.6 1.54 (1.30-1.81) + 4144 13.2 1.33 (1.08-1.63) + 3600

65-79 15.9 1.38 (1.16-1.65) + 2286 9.2 0.93 (0.73-1.18)   2144

Education

Lower than secondary 20.0 1.20 (1.02-1.41) + 2127 16.2 1.42 (1.19-1.70) + 1657

Upper secondary 16.7 1.00 4240 11.9 1.00 3862

University (short) 10.3 0.65 (0.56-0.75) - 2139 8.2 0.64 (0.54-0.77) - 1401

University (long) 7.2 0.36 (0.27-0.50) - 586 6.9 0.82 (0.60-1.13)   661

Employment

Employed 9.2 1.00   5247 8.6 1.00   4728

Age pensioner 15.1 1681 9.0 1604

Unempl., social benefit 33.8 3.57 (3.09-4.13) + 1465 26.6 3.51 (2.99-4.12) + 1049

Student 13.5 407 6.8 195

Other 23.1 2.49 (2.10-2.96) + 719 22.9 2.67 (2.17-3.28) + 342

Marital 
status

Married/cohabiting 12.5 1.00   6720 9.6 1.00   6081

Single (unmarried) 17.1 1.26 (0.96-1.64)   452 13.3 1.72 (1.38-2.16) + 513

Single (divorced) 22.7 2.05 (1.78-2.37) + 1201 18.4 1.94 (1.61-2.33) + 772

Other 18.7 1.57 (1.29-1.90) + 1146 12.5 1.20 (0.92-1.58)   550

Municipality

Halden 16.1 0.98 (0.77-1.23)   524 12.7 1.15 (0.89-1.50)   441

Moss 12.3 0.76 (0.58-0.99) - 535 11.3 1.10 (0.84-1.44)   397

Sarpsborg 15.6 1.06 (0.88-1.27)   956 13.4 1.20 (0.99-1.46)   757

Fredrikstad 14.6 1.05 (0.89-1.23)   902 10.2 0.87 (0.72-1.06)   805

Hvaler 12.8 0.73 (0.36-1.50)   584 9.2 0.74 (0.32-1.69)   501

Aremark 16.3 1.20 (0.42-3.43)   228 9.1 0.68 (0.16-2.82)   212

Marker 14.8 0.90 (0.45-1.81)   529 10.7 1.00 (0.45-2.27)   441

Rømskog 16.8 1.18 (0.24-5.66)   119 5.5 0.45 (0.03-6.47)   116

Trøgstad 14.4 0.99 (0.55-1.76)   569 9.9 0.87 (0.44-1.72)   450

Spydeberg 14.5 1.05 (0.61-1.81)   514 8.0 0.69 (0.32-1.51)   434

Askim 21.3 1.43 (1.10-1.87) + 454 13.3 1.12 (0.79-1.59)   382

Eidsberg 12.6 0.83 (0.55-1.25)   530 8.9 0.82 (0.50-1.36)   425

Skiptvedt 12.5 0.83 (0.39-1.75)   458 8.6 0.75 (0.31-1.86)   371

Rakkestad 14.1 0.94 (0.58-1.52)   568 7.3 0.61 (0.31-1.21)   488

Råde 12.6 0.75 (0.43-1.30)   553 8.2 0.76 (0.39-1.46)   479

Rygge 15.2 1.03 (0.73-1.44)   527 11.7 0.99 (0.67-1.47)   437

Våler 14.5 0.97 (0.53-1.76)   480 12.4 1.23 (0.67-2.27)   398

Hobøl 15.4 1.10 (0.63-1.91)   489 10.9 0.96 (0.50-1.83)   382

Sleeping problems,
Østfold County, 
Norway
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In total 7.4% of women and 5.5% of men reported to have been 
bothered very much or much within last week of feelings of being 
tense or hurried.

There is no particular age gradient, nor gradient according to 
educational level or employment or marital status.

Bothered by feelings of being tense or hurried 

In total 9.9% of women and 6.9% of men reported to have been 
bothered very much or much within last week of feelings of being 
tense or hurried.

It is particularly among young women these problems are being 
reported (16.2%), and it is least frequent both among women and 
men in the oldest age group (4.3% and 3.3%). Minor unsystematic 
variations are seen regarding educational status. Whereas it is clear 
that those marginalised or in risk of being marginalised from the 
labour market have a higher proportion who have been bothered 
much or very much within the last week. Also the groups who are not 
married or cohabiting have a higher proportion being bothered than 
those who are married or cohabiting.

Vidzeme planning region, Latvia Østfold County, Norway
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  7.4 2550 5.5 1617

Age

18-29 5.0 0.52 (0.32-0.85) - 335 6.3 1.04 (0.62-1.74)   307

30-44 9.6 1.00 462 6.1 1.00 379

45-64 9.6 1.01 (0.73-1.38)   883 5.5 0.91 (0.55-1.49)   594

65-79 5.0 0.52 (0.35-0.79) - 870 3.8 0.63 (0.34-1.20)   337

Education
 

Primary 6.7 1.03 (0.61-1.73)   576 4.6 0.77 (0.42-1.43)   354

Scondary 8.0 1.00 546 6.9 1.00 356

Vocational 6.7 0.60 (0.39-0.92) - 844 5.5 0.85 (0.53-1.34)   676

University 8.5 0.95 (0.59-1.52)   578 5.0 1.00 (0.50-1.98)   224

Employment

Employed 9.6 1.00   1137 6.1 1.00   849

Age pensioner 4.7 926 3.8 354

Unempl., social benefit 8.0 0.70 (0.43-1.14)   262 5.8 0.80 (0.45-1.41)   273

Student 7.2 156 4.6 137

Other 0.0 0.00 (. -. )   69 32.6 . (. -. )   4

Marital 
status

Married/cohabiting 8.5 1.00   1316 6.6 1.00   1017

Single (unmarried) 5.5 1.03 (0.57-1.85)   798 3.8 0.27 (0.16-0.48) - 296

Single (divorced) 7.4 0.73 (0.46-1.15)   374 4.9 0.80 (0.45-1.44)   232

Other 6.5 0.75 (0.27-2.09)   62 1.0 0.28 (0.04-1.96)   72

Municipality

Amata 11.0 1.33 (0.77-2.31)   319 9.2 1.76 (0.95-3.27)   215

Cesis 11.3 1.62 (0.96-2.71)   406 6.7 1.15 (0.56-2.33)   171

Jaunpiebalgas 3.6 0.39 (0.13-1.15)   292 6.8 1.26 (0.58-2.71)   173

Ligatne 15.0 2.20 (1.40-3.46) + 291 9.8 1.83 (0.99-3.39)   233

Pargauja 5.4 0.60 (0.26-1.43)   316 5.7 0.97 (0.42-2.21)   170

Priekuli 4.5 0.64 (0.28-1.46)   342 1.9 0.33 (0.09-1.18)   221

Rauna 2.7 0.42 (0.15-1.20)   295 3.3 0.58 (0.21-1.64)   212

Vecpiebalga 4.4 0.61 (0.26-1.43)   289 1.3 0.22 (0.04-1.13)   222

Feeling tense,
Vidzeme planning region, 
Latvia

29



Women Men

Percent SRR
Confidence 

limits
Number Percent SRR

Confidence 
limits

Number

Total 9.9 9519 6.9 7918

Age 

18-29 16.2 1.65 (1.34-2.03) + 960 7.4 0.90 (0.65-1.27)   612

30-44 9.8 1.00 2129 8.2 1.00 1560

45-64 9.4 0.96 (0.77-1.18)   4144 7.2 0.88 (0.67-1.15)   3600

65-79 4.3 0.44 (0.32-0.62) - 2286 3.3 0.40 (0.26-0.61) - 2144

Education

Lower than secondary 9.1 1.04 (0.84-1.30)   2127 8.0 1.33 (1.04-1.69) + 1657

Upper secondary 11.4 1.00 4240 7.3 1.00 3862

University (short) 9.7 0.88 (0.75-1.03)   2139 5.6 0.72 (0.58-0.91) - 1401

University (long) 5.1 0.36 (0.25-0.54) - 586 5.9 0.94 (0.66-1.35)   661

Employment

Employed 7.9 1.00 5247 6.1 1.00 4728

Age pensioner 4.2 1681 3.1 1604

Unempl., social benefit 17.4 2.24 (1.86-2.69) + 1465 14.4 3.03 (2.44-3.76) + 1049

Student 15.9 407 4.8 195

Other 15.0 1.63 (1.31-2.01) + 719 11.8 1.97 (1.47-2.65) + 342

Marital 
status

Married/cohabiting 8.2 1.00 6720 5.6 1.00 6081

Single (unmarried) 16.9 1.23 (0.93-1.63)   452 8.5 1.68 (1.25-2.27) + 513

Single (divorced) 14.3 1.87 (1.56-2.24) + 1201 12.1 2.34 (1.86-2.94) + 772

Other 10.0 1.37 (1.08-1.73) + 1146 8.4 1.52 (1.04-2.22) + 550

Municipality

Halden 8.3 0.83 (0.60-1.15)   524 7.3 1.09 (0.77-1.55)   441

Moss 10.3 1.01 (0.83-1.45)   535 7.0 1.11 (0.78-1.56)   397

Sarpsborg 10.5 1.00 (0.79-1.25)   956 9.8 1.43 (1.13-1.82) + 757

Fredrikstad 9.8 1.04 (0.85-1.26)   902 5.8 0.80 (0.62-1.04)   805

Hvaler 7.9 0.82 (0.33-2.05)   584 3.9 0.42 (0.12-1.48)   501

Aremark 9.8 1.16 (0.31-4.36)   228 3.8 0.56 (0.06-5.27)   212

Marker 11.4 1.14 (0.51-2.52)   529 6.0 0.80 (0.28-2.33)   441

Rømskog 5.0 0.41 (0.02-6.78)   119 2.0 0.37 (0.01-26.10)   116

Trøgstad 7.5 0.78 (0.35-1.75)   569 5.7 0.77 (0.31-1.94)   450

Spydeberg 8.8 0.87 (0.42-1.79)   514 7.0 1.09 (0.48-2.48)   434

Askim 13.2 1.38 (0.98-1.94)   454 5.7 0.77 (0.45-1.33)   382

Eidsberg 10.2 0.99 (0.62-1.57)   530 6.3 0.99 (0.54-1.79)   425

Skiptvedt 8.2 0.81 (0.32-2.05)   458 7.8 1.20 (0.47-3.06)   371

Rakkestad 7.7 0.72 (0.37-1.40)   568 4.3 0.58 (0.24-1.40)   488

Råde 7.6 0.70 (0.34-1.40)   553 5.2 0.71 (0.31-1.64)   479

Rygge 10.4 1.03 (0.69-1.56)   527 5.8 0.77 (0.44-1.35)   437

Våler 9.1 0.84 (0.39-1.81)   480 6.4 0.90 (0.37-2.18)   398

Hobøl 10.8 1.13 (0.58-2.19)   489 8.5 1.20 (0.57-2.53)   382

Feeling tense, 
Østfold County,
Norway

30



Totally 7.6% of women and 3.3% of men experienced to have been 
much or very much bothered by feelings of scare or being anxious 
with the last week.

It is particularly among the oldest women and men, as 9.9% of the 
oldest women and 5.0% of the oldest men report of these problems.

There are no systematic differences according to educational status, 
whereas the prevalence is clearly higher among those marginalised or 
at risk of being marginalised from the labour market: 10.4% among 
women and 5.7% among men, which is approximately double as 
high as among those gainfully employed.

There are no clear differences between the marital status groups. 
The prevalence varies much between the municipalities, but because 
the small size of the municipalities, only one municipality has a 
significant higher prevalence for men than the average among the 
municipalities.

Bothered by feelings of scare or being anxious 

More women than men report on feelings of scare or being anxious 
which had bothered them much or very much within the last week: 
5.6% vs. 3.5%.

Only slight differences are found between the age groups with the 
youngest women having the highest level: 8.8%.

Small differences are found between the educational groups, 
with a tendency among the women to have lower levels among 
the higher educated and a higher level among those with short 
education. Also among men the group with shortest education have 
relatively many who report about these problems. The group at risk 
of marginalisation from the labour market or social exclusion among 
both men and women has a significantly almost 3-fold higher level 
of persons bothered by feelings of scare or being anxious than the 
average.

