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Abstract
Background It is well known that Swedish-speaking adults in Finland have higher life expectancy 

and better health than their Finnish-speaking counterparts. Among young people, similar 

comparisons have been scarce. The present paper aims to compare the health of Swedish-speaking 

and Finnish-speaking schoolchildren.

Methods Survey data from 1997, representing children at grades 8 and 9 of compulsory school in 

a bilingual region, are analysed with the help of logistic regression models. Self-rated health as well 

as objective measures of health are explored.

Results We find that Swedish-speaking schoolchildren are healthier than Finnish-speaking ones in 

terms of objective measures of health, whereas there is no difference between language groups in 

terms of self-assessed health. Self-rated health seems to reflect well-being in a very broad context 

rather than objective health from a medical perspective. Risk factors and health behaviours being 

equal, both language groups consequently assess their health in a similar manner.

Conclusions Policy makers should be careful when advocating the health needs of schoolchildren 

based on survey results concerned with self-assessed health measures, particularly when they are 

concerned with targeting measures towards specific subgroups of the population. Self-rated health 

is obviously not well suited for reflecting overall and specific needs of medical assistance and 

expertise for schoolchildren.
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Introduction

Finland is officially a bilingual country. The 6%

Swedish-speaking minority has equal rights as the

Finnish-speaking majority. As a consequence, there

are two parallel school systems, providing the same

curriculum but in different languages.

Swedish speakers are known to have higher life

expectancy than Finnish speakers (Sauli 1979;

Koskinen & Martelin 2003). Analyses have also

shown that adult morbidity, in terms of both self-

assessed health and disability retirement rates, is

lower among the Swedish speakers (Hyyppä &

Mäki 1997, 2001a; Saarela & Finnäs 2002).

From a health promotion perspective, there is

reason to study if the health gradient observed in

the adult population is manifested also at early

stages of life. For young people, however, the focus

of analysis cannot be on mortality, because the

annual number of deaths is very low. Language-

group comparisons of young people’s health must

therefore be concerned with measures of morbidity.
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Self-rated health (SRH) has for the elderly been

considered as a summary of the most relevant

information an individual possesses about his/her

health, and thus to be a good predictor of subse-

quent mortality (Benyamini & Idler 1999). The

association between SRH and overall health status

has, however, been much less studied among young

people.

Previous health comparisons of Swedish-

speaking and Finnish-speaking children are very

few (Suominen et al. 2000; Välimaa 2000), and

have been based on SRH. They suffer from a major

drawback in the sense that the results, which say

that Swedish speakers report a better SRH than

Finnish speakers, are likely to be confounded by

geographical area. This is because there are marked

differences in mortality rates across geographical

regions in Finland, and the Swedish speakers live

on the southern and western coastlines of the

country where the general mortality level is low.

In the present paper, we aim to compare the

health of Swedish-speaking and Finnish-speaking

schoolchildren. The data we use have some obvious

advantages as compared with those used in previ-

ous studies. We avoid confounding by geographical

area, because we study children of each group

who live in the same province. In addition to an

SRH indicator, there is also information about

‘objective’ measures of health, related to medical

symptoms.

On the basis of research findings concerning

adults, we expect to find that Swedish-speaking

schoolchildren have better health than their

Finnish-speaking counterparts. The reason to this

health gradient is, however, still under debate,

because it cannot be attributed to socioeconomic

and demographic features. It has therefore been

argued that factors related to lifestyles could be

important. The Swedish-speaking community is

small in size and geographically stable. It also has

strong institutional networks and own cultural

activities. The level of social cohesion consequently

seems to be higher in the Swedish-speaking popu-

lation than in the Finnish-speaking one, and Swed-

ish speakers to show more reciprocal confidence

and civic engagement than Finnish speakers

(Hyyppä & Mäki 2001a,b). This is a view sup-

ported also by others, who have performed

language-group comparisons of marital stability

and unemployment propensity (Finnäs 1997;

Saarela & Finnäs 2003).

