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Abstract: Objectives: In analyses concerned with self-rated health it is common to dichotomise an ordinal-scale health 
measure and compare different subgroups of a population on basis of odds ratios from logistic regression models. Self-
rated health is often explored also in wide age intervals. Since people’s health correlates strongly with their age, that 
approach is empirically problematic, particularly when it comes to determining the cut-off point for dichotomisation and 
the role of age-dependent covariates. We set out to investigate these issues, and prove them to be practically relevant. 

Study design: Using a highly representative data set, the Health 2000 survey in Finland, we focus on ages 35-64 years. 
Separate analyses are undertaken for this whole age interval, and for three shorter age intervals.  

Methods: Self-rated health was in the survey measured on a five-point ordinal scale. We dichotomised the responses in 
two alternative ways (bad health categorised as “poor” or “fairly poor”, and as “poor”, “fairly poor” or “average”), and 
explored the estimated effects of some standard covariates.  

Results: When the whole age interval was analysed, the choice of cut-off point for health dichotomisation had only a 
modest impact on the estimated effects of the covariates. However, with a narrower categorisation of poor health, the 
effect of educational level, as well as of marital status, was found to be highly age-dependent. 

Conclusions: Researchers and health policy practitioners should be aware of the risks for drawing misleading or even 
incorrect conclusions from studies of self-rated health based on wide age intervals that do not explicitly account for age-
dependent covariates. 

Keywords: Age-dependent covariates, dichotomisation of self-rated health, odds ratios. 

INTRODUCTION 

 As compared with morbidity and mortality, which can be 
studied on basis of population-based records, there are no 
fully covering national registers of individuals’ overall 
health status. To analyse this aspect of health, researchers 
must use survey-based measures of self-assessed health. 
Several studies have shown that the way individuals’ assess 
their health interrelates highly with current health status, as 
well as with future morbidity and mortality [1-4]. Survey-
based data on self-rated health, with a reasonably high 
response rate, consequently appears to be a reliable global 
measure for biomedically determined health [5,6]. 

 The question involved when people are asked to judge 
their health is often measured on a five-point ordinal scale. 
In empirical practice the variable is usually dichotomised 
and analysed with logistic regression models [7-9]. The 
dichotomisation implies that some of the original 
information is lost. Results from studies concerned with this 
issue are somewhat mixed, but the general conclusion 
appears to be that self-rated health should be viewed as a 
continuum that goes from poor to good [10-12]. Categorising 
the ordinal outcome into a binary response should 
consequently not have any severe impact on the estimated 
effects of covariates.  

 Some methodological consequences have been rather 
unfairly treated on this concern, however. It is commonly 
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known that health is strongly dependent on age, as there is 
substantial negative correlation [13-15]. In many empirical 
analyses, respondents’ age is still included simply as a 
variable of control [8,9, 16-18]. This approach implies that 
one implicitly disregards the potentially strong role of age-
dependence of covariates used in the estimated models, 
particularly in the case when age intervals incorporated by 
data are very wide. As we will show, this might have severe 
consequences for inference made about individuals’ health 
and the issue of how self-rated health should be 
dichotomised. In the paper we illustrate and discuss these 
issues with a nationally representative data set.  

 In addition, we also highlight some aspects that concern 
the interpretation of variable effects, and remind of two 
mathematical features of the models that often are used to 
assess self-rated health. One has to do with the interpretation 
of odds ratios on basis of logistic regression models. The 
other concerns the significance levels of estimated 
parameters. These aspects are well known to statisticians and 
mathematicians, but appear not to be fully recognised, or 
perhaps disregarded, by some public health researchers. Our 
intention is consequently to attempt increasing methodo-
logical awareness among people who use data from health 
surveys. 