Again those not being married or cohabiting has a significant 2-
fold higher level of persons bothered by feelings of scare or being 
anxious.
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  7.6 2550 3.3 1617

Age

18-29 7.8 1.22 (0.78-1.90)   335 3.0 1.12 (0.44-2.86)   307

30-44 6.4 1.00 462 2.6 1.00 379

45-64 6.0 0.93 (0.60-1.45)   883 3.2 1.21 (0.52-2.83)   594

65-79 9.9 1.55 (1.06-2.27) + 870 5.0 1.89 (0.85-4.20)   337

Education
 

Primary 8.8 1.31 (0.78-2.19)   576 3.8 1.25 (0.53-2.95)   354

Scondary 8.2 1.00 546 2.4 1.00 356

Vocational 6.9 0.88 (0.57-1.36)   844 3.4 1.37 (0.66-2.83)   676

University 6.4 0.90 (0.52-1.56)   578 4.0 1.84 (0.71-4.74)   224

Employment

Employed 5.9 1.00   1137 2.3 1.00   849

Age pensioner 9.8 926 4.4 354

Unempl., social benefit 10.4 1.81 (1.11-2.96) + 262 5.7 2.26 (1.16-4.44) + 273

Student 2.3 156 3.1 137

Other 11.7 1.01 (0.51-2.00)   69 0.0 . (. -. )   4

Marital 
status

Married/cohabiting 6.8 1.00   1316 3.3 1.00   1017

Single (unmarried) 8.8 1.09 (0.59-2.00)   798 3.5 1.03 (0.48-2.21)   296

Single (divorced) 6.6 0.72 (0.44-1.18)   374 3.7 1.16 (0.58-2.32)   232

Other 14.0 1.54 (0.78-3.05)   62 1.5 0.45 (0.08-2.48)   72

Municipality

Amata 12.1 1.61 (0.92-2.79)   319 8.1 2.54 (1.26-5.13) + 215

Cesis 12.4 1.62 (0.95-2.75)   406 3.7 1.23 (0.47-3.23)   171

Jaunpiebalgas 9.0 1.39 (0.73-2.65)   292 5.0 1.70 (0.68-4.26)   173

Ligatne 7.8 1.10 (0.57-2.12)   291 2.1 0.81 (0.23-2.93)   233

Pargauja 5.5 0.70 (0.29-1.66)   316 2.2 0.41 (0.12-1.39)   170

Priekuli 3.0 0.44 (0.15-1.28)   342 2.9 0.70 (0.23-2.15)   221

Rauna 5.8 0.71 (0.31-1.64)   295 2.0 0.52 (0.14-1.91)   212

Vecpiebalga 4.5 0.41 (0.16-1.04)   289 0.4 0.08 (0.01-1.21)   222

Feelings of scare or being 
anxious, Vidzeme planning 
region, Latvia
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  Women Men

  Percent SRR
Confidence 

limits 
 Number Percent SRR

Confidence 
limits

 Number

Total  5.6  9519 3.5  7918

Age 

18-29 8.8 1.83 (1.29-2.59) + 960 4.7 1.66 (0.92-3.01)   612

30-44 4.8 1.00 2129 2.8 1.00 1560

45-64 5.4 1.11 (0.78-1.58)   4144 4.0 1.41 (0.83-2.39)   3600

65-79 3.7 0.77 (0.50-1.19)   2286 2.0 0.70 (0.34-1.42)   2144

Education

Lower than secondary 7.2 1.31 (1.00-1.71)   2127 4.8 1.90 (1.36-2.65) + 1657

Upper secondary 6.5 1.00 4240 3.3 1.00 3862

University (short) 3.8 0.61 (0.48-0.78) - 2139 3.5 1.01 (0.75-1.37)   1401

University (long) 1.7 0.18 (0.09-0.34) - 586 2.9 1.46 (0.87-2.43)   661

Employment

Employed 3.3 1.00  5247 2.3 1.00  4728

Age pensioner 3.2 1681 2.0 1604

Unempl., social benefit 13.7 3.78 (2.96-4.82) + 1465 10.2 5.15 (3.82-6.93) + 1049

Student 6.9 407 3.7 195

Other 9.5 2.29 (1.71-3.06) + 719 7.1 3.40 (2.28-5.08) + 342

Marital 
status

Married/cohabiting 4.3 1.00  6720 2.7 1.00  6081

Single (unmarried) 9.0 1.83 (1.26-2.67) + 452 5.3 2.42 (1.65-3.54) + 513

Single (divorced) 8.5 2.07 (1.61-2.67) + 1201 5.3 1.90 (1.31-2.74) + 772

Other 7.4 1.62 (1.20-2.20) + 1146 4.9 2.03 (1.21-3.41) + 550

Municipality

Halden 4.8 0.82 (0.53-1.29)   524 3.9 1.12 (0.68-1.84)   441

Moss 5.4 1.01 (0.67-1.51)   535 4.1 1.32 (0.82-2.10)   397

Sarpsborg 6.6 1.20 (0.89-1.61)   956 4.2 1.17 (0.80-1.70)   757

Fredrikstad 4.8 0.87 (0.65-1.17)   902 2.4 0.60 (0.40-0.90) - 805

Hvaler 4.1 0.68 (0.19-2.44)   584 2.4 0.68 (0.13-3.67)   501

Aremark 4.4 0.84 (0.10-7.16)   228 2.5 0.73 (0.04-12.22)   212

Marker 4.2 0.74 (0.19-2.95)   529 2.8 0.87 (0.17-4.34)   441

Rømskog 5.7 0.80 (0.06-11.45)   119 0.0 0.00 (. -. )   116

Trøgstad 3.2 0.50 (0.14-1.80)   569 4.0 1.42 (0.49-4.13)   450

Spydeberg 5.2 0.86 (0.33-2.26)   514 2.5 0.78 (0.18-3.29)   434

Askim 9.1 1.68 (1.09-2.59) + 454 4.6 1.22 (0.65-2.27)   382

Eidsberg 6.3 1.10 (0.60-2.03)   530 4.3 1.47 (0.72-3.02)   425

Skiptvedt 4.8 0.85 (0.24-2.99)   458 3.4 1.09 (0.25-4.71)   371

Rakkestad 6.1 1.05 (0.49-2.23)   568 2.0 0.50 (0.14-1.80)   488

Råde 4.4 0.73 (0.27-1.92)   553 1.5 0.46 (0.09-2.26)   479

Rygge 6.2 1.13 (0.65-1.96)   527 4.3 1.34 (0.69-2.59)   437

Våler 3.7 0.66 (0.19-2.30)   480 3.3 1.11 (0.32-3.84)   398

Hobøl 5.7 1.01 (0.39-2.61)   489 5.2 1.68 (0.65-4.36)   382

Feelings of scare or being 
anxious, Østfold County, 
Norway
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The same proportion of woman and men has been much or very 
much bothered by a sense of hopelessness about the future: 6.9% 
and 7.1%.

The level increases very much with age. About 2-3% of both men 
and women aged 18-29 report these problems, whereas it is 10.5% 
among the oldest women and 12.7% among the oldest men.

Regarding the educational differences, 10.3% of the lowest 
educated women and 8.8% of the lowest educated men report about 
hopelessness. For the higher educated women, hopelessness is less 
prevalent. Among men the level decreases gradually with increasing 
educational status.

With regard to marital status some variations occur, but not at the 
level of statistical significance. 

The prevalence varies much between the municipalities, but only 
municipality (Amata) has a prevalence, which reaches significance.

Sense of hopelessness about the future 

Almost the same percentage of women (8.9%) and of men (8.3%) 
have been much or very much bothered by a sense of hopelessness 
about the future. 

There is a striking difference between the age groups with the 
youngest having the highest levels of hopelessness: 17.4% among 
young women and 12.2% among young men. This is compared to 
4.5% among women and 5.2% among men in the oldest age group.

Similarly there are very big differences between the educational 
groups. Among those with lowest educational levels 11.3% of women 
and 13.1% of men report about being bothered by hopelessness 
about the future. It is only 3.1% and 4.0% in the highest educational 
groups who are bothered much or very much.

Also major differences are found between those who are employed 
and those unemployed or otherwise not occupational active. In the 
latter group 21.4% of the women and 23.5% of the men report about 
sense of hopelessness. 

The group of married or cohabiting has a much lower prevalence of 
persons with problems (women: 6.2% and men: 5.6%) compared to 
2-4 fold higher rates in the other groups.

Again no major differences are seen between the municipalities. It 
should be noted again, that the size of the sample in each of most of 
the municipalities makes it difficult to establish statistical significance 
of even big numerical differences between the percentages from the 
municipalities.
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  6.9 2550 7.1 1617

Age

18-29 2.9 0.47 (0.23-0.99) - 335 2.1 0.40 (0.16-1.01)   307

30-44 6.1 1.00 462 5.3 1.00 379

45-64 6.7 1.10 (0.71-1.69)   883 9.3 1.75 (1.11-2.77) + 594

65-79 10.5 1.73 (1.17-2.55) + 870 12.7 2.39 (1.53-3.74) + 337

Education
 

Primary 10.3 2.49 (1.42-4.38) + 576 8.8 1.00 (0.60-1.64)   354

Scondary 5.3 1.00 546 8.5 1.00 356

Vocational 7.0 1.48 (0.89-2.45)   844 6.7 0.77 (0.51-1.16)   676

University 5.4 0.79 (0.45-1.38)   578 3.5 0.28 (0.13-0.57) - 224

Employment

Employed 4.9 1.00   1137 4.4 1.00   849

Age pensioner 10.5 926 12.9 354

Unempl., social benefit 11.3 2.11 (1.28-3.49) + 262 12.7 2.66 (1.70-4.17) + 273

Student 0.0 156 1.2 137

Other 3.4 0.34 (0.11-1.07)   69 32.6 . (. -. )   4

Marital 
status

Married/cohabiting 6.4 1.00   1316 7.8 1.00   1017

Single (unmarried) 8.2 1.42 (0.77-2.60)   798 5.6 1.51 (0.82-2.76)   296

Single (divorced) 7.7 0.83 (0.52-1.34)   374 7.6 1.22 (0.77-1.95)   232

Other 0.0 0.00 (. -. )   62 2.5 0.56 (0.15-2.10)   72

Municipality

Amata 16.2 2.46 (1.49-4.07) + 319 19.1 2.75 (1.75-4.31) + 215

Cesis 11.1 1.44 (0.81-2.57)   406 6.9 0.98 (0.50-1.94)   171

Jaunpiebalgas 2.8 0.32 (0.09-1.13)   292 7.5 1.09 (0.52-2.29)   173

Ligatne 4.1 0.71 (0.30-1.67)   291 1.3 0.19 (0.04-1.03)   233

Pargauja 9.1 1.04 (0.51-2.12)   316 12.4 1.65 (0.93-2.91)   170

Priekuli 2.9 0.52 (0.18-1.49)   342 2.4 0.34 (0.11-1.09)   221

Rauna 3.6 0.73 (0.28-1.86)   295 3.7 0.49 (0.18-1.29)   212

Vecpiebalga 5.0 0.71 (0.30-1.69)   289 4.0 0.55 (0.21-1.43)   222

Hopelessness,
Vidzeme planning region, 
Latvia
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  8.9 9519 8.3 7918

Age 

18-29 17.4 2.16 (1.72-2.70) + 960 12.2 1.78 (1.33-2.39) + 612

30-44 8.1 1.00 2129 6.8 1.00 1560

45-64 7.4 0.92 (0.71-1.18)   4144 8.7 1.26 (0.96-1.67)   3600

65-79 4.5 0.56 (0.40-0.79) - 2286 5.2 0.75 (0.53-1.07)   2144

Education

Lower than secondary 11.3 1.46 (1.21-1.77) + 2127 13.1 1.78 (1.47-2.16) + 1657

Upper secondary 11.1 1.00 4240 8.9 1.00 3862

University (short) 5.5 0.52 (0.42-0.63) - 2139 5.7 0.66 (0.53-0.83) - 1401

University (long) 3.1 0.17 (0.11-0.27) - 586 4.0 0.63 (0.41-0.97) - 661

Employment

Employed 5.1 1.00   5247 5.4 1.00   4728

Age pensioner 3.9 1681 4.9 1604

Unempl., social benefit 21.4 4.33 (3.64-5.15) + 1465 23.5 4.46 (3.72-5.36) + 1049

Student 13.3 407 9.5 195

Other 18.1 2.75 (2.24-3.37) + 719 18.9 3.26 (2.58-4.12) + 342

Marital status

Married/cohabiting 6.2 1.00   6720 5.6 1.00   6081

Single (unmarried) 24.3 2.80 (2.21-3.54) + 452 15.5 2.84 (2.25-3.58) + 513

Single (divorced) 13.3 2.18 (1.78-2.66) + 1201 15.4 3.21 (2.60-3.97) + 772

Other 10.1 1.90 (1.48-2.45) + 1146 11.4 2.16 (1.56-2.99) + 550

Municipality

Halden 8.7 0.91 (0.66-1.26)   524 9.3 1.15 (0.84-1.55)   441

Moss 8.0 0.91 (0.66-1.25)   535 9.2 1.22 (0.91-1.64)   397

Sarpsborg 10.1 1.12 (0.89-1.41)   956 9.8 1.13 (0.89-1.43)   757

Fredrikstad 9.1 1.10 (0.90-1.34)   902 8.1 0.95 (0.76-1.18)   805

Hvaler 7.4 0.83 (0.32-2.15)   584 5.3 0.60 (0.20-1.83)   501

Aremark 10.3 1.23 (0.33-4.60)   228 3.8 0.41 (0.04-3.96)   212

Marker 8.7 0.79 (0.31-2.02)   529 6.8 0.81 (0.29-2.27)   441

Rømskog 9.2 0.82 (0.11-6.05)   119 3.3 0.54
(0.02-
12.63)

  116

Trøgstad 6.1 0.60 (0.24-1.51)   569 7.2 0.96 (0.44-2.11)   450

Spydeberg 7.7 0.85 (0.40-1.84)   514 5.2 0.74 (0.29-1.89)   434

Askim 11.2 1.19 (0.81-1.74)   454 7.6 0.87 (0.54-1.39)   382

Eidsberg 9.0 0.96 (0.59-1.58)   530 7.0 0.89 (0.51-1.57)   425

Skiptvedt 8.2 0.85 (0.33-2.18)   458 6.6 0.72 (0.26-2.05)   371

Rakkestad 7.2 0.76 (0.38-1.50)   568 6.1 0.74 (0.35-1.54)   488

Råde 6.3 0.71 (0.33-1.54)   553 5.3 0.59 (0.26-1.38)   479

Rygge 7.8 0.89 (0.56-1.43)   527 7.2 0.81 (0.49-1.34)   437

Våler 6.8 0.70 (0.29-1.72)   480 10.2 1.42 (0.74-2.73)   398

Hobøl 9.5 0.99 (0.48-2.05)   489 8.2 1.05 (0.50-2.21)   382

Hopelessness,
Østfold County, 
Norway
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Social participation

EU’s Programme for Employment and Social Solidarity (PROGRESS) in the field of social protection and inclusion supports data collection 
and monitoring which improves the understanding of social exclusion and poverty issues, social protection and inclusion policies, in particular 
through analysis and studies and the development of statistics and common indicators. 

The HEPROGRESS survey addresses these issues by including several indicators of social participation, restriction in social participation and 
barrier for social participation.

In this chapter focus will be on general restrictions in daily life and in labour market participation, on social support, on use of health care, on 
social and inclusive activities, and on perception of social capital aspects of the social environment.
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In total 11.2% of the women and 7.6% of the men reported to 
have been severely restricted.

 There is a steep increase in this percentage with increasing age 
of the respondents, with 25.8% of the oldest women and 23.7% 
among the oldest men having restriction, whereas it is only around 
2% among the youngest.

Naturally the percentage is highest among those who report a 
longstanding illness or chronic illness, and very low among those 
who did not report a longstanding illness. Those who report activity 
restrictions without reporting illness could have various conditions 
or functional limitations, for which there is no disease diagnosis, but 
which reduce the performing of usual activities.

Among both men and women the percentage is highest among 
those with lowest education and lowest among those with highest 
education, although not all differences reach statistical significance.

Regarding employment, the same pattern as with health (previous 
chapter) is observed: that those without employment have a higher 
percentage with health related activity restrictions. No significant 
differences were observed between the marital status groups. 

