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ABSTRACT

Background

Social inequalities in health are systematic differences in health between
social groups, and are considered as unjust. The social determinants of
health are factors external to the human body, which affects health. These
factors must be acknowledged in order to reduce social inequalities in
health. These are important to acknowledge to be able to reduce social
inequalities in health. Reducing social inequalities in health has been on the
political agenda in Norway for several years. In 2012, the Public Health Act
was implemented as a means to reduce health inequalities and level the
gradient. The law gave Norwegian counties and municipalities more
concrete responsibilities towards public health issues. They are supposed to
make an overview of the health situation and the positive and negative

factors that affect health.

Objectives

The main objective of this study is to find out the degree of consistency in
the work on reducing social health inequalities between and within counties

and municipalities. The study has two main research questions:

RQ 1: How is the counties’ work towards reducing social health

inequalities?

RQ 1.1: How is the work reflected in the counties’ intersectoral work?

RQ 1.2: How is the work reflected in the counties’ contribution to municipal

public health work?

VIl



RQ 1.3: What geographic or sociodemographic factors are associated with

the patterns that emerge?

RQ 2: To what degree is the work on reducing social health inequalities at

the county level similar to the work at the municipality level?

RQ 2.1: How is this reflected in the focus on the social determinants of

health?

RQ 2.2: How is this reflected in the focus on multilevel collaboration and

partnership?

RQ 2.3: What geographic or sociodemographic factors are associated with

these similarities and differences?

This is an explorative study with a cross-sectional design. The dataset
comes from a baseline survey conducted by the Norwegian Institute for
Urban and Regional Research in 2011. The analyses mainly consist of

observations, descriptive statistics, independent t-test and correlations.

Results and discussion

The data shows that counties offer much support to the municipalities, and
that there is much intersectoral work towards public health. However, from
a Health in All Policies perspective we would have liked to see that their
intersectoral work moved away from the general public health work and
towards including more and other sectors. The work on reducing social
health inequalities at the county level is quite similar to the work at the

municipal level. The focus is primarily on individual health behavior. They
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should have prioritized, focused on, and perceived living conditions as main
health challenges more than health behavior, to reduce social health

inequalities.

Conclusion

The counties seem to have some control over the political guidelines, but
they do not necessary bring the message down to the municipal level. The
counties have an important advisory role towards the municipalities.
However, they still have a way to go to really take on their role, and to
inspire and push the municipalities to move the public health focus towards

structural living conditions.

Key words

Social inequalities in health, social determinants of health, counties,
municipalities, health in all policies, intersectoral and multilevel

collaboration, partnership, Norwegian public health policy.



ABBREVIATIONS

WHO = World Health Organization

HiAP = Health in all policies

HIA = Health impact assessment

SODEMIFA = “Addressing the social determinants of health: Multilevel

governance of policies aimed at families with children in Norway”

NIBR = Norwegian Institute for Urban and Regional Research

SES = Socioeconomic status

GEF = Gradient Evaluation Framework

HB = Health behavior

LC = Living conditions

SE = Social environment

PE = Physical environment



1. Introduction

1.1 Overview of the problem

Health promotion is defined by the World Health Organization (WHO) as
“the process of enabling people to increase control over, and to improve,
their health” (1986, p. 1). This definition is from The Ottawa Charter for
Health Promotion, which was created on an international conference on
health promotion, organized by the WHO, in Ottawa the 21% of November
1986 (WHO, 1986). It is a charter for action, and their health promotion
actions means are: building healthy public policy, creating supportive
environments, strengthening community actions, developing personal skills,
reorienting health services and moving into the future (WHO, 1986).
Furthermore, it is stated that social justice and equity are some of the
fundamental prerequisites for health. All individuals should have the equal
opportunity to reach their full health potential, however, this is far from the
reality (Koh et al., 2010). Even in a rich country with an extensive welfare
system, like Norway, there are still social inequalities in health (Norwegian
Ministry of Health and Care Services, 2007; Wilkinson & Marmot, 2003).
Health inequality, which is defined as “the measurable differences in health
and health outcomes between different population groups — according to
socioeconomic status, geographical area, age, disability, gender, ethnic or
other characteristics”, is often used interchangeably with the term health
inequity (Stegeman & Costongs, 2012, p. 210). If the health inequality is
due to factors like poverty, low income, lack of education or great physical
distance to health care services, then the inequalities in health are unjust,

and there is inequity in health (WHO, 2010b).



Health behavior varies systematically with social background, like
the level of education, occupation and income (Norwegian Ministry of
Health and Care Services, 2007). It has also been found that childhood
conditions might affect health later in life (Norwegian Ministry of Health
and Care Services, 2007; Stegeman & Costongs, 2012). Therefore, it is very
important to design policies that ensure that all children and families get an
equal opportunity to attain the best health. To be able to reduce the
inequities in health for socioeconomic disadvantaged groups, it is necessary
with policies that address this issue from all levels of society (Baum, 2007).
In Norway, the local levels of government, like the municipalities, are
responsible for providing several services, including many of those targeting
children and families (Fosse & Helgesen, 2011). Because of these
responsibilities, policy makers at the local level need to be a part of the
policy making, in cooperation with those at the national level. In the Ottawa
Charter it is stated that “to reach a state of complete physical, mental and
social well-being, an individual or group must be able to identify and to
realize aspirations, to satisfy needs, and to change or cope with the
environment® (WHO, 1986, p. 1). This means that to improve health, the
policy makers need to have an intersectoral approach. Instead of only
focusing on the health sector when implementing programs, they need to
understand the social, cultural and economic systems in the area. They need
to mediate between the different interests in society to improve people’s

health (WHO, 1986).

This study is a part of the research project “Addressing the social

determinants of health: Multilevel governance of policies aimed at families



with children in Norway” (SODEMIFA; The Research Council of Norway,
2012). SODEMIFA looks at how social inequalities in health can be
addressed at the local level by looking at implementation of policies aimed
at children, with an emphasis on the multilevel governance of policies
(Fosse & Helgesen, 2011). The project is a collaboration between the
Department of Health Promotion and Development at the University of
Bergen, Norwegian Institute for Urban and Regional Research (NIBR) and
the University College of Vestfold, in cooperation with the University of

Brighton and University of Mélardalen.

Health promotion has been on the political agenda in Norway for
many years. In 2003, an increasing focus on the social inequalities in health
came with the white paper “Prescription for a Healthier Norway”. The
gradient perspective came with the action plan “The Challenge of the
Gradient”, which was followed up by the white paper ‘“National Strategy to
Reduce Social Inequalities in Health” (Fosse, 2011). As of January 2012, a
new health law came into force in Norway. The purpose of this new Public
Health Act is to “to contribute to societal development that promotes public
health and reduces social inequalities in health” (Lovdata, 2011, p. 1). This
law requires that the Norwegian municipalities and counties have the
necessary information about the health status of the population. They should
also get a better understanding of the positive and negative factors that can
affect the health status (Lovdata, 2011; Norwegian Directorate of Health,
2011a). The municipalities need to provide health services that promote
health and well-being, as well as good social and environmental conditions.

The counties are required to support the public health work in the



municipalities (Lovdata, 2011). Many municipalities have entered into
partnership with the county, and use this partnership as a working method in

their public health work (Norwegian Directorate of Health, 2011b).

1.2 Study purpose and objectives

To measure the effect of the Public Health Act of 2012, we need a
benchmark of how the situation was prior to its implementation. The
purpose of this study is therefore to get a better understanding of the
municipalities’ and counties’ knowledge about health challenges just before

the new health law came into action.