MATERIALS AND METHODOLOGY 

Self-Rated Health and Age 

 The data we use come from the Health 2000 survey in 
Finland, which is a nationally representative investigation of  
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different aspects of health in the Finnish population aged 
over 30 years [19]. Reliability of these data is very high. The 
response rate was as high as 87 per cent, and the total 
number of respondents was over 8,000. Self-rated health was 
measured by the question: “Would you describe your current 
health status as good, fairly good, average, fairly poor, or 
poor?”. The distribution of responses in different age 
categories for each sex is given in Fig. (1).  

 In ages under 45 years there are few people who 
categorise their health as worse than “average”, while this 
proportion increases notably with age and is about 40 per 
cent in ages 75-79 years in men, and approximately 30 per 
cent in women. Thus the circumstances involved may vary 
markedly across age groups. The implication of a given cut-
off point for the dichotomisation of self-rated health on the 
specific health distribution to be studied is therefore highly 
dependent on age. This variation cannot be fully accounted 

 

Fig. (1). Distribution of self-rated health by age group and sex. 
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for by incorporating age as a simple covariate, i.e. as a pure 
main effect, in the statistical models to be estimated. 

Interpretation of Odds Ratios and Levels of Significance 

 Logistic regression is today the most common method 
applied in empirical analyses that use dichotomous 
dependent variables and, in general, categorical explanatory 
variables. In exponentiated form, the values of the estimated 
parameters then give the ratio of the odds for an event in one 
subcategory and the odds for the event in another 
subcategory. This is the odds ratio. Being based on the 
logistic transformation, odds (ratios) have the nice feature 
that they can take any positive value, and they always stay in 
the range for what is feasible. This property is desirable from 
a statistical point of view and always works in a purely 
mathematical setting.  

 It is essential to note, however, that the size of the odds 
ratio is dependent on the probability of the event [20]. In 
case the event is rare, such as poor health among youngsters, 
the odds ratio (for two subgroups) is roughly equal to the 
ratio of the probabilities of the event (for the two subgroups). 
When the event is more common, such as poor health among 
elderly, this equality does not hold. 

 This commonly known statistical property is exemplarily 
discussed and formally treated in many statistical text books; 
see e.g. [21]. Since we feel that the issue has been 
disregarded by quite many analyses in the public health area, 
we want to illustrate it with some numerical examples from 
our data. 

 Among men aged 35-44 years, 12.7 per cent of those 
with basic education rated their health as poor or fairly poor, 
as compared with 3.0 per cent of those with higher education 
(see Table 2 in the next subsection). This implicates that the 
odds ratio of bad health (bad versus non-bad) is 4.7 
[(12.7/87.3)/(3.0/97.0)]. Hence men with basic education 

have almost five times as high odds of reporting bad health 
than those with higher education. 

 In ages over 55-64 years, the proportion with bad health 
is 22.3 per cent for men with basic education. To achieve the 
same odds ratio of 4.7, the proportion of men with higher 
education who report their health as bad would need to be 
only 5.7 per cent. In reality, they amount to 10.6 per cent, 
which result in an odds ratio of only 2.4. Hence the odds 
ratio is 2.3 units smaller, in spite that the absolute differential 
is 2.0 percentage units larger [(22.3-10.6)-(12.7-3.0)].  

 There exists no unique answer to the question of what 
differences are “equally large”; see e.g. [22-24]. The less 
common is an event, the greater is the possibility for a large 
relative differential. In cases where the probability of an 
event varies markedly across subgroups, it is consequently 
highly essential that researchers are aware that interpretation 
of empirical results is problematic.  

 Another important point is that the level of statistical 
significance for an odds ratio is a direct function of the 
underlying probability of the event. The smaller probability, 
the larger number of observations is needed in order to 
achieve the same level of statistical significance for any 
given odds ratio estimated. Take, for instance, a case where 
the overall proportion of people reporting bad health is 
around 10 per cent. In case an odds ratio of, say, 1.3 (for two 
arbitrary subgroups) can be regarded as different from 1.0 at 
the 95 per cent level of statistical significance (p<0.05), there 
needs to be at least 1,000 observations in each group. In case 
the overall probability of bad health is roughly 30 per cent, 
only half the number of observations is needed. 