Still, no previous studies have explicitly studied

whether differences in lifestyles may contribute to

the language-group health gradient. With the data

used here, we have the opportunity to get some

insight into this issue by incorporating variables

that represent risk factors for health and health

behaviours.

Furthermore, as we study both self-assessed and

objective health, we can also analyse whether there

are any marked differences in the potential lan-

guage-group health gradient across types of health

measures.

Data and methods

The utilized data are from the survey Kouluterveys

(Health in Schools), performed by the Finnish

National Research and Development Centre for

Welfare and Health. It aims at collecting total data

from the regions that are under study, about

health, lifestyles and working environment of

schoolchildren.

The part of the survey to be analysed here con-

cerns schoolchildren at grades 8 and 9 of com-

pulsory school (14–15 years old) in the former

province of Vasa (Vasa län), which is situated at the

western coastline of Finland. The proportion of

Swedish speakers (22%) in the area is higher than

in any other bilingual province in Finland.

The survey was undertaken during week 17 in

1997. Almost all non-response was owing to prac-

tical impediments, such as examinations, trainee

periods or study trips at the same time as the sur-

vey, which typically concern all students in a class-

room, not single students. The data should

therefore be considered as highly representative for

the cohort in question. The response rate was 80%.

The total number of individuals in the data to be

analysed is 9343.

There are two measures of health that we treat

as objective. These relate to questions concerning

medical symptoms, and may thus be less vague and

easier to interpret in a more consistent way than

the question about SRH (cf. Thorslund & Wärn-

eryd 1985; Wikman & Wärneryd 1990). These are
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(i) a disease diagnosed by a doctor, and (ii) whether

the respondent have had an inflammation in the

respiratory organs (influenza, angina, tonsil

inflammation, sinusitis, cough or sore throat)

more than once during the past 6 months.

The question about SRH in the questionnaire

read: ‘How do you judge your own state of health?’

There were four response alternatives: ‘poor’, ‘fair’,

‘good’ and ‘excellent’. The proportion of children

reporting ‘poor’ was only 1.7% for Finnish speak-

ers and 2.5% for Swedish speakers, and is obviously

too small to facilitate rigorous statistical analysis.

We have therefore dichotomized the SRH variable,

so that it indicates whether or not the respondent

has answered ‘poor’ or ‘fair’. This variable is

referred to as the third measure (iii) ‘bad SRH’.

Table 1 gives the proportion of Finnish-speaking

and Swedish-speaking with poor health according

to each of the three health measures. We can see

that a higher part of the Finnish speakers have poor

health according to the objective measures,

whereas the opposite is the case when SRH is

concerned.

Logistic regression (binary logit) models will be

estimated to quantify the association between poor

health and variables supposed to be related to

health status, and to see whether these variables

have any effect on the language-group health

gradient.

Questions in the survey related to risk factors

were: (i) the economic situation of the respondent’s

family, (ii) the extent to which the respondent has

been harassed at school, and (iii) the respondent’s

opinion about his/her own weight. Health behav-

iours were captured by (i) the regularity of bed

times, (ii) the extent to which the respondent eat

food served at school, (iii) frequency of leisure time

exercise, whether the respondent (iv) is a daily

smoker, (v) uses alcohol at least once a week, and

(vi) has ever used drugs other than alcohol (cf.

Fylkesnes & Førde 1991; Schulz et al. 1995).

A sum index of the number of different psycho-

somatic symptoms during the past 6 months was

also available, as well as respondents’ grade and

gender.

Table 2 gives the distribution of the above men-

tioned variables for each language group. Besides

the economic situation at home and eating habits

at school, there are notable disparities between the

two language groups, which support the view that

there are differences in lifestyles. Swedish speakers

exercise less frequently and have somewhat more

irregular bed times than Finnish speakers. The pro-

portion of Swedish speakers who are daily smokers

and use alcohol at least once a week is, on the other

hand, smaller than among the Finnish speakers.