In 2011, The Norwegian Institute for Urban and Regional Research
(NIBR) conducted a baseline study to map the different aspects of
municipalities’ and counties’ health promotion work prior to 2012
(Helgesen & Hofstad, 2012). The data from the baseline study has been
included in the SODEMIFA project. At the starting point of my study, the
only available quantitative data in the SODEMIFA project was the data
from 2011. The baseline study from 2011 also includes the only dataset in
the project in which the counties are represented. Based on the responses
from the baseline study, the overall objective of this study is to find out the
degree of consistency in the work on reducing social health inequalities

between counties and municipalities.

1.3 Brief overview of methods

This is an exploratory study, which means that it is primarily concerned

with discovery (Davies, 2006). An exploratory study does not set out with



clear hypotheses, but investigates the data to find patterns and create new
hypothesis. One of the main features of exploratory research is according to
Davies (2006, p. 110) that “the exploratory researcher does not approach
their project according to any set formula”. Descriptive statistics and basic
statistical testing are conducted to find the differences and similarities, and

to look for patterns. Thus, mainly quantitative methodology will be used.

1.4 Contribution of the study

This study will be a contribution to the evaluation of the Norwegian Public
Health Act. It looks at the situation before the Public Health Act came into
force. By enhancing the baseline, it will contribute to a better comparison

between then and now.

This study will also contribute to the knowledge base of local and
regional health promotion, and it might help identify monitoring needs
related to the actions they initiate. In addition, it will shed light on social

determinants of health and social inequalities in health in Norway.

If any new hypotheses arise, it will yield the option of further

research into these.

1.5 Language

The translation of Norwegian terminology is based on literature on similar
topics together with my own translations. The variables in the datasets were
translated into English based on my own translation, inspired by translations
from other researchers working with the same or similar datasets. In the

analyses, the 0 and 1 are explained in the notes of the tables. Usually, the 0



represent the largest or highest etc. value, while 1 and further out represent
decreasing values. When the counties and municipalities were only to check
off some of the alternatives, the 0 represent “not checked” and 1 represent

“checked”.

2. Scientific background and significance

This chapter describes both the theoretical and empirical perspective of the
study. It connects theory with literature and research written on the area of
interest, in a funnel shape. It starts by looking at the wider social
determinants of health and health inequities, and moves on to describing the
local and regional governance practices in Norway. In the end, a short

summary is presented.

2.1 Social determinants of health

A person’s health is determined by several factors. The biological factors
like age, sex and genetic make-up play important roles, but equally
important are the external conditions to the human body (Stegeman &
Costongs, 2012). These factors are often called the social determinants of
health, which are mainly responsible for health inequalities (Marmot, 2005).
Social determinants of health are according to WHO (2012) “the conditions
in which people are born, grow, live, work and age, including the health
system”. These conditions could be income, housing, access to food and
water, culture etc., and are shaped by forces like economics, politics and

resources. Determinants of health was introduced in the 1970s as a response



to criticism towards the public health research and policies’ focus on
individuals and their illnesses rather than populations and the societal health

(Graham & Kelly, 2004).

Social determinants of health and health inequalities among children
have been widely researched. The main findings are that children’s health
and wellbeing are dependent on their parents’, family and community
support system (Norwegian Ministry of Health and Care Services, 2007;
Stegeman & Costongs, 2012; WHO, 2008). In a report by the Norwegian
Institute of Public Health (Norwegian Ministry of Health and Care Services,
2007; Oslo municipality, 2012) it is stated that there is a connection between
chronic disease amongst children and their parent’s education, profession
and income. They found that children of a single parent household, or
children of parents with low income and low level of education had a higher
chance of getting diseases like asthma, allergies and eczema (Oslo
municipality, 2012). The child’s physical, social and cognitive development
is dependent on the living conditions, which also influences their
educational attainment, economic participation and health. This is why it is
so important to study social determinants of health and health inequities in a
life course perspective (Marmot et al., 2010). The evidence that the
childhood environment is connected to long-term effect on their health,
leads to the importance to support policies aimed at bettering children’s
living condition as a strategy to tackle social health inequalities (Graham &

Power, 2004; Marmot, 2007).

The model of the main determinants of health by Dahlgren and

Whitehead (1991, p. 11), see Figure 1, shows the interrelationship between
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the different determinants and their impact on policies and programs. This
model provides a description of the distribution of the determinants, which
affect the social inequities in health, and is therefore of relevance to this
study. The rainbow model of the main determinants of health (Figure 1),
was designed to illustrate all the different factors that influence a person’s
health (Dahlgren & Whitehead, 1991). The main influences are “factors

threatening health, promoting health and protecting health” (Dahlgren &

Whitehead, 1991, p. 11). The model shows the main determinants as layers,
where the three outer layers represent different kinds of social determinants
of health, then behavioral determinants of health, and in the middle, the

unchangeable biological determinants of health.

Water and
sanitation

Agricuiture
and food
production

Age, sex and
constitutional
factors

Figure 1: The main determinants of health (Dahlgren & Whitehead, 1991, p. 11)



According to Dahlgren and Whitehead (1991), these layers has an
impact on policy making on four levels. The first outer layer is connected to
a policy level that addresses the need for structural changes, especially
economic strategies at national and international level (Dahlgren &
Whitehead, 1991). The second layer is connected to creating health
supportive environments; to improve material and social conditions where
people work and live. These are strategies located at a national, regional and
local level (Dahlgren & Whitehead, 1991). Strategies and initiatives aimed
at this level of determinants is particularly important to reduce inequities in
health, because there are strong gradients in these factors (Dahlgren &
Whitehead, 2006). The third layer is connected to policies aimed at
strengthening the community support so people and families can stand
stronger together against health hazards. This could be strategies like
supporting different neighborhood initiatives (Dahlgren & Whitehead,
1991). The last and inner layer is connected to policies aimed at influencing
individual lifestyle choices. It should be policies that address the need for
health education and support, especially directed to people with unhealthy

lifestyles (Dahlgren & Whitehead, 1991).

These layers are interconnected as for example a person’s level of
education (second layer) is influenced by economy and geography (first
layer). It depends on the cost of higher education, like school tuition, and
whether or not the education opportunities are placed nearby their
hometown. Davies and Sherriff (2012, p. 657) adds to this with the

statement: “Environments determine whether individuals take up tobacco,



use alcohol, have poor diets, and engage in physical activity”. This means
that before one can make policies directly aimed at for example health
education; one must make policies directed at creating supportive
environments. This leads to the important issue that the policies aimed at
reducing health inequalities need to have a multilevel and multisectoral

approach (Whitehead, 1991).

The policy makers need to look at the bigger picture to understand
that the general socioeconomic conditions in the community will influence
individual lifestyle choices. To do this, it is necessary to know all the
determinants that influence health. England was the first country in Europe
to pursue a systematic policy to reduce socioeconomic health inequalities
(Graham & Kelly, 2004). However, the policy did not work as well as
hoped. One of the problems was that they did not have enough focus on the
drivers of health inequalities, which are mainly the social determinants of
health (Graham & Kelly, 2004). This experience from England, where they
spent a large amount of money on implementing this strategy which did not
succeed, has shown the importance of mapping the situation well enough

before making the policies.

The model gives a picture the multilevel governance of policies, as it
shows the relationship between policies at national level, county level,
municipal level, and community and individual level. These are the factors

that can be addressed at the municipality and county level.

The model was developed for a European context (industrialized

countries), so it might be more suitable in western countries (Dahlgren &
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Whitehead, 1991). Thus, the model will be suitable for this study because it

will look at health inequities in the western country Norway.

2.2 Inequity versus inequality in health

Health inequalities are according to WHO (2010a, p. 2) “the differences in
health status or in the distribution of health determinants between different
population groups”. It will always be there, for instance because old and
young people need different health care, as for men and women. Inequality
is also unequal opportunities due to for example geography, both within the
country and between countries (WHO, 2008). It is very hard to avoid it, but
the goal of health promoters is to narrow it as much as possible (Mittelmark,

Kickbusch, Rootman, Scriven, & Tones, 2007).