In total 6.7% of the women and 7.7% of the men report about 
severe activity restrictions. There is clear but not so drastic increase 
with age of the percentage with severe restrictions.

Very few without longstanding illness reports about activity 
restrictions (app. 1%), whereas 14.9% of women and 17.9% of men 
with longstanding illness report about severe activity restrictions.

There are clear differences between the various educational 
groups, as there are more among those with lowest education who 
report about severe activity restrictions (9.0% among women and 
13.4% among men).

There is a clear difference between those currently employed and 
those not currently nor chronically  employed  with regard to activity 
restrictions. Very few of those currently employed report about 
longstanding illness (2.6% and 3.0%).

Regarding marital status, an increased SRR is seen in all three 
groups, which are not married or cohabiting although not all groups 
have statistically significant increases.

In the questionnaire the respondents were asked whether they had experienced restrictions during at least the last 6 months in conducting 
usual, daily activities because of illness or poor health. The activities should comprise all types of activities: leisure time activities, hobbies, work, 
housekeeping etc.

The table below presents the percentages that report to have been severely restricted. 

Activity restriction because of illness

Vidzeme planning region, Latvia Østfold County, Norway
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Women Men

Percent SRR
Confidence 

limits
Number Percent SRR

Confidence 
limits

Number

Total 11.2 2550 7.6 1617

Age

18-29 2.1 0.54 (0.20-1.42)   335 1.5 0.63 (0.17-2.36)   307

30-44 3.8 1.00 462 2.4 1.00 379

45-64 8.0 2.01 (1.22-3.59) + 883 7.7 3.24 (1.49-7.09) + 594

65-79 25.8 6.77 (4.13-11.10) + 870 23.7 10.06 (4.78-21.18) + 337

Longstanding 
illness

Yes 31.8 10.94 (7.17-16.68) + 868 32.5 22.59 (13.00-39.26) + 363

No 2.1 1.00 1682 1.0 1.00 1254

Education

Primary 22.2 1.94 (1.26-2.99) + 576 11.1 0.73 (0.47-1.16)   354

Scondary 9.3 1.00 546 9.1 1.00 356

Vocational 8.9 0.76 (0.51-1.14)   844 6.1 0.68 (0.45-1.02)   676

University 6.1 0.51 (0.30-0.85) - 578 4.6 0.37 (0.19-0.72) - 224

Employment

Employed 4.2 1.00 1137 2.7 1.00 849

Age pensioner 24.7 926 22.0 354

Unempl., social benefit 13.6 2.24 (1.38-3.64) + 262 10.6 2.92 (1.67-5.12) + 273

Student 1.2 156 2.0 137

Other 1.2 0.42 (0.06-2.86)   69 60.9 . (. -. )   4

Marital status

Married/cohabiting 7.3 1.00 1316 7.9 1.00 1017

Single (unmarried) 19.3 1.23 (0.86-1.77)   798 8.0 0.86 (0.52-1.43)   296

Single (divorced) 11.1 1.38 (0.88-2.16)   374 7.9 1.15 (0.74-1.79)   232

Other 4.2 0.49 (0.17-1.37)   62 0.9 0.33 (0.05-2.33)   72

Municipality

Amata 17.0 1.64 (1.00-2.69)   319 12.8 1.83 (1.07-3.11) + 215

Cesis 16.2 1.47 (0.93-2.32)   406 8.6 1.13 (0.63-2.01)   171

Jaunpiebalgas 14.6 1.37 (0.79-2.37)   292 9.3 1.35 (0.69-2.63)   173

Ligatne 6.8 0.48 (0.23-1.00) - 291 5.5 0.62 (0.28-1.36)   233

Pargauja 11.7 1.12 (0.61-2.06)   316 10.2 1.24 (0.69-2.24)   170

Priekuli 6.2 0.34 (0.17-0.70) - 342 4.4 0.51 (0.21-1.23)   221

Rauna 7.3 0.65 (0.30-1.42)   295 3.3 0.38 (0.15-0.99) - 212

Vecpiebalga 10.0 0.96 (0.51-1.80)   289 7.3 1.02 (0.50-2.05)   222

Long term activity restriction, 
Vidzeme planning region, 
Latvia
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  6.7 9519 7.7 7918

Age
 

18-29 4.5 0.76 (0.50-1.17)   960 4.9 0.97 (0.60-1.56)   612

30-44 5.9 1.00 2129 5.0 1.00 1560

45-64 8.1 1.37 (1.03-1.82) + 4144 10.0 2.00 (1.45-2.77) + 3600

65-79 7.4 1.26 (0.92-1.71)   2286 10.5 2.10 (1.51-2.91) + 2144

Longstanding 
illness

Yes 14.9 25.22 (17.25-36.89) + 4313 17.9 16.25 (12.25-21.56) + 3497

No 0.6 1.00 5206 1.0 1.00 4419

Education

Lower than secondary 9.0 1.35 (1.04-1.74) + 2127 13.4 1.56 (1.27-1.93) + 1657

Upper secondary 7.0 1.00 4240 8.0 1.00 3862

University (short) 5.2 0.73 (0.58-0.91) - 2139 4.3 0.52 (0.41-0.67) - 1401

University (long) 2.9 0.46 (0.28-0.77) - 586 3.0 0.28 (0.19-0.41) - 661

 
 Employment
 
   

Employed 2.6 1.00   5247 3.0 1.00   4728

Age pensioner 6.4 1681 9.9 1604

Unempl., social benefit 18.7 7.80 (6.11-9.98) + 1465 28.7 10.21 (8.28-12.60) + 1049

Student 4.1 407 4.1 195

Other 17.1 7.06 (5.47-9.13) + 719 20.2 7.59 (5.90-9.78) + 342

Marital status

Married/cohabiting 5.9 1.00   6720 7.2 1.00   6081

Single (unmarried) 4.6 1.47 (0.96-2.24)   452 6.3 1.32 (0.96-1.83)   513

Single (divorced) 9.5 1.83 (1.44-2.32) + 1201 11.4 1.61 (1.28-2.03) + 772

Other 9.3 2.11 (1.59-2.80) + 1146 9.1 1.98 (1.39-2.81) + 550

Municipality

Halden 6.6 0.92 (0.63-1.35)   524 9.1 1.28 (0.93-1.76)   441

Moss 5.3 0.80 (0.53-1.22)   535 9.2 1.51 (1.12-2.04) + 397

Sarpsborg 7.5 1.06 (0.81-1.40)   956 7.3 0.93 (0.71-1.22)   757

Fredrikstad 6.1 0.99 (0.76-1.29)   902 6.8 0.80 (0.63-1.02)   805

Hvaler 7.3 1.20 (0.46-3.17)   584 6.8 0.76 (0.29-1.99)   501

Aremark 6.8 0.93 (0.18-4.94)   228 9.1 1.03 (0.26-4.04)   212

Marker 7.5 0.95 (0.35-2.58)   529 8.1 0.99 (0.38-2.58)   441

Rømskog 7.4 1.05 (0.11-10.23)   119 2.9 0.28 (0.01-8.68)   116

Trøgstad 5.8 0.80 (0.31-2.06)   569 8.1 1.06 (0.49-2.27)   450

Spydeberg 8.0 1.29 (0.60-2.81)   514 6.9 1.00 (0.43-2.32)   434

Askim 8.5 1.17 (0.75-1.83)   454 10.1 1.21 (0.81-1.80)   382

Eidsberg 7.3 1.16 (0.66-2.06)   530 7.1 0.90 (0.51-1.59)   425

Skiptvedt 7.7 1.14 (0.42-3.06)   458 6.4 0.78 (0.28-2.22)   371

Rakkestad 5.9 0.88 (0.41-1.92)   568 7.1 0.89 (0.46-1.72)   488

Råde 4.4 0.57 (0.22-1.48)   553 8.0 0.92 (0.48-1.77)   479

Rygge 7.9 1.18 (0.73-1.91)   527 6.2 0.70 (0.42-1.18)   437

Våler 6.2 0.96 (0.38-2.47)   480 7.9 1.06 (0.47-2.41)   398

Hobøl 8.7 1.36 (0.62-2.94)   489 8.1 1.05 (0.49-2.26)   382

Activity limitation,
Østfold County, 
Norway

40



In total 8.6% of the occupational active women and 6.9% of the 
occupational active men reported to have had 20 or more sickness 
absence days during the last year. This calculation is conducted on all 
occupationally active independent of their age.

The percentage with sickness absence is lowest among those aged 
30-44 among women (5.9%), and higher older women (10.2% and 
10.7%). Among men there are only minor insignificant differences 
between the age groups.

As could be expected the percentage with many sickness absence 
days is high among those with longstanding illness, both among 
women and men. This calculation and the rest in the table is made 
only among those aged below 65.

Regarding educational background, it appears both among 
women and men, that those with the highest education (university), 
has the lowest percentage with many sickness absence days. Among 
the men having lower education there are relatively few with many 
sickness absence days.

Sickness absence

In total 11.7% of the occupational active women and 10.5% of the 
occupational active men reported to have had 20 or more sickness 
absence days during the last year. This calculation is conducted on all 
occupationally active independent of their age.

The percentage with sickness absence is lowest among those aged 
18-29 among women (7.7%).  Among men the two youngest age 
groups have the lowest percentage with many sickness absence days 
(8.4% and 7.9%) compared to the two older age groups (13.4% and 
13.7%).

As could be expected the percentage with many sickness absence 
days is high among those with longstanding illness, both among 
women and men. This calculation and the rest in the table is made 
only among those aged below 65.

Regarding educational background, it appears both among women 
and men, that those with the highest education, has the lowest 
percentage with many sickness absence days. Among men also those 
with lowest education has relatively few with many sickness days.

An important consequence of poor health and disease can be sickness absence for occupationally active persons. Many studies have shown 
that long-term sickness absence is a predictor of future permanent exclusion from the labour market. 

The questionnaire asks about sickness absence days during the last 2 weeks and during the last year. Probably the exact number of sickness 
absence during the last year will be underreported because the respondents are unable to recall correctly over a full year. They will tend to forget 
the exact number of sickness absence days. A previous analysis on HEPRO data indicated that probably only 50% of the total annual sickness 
absence days would be reported in a questionnaire. But still the data is useful to distinguish between those who have many and those who have 
fewer sickness absence days. For this analysis we have chosen to distinguish between under 20 sickness absence days and 20 or more sickness 
absence days during the last year. 

Beware that the indicator does not measure the length of single sickness absence spells.

Vidzeme planning region, Latvia Østfold County, Norway
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  8.6 1008 6.9 844

Age 

18-29 8.9 1.50 (0.87-2.57)   91 7.1 1.04 (0.61-1.77)   145

30-44 5.9 1.00 316 6.9 1.00 304

45-64 10.2 1.72 (1.11-2.66) + 574 6.7 0.98 (0.61-1.58)   373

65-79 10.7 1.81 (1.00-3.27) + 27 7.8 1.14 (0.57-2.29)   22

Longstanding 
illness

Yes 21.4 4.13 (2.32-7.33) + 205 20.3 4.17 (2.50-6.93) + 114

No 5.6 1.00 775 4.8 1.00 707

Education

Primary 9.5 1.08 (0.42-2.76)   58 3.6 0.34 (0.11-1.04)   73

Scondary 8.3 1.00 204 10.1 1.00 182

Vocational 9.5 1.06 (0.58-1.95)   372 7.6 0.74 (0.45-1.23)   404

University 7.4 0.55 (0.30-1.02)   346 2.9 0.22 (0.09-0.58) - 160

Marital status

Married/cohabiting 8.4 1.00   689 7.3 1.00   640

Single (unmarried) 9.2 0.67 (0.31-1.43)   92 9.9 1.30 (0.62-2.72)   50

Single (divorced) 9.8 1.52 (0.77-3.01)   179 4.1 0.54 (0.22-1.31)   106

Other 0.0 . (. -. )   20 0.0 0.00 (. -. )   25

Municipality
 

Amata 13.0 1.81 (0.87-3.76)   138 7.1 1.05 (0.40-2.72)   103

Cesis 13.7 1.46 (0.71-3.01)   180 4.0 0.57 (0.16-2.05)   83

Jaunpiebalgas 6.2 0.63 (0.19-2.10)   97 13.8 1.80 (0.78-4.19)   67

Ligatne 12.4 1.44 (0.58-3.60)   131 8.7 1.23 (0.53-2.88)   146

Pargauja 3.6 0.31 (0.08-1.23)   114 5.4 0.83 (0.28-2.45)   97

Priekuli 4.1 0.27 (0.07-1.03)   111 6.8 0.98 (0.36-2.67)   108

Rauna 3.1 0.30 (0.06-1.55)   93 5.6 0.82 (0.26-2.63)   86

Vecpiebalga 7.5 0.97 (0.32-2.97)   117 5.9 0.87 (0.32-2.38)   132

Long term sickness absence,
Vidzeme planning region, 
Latvia
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  11.7 5247 10.5 4728

Age
 
 
 

18-29 7.7 0.62 (0.45-0.86) - 422 8.4 1.05 (0.74-1.50)   361

30-44 12.4 1.00 1667 7.9 1.00 1423

45-64 12.6 1.02 (0.84-1.23)   2952 13.4 1.68 (1.32-2.14) + 2734

65-79 10.5 0.85 (0.62-1.15)   206 13.7 1.73 (1.28-2.34) + 210

Longstanding 
illness

Yes 21.2 3.25 (2.74-3.86) + 1714 21.4 4.29 (3.60-5.11) + 1515

No 6.9 1.00 3327 5.3 1.00 3003

Education
  

Lower than secondary 12.4 0.89 (0.62-1.28)   540 14.7 0.91 (0.69-1.19)   570

Upper secondary 13.3 1.00 2395 12.3 1.00 2418

University (short) 10.7 0.75 (0.62-0.90) - 1525 6.8 0.47 (0.37-0.58) - 957

University (long) 8.3 0.58 (0.41-0.82) - 461 5.1 0.30 (0.21-0.41) - 477

Marital status
  

Married/cohabiting 10.3 1.00   3923 9.8 1.00   3641

Single (unmarried) 8.9 1.18 (0.75-1.87)   174 10.3 1.22 (0.89-1.68)   247

Single (divorced) 19.3 1.84 (1.48-2.28) + 678 15.2 1.41 (1.10-1.80) + 455

Other 15.3 1.62 (1.16-2.27) + 266 9.1 0.90 (0.56-1.44)   175

Municipality 
 
 