 Whether or not one can obtain statistically significant 
results does not consequently depend solely on the number 
of observations and the size of the odds ratio, but also on the 
overall probability of the event. This implicates that larger 
sample sizes, or alternatively larger differences in odds 
ratios, are needed to obtain statistically significant 

Table 1. Variable Distributions by Age Group and Sex (%) 

 

 Men Women 

 All ages 35-44 years 45-54 years 55-64 years All ages 35-44 years 45-54 years 55-64 years 

Marital status         

Single 24.4 26.4 23.2 23.3 26.4 22.9 25.8 31.9 

With partner 75.6 73.6 76.8 76.7 73.6 77.1 74.2 68.1 

Educational level         

Basic 34.2 19.4 37.5 49.5 32.7 15.5 33.5 54.1 

Secondary 40.2 50.4 37.6 30.0 30.7 37.3 29.7 23.6 

Higher 25.6 30.2 24.9 20.4 36.6 47.2 36.8 22.3 

Municipality type         

Rural 24.0 22.0 24.2 26.6 22.7 23.9 21.3 23.3 

Semi-urban 16.1 17.2 15.8 15.2 13.3 11.7 14.5 13.7 

Urban 59.8 60.8 60.0 58.2 64.0 64.4 64.2 63.0 

Total n 2,181 772 856 553 2,322 815 880 627 

         



Some Remarks on Self-Rated Health The Open Public Health Journal, 2008, Volume 1    35 

differentials among healthier (younger) people than among 
less healthier (older) people. 

Age-Dependent Covariates  

 Implications of age-dependent covariates are not unique 
to empirical analyses of self-rated health. They are still 
highly relevant in this context, because age intervals 
included in analyses are often wide, or there is some 
comparison of research findings from studies based on 
different age categories. To illustrate the general 
methodological problems on this account, we adopt three 
commonly used variables, but the implications can of course 
be generalised also to other covariates. The first two, marital 
status and educational level, are presumably age-dependent, 

but of different reasons. The third variable is an aggregate 
measure of the environment in which an individual lives, 
here proxied by the level of urbanisation. This cannot 
reasonably be assumed age-dependent. 

 The overall level of education has increased notably in 
the Finnish population during past decades. Higher-educated 
people in a younger birth cohort may therefore not be 
equally selected with regard to health as higher-educated 
people in an older birth cohort. Age-variation in the effect of 
education on health, as observed at the cross section level, 
could therefore be an artefact of increased possibilities for 
gaining education over time, thus reflecting an interrelation 
with persons’ birth cohort and not only their current age [25-
26]. 

Table 2. Percentage of People Reporting “Poor” or “Fairly Poor” Self-Rated Health, and “Poor”,“Fairly Poor” or “Average” Self-

Rated Health, respectively, by Age Group, Sex and Sociodemographic Characteristic 

 

 % Reporting “Poor” or “Fairly Poor” % Reporting “Poor, “Fairly Poor”or “Average” 

 All ages 35-44 years 45-54 years 55-64 years All ages 35-44 years 45-54 years 55-64 years 