The term health inequality is often used interchangeably with the
term health inequity (Braveman & Gruskin, 2003), but “health inequities are
the avoidable inequalities in health” (WHO, 2010b, p. 1). Inequalities can
happen because of biology, and that is not a product of social injustice.
However, if the inequality is happening because of poverty, low income,
long way to health care services, lack of education, then the inequalities in
health are unjust (WHO, 2010b). The social gradient gives an illustration of
why health inequalities are an important issue for everyone. This is because
inequality affects everyone (WHO, 2010Db). The richest people will get the
best health care, then those who are rich, but not as those at the top, will get
slightly “worse” health care. The same happens at the bottom of the

gradient, where the poorest people get really bad health care, but those who

11



are poor, but not as poor as those at the bottom, will get slightly better

health care (WHO, 2010b).

The definition of social health inequities is “the differences which
are unnecessary and avoidable, but in addition, are also considered unfair
and unjust” (Whitehead, 1991, p. 219). Health inequities are possible to
change, because it’s a product of social injustice (WHO, no date). That
could be social injustice for example due to discrimination based on race,
gender, culture or social status, which leads to unfair opportunities to get the
best health care (Mittelmark et al., 2007). Inequity is the unfair distribution

of the social determinants among people (WHO, no date).

Whitehead (1991) states that she chooses to use the terms equity and
inequity because the WHO chose those terms in their European Health for
All strategy. She also stresses that there is a translation problem. In some
languages, included Norwegian, there is only one word to cover both

inequality and inequity.

Graham (2004) states that health inequalities could be seen as
individual variations and social differences linked to broader structural
inequalities, and therefore as a descriptive concept. This means that it
summarizes the evidence without passing moral judgment, and the term
inequity is used to convey the moral judgment. She chooses to use the term
inequality because the United Kingdom policy debates use this term.
However, health inequalities are seen by the government (the current in
2004) as something intrinsically unjust, and to tackle health inequalities is to

tackle unfairness (Graham, 2004).

12



In the WHO European review of social determinants of health and
the health divide (Marmot, Allen, Bell, Bloomer, & Goldblatt, 2012), the
systematic differences in health between social groups which are avoidable,
are seen as unjust. Hence, these avoidable inequalities are seen as health

inequities.

In my study, |1 am using the term social inequalities in health as that
Is what the SODEMIFA project uses, together with the Report No. 20
(2006-2007) to the Storting (Fosse & Helgesen, 2011; Norwegian Ministry

of Health and Care Services, 2007).

2.3 The health gradient

In the literature, the term socioeconomic status (SES) is often used to

explain health inequalities. Socioeconomic status is an operational term,
which describes a person’s relative position in the society. This includes
indicators on level of education, income, occupation, social- and cultural

capital, demography and so on (Stegeman & Costongs, 2012).

Health inequalities can be illustrated by the socioeconomic gradient
in health. This health gradient shows the relationship between
socioeconomic status and health (Stegeman & Costongs, 2012). There is a
broad consensus among researchers that the lower socioeconomic status, the
poorer health (Stegeman & Costongs, 2012; WHO, 2010b). There are
inequalities in health in all countries, and thus the gradient affects all
people. The gradient’s universality and the fact that it can be prevented, by
levelling the systematic differences in health status, should make it an

urgent priority for action by policy makers (Davies & Sherriff, 2011). This

13



means that the focus should be on policies affecting inequity in future
generations and reducing potential adverse effects (Leppo, Ollila, Pena,

Wismar, & Cook, 2013).

Stegeman and Costongs (2012) points out the economic and societal
benefits of leveling the socioeconomic gradient among children. A child’s
health will be negatively affected by several factors in its childhood. It
might have parents with low income, in the risk of unemployment and
lacking higher education. Then the parents might not be able to stimulate the
child in a way that is needed to for example do well in school. The child
might live with parents with an unhealthy diet, which they also adopt. This
might lead to conditions like coronary heart disease and diabetes when they
get older (Stegeman & Costongs, 2012). The childhood socioeconomic
status predicts adult health (Axelsson & Axelsson, 2006; Stegeman &
Costongs, 2012). If the child does not finish school, it might not be able to
get a job later on in life. This will be a great loss of human capital and lead
to macroeconomic implications. Bad health might lead to an early
retirement and huge medical expenses. It is less costly to invest money
towards leveling the gradient among children and young people now, than

taking care of them for many years (Stegeman & Costongs, 2012).

In Norway, most children grow up in good conditions. However,
there still is a socioeconomic gradient, and thus inequalities in health (Fosse
& Helgesen, 2011; Norwegian Ministry of Health and Care Services, 2007,
Statistics Norway, 2012). The health differences are related to parental
income, education and marital status (Statistics Norway, 2012). The higher

education and income we have, the longer we live (Fosse & Strand, 2010).
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In Norway, we see that obesity and mental illnesses are socially skewed
after the parent’s education level (Dahl, Bergsli, & van der Wel, 2014). This
is a part of the life course perspective, which means that there is a solid
evidence of a directly or indirectly effect of childhood conditions to today’s
health condition and social inequalities. Thus, the health inequalities in the
adult population in Norway today, might have been founded already in the

war and the postwar years (Dahl et al., 2014).

2.4 Addressing the inequalities in health

There is a large amount of articles about the severity of health inequalities
and what should be done to reduce the health gap and level the gradient
(Davies & Sherriff, 2012; Norwegian Ministry of Health and Care Services,
2007; WHO, 2008). Marmot (2007) looked at the challenges in translating
research evidence into public health policy and practice to reduce health
disparities. They found that a stronger public policy agenda and public
support for eliminating health inequities are still urgently needed. Graham
and Kelly (2004) suggest that more advocacy towards articulation in
political parties’ programs, more research on the effectiveness on policies,
and strategies focused exclusively on drivers of health inequalities are
needed to successfully reduce health inequalities in the future. Bambra et al.
(2010) looked at systematic reviews of health effects of interventions based
on tackling health inequalities. They found that because the differential
impacts by socioeconomic status are rarely assessed, it is not clear what the
effects of interventions on reducing health inequalities are. Davies and

Sherriff (2012, p. 174) support this by saying that there is “a surprising lack
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of knowledge about which policy actions are effective in reducing these

health inequalities”.

The Commission on Social Determinants of Health has suggested
three key strategies to reduce health inequity: improve daily living
conditions, tackle the inequitable distribution of power, money and
resources, and measure and understand the problem and assess the impact of
action (WHO, 2008). Health impact assessment (HIA) is a good tool to find
the source of the health inequities and inequalities, promote healthy public
policy and then assess the potential effect on health equity (Green & Tones,

2010).

The DETERMINE project suggest to show the policy makers,
politicians and the public the economic cost of health inequities, by telling
them that “investing in the reduction of health inequities represents a more
effective use of resources than paying the costs of ill health and lost
productivity” (Consortium, 2010, p. 14). Hopefully that will be an incentive

to go through with policies and programs directed towards health equity.

To make health promotion policies and programs aimed at health
equity to work, Baum (2007) stresses the importance of having a
combination of action from the policy makers and action from communities.
She calls it “the nutcracker effect”, and it describes how to combine top
down and bottom up action to crack the inequity nut (Baum, 2007). If we
are going to achieve health equity, we need to have all levels of society on
board. The politicians need to have a strong commitment to action on health

equity, and communities and civil society groups need to put a pressure on
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the politicians. Then it is more likely that the government will go through

with the actions (Baum, 2007).