Halden 9.6 0.91 (0.60-1.40)   267 11.3 1.10 (0.76-1.59)   239

Moss 11.9 1.03 (0.71-1.50)   283 8.9 0.84 (0.54-1.32)   206

Sarpsborg 13.7 1.13 (0.85-1.51)   510 10.4 0.90 (0.67-1.19)   404

Fredrikstad 11.1 0.86 (0.67-1.10)   483 9.7 1.01 (0.78-1.32)   458

Hvaler 8.1 0.60 (0.20-1.79)   306 15.1 1.46 (0.65-3.28)   275

Aremark 9.7 0.67 (0.10-4.28)   113 10.9 1.01 (0.23-4.36)   111

Marker 11.8 1.29 (0.40-4.18)   249 10.7 1.04 (0.35-3.08)   240

Rømskog 5.5 . (.-. )   64 4.6 0.45 (0.02-12.9)   71

Trøgstad 8.2 0.66 (0.21-2.07)   300 9.8 1.06 (0.44-2.55)   275

Spydeberg 15.2 1.69 (0.82-3.49)   274 13.9 1.41 (0.67-2.96)   253

Askim 12.8 1.17 (0.72-1.91)   235 12.1 0.90 (0.57-1.42)   210

Eidsberg 11.6 1.11 (0.62-1.98)   317 10.8 0.94 (0.52-1.70)   246

Skiptvedt 11.7 1.08 (0.33-3.51)   231 9.3 0.95 (0.34-2.71)   227

Rakkestad 8.0 0.51 (0.22-1.22)   299 8.4 0.81 (0.38-1.69)   292

Råde 10.9 1.04 (0.45-2.40)   281 8.5 0.79 (0.37-1.68)   285

Rygge 14.3 1.39 (0.84-2.31)   285 13.4 1.23 (0.77-1.96)   236

Våler 12.5 1.11 (0.45-2.73)   275 11.9 1.19 (0.54-2.65)   250

Hobøl 11.9 0.97 (0.40-2.36)   269 12.3 1.32 (0.65-2.69)   240

Long term sickness absence,
Østfold County, 
Norway
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Among women 60.9% report good working capability and among 
men it is higher: 69.5%. The percentage reporting good working 
capabilities decreases drastically with age. The youngest age group 
has 91.9% (women) and 93.7% (men) reporting so, whereas among 
the oldest (65-79 years) only 23.7% (women) and 27.1% (men) 
claim good working capability.

As expected the percentage with good working capability is much 
lower among those with longstanding illness compared to those 
without longstanding illness.

There are only minor differences between the various educational 
groups regarding the percentage with good working capacity, with 
men with a university education having a relatively high percentage 
(88.7%) and women with lowest education having a relatively low 
level, when adjusted for age differences (SSR=0.89).

Regarding marital status, the percentage reporting good working 
capability exhibit some but not systematic variation between the 
different groups.

Good working capability

Among women 58.8% report good working capability and among 
men it is higher: 69.4%. The percentage reporting good working 
capabilities decreases drastically with age. The youngest age group 
has 78.9% (women) and 84.9% (men) reporting so, whereas among 
the oldest (65-79 years) only 19.4% (women) and 33.4% (men) 
claim good working capability.

As expected the percentage with good working capability is much 
lower among those with longstanding illness compared to those 
without longstanding illness.

There are very clear and big differences between the various 
educational groups regarding the percentage with good working 
capacity. Both women and men with a long university education 
have a very high percentage with good working capability: 81.9% 
among women and 89.8% among men. This is in contrast to only 
43.9% and 53.3% among those with shortest education.

Regarding marital status, the percentage reporting good working 
capability is systematically higher among those married or cohabiting 
than among the other groups both among women and men.

The questionnaire asks about the citizens’ own assessment of their working capability taking into consideration their health condition. 
Everybody is asked the question independent of their current work or employment status. The table presents the percentages who claim that 
they can manage a usual job without difficulties.

Vidzeme planning region, Latvia Østfold County, Norway
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  60.9 2550 69.5 1617

Age 

18-29 91.9 1.14 (1.09-1.19) + 335 93.7 1.10 (1.06-1.14) + 307

30-44 80.7 1.00 462 85.3 1.00 379

45-64 63.7 0.79 (0.75-0.83) - 883 62.0 0.73 (0.69-0.77) - 594

65-79 23.7 0.29 (0.26-0.33) - 870 27.1 0.32 (0.28-0.36) - 337

Longstanding 
illness

Yes 42.4 0.57 (0.49-0.66) - 371 36.7 0.57 (0.49-0.65) - 205

No 84.4 1.00 1309 86.2 1.00 1075

Education

Primary 77.6 0.89 (0.80-0.99) - 235 77.9 0.99 (0.91-1.08)   231

Scondary 78.1 1.00 398 75.9 1.00 290

Vocational 73.1 0.97 (0.91-1.04)   603 77.5 1.05 (0.98-1.12)   574

University 77.8 1.09 (1.02-1.16) + 443 88.7 1.21 (1.14-1.29) + 180

Marital status

Married/cohabiting 77.0 1.00   1064 77.2 1.00   810

Single (unmarried) 75.6 0.80 (0.71-0.91) - 289 85.2 0.93 (0.84-1.03)   203

Single (divorced) 75.7 1.02 (0.96-1.09)   276 75.0 0.96 (0.89-1.02)   200

Other 65.0 0.77 (0.62-0.96) - 51 81.9 0.99 (0.89-1.10)   67

Municipality
 

Amata 67.1 0.89 (0.79-1.01)   202 61.7 0.78 (0.68-0.91) - 161

Cesis 76.1 1.00 (0.91-1.10)   278 82.2 1.05 (0.97-1.14)   131

Jaunpiebalgas 73.1 0.98 (0.89-1.09)   171 67.9 0.88 (0.78-1.00) - 126

Ligatne 87.0 1.12 (1.04-1.21) + 237 88.7 1.12 (1.05-1.20) + 193

Pargauja 84.3 1.09 (0.99-1.19)   188 87.3 1.11 (1.03-1.19) + 139

Priekuli 76.7 1.00 (0.90-1.11)   219 88.2 1.10 (1.03-1.19) + 182

Rauna 70.6 0.94 (0.83-1.05)   175 74.6 0.97 (0.88-1.07)   166

Vecpiebalga 74.5 0.98 (0.89-1.09)   210 76.5 0.97 (0.88-1.08)   182

Good working capability,
Vidzeme planning 
region, Latvia
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  Women Men

  Percent SRR Confidence limits  Number Percent SRR Confidence limits  Number

Total  58.8 9519 69.4 7918

Age

18-29 78.9 1.06 (1.02-1.10) + 960 84.9 1.03 (0.99-1.06)   612

30-44 74.4 1.00 2129 82.7 1.00 1560

45-64 56.3 0.76 (0.73-0.79) - 4144 67.0 0.81 (0.78-0.84) - 3600

65-79 19.4 0.26 (0.24-0.29) - 2286 33.4 0.40 (0.38-0.43) - 2144

Longstanding 
illness

Yes 36.9 0.47 (0.45-0.49) - 3125 48.5 0.58 (0.55-0.60) - 2338

No 88.8 1.00 4108 92.7 1.00 3434

Education

Lower than secondary 43.9 0.75 (0.69-0.81) - 1088 53.3 0.76 (0.71-0.81) - 907

Upper secondary 66.9 1.00 3530 76.0 1.00 3090

University (short) 75.8 1.11 (1.07-1.15) + 1869 85.5 1.13 (1.10-1.16) + 1102

University (long) 81.9 1.23 (1.19-1.28) + 552 89.8 1.18 (1.14-1.22) + 520

Marital status

Married/cohabiting 69.4 1.00   5305 78.1 1.00   4367

Single (unmarried) 74.7 0.85 (0.78-0.94) - 412 77.6 0.85 (0.80-0.90) - 465

Single (divorced) 57.9 0.86 (0.81-0.91) - 993 65.9 0.87 (0.83-0.92) - 633

Other 59.6 0.83 (0.77-0.90) - 523 74.6 0.85 (0.78-0.92) - 307

Municipality
 

Halden 67.9 1.01 (0.95-1.08)   380 77.0 1.00 (0.94-1.05)   319

Moss 68.9 1.01 (0.94-1.08)   400 75.8 0.99 (0.93-1.04)   280

Sarpsborg 67.0 1.00 (0.95-1.05)   746 74.3 0.97 (0.93-1.02)   538

Fredrikstad 66.4 0.98 (0.94-1.03)   702 78.0 1.03 (0.99-1.06)   585

Hvaler 63.5 0.98 (0.81-1.18)   444 74.5 1.02 (0.90-1.16)   354

Aremark 68.6 1.03 (0.77-1.39)   167 75.4 1.02 (0.83-1.26)   153

Marker 69.3 1.04 (0.87-1.25)   386 74.0 1.00 (0.87-1.16)   314

Rømskog 76.0 1.16 (0.86-1.55)   88 80.3 1.05 (0.77-1.44)   89

Trøgstad 68.3 1.04 (0.91-1.19)   432 76.9 1.00 (0.89-1.14)   337

Spydeberg 71.8 1.05 (0.92-1.21)   376 77.7 1.00 (0.88-1.14)   316

Askim 63.9 0.95 (0.85-1.05)   341 74.5 0.99 (0.92-1.06)   281

Eidsberg 69.8 1.02 (0.91-1.13)   417 76.5 0.99 (0.90-1.08)   312

Skiptvedt 65.8 0.98 (0.80-1.19)   357 79.4 1.05 (0.92-1.19)   281

Rakkestad 70.7 1.05 (0.93-1.18)   432 78.0 1.03 (0.94-1.13)   377

Råde 70.1 1.06 (0.93-1.19)   401 79.1 1.04 (0.95-1.15)   347

Rygge 69.3 1.02 (0.93-1.12)   397 75.1 0.98 (0.90-1.06)   298

Våler 66.7 0.98 (0.82-1.17)   384 73.5 0.96 (0.83-1.10)   301

Hobøl 67.2 1.00 (0.85-1.17)   383 79.3 1.04 (0.93-1.16)   290

Good working capability, 
Østfold County, 
Norway
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In total 47.7% of women and 46.2% of men report about strong 
social support. The youngest age groups have the highest percentage, 
and there is a decreasing percentage with strong social support with 
increasing age.

Those with longstanding illness have a slightly lower ratio with 
strong social support, particularly among men.

The percentage varies somewhat with educational status, but 
without systematic differences. Those in employment have a higher 
percentage than those not in employment. With regard to marital 
status those being divorced have lower percentages with strong 
social support.

Strong social support

In total 72.8% of women and 69.2% of men report about 
strong social support. The youngest age groups have the highest 
percentages. And there is a decreasing percentage with strong social 
support with increasing age.

Those with longstanding illness have a significantly lower ratio 
with strong social support, particularly among women.

The percentage varies somewhat with educational status, but 
without systematic differences. Both among women and men, 
those not in employment have a lower percentage with strong social 
support than those in employment. With regard to marital status 
those being divorced have lower percentages with strong social 
support.

In the questionnaire the respondents were asked how many persons they could count on in case of personal problems.  Three persons or more 
is taken as indication of access to strong social support.

Vidzeme planning region, Latvia Østfold County, Norway
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  47.7 2550 46.2 1617

Age

18-29 59.2 1.16 (1.07-1.25) + 335 56.7 1.25 (1.14-1.37) + 307

30-44 51.1 1.00 462 45.4 1.00 379

45-64 48.1 0.94 (0.87-1.02)   883 44.1 0.97 (0.89-1.07)   594

65-79 37.4 0.73 (0.67-0.80) - 870 36.6 0.81 (0.72-0.90) - 337

Longstand-
ing illness

Yes 40.7 0.95 (0.82-1.09)   868 42.6 0.81 (0.67-0.97) - 363

No 50.8 1.00 1682 47.2 1.00 1254

Education

Primary 40.5 0.88 (0.74-1.04)   576 44.5 0.87 (0.75-1.02)   354

Scondary 50.5 1.00 546 51.6 1.00 356

Vocational 45.2 0.91 (0.80-1.03)   844 41.7 0.81 (0.71-0.91) - 676

University 56.0 1.22 (1.08-1.38) + 578 55.4 1.19 (1.03-1.36) + 224

Employment

Employed 52.2 1.00   1137 51.5 1.00   849

Age pensioner 38.8 926 35.1 354

Unempl., social benefit 38.8 0.71 (0.59-0.86) - 262 32.3 0.65 (0.54-0.79) - 273

Student 64.7 156 62.2 137

Other 58.4 0.93 (0.67-1.29)   69 0.0 . (. -. )   4

Marital 
status

Married/cohabiting 51.6 1.00   1316 49.4 1.00   1017

Single (unmarried) 44.0 1.01 (0.87-1.17)   798 49.8 0.88 (0.73-1.06)   296

Single (divorced) 42.1 0.85 (0.73-0.99) - 374 28.1 0.58 (0.48-0.71) - 232

Other 40.3 0.76 (0.55-1.04)   62 45.7 0.89 (0.69-1.13)   72

Municipality
  

Amata 51.3 1.07 (0.90-1.28)   319 49.0 1.03 (0.84-1.25)   215

Cesis 40.2 0.84 (0.68-1.03)   406 32.7 0.70 (0.54-0.91) - 171

Jaunpiebalgas 48.9 1.04 (0.86-1.26)   292 44.9 0.97 (0.78-1.21)   173

Ligatne 59.3 1.27 (1.10-1.46) + 291 70.4 1.53 (1.34-1.74) + 233

Pargauja 49.1 1.07 (0.89-1.29)   316 50.0 1.09 (0.90-1.33)   170

Priekuli 43.2 0.86 (0.70-1.07)   342 37.9 0.82 (0.66-1.04)   221

Rauna 40.1 0.80 (0.64-1.01)   295 31.9 0.70 (0.53-0.92) - 212

Vecpiebalga 50.5 1.06 (0.89-1.27)   289 55.2 1.22 (1.03-1.44) + 222

Strong social support,
Vidzeme planning region, 
Latvia
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  72.8 9519 69.2 7918