MEN 

Marital status         

Without partner 13.0 9.3 14.1 17.1 42.7 31.9 43.7 58.1 

With partner 8.9 3.7 8.5 16.3 33.2 18.1 36.2 48.6 

Educational level         

Basic 16.4 12.7 13.1 22.3 49.0 34.7 45.5 60.9 

Secondary 7.1 3.6 9.3 10.8 31.9 21.9 36.3 47.0 

Higher 5.5 3.0 5.6 10.6 23.1 13.3 29.1 31.9 

Municipality type         

Rural 9.9 3.5 9.7 17.7 41.6 23.5 42.0 61.9 

Semi-urban 9.9 7.5 8.9 15.5 35.8 24.8 39.3 47.6 

Urban 9.8 5.1 10.1 16.1 33.0 20.3 36.0 46.6 

Total 9.9 5.2 9.8 16.5 35.5 21.8 38.0 50.8 

Total n 2,181 772 856 553 2,181 772 856 553 

WOMEN 

Marital status         

Without partner 10.3 5.3 10.1 15.0 36.6 24.1 37.0 48.0 

With partner 6.3 1.4 7.0 12.4 29.7 18.9 28.9 46.6 

Educational level         

Basic 10.8 4.8 11.2 12.7 43.3 32.5 37.3 52.5 

Secondary 6.7 3.0 8.0 12.2 29.5 19.7 33.0 43.2 

Higher 4.8 1.0 4.6 15.7 22.7 16.4 23.8 37.9 

Municipality type         

Rural 7.8 2.6 8.6 13.7 34.3 22.1 36.9 47.3 

Semi-urban 6.5 2.1 7.0 10.5 29.8 20.0 26.6 45.3 

Urban 7.4 2.3 7.8 13.7 30.9 19.4 30.1 47.3 

Total 7.4 2.3 7.8 13.2 31.5 20.1 31.0 47.0 

Total n 2,322 815 880 627 2,322 815 880 627 
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 Marital status, on the other hand, is a variable whose 
meaning may differ across age categories. In younger ages, 
single people are generally those who have not yet formed a 
family, whereas in higher ages single people often are those 
who previously had a partner, or never will form a family. 
The direction of causality may also vary across ages. In 
younger ages, marital status could, to a greater extent than in 
higher ages, be a result of health rather than vice versa. In 
higher age groups causality may largely run in the other 
direction. Since reversed causality is a problem even if one 
follows the same cohort over time, variation in the estimated 
impact of marital status on health across age groups should 
therefore be regarded primarily as a pure age, and not a 
cohort, effect. 

 To focus on a relatively homogenous group with 
individuals, for whom the concept of self-rated health is 
fairly similar, we have for the multivariate analysis to come 
restricted the data to the age interval 35-64 years. Variable 
distributions, for all these ages and each 10-year age interval, 
are provided for men and for women in Table 1. We can see 
that particularly in women there has been a dramatic increase 
in the overall level of education over time, as younger people 
in these cross sectional data are much higher educated than 
older ones. The proportion of single people in the data tends 
to be fairly constant across age groups, which is not the same 
as saying that the effect of marital status on self-rated health 
is similar across age groups.  

 

 
Table 3. Odds Ratios for Bad Health by Choice of Cut-Off Point for Dichotomisation, Results of Multivariate Logistic Regression 

Models for Men and Women, respectively 

 

 BAD HEALTH: “Poor”+“Fairly Poor” BAD HEALTH: “Poor”+“Fairly Poor”+“Average” 

 All ages 35-44 years 45-54 years 55-64 years All ages 35-44 years 45-54 years 55-64 years 

MEN 

Marital status         

Without partner 1.4 2.1 1.6 1.0 1.5 1.9 1.3 1.3 

With partner 1 1 1 1 1 1 1 1 

Educational level         

Basic 2.7 4.1 2.5 2.5 2.5 2.9 1.9 3.1 

Secondary 1.3 1.1 1.7 1.0 1.6 1.7 1.4 1.8 

Higher 1 1 1 1 1 1 1 1 

Municipality type         

Rural 0.8 0.6 0.8 0.9 1.3 1.1 1.2 1.6 

Semi-urban 0.9 1.8 0.8 0.8 1.1 1.3 1.1 0.9 

Urban 1 1 1 1 1 1 1 1 

Total n 2,181 772 856 553 2,181 772 856 553 

WOMEN 

Marital status         

Without partner 1.5 3.7 1.5 1.2 1.3 1.3 1.5 1.1 

With partner 1 1 1 1 1 1 1 1 

Educational level         

Basic 1.6 4.0 2.6 0.8 2.0 2.4 1.9 1.9 

Secondary 1.4 2.6 1.8 0.8 1.4 1.2 1.6 1.3 

Higher 1 1 1 1 1 1 1 1 

Municipality type         

Rural 1.1 1.4 1.1 1.0 1.2 1.2 1.4 0.9 

Semi-urban 0.8 0.8 0.8 0.8 0.9 1.0 0.8 0.9 

Urban 1 1 1 1 1 1 1 1 

Total n 2,322 815 880 627 2,322 815 880 627 

Estimations for the whole age interval include age dummies for 45-54 and 55-64 years. 