The difference between the determinants of health and determinants
of health inequalities is that “...tackling the determinants of health
inequalities is about tackling the unequal distribution of health
determinants” (Graham & Kelly, 2004, p. 5). Graham and Kelly (2004)
describes a determinant oriented approach towards tackling the health
inequalities. This view looks not only at the influences and impact on
health, but that they are not equally distributed. “Tackling health
inequalities variously means improving the health of poor groups, reducing
the health differences between poorer and better-off groups, and lifting
levels of health across the socioeconomic hierarchy closer to the top”
(Graham & Kelly, 2004, p. 7). They present three different strategies
towards tackling health inequalities, placed on a continuum. The first two
strategies are targeted strategies, as they are aimed at at-risk groups, while

the last is universal, as it is targeted across a large population.

Box 9: A range of meanings of health inequalities

Poor health of Health gaps Hee?lth
poor people gradients

Figure 2: The continuum of the understandings of health inequalities (Graham & Kelly,

2004, p. 7)
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The first strategy is to remedy health disadvantages. This involves
improving the health of the poorest groups, thus the gradient will not
change. Health inequalities are seen as the health consequences of being
poor, or in other words, the health disadvantages which results from social
disadvantage (Graham, 2004). Policies aimed just at improving the health of
the poorest groups have possible negative effects on the health of other
groups. It will not bring the levels of health of the poorest groups closer to
the national average because the overall rates of health are improving
(Graham, 2004). Thus, this strategy reaches only a minority(Graham &

Kelly, 2004).

The second strategy is to narrow the health gap. This involves
decreasing the gap for the poorest groups, thus the gradient will not change.
Health inequalities are sees as a gap in health between the worst of and
better off groups (Graham, 2004). Policies directly aimed at reducing the
gap might result in obscuring what is happening to the intermediate group

(Graham, 2004).

The third strategy is to reduce the health gradients. This involves a
change in the gradient, and places everyone on the same level as the richest
groups. In an equity perspective, this is the only right option, as it looks for
systematic differences in life chances, living standards and lifestyle
associated with the socioeconomic status (Graham, 2004). This is in line
with the founding principle of the WHO, which states that enjoyment of the
highest attainable standard of health is a fundamental human right (Graham
& Kelly, 2004). It will demand universal measures, which is very politically

demanding. Differential rates of improvement towards the population are
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required, as the need for improvement increases at each step down the
socioeconomic ladder, the gradient (Graham & Kelly, 2004). When the
scale and intensity of the action on health inequalities is proportionate to the
level of disadvantage, it is called proportionate universalism (Marmot et al.,
2010). This strategy widens the frame of health inequality policies, by
searching for the cause of health inequalities, by becoming a population-
wide goal, and by setting the comprehensive goal to include remedying
health disadvantages and narrowing the health gap in the broader goal of
levelling the health differences caused by socioeconomic status. It need to
be pursued in tandem, one on top of the other (Graham & Kelly, 2004). The
first important first step in any case is to have clarity about goals, to be clear

of what is being tackled (Graham, 2004).

The European Gradient project developed an evaluation tool to
assess the policies’ potential to level up the health inequality gradient by
addressing the social determinants of health, called the Gradient Evaluation
Framework (GEF, Davies & Sherriff, 2014). It is still being tested, but it has
been found useful as a tool to help stakeholders identify and implement
what seems to work, for whom and under what circumstances, in an equity
lens. It uses a policy circle to present the five interrelated core components:
priority setting and policy formulation, pre-implementation, pilot
implementation, full implementation and policy review. Davies and Sherriff
(2014) emphasizes the need to apply an equity lens through all the steps,
which includes identifying factors affecting the policy context, to look at

their potential to be “gradient friendly”.
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Baum and Fisher (2014) argues that health promotion policy often
fails to incorporate the social determinants of health, which recognizes that
health behavior is influenced by the environmental, socioeconomic and
cultural settings. Policies are often aimed at a change in some specific health
behavior, which are targeted at high-risk individuals and will not improve
the population health. The risks are often accumulated over a life course,
and makes behavioral change more complicated. Despite these behavioral
health promotion policies’ limitation to address social inequities and health
determinants, governments all over the world keep seeing them as attractive
(Baum & Fisher, 2014). They come up with several reasons for this,
amongst other that it is easier to implement behavioral messages, there
could be an individualized view of health as an political belief and that it is
more expensive (at least at the time). The authors stresses the importance of
public health to highlight the lack of evidence for much of the health
behavior aimed policies and promote the evidence for policies aimed at
living conditions and other social and economic determinants of health, in
order to get the government to implement means of promoting health equity

(Baum & Fisher, 2014).

2.5 Intersectoral collaboration

There are many different organizations involved in public health, and that is
organizations both within and outside of the health sector (Axelsson &
Axelsson, 2006). This means that there is a great need for collaboration in
the public health work (Axelsson & Axelsson, 2006; Helgesen & Hofstad,
2012). Examples of organizational models of collaboration, with different

complexity and target groups, are information exchange, case coordination,
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interagency meetings, multidisciplinary teams, partnership, co-location and
pooling of budgets (Andersson, Ahgren, Axelsson, Eriksson, & Axelsson,
2011). The need of collaboration is being emphasized in terms like Health in
All Policies (HiAP) and intersectoral collaboration. The health in all policies
approach sees population health as something more than just a product of
health sector activities (Leppo et al., 2013). It is largely determined by
living conditions, societal and economic factors. Therefore, the population
health will be best influenced by policies beyond the health sector (Leppo et
al., 2013). HiAP is closely related to intersectoral action for health, which is
the coordinated action to improve people’s health or influence the
determinants of health (Leppo et al., 2013). It is action from different
sectors in the society, either in collaboration with the health sector or not,
which is more effective than if the health sector was acting alone (Nutbeam,
1998; Peake et al., 2008). Intersectoral collaboration is central to achieve
equity in health (Peake et al., 2008; Stahl, Wismar, Ollila, Lahtinen, &

Leppo, 2006).

According to Fosse (2013), some of the important explanatory
factors for why it is difficult and challenging to achieve intersectoral
collaboration, are structural, organizational and the increasing
professionalism of occupational groups. Demands of efficiency lead to
increased formalization and specialization, and time spent is duly noted.
This does not leave much space for collaboration. The increased
professionalism of occupation groups leads to looking at case from only one
perspective, with a high sense of professional autonomy (Fosse, 2013). One

of the most important societal changes to ensure intersectoral collaboration

21



is to change how the government on all its levels handles its affairs and that
it is organized to be able to manage and facilitate the multidisciplinary area
public health. To meet the complex needs of the population, collaboration

and comprehensive solutions is demanded (Fosse, 2013).

2.6 Public health policies

The second international conference on health promotion was held in
Adelaide in 1988, and they focused on how healthy public policy could be
used as a mean to create supportive environments, and make the healthy
choice the easy choice (WHO, 1988). Healthy public policy is characterized
by an explicit concern for health inequities and to make health a social

investment.

Reducing inequalities in health came on the Norwegian political
agenda in the 1980s, along with the WHO strategy “Health for All 2000”
(Fosse, 2009). Since then, several goals and strategies have been developed
to reduce health inequalities, but it is not until recently that the
socioeconomic gradient got the attention. In 2005, the Norwegian
Directorate of Health and Social Affairs published an action plan on social
inequalities in health, called the Challenge of the Gradient. Until this plan
was published, the focus was mainly on marginalized groups and individual
lifestyle challenges (Fosse, 2009). This action plan moved the focus towards
the whole population, and the possibility for all inhabitants to attain the
same level of good health. Some of the strategies were aimed to get more
intersectoral focus and to increase the knowledge of social inequalities in

health (Norwegian Directorate of Health and Social Affairs, 2005). In 2007,
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the whitepaper Report No. 20 (2006-2007) to the Storting, the National
Strategy to Reduce Social Inequalities in Health, came as a follow-up to the
action plan from 2005. It had a focus on developing public health policies
strategies to reduce health inequities (Fosse, 2009). The society’s
responsibility for the population’s health is underlined, and that the
developed strategies need to run across all sectors. It contained four priority
areas for reducing social inequalities in health: reduce social inequalities
that contribute to inequalities in health, reduce social inequalities in health
and the use of health services, targeted initiatives to promote social
inclusion, and develop knowledge and cross-sectoral tools (Norwegian
Ministry of Health and Care Services, 2007). It shows a connection between
the problem stream, the policy stream and the politics stream (Fosse &

Strand, 2010).