Age

18-29 79.0 1.04 (1.00-1.08)   960 78.4 1.10 (1.05-1.15) + 612

30-44 76.2 1.00 2129 71.4 1.00 1560

45-64 73.6 0.97 (0.93-1.00) - 4144 66.5 0.93 (0.90-0.97) - 3600

65-79 59.7 0.78 (0.75-0.82) - 2286 60.6 0.85 (0.81-0.89) - 2144

Longstanding 
illness

Yes 67.5 0.90 (0.88-0.93) - 4313 65.8 0.95 (0.92-0.98) - 3497

No 76.8 1.00 5206 71.5 1.00 4419

Education

Lower than secondary 59.5 0.81 (0.76-0.86) - 2127 57.6 0.79 (0.74-0.84) - 1657

Upper secondary 73.0 1.00 4240 70.5 1.00 3862

University (short) 80.6 1.09 (1.06-1.13) + 2139 73.7 1.06 (1.03-1.10) + 1401

University (long) 82.7 1.14 (1.09-1.19) + 586 74.5 1.11 (1.06-1.15) + 661

Employment

Employed 78.7 1.00   5247 72.4 1.00   4728

Age pensioner 57.8 1681 59.5 1604

Unempl.. social benefit 59.5 0.67 (0.63-0.73) - 1465 58.6 0.81 (0.75-0.87) - 1049

Student 84.2 407 79.1 195

Other 69.8 0.90 (0.85-0.94) - 719 62.7 0.86 (0.80-0.94) - 342

Marital status

Married/cohabiting 76.0 1.00   6720 70.5 1.00   6081

Single (unmarried) 71.6 0.81 (0.74-0.89) - 452 73.2 0.86 (0.81-0.92) - 513

Single (divorced) 66.2 0.90 (0.86-0.94) - 1201 59.8 0.88 (0.83-0.92) - 772

Other 61.8 0.90 (0.85-0.96) - 1146 65.0 0.88 (0.81-0.96) - 550

Municipality 
 

Halden 76.4 1.06 (1.01-1.12) + 524 69.3 1.00 (0.94-1.07)   441

Moss 68.8 0.93 (0.88-1.00) - 535 71.3 1.03 (0.97-1.09)   397

Sarpsborg 71.8 1.00 (0.96-1.04)   956 69.9 1.01 (0.96-1.06)   757

Fredrikstad 73.5 1.00 (0.96-1.04)   902 69.8 1.01 (0.97-1.05)   805

Hvaler 75.3 1.04 (0.91-1.20)   584 69.3 1.03 (0.88-1.20)   501

Aremark 73.4 0.99 (0.75-1.31)   228 69.9 1.03 (0.80-1.33)   212

Marker 72.6 1.01 (0.86-1.19)   529 65.5 0.98 (0.82-1.17)   441

Rømskog 76.7 1.06 (0.75-1.48)   119 72.9 1.06 (0.75-1.52)   116

Trøgstad 74.0 1.00 (0.87-1.15)   569 71.3 1.03 (0.90-1.18)   450

Spydeberg 77.4 1.05 (0.94-1.18)   514 68.2 0.97 (0.83-1.13)   434

Askim 67.6 0.95 (0.87-1.03)   454 60.8 0.86 (0.77-0.96) - 382

Eidsberg 72.1 0.98 (0.90-1.08)   530 75.4 1.09 (1.00-1.18) + 425

Skiptvedt 72.1 0.97 (0.82-1.16)   458 68.9 1.01 (0.85-1.19)   371

Rakkestad 74.7 1.02 (0.92-1.14)   568 68.5 0.97 (0.86-1.11)   488

Råde 74.9 1.03 (0.93-1.15)   553 68.4 0.99 (0.88-1.13)   479

Rygge 75.0 1.02 (0.94-1.10)   527 66.0 0.97 (0.89-1.06)   437

Våler 75.9 1.04 (0.92-1.18)   480 66.2 0.95 (0.81-1.12)   398

Hobøl 72.3 0.99 (0.86-1.14)   489 67.4 0.96 (0.83-1.12)   382

Strong social support,
Østfold County, 
Norway
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Among women 5.9% and among men 4.4% answered that this 
happened often.

The percentage was clearly higher among the oldest than among 
the younger age groups. 9.9% of the oldest women and 8.4% of the 
oldest men often felt alone.

There were indications of higher percentages with loneliness 
among those with lowest educational levels, and also higher 
percentages among those without employment compared to those 
in employment.

Respondents who were married or cohabiting tended to have 
lower percentages feeling lonesome than those who were single.

Often lonely

Among women 6.4% and among men 5.9% answered that this 
happened often.

The percentage was clearly highest among the youngest age 
groups. 9.0% of the youngest women and 8.2% of the youngest men 
often felt alone.

There was a clear trend with higher percentages with loneliness 
among those with lowest educational levels compared to those with 
highest educational level, and also higher percentages among those 
without employment compared to those in employment, particularly 
among women.

Respondents who were married or cohabiting had clearly lower 
percentages feeling lonesome than the other marital status groups.

Vidzeme planning region, Latvia Østfold County, Norway

The respondents were asked whether and how often they were alone, when they wanted to be together with others. 
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  5.9 2550 4.4 1617

Age

18-29 4.0 1.10 (0.54-2.26)   335 1.8 0.46 (0.16-1.34)   307

30-44 3.6 1.00 462 3.9 1.00 379

45-64 4.9 1.35 (0.73-2.50)   883 4.6 1.17 (0.62-2.21)   594

65-79 9.9 2.77 (1.60-4.77) + 870 8.4 2.13 (1.20-3.79) + 337

Longstanding 
illness

Yes 8.9 1.41 (0.81-2.46)   868 6.5 0.86 (0.47-1.57)   363

No 4.6 1.00 1682 3.8 1.00 1254

Education 

Primary 7.9 1.68 (0.94-3.01)   576 5.4 0.82 (0.44-1.53)   354

Scondary 6.0 1.00 546 6.2 1.00 356

Vocational 4.7 0.91 (0.54-1.55)   844 3.4 0.51 (0.30-0.87) - 676

University 5.6 0.70 (0.41-1.21)   578 2.6 0.26 (0.11-0.60) - 224

Employment 

Employed 3.8 1.00   1137 3.0 1.00   849

Age pensioner 9.6 926 7.5 354

Unempl., social benefit 8.4 2.40 (1.36-4.23) + 262 7.8 2.52 (1.44-4.41) + 273

Student 0.0 156 0.6 137

Other 5.8 0.60 (0.23-1.57)   69 0.0 . (. -. )   4

Marital status

Married/cohabiting 5.1 1.00   1316 2.9 1.00   1017

Single (unmarried) 7.0 1.20 (0.59-2.41)   798 7.1 2.10 (1.15-3.84) + 296

Single (divorced) 7.7 1.54 (0.90-2.64)   374 7.8 2.37 (1.37-4.07) + 232

Other 1.2 0.36 (0.04-3.31)   62 1.2 0.48 (0.07-3.30)   72

Municipality 

Amata 11.3 2.13 (1.18-3.83) + 319 4.3 0.99 (0.39-2.50)   215

Cesis 4.5 0.69 (0.29-1.66)   406 4.5 1.19 (0.51-2.80)   171

Jaunpiebalgas 5.9 1.52 (0.70-3.30)   292 2.8 0.53 (0.16-1.73)   173

Ligatne 9.3 1.22 (0.61-2.45)   291 4.8 1.17 (0.48-2.85)   233

Pargauja 6.6 0.76 (0.33-1.76)   316 7.1 1.57 (0.72-3.43)   170

Priekuli 3.6 0.67 (0.25-1.80)   342 5.2 0.99 (0.43-2.30)   221

Rauna 2.3 0.37 (0.10-1.37)   295 3.9 0.94 (0.36-2.48)   212

Vecpiebalga 3.8 0.70 (0.26-1.92)   289 2.3 0.53 (0.15-1.90)   222

Often lonely,
Vidzeme planning region, 
Latvia
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  6.4 9519 5.9 7918

Age

18-29 9.0 1.35 (1.00-1.83)   960 8.2 1.46 (1.01-2.11) + 612

30-44 6.6 1.00 2129 5.6 1.00 1560

45-64 5.0 0.75 (0.55-1.03)   4144 6.1 1.09 (0.78-1.53)   3600

65-79 6.3 0.95 (0.70-1.30)   2286 3.5 0.62 (0.40-0.97) - 2144

Longstanding 
illness

Yes 10.0 3.02 (2.53-3.61) + 4313 8.4 2.01 (1.68-2.40) + 3497

No 3.8 1.00 5206 4.3 1.00 4419

Education

Lower than secondary 9.2 1.35 (1.05-1.74) + 2127 7.6 1.56 (1.21-2.00) + 1657

Upper secondary 6.6 1.00 4240 6.2 1.00 3862

University (short) 5.1 0.71 (0.57-0.89) - 2139 5.1 0.89 (0.69-1.13)   1401

University (long) 3.2 0.37 (0.23-0.61) - 586 4.6 1.01 (0.67-1.52)   661

Employment

Employed 3.8 1.00   5247 4.5 1.00   4728

Age pensioner 6.8 1681 3.6 1604

Unempl.. social benefit 13.7 4.18 (3.33-5.25) + 1465 15.5 3.93 (3.15-4.90) + 1049

Student 8.6 407 7.4 195

Other 9.7 2.03 (1.52-2.71) + 719 6.8 1.50 (1.02-2.22) + 342

Marital status

Married/cohabiting 3.2 1.00   6720 2.9 1.00   6081

Single (unmarried) 14.0 4.48 (3.33-6.03) + 452 13.6 5.26 (4.03-6.86) + 513

Single (divorced) 13.1 3.91 (3.11-4.91) + 1201 15.6 5.70 (4.47-7.27) + 772

Other 13.0 3.55 (2.71-4.67) + 1146 8.1 2.84 (1.94-4.15) + 550

Municipality 
 

Halden 5.4 0.81 (0.53-1.22)   524 6.4 1.08 (0.74-1.58)   441

Moss 6.6 1.00 (0.69-1.45)   535 5.1 0.85 (0.56-1.28)   397

Sarpsborg 6.5 1.03 (0.76-1.38)   956 6.0 0.95 (0.70-1.28)   757

Fredrikstad 5.9 0.95 (0.73-1.23)   902 7.2 1.22 (0.96-1.56)   805

Hvaler 5.0 0.79 (0.24-2.54)   584 4.0 0.64 (0.17-2.39)   501

Aremark 8.8 1.66 (0.40-6.87)   228 3.7 0.40 (0.05-3.34)   212

Marker 6.1 0.86 (0.28-2.66)   529 5.8 0.94 (0.30-2.92)   441

Rømskog 5.9 0.88 (0.05-16.36)   119 1.1 0.24 (0.00-60.39)   116

Trøgstad 6.0 0.90 (0.35-2.33)   569 6.7 1.24 (0.54-2.82)   450

Spydeberg 7.1 1.18 (0.53-2.66)   514 4.8 0.90 (0.33-2.45)   434

Askim 9.1 1.39 (0.90-2.14)   454 5.0 0.95 (0.53-1.67)   382

Eidsberg 6.5 1.00 (0.55-1.82)   530 4.6 0.74 (0.37-1.50)   425

Skiptvedt 7.3 1.10 (0.40-3.04)   458 4.3 0.70 (0.19-2.60)   371

Rakkestad 7.1 1.09 (0.54-2.18)   568 5.9 0.94 (0.44-1.99)   488

Råde 6.0 0.93 (0.41-2.10)   553 3.2 0.53 (0.18-1.54)   479

Rygge 7.7 1.19 (0.72-1.96)   527 4.1 0.71 (0.36-1.38)   437

Våler 6.5 1.01 (0.40-2.55)   480 8.6 1.70 (0.82-3.48)   398

Hobøl 6.2 0.92 (0.37-2.29)   489 5.7 1.01 (0.41-2.53)   382

Often lonely,
 Østfold County, 
Norway
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Among women 31.4% and among men 16.7% had seen a doctor. 
This difference reflects to a certain degree the difference between 
women and men regarding disease, illness and health. Both among 
women and men the highest percentages with frequent use are 
seen among the oldest: 47.4% among women and 41.2% among 
men. Particularly among the youngest men rather few had frequent 
contact, whereas among the youngest women the percentage with 
frequent contact was relatively high (26.3%), and even higher than 
among women aged 30-44.

When divided according to longstanding illness it appears as 
expected, that the percentage with use of physician was much 
higher among those will illness than without illness. This difference 
is especially marked among men. Among women without 
longstanding illness a rather high proportion had frequent contact 
(20.6%), probably because of use of preventive health care in relation 
to childbearing and childcare. This might also explain the percentage 
with frequent use among the youngest women.

In relation to educational status the highest percentages was 
found among those with lowest educational status and the lowest 
percentages among those with highest educational status, reflecting 
somewhat the differences in health status between these groups.

Also the same parallel was found with regard to employment: 
those groups with poorest self-rated health also have the highest 
percentages with frequent use of physician services.

No significant differences were found between the marital status 
groups.

Frequent use of General Practitioner – Family physician 

Among women 35.3% and among men 26.7% had seen a General 
Practitioner . This difference reflects to a certain degree the difference 
between women and men regarding disease, illness and health.

Both among women and men the highest percentages with 
frequent use are seen among the oldest: 42.6% among women and 
40.3% among men. The lowest percentages were seen among the 
youngest men, whereas among the youngest women the percentage 
with frequent contact was relatively high (34.3%), and even higher 
than among women aged 30-44. 

When divided according to longstanding illness it appears as 
expected, that the percentage with use of physician was much 
higher among those will illness than without illness. This difference 
is especially marked among men. Among women without 
longstanding illness a rather high proportion had frequent contact 
(20.2%), probably because of use of preventive health care in relation 
to childbearing and childcare. This might also explain the percentage 
with frequent use among the youngest women.

In relation to educational status the highest percentages was 
found among those with lowest educational status and the lowest 
percentages among those with highest educational status, reflecting 
the differences in health status between these groups.

Also the same parallel was found with regard to employment: 
those groups with poorest self rated health also have the highest 
percentages with frequent use of physician services.

In relation to marital status the highest percentages were seen 
among those persons who were divorced. The other groups had 
rather similar percentages.