Some Remarks on Self-Rated Health The Open Public Health Journal, 2008, Volume 1    37 

 Table 2 gives the proportion of people having reported 
poor or fairly poor health, and poor, fairly poor or average 
health, respectively, in the different age categories for men 
and for women. Our attention is at these two alternative cut-
off points for the dichotomisation of self-rated health, as they 
are the most commonly adopted in empirical analyses. 

 Besides the fact that health deteriorates notably with age, 
the table also reflects that the covariates have large effects on 
health. For instance, in men aged 35-64 years, 16.4 per cent 
of those with basic education report their health to be “poor” 
or “fairly poor”, as compared with only 5.5 per cent of those 
with higher education. The fundamental question of interest 
is then to what extent the impact of these variables depend 
on which age groups are analysed and the choice of cut-off 
point for the dichotomisation of self-rated health. To explore 
these issues, we estimated multiple logistic regression 
models for the odds of reporting bad health versus good 
health. By sex and shift of cut-off point for the 
dichotomisation, models were fitted for the whole age 
interval and for each 10-year age group. Separate estimations 
by age group were undertaken, instead of models that 
incorporate interactions with age [cf. 27], simply to facilitate 
readability of the results.  

 We concentrate on discussing the estimated effects of the 
parameters, not their levels of statistical significance which 
are a function of the number of observations. With a larger 
sample standard errors of the parameters would naturally be 
smaller. Confidence intervals for the parameters are reported 
in Table A1 in the Appendix. 

RESULTS 

 Results of the model fits are summarised in Table 3. The 
two models for the whole age interval give the impression 
that the choice of cut-off point for dichotomisation of self-
rated health does not matter much for the estimated effects of 
the covariates. The impact of marital status and educational 
level is practically the same irrespective of cut-off point for 
both men and women. The effect of level of urbanisation, on 
the other hand, changes sign when we shift the cut-off point 
in men. With the narrower categorisation there is positive 
correlation between (good) health and (higher level of) 
urbanisation, whereas the opposite is the case according to 
the less narrow categorisation. 

 Conclusions alter dramatically when we study age 
intervals separately, however. For both sexes, there are 
evident age-specific effects of marital status when the cut-off 
point separates “poor” and “fairly poor” from the other 
response alternatives. At lower ages, people with a partner 
have substantially better health than singles, whereas this 
effect is less marked at higher ages. This variation across age 
groups becomes less emphasised when the cut-off point is 
shifted to include also those who reported their health to be 
“average”. 

 For women we can see the same pattern also with regard 
to the estimated effects of educational level. The beneficial 
impact of higher education on health is clearly smaller in 
higher age categories in case the cut-off point excludes 
“average” from being considered as bad health, whereas the 
interrelation is much weaker in case the cut-off point is 

shifted. For men, shifting the cut-off point has only a minor 
impact in this respect. 

 The variable that measures level of urbanisation has a 
modest impact on self-rated health in women and the 
outcome is not sensitive to the shift of cut-off point. In men 
the parameters exhibit somewhat greater variation, but they 
cannot be interpreted in any consistent manner. 

DISCUSSION AND CONCLUSION 

 The overall purpose of this paper has been to illuminate 
some inherent methodological problems associated with 
studies of self-rated health, particularly those that use data on 
wide age intervals. We have still primarily been concerned 
with proving their empirical relevance, not with aiming at 
explicit solutions and recommendations. 

 Our discussion departed from the commonly used 
method of estimating odds ratios for bad (or good) health 
based on logistic regression models. We show that, since 
individuals’ health condition deteriorates markedly with age, 
interpretation of the effects of standard covariates included 
in the models becomes quite hazardous. As the impact of the 
covariates also can be age-dependent, there is an obvious 
risk to end up in making incorrect inferences. 