According to Fosse and Strand (2010), more controversial politics
will be needed to reach this ambitious goal about leveling the gradient. One
of the things they mention is that it is necessary to have an intersectoral
approach in the policy making. This is because the health, as mentioned
earlier, is influenced by everything in the surroundings. Fosse and Strand
(2010) also points out some challenges in regard to the implementation of
the policy: the political dimension, the policy dimension and the central-
local dimension. This is being supported by a report made by the World
Health Promotion (Helgesen & Hofstad, 2012), on health policies targeting
social determinants of health in Europe. Research has shown that social-
democratic governments are more successful in reducing social inequalities

in health (Navarro et al., 2003; Stegeman & Costongs, 2012), which is an
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example of how the political dimension can be a challenge. In Norway,
politics aimed at reducing health inequities is building on universalism and
flattening the gradient (Dahl et al., 2014; Raphael, 2006). This is suitable
with the characteristics of the Norwegian welfare state. We spend a lot of
resources on welfare, yet the relative social health inequalities in Norway
and the Nordic countries are still no smaller than in other countries. This is a

signal that we need to do things differently and better (Dahl et al., 2014).

A study on implementation of a national public health policy with a
focus on health determinants in two Swedish municipalities, showed that the
comprehensive policy was not implementable. It was clear that an increased
knowledge of the focus on health determinants was needed, as well as
greater government management and negotiations, to motivate
municipalities to implement and embrace these kinds of ambitious policies
(Jansson, Fosse, & Tillgren, 2011). In a review of determinants and policies
on health inequalities in Denmark, Diderichsen et al. (2012) emphasized the
importance of making common goals and have political coordination across
levels and policy areas, together with clarity about and relevance of the

measures being implemented.

In the last few years, Norwegian health politics has been focusing on
how ambitious goals should be turned into practice (Fosse & Strand, 2010).
As mentioned above, a new public health law called “Folkehelseloven” (The
Norwegian Public Health Act) came into action in the beginning of 2012,
and is a part of the Coordination Reform. The Coordination Reform was
initiated to initiated to “ensure a uniform and equitable health and care

service to all citizens regardless of residency and economy” (MEDLEX
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Norwegian Health Information, 2012, p. 3). The main purpose of the public
health act is to make sure that agencies on all levels of society implement
measures to reduce health inequalities and level the gradient (Lovdata,
2011). This law is built upon five basic principles: social equity in health,
Health in All Policies (HiAP), sustainable development, the precautionary
principle and participation (MEDLEX Norwegian Health Information,
2012). The law gives the municipalities more responsibility. They are in
charge of all public health work, which means that they will have to work
intersectoral to promote health (Fosse & Helgesen, 2011). They are also
obligated to get an overview of the health condition of the municipality, and
identify the factors that influence health. This is a prerequisite when they are
going to set goals and strategies to deal with the health challenges within the

municipality (MEDLEX Norwegian Health Information, 2012).

The Public Health Act is a multilevel policy, which means that it
requires multilevel governance. The term multilevel governance means that
it is a system where the different levels of government are fluid, negotiated
and contextually defined. The actors across sectors and levels have quite
egalitarian relationships, which can be seen as necessary in order to reach
political goals (Fosse & Helgesen, 2011; Fosse & Helgesen, 2015). The
steering between the levels is sorted into hierarchical, management and

negotiation practices.

Fosse and Helgesen (2015) have looked at how the Norwegian
municipalities have adopted the principles of the Public Health Act. They
found that the municipalities still are not in line with national government

goals, and that extra funding through national and county programs are
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necessary to increase the activity on social health inequalities. However,
they observed an increased awareness of the HiAP approach in the
municipalities. This is in line with the findings from the evaluation project
of the Coordination Reform, which suggests that the municipalities have an
increased understanding of the importance of intersectoral collaboration and
making overviews of the health condition (Schou, Helgesen, & Hofstad,

2014).

2.7 Norwegian municipalities

In Norway, most of the service provision aimed at children is decentralized,
and is provided by the local governments (Fosse & Helgesen, 2011;
Raphael, 2006). This is services like kindergartens, schools, school health
services and child welfare. This means that the municipalities have both the
authority and responsibility to prioritize between programs and policies

(Fosse & Helgesen, 2011).

Helgesen and Hofstad (2014) did some interesting findings on
different municipalities’ focus on social inequalities in health, based on
theoretical assumptions on determinants of health and empirical research on
Norwegian municipalities. For example, their results indicate that larger
municipalities acknowledge living conditions, which is connected to social
inequalities in health, as the main health challenges more than the smaller
municipalities. The smaller municipalities, on the other hand, acknowledge
health behavior as the main health challenges more than larger

municipalities. This is interesting because smaller municipalities have better
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ability to handle such challenges as living conditions, but they choose not to

(Helgesen & Hofstad, 2014).

According to the baseline study conducted by the Norwegian
Institute for Urban and Regional Research (Helgesen & Hofstad, 2012),
public health coordinators in most of the municipalities have a time position
of only 10-20%. They also found that the municipalities mainly used their
own economic resources when they were implementing different health
promotion programs (Helgesen & Hofstad, 2012). This might lead to a
lower prioritization of public health work. However, more than three-
quarters of the municipalities had employed a public health coordinator
before the implementation of the Public Health Act, and Hagen, Helgesen,
Torp, and Fosse (2015) found that the public health coordinator was

associated with implementation of HiAP.

2.8 Norwegian counties and partnership for health

The counties are responsible for supporting the municipalities in their public
health work (Helgesen & Hofstad, 2012). The Law of regional authorities’
tasks in the public health work of 2009 (Lovdata, 2009), which now has
been replaced by the Public Health Act, states that, in addition to the
municipal support, the counties are responsible for contributing to a more
equal distribution of factors that directly or indirectly affect the health. They
should also make an overview of the health condition in the county, and its
impact factors which might create or sustain social health inequalities

(Lovdata, 2009).
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To create a partnership between the counties and municipalities has
been a way for the counties to carry out their supportive and proactive role
towards the municipalities, together with conducting competence building in
the municipalities (Helgesen, 2012). A partnership for health is a voluntary
and equal agreement between two parts towards reaching a common public
health goal. It consists of multidisciplinary, intersectoral and committed
cooperation between counties and municipalities, based on mutual trust
(Norwegian Directorate of Health, 2011b). The counties are supposed to
support the municipal public health work, and be a promoter of the public
health work in the county. Thus, by working intersectoral, the bases for
holistic, complex strategies are formed. This is strategies towards leveling
social inequities in health and promotes public health, and is seen as a
relevant way to strengthen the public health work (Bergem et al., 2010;
Norwegian Directorate of Health, 2011b). Partnership as a working method
was launched through the white paper of 2003, Report the Storting No. 16
(2002-2003) Prescription to a healthier Norway (Norwegian Ministry of
Health and Care Services, 2003). It was launched as a tool to mobilize
central actors in the public health work, utilize new working methods that
maintain the intersectoral perspective, enhance the infrastructure of the
public health work, develop strategies, and ensure political commitment and
anchoring in the plans. According to the guidelines in the whitepaper the
counties were supposed to be coordinator and midpoint of the partnership.
The counties received stimulation means from the government to create
partnerships (Norwegian Directorate of Health, 2011b). The effect of the

partnership should be to attain synergies, which means that one attains more
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than if the actors worked separately. The synergy effect is connected to
leadership, performance, resources and settings. It is also necessary to
reflect and talk about the partnership throughout the process, and evaluate
the partnership throughout the process (Norwegian Directorate of Health,

2011b).