Fewer Swedish speakers than Finnish speakers are

satisfied with their own weight, but a higher pro-

portion of the Finnish speakers are being harassed

at school. Psychosomatic symptoms are more com-

mon among Swedish speakers than among Finnish

speakers, which is consistent with the higher pro-

portion of Swedish speakers reporting bad SRH.

Separate models are fitted for the event of ‘diag-

nosed disease’, ‘inflammation in respiratory organs’

and ‘bad SRH’, respectively. This makes it possible

for us to see whether there are any marked differ-

ences in the language-group health gradient

between the SRH measure and the objective health

measures.

Results

The covariates used in the analyses were intro-

duced because they are known to be highly associ-

ated with SRH. However, in spite of some causality

problems, we use the same covariates for the two

objective health measures. In order for the analysis

results to be perspicuous, we do not exclude non-

significant parameters from the models.

The results show that there remains a substantial

difference between Swedish speakers and Finnish

speakers in the probability of having a diagnosed

disease, as well as in the probability of having

inflammation in respiratory organs (see Table 3).

Table 1. Percentage (number) of schoolchildren with poor 
health according to different health measures, by language 
group

Finnish Swedish

Disease diagnosed by a
doctor

9.1 (655) 6.9 (149)

Inflammation in respiratory
organs more than once

51.1 (3675) 39.1 (840)

Bad self-rated health 19.3 (1388) 21.5 (461)
Total n 7197 2146
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Being a Swedish speaker reduces the odds of having

a diagnosed disease with 22% [exp(-0.246)

= 0.78]. In the unadjusted model, the reduction

was 25%, which means that the impact of covari-

ates for explaining the language-group health

gradient  is  very  small.  The  odds  of  inflam-

mation  in  respiratory  organs  is  38%  lower

[exp(-0.472) = 0.62] if being a Swedish speaker. In

this case, the inclusion of covariates had no effect

whatsoever on the language-group health differ-

ence. In terms of objective symptoms, Swedish

speakers are thus clearly better-off than Finnish

speakers. This is in correspondence with previous

evidence, and supports our hypothesis.

We believe that SRH is dependent on physiolog-

ical health. The two objective health measures are

therefore included as covariates when we analyse

the self-assessed health measure. The results also

show that having a diagnosed disease and having

had an inflammation in the respiratory organs

more than once increase the odds of reporting bad

SRH notably.

In this case, the difference in health between lan-

guage groups disappears completely when covari-

ates are included. A closer investigation revealed

that the main contributory factors in this context

are weight opinion (particularly for girls) and fre-

quency of leisure time exercise (particularly for

boys). Risk factors and health behaviours being

equal, both language groups consequently have the

same SRH.

The results concerning the covariates associa-

tion with bad SRH are very much as could be

expected. The odds of reporting bad health

decrease with the economic situation of the family

and the frequency of leisure time exercise, whereas

they increase with harassment, poor opinion about

own weight, irregular bed times, non-healthy eat-

ing habits, smoking, alcohol use, drugs use and the

number of psychosomatic symptoms. Students at

grade 9 consider their health to be better than

those at grade 8, whereas there is no difference

between genders.

On the basis of the above results, a natural ques-

tion is whether there is language-group variation

in the effects of objective and psychosomatic symp-

toms on SRH. We have analysed this issue by

including interaction terms between language

group and diagnosed disease, inflammation and

psychosomatic symptoms, respectively. None of

these interactions showed any significant or

systematic pattern. Finnish speakers do not

Table 2. Distribution (%) of variables supposed to be asso-
ciated with health, by language group

Finnish Swedish

Economic situation of the family
Very good 17.5 17.9
Fairly good 57.8 57.0
Some economic problems 21.3 21.7
Substantial economic problems 3.5 3.4

Harassed at school (this term)
Not at all 64.0 69.5
Less frequently 28.9 24.0
At least once a week 7.1 6.5