 Our empirical examples show that the specific cut-off 
point chosen for the dichotomisation of self-rated health 
have practical implications for the impact of health 
determinants. If focus of analysis is at the very low end of 
the health distribution, so that the response alternative 
“average” is assigned to the good-health category, the effects 
of the covariates used turned out to be highly dependent on 
age. The beneficial impact of educational level and having a 
partner, respectively, was smaller at higher ages than at 
lower ages. Variation across age categories was less 
emphasised if the cut-off point was shifted, so that poor 
health also includes “average” and thus contain a wider left-
hand tail of the health distribution.  

 The strong age-dependence of marital status when focus 
is on very poor health is presumably because there are 
relatively few persons in this bad health category, and 
selection from health to marital status – saying that people 
with poor health have not formed a family – is strongest in 
the lower age categories. At higher ages it is reasonable to 
expect that a considerable proportion of these people had 
died. If dichotomisation is undertaken to equalise the health 
groups in size, this mechanism does not stand out in the 
same evident manner. 

 Among women the effect of educational level on health 
was also strongly age-dependent, whereas the pattern in men 
was somewhat less emphasised. An obvious reason to this 
sex differential is that the overall increase in educational 
levels in the Finnish population has been more pronounced 
in women than in men. Whereas as much as 54 per cent of 
the women aged 55-64 years lacked education above basic 
level, and the share with higher education was only 22 per 
cent, the corresponding numbers in ages 35-44 years were 
15.5 and 47 per cent, respectively. The correlation between 
education and health does not arise only from people’s level 
of education as such, but reflects also differences in health 
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selection across birth cohorts. The estimated effect of 
educational level on health is consequently affected also by 
changed educational opportunities in the population over 
time [cf. 25,26]. 

 One should still note that with the narrower 
categorisation of poor health, variation in odds ratios across 
age groups interrelates with the general level of self-rated 
health. Conclusions about variable effects might therefore be 
different if the focus is on differences in absolute levels. 

 The odds ratios varied less when the cut-off point for 
dichotomisation included a broader measure of bad health 
than when it contained a less broad measure could easily be 
interpreted as that the former cut-off point is more stable and 
reliable and thus to be preferred in empirical analyses. 
However, one might also argue that it does not manage to 
reflect potential interrelations between age, health and the 
covariates. The choice of cut-off point cannot consequently 
be dictated by how the parameters behave, but according to 
theoretical underpinnings, and particularly if bad health or 
good health is in focus. 

 One important issue that we have not explicitly 
discussed, but which has been explored by others [28,29], is 
whether different subgroups of the population assess their 
health in a similar manner. This issue might have 
consequences also for the choice of cut-off point for 
dichotomisation, which should be recognised.  

 To conclude, we want to emphasise that self-rated health 
is a useful tool for understanding biomedically determined 
health, and for predicting morbidity and mortality, given that 
one is aware of the problems involved that may lead to 
incorrect inference. Our intention with this paper has 
consequently been to pinpoint some of the problems 
involved, rather than to criticise previous empirical findings.  
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APPENDIX 

Table A1. 95% Confidence Intervals for the Parameters in Table 3 

 

 BAD HEALTH: “Poor”+“Fairly Poor” BAD HEALTH: “Poor”+“Fairly Poor”+“Average” 

 All ages 35-44 years 45-54 years 55-64 years All ages 35-44 years 45-54 years 55-64 years 