According to the report on partnership for health made by the
Norwegian Directorate of Health (2011b), it was a relative large difference
in the number of, and the time percentage of the positions related to public
health work. There was also a difference in the means allocated to public
health work. It was reported that 70 % of all municipalities had a
partnership agreement with the county, and all of the counties (100 %) had
partnership with at least some of its municipalities (Norwegian Directorate
of Health, 2011Db). The final report on partnership for health by (Bergem et
al., 2010) emphasizes the importance of clarifying the meaning of the
partnership from both actors. They further say that the counties strengthen
their role in public health through partnerships, and the municipalities
experience increased competence and better cooperation between sectors.
However, both municipalities and counties experience that it is hard to get
through with policies and focus on health promotion, because it might lead
to increased costs on short term. Even though a focus on health promotion
might lead to savings over time, it is hard to reach through with this

message in an economically pressured time (Bergem et al., 2010).
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2.9 Significance and research guestions

This section has summarized the literature and empirical findings relevant to
my study. It has shown the importance of looking at all the factors
concerning health, which are the social determinants of health. Unfair
distributions in health determinants are called social inequalities of health.
These can be presented in a socioeconomic gradient. The gradient shows
systematic differences in health status across the population. There are
different ways to reduce inequalities and levelling the gradient, like
universal means, HiAP, intersectoral collaborations and partnerships. The
common factor for all of them is to shift the focus from the individual

lifestyle factors, to the more general living conditions.

It is therefore interesting to look at counties and municipalities in
relation to these concepts, and how they are working to reduce social
inequalities, as a means to map the situation just before the Public Health

Act came into action. This leads to the following research questions:

RQ 1: How is the counties’ work towards reducing social health

inequalities?

RQ 1.1: How is the work reflected in the counties’ intersectoral work?

RQ 1.2: How is the work reflected in the counties’ contribution to municipal

public health work?

RQ 1.3: What geographic or sociodemographic factors are associated with

the patterns that emerge?
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RQ 2: To what degree is the work on reducing social health inequalities at

the county level similar to the work at the municipality level?

RQ 2.1: How is this reflected in the focus on the social determinants of

health?

RQ 2.2: How is this reflected in the focus on multilevel collaboration and

partnership?

RQ 2.3: What geographic or sociodemographic factors are associated with

these similarities and differences?

3. Data and methodology

3.1 Study design

This is an exploratory study, in which the purpose is to gain a deeper
understanding of a phenomenon. It is usually concerned with uncovering
knowledge, find out what the phenomenon consists of and develop theories
which will result in a set of hypotheses or assumptions about the

phenomenon (Jacobsen, 2005).

It has a cross-sectional design, and is based on survey data from
NIBR’s baseline study conducted in 2011 (Helgesen & Hofstad, 2012). The
statistical computer program Statistical Packages for Social Sciences (SPSS)
version 20 is used to do descriptive statistics to find differences or

similarities between counties and municipalities. Data from existing data
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sources like Statistics Norway is used to look for relationships, and to

describe and characterize patterns.

3.2 Participants

3.2.1 Counties

An electronic questionnaire was sent to the public health coordinator in the
different counties. The researchers had the sufficient contact information, so
the questionnaire was sent directly to him or her by email. The response rate

for the counties was 100%, which means that all 19 counties participated.

3.2.2 Municipalities

The researchers chose to send the questionnaire by email to the chief
executive in the municipalities. Then that person chose to answer it him or
herself, or to forward it to some he or she thought was most suited to answer
it. The response rate for the municipalities was 58%, which means that 249
municipalities answered the whole gquestionnaire. However, 87% of the
municipalities answered parts of the questionnaire. In the survey, Oslo’s 15

districts are counted as municipalities.

3.3 Data

The survey conducted by NIBR in 2011 is a mapping of the public health
work done by municipalities and counties before the Public Health Act
came into action in 2012. It is meant to be a baseline for future evaluation of
the municipalities’ and counties’ public health work. It is also supposed to
provide a basis to make comparisons over time and to see how the

municipal and county public health work change to reach the demands in
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the Public Health Act (Helgesen & Hofstad, 2012). The data from the

survey is on nominal and ordinal level.

The survey was conducted on behalf of the Norwegian Directorate of
Health to map the knowledge base, priorities, organization and resources in
municipal and county public health work. These themes are elaborated into
seven themes: resources, challenges and strategic priorities, the making of
an overview of the health condition and the factors that influence health,
means in the public health work, organization, the county’s role as a
supporter of municipal public health work, and social inequalities in health

(Helgesen & Hofstad, 2012).

The researchers define public health as the population’s health status
and the distribution of health in the population. They define public health
work as the community’s effort to affect the factors that directly or
indirectly promote the population’s health and well-being, prevent mental
and physical diseases and injuries, or protect the community against health
threats, as well as work towards a more equitable distribution of the factors

that directly or indirectly affects health (Helgesen & Hofstad, 2012).

3.4 Variables

This study aims to explore the relationship between counties and
municipalities, with regards to their intersectoral and multilevel
collaboration. The variables of interest are related to their perception of
determinants of health, intersectoral collaboration and partnership. In both
the municipality survey and the county survey, there was a question about

main health challenges and a question about the counties’ focus areas in
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their follow up of the municipal public health. These two questions have the
similar list of alternatives (variables), and could be divided into four
subcategories of variables. The subcategories are similar in content and
theme for both the municipalities and counties. Therefore, a comparison
between counties and municipalities was possible. These categories are
health behavior, living conditions, social environment and physical

environment (Helgesen & Hofstad, 2012).

3.4.1 Counties

3.4.1.1 The main health challenges

This is the counties’ perception of the determinants of health (Helgesen &
Hofstad, 2014). This come from the question: “In which areas do the county
experience the greatest challenges in the public health? ”. They were able to
choose more than one of the following public health themes, organized into
the four categories. The four subcategories are listed below (1-4). For
instance within the subcategory of health behavior, the counties could

answer “physical activity ”, “diet” etc. or all of them.

1. Health behavior: Physical activity, diet, tobacco, alcohol and drug
abuse, dental health, and sexual health.

2. Living conditions: Schools and education, housing, labor market
access, poverty, and childhood environment.

3. Social environment: Participation of voluntary groups, demography,
crime prevention, social networks, cultural activities, business

development, and development and dissemination of knowledge.
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4. Physical environment: Environmental protection, area and transport
planning, communication/traffic, green spaces and recreation areas,

universal design, and injuries and accidents.

3.4.1.2 The counties’ focus in the follow-up of municipalities

This is the counties’ perception of how they support the municipal public
health work. It comes from the question: “Which public health themes does
the county focus on in relation to the municipalities? ” They were able to
choose more than one of the following public health themes, which are

similar to the subcategories in the variable above (see chapter 3.4.1.1)

3.4.1.3 Intersectoral working groups

This is the counties’ perception about whether or not the county has
established working groups towards public health issues. They were able to
choose more than one of the following alternatives: “Yes, we have working
groups for general public health work ”’; “Yes, we have working groups for
thematic public health issues ”; “Yes, we have working groups which
collaborate with municipalities about upper secondary schools ”; “Yes, we
have working groups for regional planning ”’; “Yes, we have working groups
for competence development ”; “Yes, we have working groups for business
development”’; “No, we do not work intersectoral”’; “Do not know ”;

“Other ”.