Opinion about own weight
Appropriate 60.1 51.8
Too light 10.9 13.5
Somewhat too heavy 24.3 27.0
Much too heavy 4.8 7.7

Regularity of bed times
Regular 64.5 61.5
Irregular 25.8 27.0
Very irregular 9.7 11.6

Eating food served at school
Yes 79.4 79.9
Only bread, salad and drink 14.7 13.5
No, not at all 6.0 6.6

Leisure time exercise
At most once a week 19.4 29.4
2–3 times per week 27.4 28.9
4–7 times per week 43.0 35.9
> 7 times per week 10.2 5.7

Daily smoker
No 79.5 84.8
Yes 20.5 15.2

Alcohol use at least once a week
No 91.7 94.5
Yes 8.3 5.5

Ever used drugs other than alcohol
No 83.9 85.9
Yes 16.1 14.1

Number of different psychosomatic symptoms
0–2 24.7 21.6
3–4 26.7 27.8
5–6 29.7 31.5
7–8 18.9 19.2

Gender
Girl 49.9 47.0
Boy 50.1 53.0

Grade
8 51.0 48.3
9 49.0 51.7

Total n 7197 2146

Psychosomatic symptoms refer to shoulder-ache, backache, 
stomach-ache, tension, nervousness, irritation, anger, 
insomnia, headache, tiredness or weakness.
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Table 3. Logistic regression results for poor health according to different health measures (n = 9343)

Disease Inflammation Bad self-rated health

Language
Finnish – – –
Swedish -0.246 (0.097) -0.472 (0.052) 0.013 (0.068)

Economy
Very good 0.200 (0.101) -0.166 (0.059) -0.190 (0.086)
Fairly good – – –
Some problems 0.125 (0.094) 0.210 (0.055) 0.251 (0.069)
Substantial problems 0.511 (0.169) 0.229 (0.122) 0.495 (0.138)

Harassed
No – – –
Less frequently 0.421 (0.084) 0.182 (0.049) 0.252 (0.065)
At least once a week 0.878 (0.121) 0.135 (0.087) 0.482 (0.104)

Weight
Appropriate – – –
Too light 0.090 (0.122) 0.125 (0.069) 0.277 (0.091)
Somewhat too heavy 0.226 (0.089) 0.219 (0.052) 0.567 (0.068)
Much too heavy 0.334 (0.150) 0.430 (0.100) 1.215 (0.110)

Bed times
Regular – – –
Irregular -0.060 (0.089) 0.175 (0.051) 0.407 (0.065)
Very irregular 0.058 (0.124) 0.124 (0.076) 0.568 (0.091)

Eating food served at school
All – – –
Bread/salad/drink 0.138 (0.105) 0.074 (0.062) 0.323 (0.077)
No, not at all 0.498 (0.132) 0.047 (0.092) 0.359 (0.107)

Exercise
once or less -0.204 (0.106) -0.112 (0.058) 1.433 (0.074)
2–3 times per week 0.010 (0.092) 0.031 (0.053) 0.657 (0.073)
4–7 times per week – – –
> 7 times per week 0.254 (0.125) 0.054 (0.078) -0.359 (0.136)

Daily smoker
No – – –
Yes 0.016 (0.103) 0.193 (0.061) 0.526 (0.073)

Alcohol use
< 1 – – –
At least once a week 0.098 (0.141) 0.210 (0.088) 0.129 (0.103)

Ever used drugs
No – – –
Yes 0.427 (0.101) 0.291 (0.065) 0.195 (0.078)

Psychosomatic symptoms
0–2 – – –
3–4 – – 0.376 (0.093)
5–6 – – 0.488 (0.092)
7–8 – – 0.854 (0.100)

Gender
Girl – – –
Boy -0.074 (0.081) -0.670 (0.046) -0.035 (0.066)

Grade
8 – – –
9 -0.068 (0.076) 0.046 (0.043) -0.249 (0.058)

Diagnosed disease
No – – –
Yes – – 0.440 (0.093)