MEN 

Marital status         

Without partner 1.1-2.0 1.1-4.2 1.0-2.7 0.6-1.7 1.2-1.8 1.3-2.7 0.9-1.8 0.9-2.0 

With partner         

Educational level         

Basic 1.8-4.2 1.6-10.3 1.3-4.8 1.3-4.9 1.9-3.2 1.7-4.9 1.3-2.8 1.9-4.9 

Secondary 0.8-2.0 0.4-2.8 0.9-3.4 0.5-2.2 1.2-2.0 1.0-2.6 0.9-2.0 1.1-3.0 

Higher         

Municipality type         

Rural 0.6-1.2 0.2-1.6 0.5-1.5 0.5-1.6 1.0-1.6 0.7-1.7 0.8-1.6 1.1-2.4 

Semi-urban 0.6-1.4 0.8-3.9 0.4-1.6 0.4-1.6 0.8-1.4 0.8-2.1 0.7-1.6 0.5-1.5 

Urban         

WOMEN 

Marital status         

Without partner 1.1-2.2 1.4-9.6 0.9-2.6 0.7-2.0 1.0-1.6 0.9-1.9 1.1-2.1 0.8-1.5 

With partner         

Educational level         

Basic 1.1-2.4 1.1-14.7 1.4-5.0 0.5-1.4 1.6-2.5 1.5-3.8 1.4-2.7 1.2-2.8 

Secondary 0.9-2.1 0.8-8.7 0.9-3.7 0.4-1.5 1.1-1.7 0.8-1.8 1.1-2.3 0.8-2.0 

Higher         

Municipality type         

Rural 0.7-1.6 0.5-4.2 0.6-2.0 0.6-1.8 0.9-1.4 0.8-1.8 1.0-1.9 0.6-1.4 

Semi-urban 0.5-1.4 0.2-3.9 0.4-1.8 0.4-1.7 0.7-1.1 0.6-1.7 0.5-1.2 0.5-1.4 

Urban                 



Some Remarks on Self-Rated Health The Open Public Health Journal, 2008, Volume 1    39 

REFERENCES 

[1]  Idler EI, Benyamini Y. Self-related health and mortality: a review 
of twenty-seven community studies. J Health Soc Behav 1997; 38: 
21-37. 

[2]  Miilunpalo S, Vuori I, Oja P, Pasanen M, Urponen H. Self-rated 
health status as a health measure: the predictive value of self-
reported health status on the use of physician services and on 
mortality in the working-age population. J Clin Epidemiol 1997; 
50: 517-28. 

[3]  Manor O, Matthews S, Power C. Self-rated health and limiting 
longstanding illness: inter-relationship with morbidity in early 
adulthood. Int J Epidemiol 2001; 30: 600-7. 

[4]  Månsson N-O, Råstam L. Self-rated health as a predictor of 
disability pension and death – A prospective study of middle-aged 
men. Scand J Public Health 2001; 29: 151-8. 

[5]  Lundberg O, Manderbacka K. Assessing reliability of a measure of 
self-rated health. Scand J Soc Med 1996; 24: 218-24. 

[6]  Martikainen P, Aromaa A, Heliövaara M, et al. Reliability of 
perceived health by sex and age. Soc Sci Med 1999; 48: 1117-22.  

[7]  Molarius A, Berglund K, Eriksson C, et al. Socioeconomic 
conditions, lifestyle factors, and self-rated health among men and 
women in Sweden. Eur J Public Health 2006; 17: 125-33. 

[8]  Helasoja V, Lahelma E, Prättälä R, Kasmel A, Klumbiene J, 
Pudule I. The sociodemographic patterning of health in Estonia, 
Latvia, Lithuania and Finland. Eur J Public Health 2006; 16: 8-20. 

[9]  Leinsalu M. Social variation in self-rated health in Estonia: a cross-
sectional study. Soc Sci Med 2002; 55: 847-61. 

[10]  Mackenbach JP, van den Bos J, Joung IM, van de Mheen H, 
Stronks K. The determinants of excellent health: different from the 
determinants of ill-health. Int J Epidemiol 1994; 23: 1273-81.  

[11]  Manderbacka K, Lahelma E, Martikainen P. Examining the 
continuity of self-rated health. Int J Epidemiol 1998; 27: 208-13. 