3.4.1.4 Most frequently participation in intersectoral working groups

This is the counties’ perception about which sectors that participates most

frequently in intersectoral working groups on public health issues. They
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were able to choose more than one of the following alternatives: “Upper
secondary schools”’; “Dental health”; “Planning”; “Cultural
conservation”’; “Transport”; “Business development”; “Public health”;
“Regional development””; “Community development”; “Outdoor
activities/physical activity/sports ’; “Agriculture/food”; “Chief County

Executive's staff ”; “Irrelevant”; “Other ”.

3.4.1.5 Contribution to the municipal health work

This is the counties’ perception about in which way they follow up on the
municipalities’ public health work. They were able to choose more than one
of the following alternatives: “Knowledge of health challenges ”;
“Knowledge of impact factors”; “Support in the municipal planning ”;
“Advice and guidance ”; “Partnership”; “Competence building ”;
“Seminars, conferences, forums”’; “Establishing experience networks
between municipalities ”; “Financial means and grants”; “Initiative

development”’; “Support in specific cases”’; “No contribution”; “Other ”.

3.4.2 Municipalities

3.4.2.1 The main health challenges

This is the municipalities’ perception of the determinants of health
(Helgesen & Hofstad, 2014). This comes from the question: “In which areas
does the municipality have the greatest public health challenges? ”. They
were able to choose more than one of the following public health themes,
organized into the four categories. The four subcategories are listed below
(1-4). For instance within the subcategory of health behavior, the counties

could answer “physical activity”, “diet” etc. or all of them.
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1. Health behavior: Physical activity, diet, tobacco, and alcohol and
drug abuse.

2. Living conditions: Kindergartens, schools and education, housing,
labor market inclusion, poverty, mental health, health and care
services, infection control, childhood environment, and child
welfare.

3. Social environment: Participation of voluntary groups, demography,
crime prevention, social networks, and cultural activities.

4. Physical environment: Noise, air, water and radiation, transport and
communication, green spaces and recreation areas, universal design,

injuries and accidents.

The variable “Schools and education ” is listed two times, and | will use the

same as NIBR, which is the one that is listed first.

3.4.2.2 The counties’ focus in the follow-up of municipalities

This is the municipalities’ perception of how the counties support their
public health work. It comes from the question: “Does the county and the
county governor focus on the following themes in the follow-up of the
municipality? ”. They were able to choose more than one of the following
public health themes, which are similar to the subcategories in the variable

above (see chapter 3.4.2.1).

It is only the response on how the county focuses in the follow-up that is
interesting for this study. This is because the county governor has some

other tasks and responsibilities which this study does not address.
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3.4.2.3 Partnership with the county

This is the municipality’s perception of a formal collaboration with the
county. It comes from the question: “Has the municipality established
partnership for public health with the county? ”. The response options are

“Yes”, “No”” and “Do not know .

3.5 Data management

To ensure the best possible analysis results, the two data sets had to be
processed. All the variable names were renamed to V001, V002, V003 and
so on. Then all the labels were translated into English. All the values was
given names, for example “Unchecked ” and “Checked ”, and “To a large
extent”, “To a moderate extent”, “To a small extent”, “Irrelevant” and “Do
not know ”. The variables with values that started at 1, then 2, etc. were
recoded into variables with values that started with 0, then 1, etc. All the
variables were also given the correct measure, like whether it is nominal or

ordinal.

The order of the counties in the county dataset was given numbers
(id). Then, a new variable named county was made in the municipality
dataset, where the municipalities were given a number of which county it is
in, which correlates with the numbers (id) in county dataset. Data from the
Norwegian Mapping Authority (2013) was used to organize the
municipalities into the right counties. Some of the municipalities were
duplicated in the municipality dataset, and then one of these doubles needed
to be deleted. This led to a rule, that the municipality with the most response

throughout the dataset should be kept, and the double deleted. An overview
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of the municipalities that were deleted is presented in the Appendix, A.1.

This led to a sample of 442 municipalities in this study.

Some characteristics were added to both datasets, which led to three new

variables:

1. Population: Number of inhabitants at the 1% of January 2011.

2. Median income: The median income of households (after tax) at the
31% of December 2010. By income means earnings, property
income, taxable and tax-free transfers in a household during the
calendar year. Students are not included.

3. Education: The percentage of the population over 25 years which
has completed upper secondary school or higher education at the 1%
of October 2011. The data from the districts of Oslo is of the

percentage of the population over 16 years instead of 25 years.

The data came from the municipal health statistics (Norwegian Institute
of Public Health, 2014) and the statistical yearbook of Oslo in 2011 and
2012 (Oslo municipality, 2011, 2012), and data about population from
Statistics Norway (Statistics Norway, 2012). Four municipalities, Harstad,
Bjarkay, Mosvik and Indergy, did not get any data on median income and
education. This is because these municipalities were merged after the survey
was conducted 2011 (The Norwegian Mapping Authority, 2013), and then it

was hard to find data on these municipalities from before the merging.

Then, two new datasets for counties and municipalities with only the
relevant variables were made. To assure further data quality, a check for

outliers, consistency in respondents and missing cases were conducted.
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There is a large amount of missing data (the overall response-rate is
presented in section 3.2). This needed to be further analyzed, to check if

there was a systematic bias in the body of missing data.

3.6 Data analysis and interpretation methods

3.6.1 Missing data analysis

I made a new municipality dataset with only responses and non-responses.
Those that had answered were given the value 1, and those that did not (the
missing data) were given the value 0. | made categorical variables out of the
continuous variables “Population”, “Median income” and “Education” by
using the SPSS tool Visual Binning. The continuous variable “Population”’
is divided into five groups, with 20 % of the counts in each group. The
groups are called “Largest (0) ”, “Large (1) ”, “Intermediate (2)”, “Small
(3)” and “Smallest (4)”. The range of the population is from the largest
municipality with 260 392 inhabitants to the smallest with 216 inhabitants.
The continuous variable “Education” is divided into four groups, with 25 %
of the counts in each group. The groups are called “Highest (0) ”, “High
(1), “Low (2)” and “Lowest (3)”. The range of the percentage of
inhabitants with upper secondary school or higher education is from 89 % to
40 %. The continuous variable “Income ” is divided into four groups, with
25 % of the counts in each group. The groups are called “Highest (0) ”,
“High (1) 7, “Low (2)” and “Lowest (3) ”. The range of the median income

is from 546 000 NOK per year to 311 000 NOK per year.

| chose to only look at the variables “Main health challenges” and

“Focus area” from the municipality dataset, as they are the two comparable
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variables. | used the first response alternative within the two questions
because the response rate was identical throughout the variables. A chi-
square test was conducted to find a correlation between the different
characteristics and missing data in the two variables. See Appendix, A.2 for
detailed results. The test showed that there was a systematic bias in the data.
There was a significant relationship between the population size of the
municipality and the amount of non-responses. The level of non-responses

increases as the municipality size decreases.

We do not know how the results would differ if more of the
municipalities had responded. However, according to Johannessen, Tufte,
and Christoffersen (2010), a rule of thumb within social science research is
that a response rate above 50 % is a good response rate. The data is unique
in its kind, so it is very interesting to look for patterns, even though there is
a bias. | choose to go through with the analyses, with the missing data kept

in mind.

3.6.2 Comparative side-by-side analysis

A side-by-side analysis was conducted to compare municipalities and
counties to get a view of their similar and different perception. The data for
each county and municipality come from individuals, and the data reflect
these individual’s knowledge of the issues in the survey. The unit of
analysis is the county and municipality as it whole and not on individual

level.