Vidzeme planning region, Latvia Østfold County, Norway

The respondents were asked about their use of health care services.  Frequent use of General Practitioner or Family physician was defined for 
4 or more times during the last 12 month.
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  31.4 2550 16.7 1617

Age

18-29 26.3 1.31 (1.10-1.57) + 335 7.4 0.90 (0.58-1.38)   307

30-44 20.0 1.00 462 8.3 1.00 379

45-64 27.0 1.35 (1.15-1.58) + 883 16.9 2.05 (1.49-2.81) + 594

65-79 47.4 2.37 (2.05-2.73) + 870 41.2 4.99 (3.72-6.69) + 337

Longstanding 
illness

Yes 55.7 2.67 (2.27-3.13) + 868 48.0 4.40 (3.44-5.62) + 363

No 20.6 1.00 1682 8.4 1.00 1254

Education 

Primary 39.5 1.13 (0.89-1.45)   576 19.2 0.98 (0.70-1.36)   354

Scondary 29.2 1.00 546 17.5 1.00 356

Vocational 31.4 1.19 (0.97-1.45)   844 15.7 0.93 (0.72-1.22)   676

University 25.9 0.82 (0.64-1.05)   578 13.0 0.62 (0.40-0.95) - 224

Employment 

Employed 22.5 1.00   1137 9.1 1.00   849

Age pensioner 46.5 926 40.5 354
Unempl., social 
benefit

27.3 1.06 (0.80-1.40)   262 19.3 1.67 (1.20-2.32) + 273

Student 21.7 156 9.6 137

Other 47.5 1.69 (1.15-2.49) + 69 19.6 . (. -. )   4

Marital status

Married/cohabiting 27.3 1.00   1316 17.9 1.00   1017

Single (unmarried) 39.7 1.03 (0.81-1.31)   798 17.1 1.05 (0.74-1.48)   296

Single (divorced) 31.2 1.06 (0.84-1.32)   374 12.4 0.82 (0.59-1.15)   232

Other 24.7 0.77 (0.50-1.20)   62 11.7 1.02 (0.59-1.75)   72

Municipality 

Amata 37.6 1.20 (0.91-1.57)   319 20.5 1.25 (0.84-1.84)   215

Cesis 30.4 1.07 (0.80-1.43)   406 14.0 0.82 (0.53-1.28)   171

Jaunpiebalgas 29.9 1.03 (0.74-1.43)   292 14.8 0.90 (0.55-1.49)   173

Ligatne 27.9 0.71 (0.50-1.00)   291 18.4 0.97 (0.64-1.47)   233

Pargauja 29.2 0.89 (0.63-1.25)   316 19.1 1.13 (0.74-1.73)   170

Priekuli 32.9 1.02 (0.76-1.38)   342 17.2 1.00 (0.65-1.53)   221

Rauna 36.8 1.24 (0.93-1.64)   295 20.9 1.42 (0.95-2.10)   212

Vecpiebalga 26.3 0.85 (0.60-1.19)   289 8.3 0.52 (0.27-1.00) - 222

Frequent use of GP,
Vidzeme planning region, 
Latvia
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  35.3 9519 26.7 7918

Age

18-29 34.3 1.11 (1.01-1.23) + 960 18.7 1.05 (0.89-1.25)   612

30-44 30.8 1.00 2129 17.7 1.00 1560

45-64 35.7 1.16 (1.07-1.26) + 4144 31.8 1.79 (1.59-2.03) + 3600

65-79 42.6 1.38 (1.28-1.50) + 2286 40.3 2.27 (2.02-2.56) + 2144

Longstanding 
illness

Yes 55.7 2.78 (2.60-2.96) + 4313 48.5 3.63 (3.33-3.94) + 3497

No 20.2 1.00 5206 12.4 1.00 4419

Education

Lower than secondary 44.8 1.15 (1.05-1.27) + 2127 38.4 1.17 (1.05-1.31) + 1657

Upper secondary 36.8 1.00 4240 26.9 1.00 3862

University (short) 29.5 0.82 (0.76-0.88) - 2139 21.8 0.78 (0.70-0.86) - 1401

University (long) 22.9 0.75 (0.64-0.88) - 586 15.1 0.52 (0.42-0.63) - 661

Employment

Employed 27.5 1.00   5247 18.7 1.00   4728

Age pensioner 40.7 1681 41.4 1604

Unempl., social benefit 56.1 1.97 (1.80-2.14) + 1465 52.7 2.97 (2.67-3.30) + 1049

Student 22.2 407 22.4 195

Other 57.3 2.02 (1.86-2.20) + 719 41.9 2.42 (2.11-2.78) + 342

Marital status

Married/cohabiting 34.4 1.00   6720 27.0 1.00   6081

Single (unmarried) 26.7 0.90 (0.76-1.07)   452 17.3 0.97 (0.82-1.15)   513

Single (divorced) 41.8 1.21 (1.11-1.32) + 1201 31.8 1.32 (1.17-1.49) + 772

Other 38.9 0.97 (0.86-1.10)   1146 30.7 1.13 (0.95-1.34)   550

Municipality 
 

Halden 32.1 0.90 (0.78-1.05)   524 25.5 0.97 (0.82-1.15)   441

Moss 34.0 1.02 (0.89-1.16)   535 30.2 1.20 (1.03-1.40) + 397

Sarpsborg 37.3 1.06 (0.95-1.17)   956 28.7 1.08 (0.95-1.22)   757

Fredrikstad 34.1 0.96 (0.87-1.05)   902 26.8 1.02 (0.91-1.14)   805

Hvaler 33.3 0.88 (0.59-1.32)   584 25.8 0.85 (0.54-1.36)   501

Aremark 36.0 0.97 (0.51-1.88)   228 22.3 0.67 (0.30-1.49)   212

Marker 33.0 0.94 (0.61-1.43)   529 26.3 0.92 (0.56-1.50)   441

Rømskog 29.9 0.73 (0.25-2.15)   119 17.4 0.56 (0.14-2.29)   116

Trøgstad 33.1 0.92 (0.66-1.30)   569 20.5 0.75 (0.48-1.17)   450

Spydeberg 37.2 1.13 (0.85-1.50)   514 25.6 0.96 (0.65-1.43)   434

Askim 39.6 1.10 (0.93-1.31)   454 24.3 0.85 (0.67-1.08)   382

Eidsberg 35.3 0.96 (0.77-1.20)   530 28.1 1.02 (0.79-1.32)   425

Skiptvedt 39.9 1.15 (0.82-1.63)   458 24.1 0.91 (0.55-1.48)   371

Rakkestad 36.7 1.04 (0.80-1.34)   568 21.8 0.80 (0.56-1.15)   488

Råde 35.4 0.92 (0.69-1.23)   553 22.9 0.78 (0.54-1.12)   479

Rygge 37.4 1.06 (0.88-1.28)   527 25.0 0.89 (0.70-1.14)   437

Våler 36.0 1.03 (0.74-1.43)   480 25.8 0.97 (0.65-1.46)   398

Hobøl 39.8 1.22 (0.92-1.61)   489 22.2 0.82 (0.54-1.25)   382

Frequent use of GP,  
Østfold County, 
Norway
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Nine point two percent (9.2%) of the women  and six point six 
percent (6.6%) of the men provide such care.Among women it is 
most common in the age groups 30-44 and 45-64. 

More persons among those who themselves have a longstanding 
illness give care compared to those without longstanding illness. No 
significant differences were found regarding educational status and 
employment status and marital status.

Giving care to others

18.6% of the women and 14.0% of the men provide such care. 
For both women and men the percentages increase with age. 

Among the youngest women 11.4% and among the youngest men 
7.7% give care, whereas 24.9% among women aged 45-64 and 
19.7% among men aged 65+ give care.

More persons among those who themselves have a longstanding 
illness give care compared to those without longstanding illness. 
No systematic differences were found regarding educational status. 
Those outside the labour market had higher percentages giving care 
than those currently employed.

Among women who were single a higher percentage were giving 
care than among married or cohabiting, and among men a higher 
percentage was found among never married single.

Vidzeme planning region, Latvia Østfold County, Norway

The respondents were asked whether they presently give care on private or personal basis to others who are chronically ill or with functional 
limitations.
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  9.2 2550 6.6 1617

Age

18-29 4.7 0.47 (0.28-0.78) - 335 7.0 1.54 (0.88-2.68)   307

30-44 10.0 1.00 462 4.6 1.00 379

45-64 12.9 1.29 (0.97-1.71)   883 8.4 1.82 (1.10-3.03) + 594

65-79 7.5 0.74 (0.53-1.05)   870 5.3 1.15 (0.63-2.10)   337

Longstanding 
illness

Yes 13.3 2.76 (1.98-3.85) + 868 10.6 2.15 (1.38-3.34) + 363

No 7.3 1.00 1682 5.5 1.00 1254

Education 

Primary 8.0 1.46 (0.90-2.39)   576 6.2 1.55 (0.86-2.80)   354

Scondary 7.6 1.00 546 4.7 1.00 356

Vocational 10.8 1.18 (0.80-1.73)   844 7.4 1.78 (1.08-2.94) + 676

University 9.6 1.05 (0.67-1.67)   578 7.7 1.51 (0.79-2.90)   224

Employment 

Employed 10.6 1.00   1137 6.4 1.00   849

Age pensioner 8.3 926 6.3 354

Unempl., social benefit 10.9 1.22 (0.79-1.90)   262 5.7 0.73 (0.41-1.29)   273

Student 3.7 156 9.6 137

Other 3.8 1.27 (0.38-4.25)   69 0.0 . (. -. )   4

Marital status

Married/cohabiting 10.0 1.00   1316 6.6 1.00   1017

Single (unmarried) 7.2 0.92 (0.58-1.46)   798 7.0 1.06 (0.63-1.79)   296

Single (divorced) 10.5 1.08 (0.73-1.61)   374 5.8 1.07 (0.62-1.84)   232

Other 6.7 0.72 (0.26-1.95)   62 6.4 0.93 (0.40-2.20)   72

Municipality 

Amata 14.7 1.51 (0.94-2.42)   319 10.5 1.49 (0.83-2.70)   215

Cesis 18.7 1.88 (1.25-2.83) + 406 14.6 2.27 (1.40-3.69) + 171

Jaunpiebalgas 4.7 0.51 (0.21-1.25)   292 2.5 0.33 (0.10-1.10)   173

Ligatne 1.7 0.15 (0.04-0.56) - 291 1.3 0.18 (0.04-0.87) - 233

Pargauja 9.4 1.06 (0.57-1.98)   316 8.6 1.36 (0.70-2.64)   170

Priekuli 6.9 0.79 (0.41-1.52)   342 5.9 0.90 (0.42-1.92)   221

Rauna 7.0 0.89 (0.45-1.76)   295 6.9 1.05 (0.51-2.15)   212

Vecpiebalga 8.8 1.07 (0.59-1.94)   289 0.9 0.15 (0.02-0.98) - 222

Give care to others,
Vidzeme planning region, 
Latvia
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  Women Men

  Percent SRR Confidence limits  Number Percent SRR Confidence limits  Number

Total  18.6 9519 14.0 7918

Age

18-29 11.4 0.80 (0.65-0.99) - 960 7.7 0.71 (0.52-0.97) - 612

30-44 14.3 1.00 2129 10.8 1.00 1560

45-64 24.9 1.74 (1.52-2.00) + 4144 17.3 1.60 (1.33-1.92) + 3600

65-79 20.1 1.41 (1.21-1.63) + 2286 19.7 1.82 (1.51-2.19) + 2144

Longstanding 
illness

Yes 21.7 1.30 (1.18-1.43) + 4313 18.0 1.47 (1.32-1.65) + 3497

No 16.3 1.00 5206 11.4 1.00 4419

Education

Lower than secondary 16.4 0.81 (0.68-0.97) - 2127 14.6 1.00 (0.82-1.20)   1657

Upper secondary 19.3 1.00 4240 14.1 1.00 3862

University (short) 18.7 1.00 (0.89-1.12)   2139 12.8 0.92 (0.79-1.07)   1401

University (long) 19.7 1.08 (0.89-1.30)   586 15.2 0.84 (0.71-1.00) - 661

Employment

Employed 17.9 1.00   5247 12.0 1.00   4728

Age pensioner 20.0 1681 21.1 1604

Unempl.. social benefit 23.1 1.18 (1.00-1.39) + 1465 21.6 2.05 (1.71-2.45) + 1049

Student 10.1 407 4.7 195

Other 20.7 1.32 (1.11-1.55) + 719 17.8 1.41 (1.10-1.81) + 342

Marital status

Married/cohabiting 17.9 1.00   6720 14.5 1.00   6081

Single (unmarried) 16.8 1.27 (1.10-1.60) + 452 12.2 1.26 (1.01-1.57) + 513

Single (divorced) 22.5 1.27 (1.11-1.46) + 1201 13.9 0.87 (0.73-1.04)   772

Other 19.1 1.09 (0.91-1.32)   1146 12.0 1.21 (0.89-1.64)   550

Municipality 
 

Halden 18.5 1.07 (0.87-1.32)   524 12.6 0.87 (0.67-1.13)   441

Moss 19.1 1.03 (0.84-1.26)   535 15.4 1.20 (0.95-1.51)   397

Sarpsborg 18.0 0.98 (0.83-1.16)   956 15.6 1.09 (0.91-1.30)   757

Fredrikstad 19.9 1.06 (0.92-1.21)   902 13.5 0.95 (0.80-1.13)   805

Hvaler 18.8 0.95 (0.54-1.68)   584 13.6 0.88 (0.44-1.75)   501

Aremark 17.8 1.01 (0.36-2.81)   228 13.3 0.90 (0.29-2.83)   212

Marker 17.9 0.91 (0.48-1.71)   529 12.8 0.95 (0.45-2.00)   441

Rømskog 8.3 0.36 (0.04-3.06)   119 13.2 0.98 (0.19-4.98)   116

Trøgstad 19.3 1.08 (0.67-1.76)   569 12.1 0.80 (0.44-1.48)   450

Spydeberg 16.5 0.87 (0.52-1.47)   514 10.7 0.69 (0.37-1.28)   434

Askim 17.5 0.96 (0.71-1.30)   454 12.5 0.91 (0.64-1.29)   382

Eidsberg 15.8 0.84 (0.59-1.22)   530 14.1 1.01 (0.68-1.50)   425

Skiptvedt 19.9 1.03 (0.58-1.82)   458 14.1 0.98 (0.50-1.92)   371

Rakkestad 18.9 0.93 (0.62-1.39)   568 10.8 0.72 (0.42-1.24)   488

Råde 18.5 0.91 (0.60-1.39)   553 13.6 0.92 (0.55-1.52)   479

Rygge 18.3 0.93 (0.69-1.25)   527 17.1 1.31 (0.96-1.79)   437

Våler 18.6 0.99 (0.59-1.65)   480 13.8 1.01 (0.56-1.83)   398

Hobøl 16.6 0.83 (0.50-1.39)   489 13.3 0.98 (0.55-1.76)   382

Give care to others,
Østfold County, 
Norway
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In total 44.6% of women and 37.7% of men have level of trust 
in at least 4 societal institutions. There is no systematic variation 
between the age groups. Fewer among women with longstanding 
illness show high level of confidence compared with women without 
longstanding illness. This difference is not seen among men.