[12] Manor O, Matthews S, Power C. Dichotomous or categorical 
response? Analysing self-rated health and lifetime social class. Int J 
Epidemiol 2000; 29: 149-57. 

[13]  Reijneveld SA, Gunning-Schepers LJ. Age, health and the 
measurement of the socio-economic status of individuals. Eur J 
Public Health 1995; 5: 187-92. 

[14]  Shadbolt B. Some correlates of self-rated health for Australian 
women. Am J Public Health 1997; 87: 951-6. 

[15]  Shooshtari S, Menec V, Tate R. Comparing predictors of positive 
and negative self-rated health between younger (25-54) and older 
(55+) Canadian adults: a longitudinal study of well-being. Res 
Aging 2007; 29: 512-54. 

[16]  Kelleher CC, Friel S, Nic Gabhainn S, Tay JB. Socio-demographic 
predictors of self-rated health in the Republic of Ireland: findings 
from the National Survey on Lifestyle, Attitudes and Nutrition, 
SLAN. Soc Sci Med 2003; 57: 477-86. 

[17] Daniilidou NV, Gregory S, Kyriopoulos JH, Zavras DJ. Factors 
associated with self-rated health in Greece: a population-based 
postal survey. Eur J Public Health 2004; 14: 209-11. 

[18] Kestilä L, Koskinen S, Martelin T, et al. Determinants of health in 
early adulthood: what is the role of parental education, childhood 
adversities and own education? Eur J Public Health 2005; 16: 305-
14.  

[19]  Aromaa A, Koskinen S. Health and functional capacity in Finland. 
Baseline results of the Health 2000 Health Examination Survey. 
Helsinki: National Public Health Institute 2004.  

[20] Barros AJD, Hirakata VN. Alternatives for logistic regression in 
cross-sectional studies: an empirical comparison of models that 
directly estimate the prevalence ratio. BMC Med Res Methodol 
2003; 3: 21. 

[21]  Long JS. Regression models for categorical and limited dependent 
variables. Thousand Oaks (CA): Sage 1997. 

[22] Low A, Low A. Importance of relative measures in policy on 
health inequalities. BMJ 2006; 332: 967-9. 

[23] Lynch J, Davey Smith G, Harper S, Bainbridge K. Explaining the 
social gradient in coronary heart disease: comparing relative and 
absolute risk approaches. J Epidemiol Community Health 2006; 60: 
436-41. 

[24] Mackenbach JP, Stirbu I, Roskam AJ, et al. Socioeconomic 
inequalities in health in 22 European countries. N Engl J Med 
2008; 358: 2468-81. 

[25] Laaksonen M, Uutela A, Vartiainen E, Jousilahti P, Helakorpi S, 
Puska P. Development of smoking by birth cohort in the adult 
population in Eastern Finland 1972-97. Tob Control 1999; 8: 161-
8. 

[26] Sacker A, Clarke P, Wiggins RD, Bartley M. Social dynamics of 
health inequalities: a growth curve analysis of aging and self 
assessed health in the British household panel survey 1991-2001. J 
Epidemiol Community Health 2005; 59: 495-501. 

[27] Galobardes B, Shaw M, Lawlor DA, Lynch JW, Davey Smith G. 
Indicators of socioeconomic position (part 1). J Epidemiol 
Community Health 2006; 60: 7-12. 

[28]  Saarela J, Finnäs F. The health of Swedish-speaking and Finnish-
speaking schoolchildren in Finland. Child Care Health Dev 2004; 
30: 51-8. 

[29] Banks J, Marmot M, Oldfield Z, Smith JP. The SES health gradient 
on both sides of the Atlantic. Discussion Paper No.: 2539. Bonn: 
IZA 2007.  

 
Received: July 17, 2008 Revised: October 28, 2008 Accepted: November 14, 2008 
 

© Finnäs et al.; Licensee Bentham Open. 
 

This is an open access article licensed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/licenses/by-
nc/3.0/), which permits unrestricted, non-commercial use, distribution and reproduction in any medium, provided the work is properly cited. 

 