Inflammation
£ 1 – – –
More than once – – 0.306 (0.060)

Constant -2.764 (0.103) 0.021 (0.056) -3.380 (0.113)
Log likelihood -2654 -6178 -3,884
Cox and Snell R2 0.018 0.061 0.151
Nagelkerke R2 0.042 0.081 0.239

The estimates refer to unexponentiated coefficients. Standard errors are in parentheses.
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consequently differ from Swedish speakers with

regard to how objective symptoms affect the way

health is assessed. Likewise, we found that exclud-

ing the two objective health measures as covariates

from the model predicting bad SRH has no signif-

icant impact on the language-group parameter.

Additionally, we have considered the fact that

SRH may depend on the reference points used,

because a person’s opinion about own health often

is related to other people’s experiences (Lundberg

& Manderbacka 1996). In the present context, it

would be reasonable to assume that the respon-

dent’s schoolmates compose such a reference

group. To study this issue, we included a variable

representing the fixed effect of each school, which

then represents a measure of the relative between-

school difference in the odds of reporting bad SRH.

In this case, the language-group variable must be

replaced by a school-id variable, simply because

language group is determined according to school

language. The results are summarized in Fig. 1,

which shows the adjusted difference between

schools in the odds of reporting bad SRH. As can

be seen, the plots representing each school show no

systematic pattern, which suggest that bad SRH

does not seem to cluster school-wise. Neither are

there, as already suggested by Table 3, any indica-

tions that Swedish-speaking schools would differ

from Finnish-speaking ones, nor that school size

would be important in this context.

Discussion and conclusions

The main finding of our analysis is that, with

respect to objective health measures, the more

favourable health conditions among adult Swedish

speakers as compared with adult Finnish speakers

are also present among schoolchildren. However,

there is no difference between language groups in

terms of self-assessed health.

Considering that SRH is supposed to be a rele-

vant summary of an individual’s overall health

condition, our findings may seem paradoxical. It

should, though, be remembered that health behav-

iours such as leisure time exercise, smoking and

alcohol consumption have been found relatively

Figure 1. Adjusted odds of bad self-rated health in each school. The median school (in terms of the estimated effect) 
represents the reference group. The number next to each plot refers to the number of respondents in each school, and is 
consequently a crude indicator for school size. The observations are arranged according to school language and school size. 
Non-filled plots refer to Swedish-speaking schools.
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more important for the self-ratings of health of

very young people health than of adults (Fylkesnes

& Førde 1991; Schulz et al. 1995). Among adults,

variation in the way SRH is assessed has even been

observed between genders and across age groups

(Fillenbaum 1979; Ferraro 1980; Manderbacka &

Lundberg 1996).

Self-rated health may thus be a relevant indica-

tor of the overall health condition of schoolchil-

dren, but it seems unclear what it reflects and how

strong its predictive value for objective health

really is. Based on our results, it tends to reflect

well-being in a very broad context rather than

objective health from a medical perspective. This

would explain why there is no language-group

health gradient in SRH, but a notable one in more

objective measures of health. Risk factors and

health behaviours being equal, both language

groups consequently assess their overall health

condition in a similar manner. How different pop-

ulation groups rate their health is in fact an issue

of which there is very little known from before

(Jylhä et al. 1998).

Another notable finding is that lifestyles affect

the way overall health is assessed among school-

children. Still, it remains unclear from the litera-

ture whether risk factors and health behaviours

contribute independently to the way people assess

their health, or whether it is simply that risk factors

and unhealthy behaviours lead to poor health and

thereby to less favourable self-ratings (Mander-

backa et al. 1999).

The main conclusion is that policy makers

should be careful when advocating the health needs

of schoolchildren based on survey results con-

cerned with self-assessed measures of health,

particularly when targeted measures directed to

specific subgroups of the population are being con-

cerned. As an overall indicator of well-being, SRH

seems to work well, but it is obviously not well

suited for reflecting specific needs of medical assis-

tance and expertise.
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