Regarding education, few among those with a vocational education 
have a high level of trust in institutions. Fewer men outside the labour 
market have high level of trust. And divorced singles – both women 
and men - have fewer with high level of trust than those married or 
cohabiting.

Trust in community institutions

In total 62.3% of women and 59.7% of men have level of trust in 
at least 4 societal institutions. The percentages were highest among 
the middle-aged groups (30-44 and 45-64 years) than among both 
the younger and older. Fewer among those with longstanding 
illness show high level of confidence compared with those without 
longstanding illness. 

There is a clear trend according to education: those with high 
educational level have a higher percentage with high level of trust. 
Both women and men outside the labour market have fewer with 
high level of trust. Married or cohabitating have a higher percentage 
with high level of trust in societal institutions.

The questionnaire had a series of questions asking about trust in various institutions: health care services, educational institutions, labour 
market agencies, municipal council, county/regional council, police, the justice system, and mass media. High level of trust was defined as high 
level of trust in at least 4 institutions.

Vidzeme planning region, Latvia Østfold County, Norway
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  44.6 2550 37.7 1617

Age

18-29 51.8 1.18 (1.08-1.29) + 335 37.5 0.99 (0.88-1.12)   307

30-44 43.9 1.00 462 37.7 1.00 379

45-64 41.6 0.95 (0.87-1.04)   883 33.5 0.89 (0.79-1.00) - 594

65-79 43.5 0.99 (0.91-1.08)   870 45.7 1.21 (1.09-1.35) + 337

Longstanding 
illness

Yes 37.4 0.65 (0.54-0.79) - 868 36.2 0.91 (0.74-1.12)   363

No 47.8 1.00 1682 38.1 1.00 1254

Education 

Primary 46.1 0.99 (0.84-1.16)   576 38.2 0.85 (0.71-1.02)   354

Scondary 49.9 1.00 546 44.9 1.00 356

Vocational 39.1 0.84 (0.73-0.96) - 844 33.4 0.74 (0.64-0.86) - 676

University 45.7 1.02 (0.88-1.18)   578 39.7 0.92 (0.75-1.12)   224

Employment 

Employed 43.6 1.00   1137 37.1 1.00   849

Age pensioner 43.6 926 44.1 354

Unempl., social benefit 43.2 0.99 (0.83-1.17)   262 29.4 0.75 (0.60-0.93) - 273

Student 52.6 156 42.7 137

Other 53.3 1.14 (0.82-1.61)   69 47.8 . (. -. )   4

Marital status

Married/cohabiting 45.8 1.00   1316 39.5 1.00   1017

Single (unmarried) 47.9 1.03 (0.87-1.21)   798 43.0 0.95 (0.76-1.18)   296

Single (divorced) 38.5 0.78 (0.66-0.94) - 374 28.6 0.71 (0.57-0.87) - 232

Other 18.1 0.41 (0.24-0.71) - 62 19.7 0.49 (0.32-0.76) - 72

Municipality 

Amata 40.6 0.94 (0.76-1.17)   319 39.6 1.06 (0.84-1.35)   215

Cesis 15.9 0.40 (0.27-0.58) - 406 13.8 0.37 (0.24-0.57) - 171

Jaunpiebalgas 66.4 1.44 (1.23-1.69) + 292 66.8 1.74 (1.47-2.06) + 173

Ligatne 64.5 1.47 (1.28-1.70) + 291 59.3 1.63 (1.37-1.93) + 233

Pargauja 56.1 1.33 (1.13-1.57) + 316 39.0 1.03 (0.80-1.34)   170

Priekuli 29.5 0.63 (0.47-0.84) - 342 17.6 0.44 (0.29-0.65) - 221

Rauna 43.3 0.92 (0.73-1.16)   295 24.6 0.64 (0.46-0.90) - 212

Vecpiebalga 47.9 1.04 (0.85-1.28)   289 48.3 1.30 (1.05-1.60) + 222

Trust in institutions,
Vidzeme planning region, 
Latvia
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  62.3 9519 59.7 7918

Age

18-29 59.8 0.90 (0.85-0.94) - 960 50.8 0.79 (0.74-0.85) - 612

30-44 66.7 1.00 2129 64.0 1.00 1560

45-64 65.5 0.98 (0.94-1.02)   4144 62.6 0.98 (0.94-1.02)   3600

65-79 51.5 0.77 (0.74-0.81) - 2286 56.9 0.89 (0.85-0.93) - 2144

Longstanding 
illness

Yes 58.0 0.87 (0.84-0.91) - 4313 55.9 0.85 (0.82-0.89) - 3497

No 65.4 1.00 5206 62.2 1.00 4419

Education

Lower than secondary 46.7 0.78 (0.72-0.85) - 2127 49.8 0.85 (0.79-0.92) - 1657

Upper secondary 59.5 1.00 4240 57.0 1.00 3862

University (short) 74.5 1.26 (1.22-1.31) + 2139 69.2 1.20 (1.15-1.25) + 1401

University (long) 81.0 1.32 (1.25-1.40) + 586 71.9 1.13 (1.05-1.21) + 661

Employment

Employed 68.0 1.00   5247 61.8 1.00   4728

Age pensioner 50.2 1681 56.6 1604

Unempl., social benefit 53.6 0.70 (0.64-0.76) - 1465 55.9 0.85 (0.78-0.93) - 1049

Student 63.7 407 59.8 195

Other 55.3 0.84 (0.78-0.90) - 719 48.8 0.84 (0.76-0.94) - 342

Marital status

Married/cohabiting 64.6 1.00   6720 63.1 1.00   6081

Single (unmarried) 59.2 0.90 (0.82-0.99) - 452 56.0 0.92 (0.85-1.00) - 513

Single (divorced) 58.6 0.93 (0.87-0.98) - 1201 53.2 0.82 (0.76-0.89) - 772

Other 54.1 0.94 (0.87-1.01)   1146 44.2 0.79 (0.70-0.89) - 550

Municipality 
 

Halden 58.2 0.96 (0.88-1.04)   524 56.3 0.95 (0.87-1.03)   441

Moss 59.9 0.95 (0.87-1.03)   535 61.7 1.05 (0.97-1.14)   397

Sarpsborg 63.6 1.02 (0.96-1.08)   956 64.0 1.09 (1.03-1.16) + 757

Fredrikstad 63.3 1.02 (0.97-1.08)   902 57.4 0.95 (0.89-1.00)   805

Hvaler 61.5 0.98 (0.79-1.21)   584 62.7 1.04 (0.84-1.28)   501

Aremark 69.2 1.12 (0.83-1.52)   228 70.6 1.20 (0.90-1.60)   212

Marker 66.7 1.07 (0.87-1.31)   529 67.3 1.14 (0.94-1.39)   441

Rømskog 77.4 1.23 (0.84-1.81)   119 72.1 1.21 (0.81-1.82)   116

Trøgstad 65.7 1.04 (0.88-1.24)   569 59.3 0.98 (0.82-1.19)   450

Spydeberg 63.6 1.01 (0.85-1.20)   514 62.9 1.05 (0.87-1.26)   434

Askim 59.5 0.94 (0.84-1.05)   454 56.0 0.90 (0.80-1.02)   382

Eidsberg 61.6 0.99 (0.87-1.12)   530 61.9 1.04 (0.92-1.18)   425

Skiptvedt 67.0 1.06 (0.87-1.30)   458 62.9 1.07 (0.86-1.32)   371

Rakkestad 68.7 1.12 (0.98-1.27)   568 64.1 1.04 (0.90-1.21)   488

Råde 60.5 0.97 (0.82-1.14)   553 54.2 0.90 (0.74-1.08)   479

Rygge 61.5 0.97 (0.87-1.09)   527 57.4 0.95 (0.84-1.08)   437

Våler 61.1 0.99 (0.82-1.19)   480 56.0 0.93 (0.75-1.15)   398

Hobøl 61.7 0.99 (0.82-1.19)   489 58.5 1.00 (0.83-1.21)   382

Trust in institutions, 
Østfold County, 
Norway
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In total 65.2% of the women and 62.9% of the men claimed 
that the opportunities for socialising in the local community and 
neighbourhood were good.  There were no major differences between 
the different age groups.

Neither between those with or without longstanding illness 
differences were seen. There were significant, but not systematic 
differences between the educational groups and those in employment 
and outside employment. No significant differences were seen 
between the marital groups.

There were big and significant differences between the 
municipalities, which seem to reflect that the opportunities for 
socialising is an environmental capacity, less dependent on individual 
characteristics and resources.

Good opportunities for socialising in local community 
and neighbourhood

In total 63.7% of the women and 65.3% of the men claimed 
that the opportunities for socialising in the local community and 
neighbourhood were good.  There was a clear tendency towards 
higher percentages confirming good opportunities for socialising 
among the older age groups compared to the younger age groups.

There were no differences between those with or without 
longstanding illness. There were no systematic differences between 
the educational groups and those in employment and outside 
employment. The respondents who were married or cohabiting 
had higher percentages who were satisfied than the other marital 
groups. 

There were only few differences between the municipalities.

The questionnaire had questions about facilities in the neighbourhood and local community. One asked about the possibilities for meeting 
neighbours and other people in public places, community centers, churches etc.

Vidzeme planning region, Latvia Østfold County, Norway
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  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  65.2 2550 62.9 1617

Age

18-29 63.9 0.98 (0.91-1.04)   335 66.9 1.14 (1.06-1.22) + 307

30-44 65.5 1.00 462 58.7 1.00 379

45-64 64.9 0.99 (0.94-1.05)   883 62.6 1.07 (0.99-1.14)   594

65-79 66.3 1.01 (0.96-1.07)   870 64.0 1.09 (1.01-1.17) + 337

Longstanding 
illness

Yes 65.7 1.00 (0.90-1.11)   868 63.4 1.15 (1.05-1.26) + 363

No 65.0 1.00 1682 62.8 1.00 1254

Education 

Primary 66.8 1.20 (1.07-1.35) + 576 66.7 1.14 (1.01-1.28) + 354

Scondary 57.8 1.00 546 57.9 1.00 356

Vocational 70.5 1.23 (1.12-1.35) + 844 66.1 1.14 (1.04-1.26) + 676

University 63.4 1.07 (0.94-1.20)   578 55.4 0.90 (0.77-1.05)   224

Employment 

Employed 65.9 1.00   1137 59.5 1.00   849

Age pensioner 67.3 926 65.4 354

Unempl., social benefit 60.2 0.93 (0.83-1.05)   262 66.1 1.12 (1.01-1.24) + 273

Student 56.3 156 71.1 137

Other 71.1 1.02 (0.81-1.30)   69 67.4 . (. -. )   4

Marital status

Married/cohabiting 66.3 1.00   1316 62.8 1.00   1017

Single (unmarried) 65.5 1.04 (0.93-1.15)   798 66.6 1.06 (0.93-1.20)   296

Single (divorced) 62.2 0.93 (0.83-1.04)   374 60.3 0.95 (0.85-1.06)   232

Other 57.7 0.84 (0.66-1.06)   62 56.7 0.83 (0.68-1.02)   72

Municipality 

Amata 56.1 0.89 (0.76-1.05)   319 59.4 0.95 (0.81-1.11)   215

Cesis 73.7 1.15 (1.03-1.28) + 406 71.9 1.16 (1.03-1.30) + 171

Jaunpiebalgas 92.1 1.42 (1.32-1.53) + 292 84.6 1.35 (1.22-1.49) + 173

Ligatne 18.6 0.24 (0.16-0.36) - 291 10.0 0.15 (0.09-0.27) - 233

Pargauja 80.8 1.27 (1.15-1.40) + 316 78.4 1.26 (1.13-1.41) + 170

Priekuli 67.0 1.01 (0.88-1.16)   342 66.2 1.04 (0.91-1.19)   221

Rauna 54.9 0.80 (0.67-0.97) - 295 47.4 0.74 (0.61-0.91) - 212

Vecpiebalga 82.8 1.27 (1.16-1.40) + 289 87.8 1.39 (1.27-1.51) + 222

Good opportunities for 
socialising, Vidzeme planning 
region, Latvia

63



  Women Men

  Percent SRR
Confidence 

limits
 Number Percent SRR

Confidence 
limits

 Number

Total  63.7 9519 65.3 7918

Age

18-29 57.4 0.94 (0.89-0.99) - 960 56.2 0.85 (0.81-0.91) - 612

30-44 61.3 1.00 2129 65.7 1.00 1560

45-64 65.6 1.07 (1.03-1.12) + 4144 66.9 1.02 (0.98-1.06)   3600

65-79 70.3 1.15 (1.10-1.20) + 2286 72.1 1.10 (1.05-1.15) + 2144

Longstanding 
illness

Yes 63.0 0.96 (0.92-0.99) - 4313 64.7 0.96 (0.92-0.99) - 3497

No 64.3 1.00 5206 65.7 1.00 4419

Education

Lower than secondary 65.1 1.00 (0.94-1.07)   2127 67.0 0.98 (0.93-1.04)   1657

Upper secondary 64.1 1.00 4240 65.4 1.00 3862

University (short) 63.4 1.01 (0.97-1.05)   2139 64.4 0.97 (0.93-1.02)   1401

University (long) 61.3 0.95 (0.88-1.03)   586 65.1 0.85 (0.79-0.91) - 661

Employment

Employed 64.0 1.00   5247 65.7 1.00   4728

Age pensioner 70.6 1681 72.1 1604

Unempl.. social benefit 62.1 0.91 (0.85-0.98) - 1465 61.8 0.93 (0.86-1.01)   1049

Student 55.2 407 56.7 195

Other 60.6 0.97 (0.91-1.04)   719 61.5 0.91 (0.83-1.00)   342

Marital status

Married/cohabiting 66.7 1.00   6720 68.5 1.00   6081

Single (unmarried) 52.9 0.86 (0.79-0.95) - 452 59.1 0.89 (0.83-0.96) - 513

Single (divorced) 57.9 0.85 (0.80-0.90) - 1201 56.4 0.85 (0.79-0.91) - 772

Other 60.1 0.85 (0.79-0.92) - 1146 57.7 0.92 (0.84-1.01)   550

Municipality 
 

Halden 63.5 1.03 (0.95-1.11)   524 61.5 0.93 (0.86-1.01)   441

Moss 63.6 1.01 (0.93-1.09)   535 68.3 1.02 (0.95-1.09)   397

Sarpsborg 66.2 1.04 (0.98-1.10)   956 65.8 1.03 (0.97-1.09)   757

Fredrikstad 62.2 0.97 (0.92-1.03)   902 66.3 1.03 (0.98-1.08)   805

Hvaler 55.0 0.81 (0.62-1.05)   584 56.9 0.87 (0.69-1.11)   501

Aremark 64.5 0.97 (0.66-1.42)   228 68.6 1.01 (0.74-1.39)   212

Marker 76.8 1.21 (1.02-1.43) + 529 70.8 1.07 (0.88-1.30)   441

Rømskog 79.2 1.25 (0.85-1.84)   119 75.3 1.18 (0.83-1.68)   116

Trøgstad 60.6 0.91 (0.74-1.11)   569 67.3 1.02 (0.86-1.20)   450

Spydeberg 67.6 1.02 (0.87-1.21)   514 62.8 0.92 (0.76-1.11)   434

Askim 75.4 1.19 (1.09-1.29) + 454 77.9 1.20 (1.11-1.29) + 382

Eidsberg 67.0 1.04 (0.93-1.17)   530 65.9 0.98 (0.87-1.11)   425

Skiptvedt 62.4 0.95 (0.76-1.20)   458 69.8 1.08 (0.89-1.30)   371

Rakkestad 68.8 1.07 (0.93-1.23)   568 70.0 1.07 (0.94-1.22)   488

Råde 61.1 0.95 (0.80-1.13)   553 60.0 0.90 (0.76-1.07)   479

Rygge 61.3 0.98 (0.87-1.10)   527 62.0 0.94 (0.84-1.05)   437

Våler 40.7 0.64 (0.47-0.86) - 480 45.6 0.69 (0.53-0.90) - 398

Hobøl 40.4 0.61 (0.46-0.83) - 489 37.5 0.57 (0.42-0.76) - 382

Good opportunities for 
socialising, Østfold County, 
Norway
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Comparison between 
Vidzeme planning region, Latvia 
and Østfold County, Norway

The purpose of this report is not to make systematic comparisons between citizens of the two countries. The primary purpose is to provide data 
on health and inequality in health, which can increase the awareness among politicians and planners of the public health challenges in local 
communities, and to support local policy development and planning. 

But during the analyses presented in the first parts of this report, some interesting differences was found regarding the structure of the results 
from the two populations. This might inspire formulation of hypotheses about what causes the observed inequalities in the two very different 
groups of municipalities.
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The graphs show the percentage of the male and female 
respondents, who perceive their health as good or very good. 

Perceived health

For Norway the trend for both men and women show a decrease in 
the percentage with good perceived health with increasing age. For 
men this is most marked for those with lowest educational level. For 
Norwegian women the social differences tend to narrow in the oldest 
age group.

In contrast to this the decreasing age gradient among the Latvian 
respondents is very marked. But as in Norway there is a tendency 
towards a clear social difference with those with highest education 
having the highest percentage with good perceived health – 
particularly in the middle-aged groups.
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The questionnaire asked the respondents whether they were 
bothered during the last week by feelings of hopelessness in relation 
to the future. The graphs present the percentages among men and 

There is a clear contrast between the Norwegian and the Latvian 
picture. In Norway the percentage being bothered decreased with 
increasing age. In Latvia the percentage increased with increasing 

Feelings of hopelessness in relation to the future

women (together) reporting that they have been much or really 
much bothered by such feelings.

age. But for both countries there is a clear social gradient with the 
groups with highest education having the lowest percentage with 
feelings of hopelessness.
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Severe restrictions in daily life because of health 
problems or disease

Regarding health related restrictions in activities in daily life the 
results show a clear differences between Norway and Latvia.

In Latvia there is a clear progression with age in the percentage with 
severe restrictions whereas the percentage with severe restrictions 
in Norway is strikingly low among the oldest. It is remarkable, that 
there is no difference in Latvia among the youngest (15-29) between 
the educational groups, whereas the social difference develops over 
the age groups and becomes very big among the oldest.

In Norway to the contrary the social difference is biggest among 
the youngest. Here the percentage with severe restriction is almost 
the same over the age groups in the group with lowest educational 
level, whereas there is a slight increase among the other educational 
groups. This produces a reduction in the social gap among the oldest 
– but this reduction is artificial as a relatively high level among the 
youngest with low education causes it.
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This section compares the percentage reporting a good working 
capability in view of own health condition among the respondents 
who are aged below the regular or normal pension age. This is 67 
year in Norway and 62 in Latvia.

From the figures it appears a striking difference between the 
educational differences or educational gradients in the Latvian 
sample and the Norwegian sample. 

In Latvia there is almost no difference between the educational 
groups among the youngest, but in the oldest age group there is a 
clear difference.

Self assessed working capability 

In Norway the percentage with good self-assessed good working 
capability among those with low educational status is rather low 
already in the youngest age group.

As the sample selected for this analysis only comprise those below 
usual pensions ages, the percentages below 100 with less than good 
working capability indicate a potential gain from preventive and 
health promoting measures. A gain in potentially supply of labour 
force.
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The project was carried out December 2010-December 2012. It 
was supported by the European Union Programme for Employment 
and Social Solidarity - PROGRESS (2007-2013). This programme is 
managed by the Directorate-General for employment, social affairs 
and equal opportunities of the European Commission.

The HEPROGRESS project was lead by Østfold County Council in 
partnership with Moss municipality and Hobøl municipality Norway, 
Amata municipality and Vidzeme Planning Region, Latvia, with 
University of Latvia, Østfold University College, Norway and Volda 
University College, Norway and with Baltic Region Healthy Cities 
Association, Finland.

The project aimed at increasing local and regional awareness 
about social inequalities in health, and supporting the development 
of local policies and interventions and other activities with the long 
term objective to reduce social and gender inequalities in health 
and social participation and build a more cohesive society at  local 
community level. Poor health and disease interact with lack of social 
resources and capital and qualifications in restricting citizens’ social, 
political and economic participation. The current financial crisis will 

increase the gap between citizens with different socio economic 
positions and gender in their pursuit of a gainful life. The increasing 
aging population and potential economical inactive group of citizens 
poses a special challenge for a combined social and public health 
policy development at regional and local level. 

The project has addressed these issues through the project 
activities focusing: 1. Health related exclusion and marginalisation 
from the labour market and a gainful living with special focus on 
gender differences. 2. Social inequality in the healthy or unhealthy 
aging process. 3. the effect of poor educational attainment for the 
social inequality processes.

The proposed project and its actions have supported local and 
regional awareness about social inequalities in health, capacity 
building among practitioners, politicians and academic institutions 
and policy development. The project has facilitated exchange of 
experiences between Norway and Latvia. Baltic Region Healthy Cities 
Association – WHO Collaborating Centre for Healthy Cities and Urban 
Health in the Baltic Region disseminated the information about the 
activities and results of the project to the local and regional decision 
makers, administrators, and practitioners. 

About the HEPROGRESS project
For full information see: http://heprocom.net/heprogress

Main objectives of the project 
The specific objectives of the action were to
1. analyse existing documentation and reports of social and 

gender inequalities in health and health related barriers to social and 
economic participation in local communities;

2. collect further documentation to target the development of 
activities and interventions by carrying out a local questionnaire 
survey which will include questions about health related social 
integration;

3. link cities, communities and regions participating in the project 
for dissemination of evidence, sharing of best practice between 
politicians and between practitioners, and ideas for intervention and 
policy development;

4. support the development of integrated cross sectoral policy 
approaches and actions directed towards living and working 
conditions, health related behaviours, as well as health and social 
protections systems;

5. link new knowledge to action in an empowerment planning 
process aiming at individual and collective capacity building, good 
governance and citizens’ taking more responsibility for own health;

6. follow up the survey by initiating local empowerment planning 
processes among Latvian partners in order to mobilize local 
communities in facing the challenges revealed and to build more 
cohesive local communities assisted by experiences from Norway.

7. Transform theoretical and practical knowledge about 
empowerment planning and communicative planning tools to 
University of Latvia.

Key results 
• Regarding documentation 

° A questionnaire survey in Norwegian and Latvian 
municipalities was carried out and local and overall results 
were published. The results documented common both 
structures of inequalities in health and consequences of poor 
health in the two countries, but also noticeable differences, 
pointing to different causal mechanisms.

° Articles and reports with inventories and analyses of 
existing policies and interventions on local levels aiming at 
tackling inequalities in health were produced, which i.a. show 
the differences in welfare regimes in the two countries.

Annex
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• Three general conferences were held with participation of 
politicians, public health professionals and planners with the aim 
of presenting good models and building awareness and consensus 
around future interventions and policies to tackle inequalities in 
health in the areas of focus.

• Other local and national conferences were held for politicians, 
public health professionals, NGO’s and others.

• In Latvia the project introduced new approaches and policy 
implementation tools that were used for the implementation of 
administrative and legislative reforms in regard to The National Public 
Health Strategy 2011–2017, primarily focusing on inequality in 
health.

• Providing knowledge on health inequalities raised awareness 
and political decision to initiate the development of guidelines for the 
regional Public Health Strategy in line with the local development-
planning period from 2012-2016.

• Health profile survey data were used for health impact 
assessment, prioritization of areas for action in HEPROGRESS partner 
municipalities.  

• A curriculum for University pre-graduate training of 
empowerment planning and communicative planning was 
developed.

• Empowerment planning courses for public health planning 
staff at the local municipalities were held in Latvia.

• A curriculum for an optional 10 ect course, and a 15 ect course 
at master level was developed at Østfold University College (ØUC). 

• Newsletters, information folders and factsheers and information 
on the project website and partners’ websites was developed and 
disseminated to local and regional decision makers, administrators 
and practitioners in the Baltic Sea Region and in Europe. The 
information was distributed to all WHO Healthy Cities in Europe (over 
100) and many other cities in Baltic Sea Region. 

• A special evaluation was carried out by local universities 
describing the involvement of local politicians in public health issues 
and the incorporation by municipalities in policies and practice of 
health inequality issues. 

Added value of the action
• Data will be used for further analyses and support for policy 

development and targeting of interventions at various administrative 
levels and universities.

• In order to strengthen the analytic resources, to conduct 
analyses of public health problems in general and health inequalities 
in particular, and use collected survey data to monitor trends, Østfold 
County Council has established a special position for a public health 
analyst.

• Two established expert groups in Norway and Latvia will 
continue to support political and administrative authorities with 
advise regarding inequalities in health.

• Health impact considerations in local planning and policies have 
been introduced, and one of the partner municipalities has adopted 
the approach.

• The recently renewed Partnership agreement between Østfold 
County Council and the municipalities includes reinforcement of 
actions for reduction of inequalities in health.

• The County Council and Østfold University College has revised 
their partnership agreement in order to focus more on Public 
health and on inequality in health in particular through research, 
developmental work, and courses and curriculum.

• Baltic Region Healthy Cities Association will continue to 
distribute the information about the project and its results, as well as 
Health Profile to the cities and municipalities around the Baltic Sea 
Region and Europe. 

• An application to Norwegian Ministry of Health and Care 
Services for support to reinforced activities in Østfold County Council 
within prevention of inequality in health builds on experiences 
gained through HEPROGRESS.

• Financial support has been secured from Norwegian sources 
for two Ph.D. studies in Latvia analysing some of the findings about 
inequality structures and processes in the two countries.

• Østfold County Council is member of the Health Equity 
Subnetwork within the WHO European Network and national 
networks, and is member of the partnership between a selected 
number of Healthy Cities and the UCL Marmot Review Team aiming 
at adding value to local action to addressing health inequalities. 
Initiatives have been taken to engage Latvian municipalities in the 
UCL partnership.

• In order to contribute to increase knowledge and awareness 
about inequalities in health, Østfold developed a model for analysing 
and describing how different sectors and authorities on local and 
regional level can contribute to reduce social inequalities in health, 
based upon the principle of health in all.  This model was adopted 
by Latvian partners,  and could be a valuable instrument to other 
administrations responsible for public health and aiming at reducing 
inequalities in health.

• In Latvia the Public Health Strategy on regional level has 
initiated public health programme development on local level in 
all HEPROGRESS municipalities. In local public health programmes 
specific targets and resources will be defined, as well as actions 
aiming to reduce the negative impact of health inequalities and 
improve the local citizens quality of life. The programmes have to be 
finished and approved by politicians in 2013. 

• The information exchange and network has been established 
and is going to be sustained in the future between all involved 
partners and already has been used for the development of new 
project initiatives, which are supported by politicians. 

• Within the  context of EEA grants and support to partnership 
building, Østfold County Council has invited Polish municipalities to 
implement the HEPROGRESS survey model and offered partnership 
support. The purpose is to support local planning with a well validated 
methodology. Further it is the intention to carry out a parallel survey 
in Norway including Polish migrants and migrant workers in order to 
study their integration in Norway.
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This Health Profile is available free on request from Østfold County Council / Østfoldhelsa and on webadress: http://www.heprocom.net/heprogress

A project supported by the European Union Programme for Employment and Social Solidarity 
PROGRESS (2007–2013) and managed by the Directorate-General for Employment, social affairs and 
equal opportunities of the European Commission.

The information contained in this publication does not necessarily reflect the position or opinion of 
the European Commission.

REDUCING HEALTH RELATED SOCIAL AND GENDER INEQUALITIES AND BARRIERS TO SOCIAL 
AND ECONOMIC PARTICIPATION – EVIDENCE BASED LOCAL POLICIES, INTERVENTIONS AND 
EMPOWERMENT PLANNING