Descriptive statistics from each of the datasets are used to look for

patterns, when comparing the municipalities and counties. The population,
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education and income variables are added to look for demographic patterns.
Independent sample t-tests and correlation analyses were conducted to
check the statistical significance of the similarities and differences that
might emerge. In addition, descriptive statistics is used to look for patterns
in other variables to describe the relationship between counties and

municipalities further, with a specific focus at counties.

Scales were constructed to conduct an independent samples t-test
and correlation analyses to check if the differences and relationships
between the variables were statistically significant. | used the questions of
main health challenges and the counties’ focus area in the follow up of the
municipalities, because they have identical response alternatives. This is the
case in both the municipality dataset and in the county dataset. | used the
four predefined groups from the baseline report as a template when
constructing the continuous variables, which are based on literature on
social determinants of health (Helgesen & Hofstad, 2012). This way, it was
possible to compare the scores for both counties and municipalities in the
given variables. The variables within each group were summed up, and the
new continuous variable for each group consisted of the mean score of these
subgroup variables. This means that | got a scale for health behavior, living
condition, social environment and physical environment, based on the mean
scores, in both the municipality and in the county dataset. The two new
scales, consisting of the same four subgroups are hereby often referred to as
“Main health challenges” and “Focus area”. Then, a joint case dataset was

made by merging the county and municipality datasets. This was possible
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because of the mean scores and the set scales for both county and

municipalities.

3.7 Ethical considerations

This study use existing data which is already ethically approved for research
purpose. The baseline survey conducted by NIBR was commissioned by the
Norwegian Directorate of Health. The data from the survey have been made
available to others via the Norwegian Social Science Data Services (NSD;

Helgesen & Hofstad, 2012).

4. Results

The study is of an explorative nature, relying heavily on descriptive
statistics to find patterns, of interest. The results originate mostly from
descriptive statistics, like aggregated data and cross tabulations with Chi
square analyses. Towards the end of the chapter, independent sample t-tests
and correlation analyses are conducted. The chapter starts with the counties
and the perception of their intersectoral collaboration, and then I narrow it

down to the relationship between counties and municipalities.

4.1 Intersectoral working groups in the county

Intersectoral collaboration is a strategy to help reduce social inequity in
health, so it is of interest to see how the counties’ see their intersectoral
work towards public health. The county data is used to make the two tables.
In Table 1, I look at what the counties know of the establishment of

intersectoral working groups, and in what sector they are placed.
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Table 1
Intersectoral working groups in the county, N = 19

General Thematic Upper
public public health  secondary Regional ~ Competence Business
County health work work school planning  development  development
Hedmark 1 1 0 1 0 0
Hordaland 0 0 0 0 0 0
Telemark 0 1 0 0 0 0
Oppland 0 0 1 1 0 0
Oslo 1 0 0 0 0 0
Sogn og Fjordane 0 0 0 1 0 0
Rogaland 0 1 0 1 0 0
Sgr-Trgndelag 0 1 1 0 0 0
Akershus 1 1 0 0 0 0
Vest-Agder 1 0 0 1 0 0
Nord-Trgndelag 1 1 1 1 1 0
Nordland 1 0 1 1 1 0
Vestfold 1 0 0 0 0 1
Troms 1 0 0 0 0 0
Buskerud 0 1 0 0 0 0
Finnmark 1 0 0 1 0 0
Mgre og Romsdal 1 1 0 0 0 0
Aust-Agder 1 0 0 0 0 0
@stfold 1 1 1 1 0 0
Total 12 9 5 9 2 1

Note: The counties were able to cross off for more than one alternative of what kind of intersectoral working
group they have. The value 1 means that the county has checked off for that alternative. The value 0 means that
the county has not checked off for that alternative.

Some interesting features about Table 1 is that most of the counties
respond that they have general public health work as an established
intersectoral working group. Another interesting thing is that Hordaland has
not checked any of the alternatives. They wrote in the open ended question

about establishment of intersectoral working groups:
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“Intersectoral working group closed down as it functioned poorly. In the
planning process of considering a new organization [of the working group

(author’s note)] ”

To summarize, 18 out of 19 counties have an intersectoral working
group towards public health issues. Most of the counties, 12 out of 19,
report that they have an intersectoral working group for general public

health work.

In Table 2, I look at which sectors the counties report that most
frequently participate in intersectoral working groups. In a social
determinants view, these seven sectors reported to most frequently
participate in intersectoral working groups are seen as particularly
interesting: “Upper secondary schools ”, “dental health ”, “planning ",
“public health”, “regional development ”, “community development”, and
“outdoor activities/physical activity/sports ”. This is because they are all
especially targeted at children and youth, or living conditions, and thus seen
as important towards reducing social health inequalities (Davies & Sherriff,
2014; Graham & Kelly, 2004). There are 13 intersectoral working group
options in total. The population and education variables were brought in to
look for any sociodemographic patterns. The population variables range
from O (largest) to 4 (smallest). The education variables range from 0
(highest) to 3 (lowest). See chapter 3.6.1 for more details. The main point of

the table is to look for patterns in the counties intersectoral work.
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Table 2

Most frequently participation in intersectoral working groups, N = 19

Total Upper Outdoor
(13 secondary  Dental Public Regional Community  activities
County options) school health Planning  health  development development etc. Population Education
Hedmark 7 1 1 1 1 1 0 1 2 3
Hordaland 1 0 0 0 0 0 0 0 0 1
Telemark 1 1 0 0 0 0 0 0 3 2
Oppland 5 1 1 1 1 0 0 1 3 3
Oslo 4 0 1 1 0 0 0 1 0 0
Sogn og
Fjordane 10 1 1 1 1 1 1 1 4 1
Rogaland 9 1 1 1 1 1 0 1 1 1
Sar-
Trendelag 5 1 1 0 1 0 0 1 1 1
Akershus 3 1 1 0 0 0 0 1 0 0
Vest-Agder 6 0 0 1 1 1 1 1 3 1
Nord-
Trendelag 4 0 0 1 1 1 0 1 4 2
Nordland 7 1 1 1 1 1 0 1 2 3
Vestfold 6 1 1 0 1 1 0 0 2 1
Troms 6 1 1 1 1 0 0 1 3 2
Buskerud 5 0 1 1 1 0 0 1 1 2
Finnmark 3 1 1 0 1 0 0 0 4 3
Mgre og
Romsdal 6 1 1 0 1 0 0 1 2 2
Aust-Agder 9 1 1 1 1 1 0 1 4 1
@stfold 3 0 1 1 1 0 0 0 1 3
Total 13 15 12 15 8 2 14

Note: The counties were able to cross off for more than one alternative of which sectors that most frequently participate in the
intersectoral working groups. The value 1 means that the county has checked off for that alternative. The value 0 means that the
county has not checked off for that alternative. In the first column, the value represents how many of the total number of
alternatives the county has checked off for. In the population variable, the value 0 equals largest population size, 1 equals large,
2 equals intermediate, 3 equals small and 4 equals smallest. In the education variable, the value 0 equals highest level of
education, 1 equals high, 2 equals low and 3 equals lowest.

Generally it looks like the counties report of frequent participation in

the groups of particular interest. All counties, except for one, seem to report

that most of the important groups are participating in intersectoral working

groups. When | looked for a connection between the important groups and

population and education, | found that the three largest counties, Hordaland,

Oslo and Akershus, have fewer of these important intersectoral groups
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checked. They have a lower response rate of important groups in spite of the

highest education and largest population.

4.2 Partnership with the county

4.2.1 Partnership with the county

First, by using the municipality data, | could look for how many
municipalities have a partnership with the county. Of the 261 municipalities
that responded to the question about partnership with the county, 203
municipalities checked “Yes”. This is a response rate of 77.8 %. In the
report from the Norwegian Directorate of Health about partnerships, it is
stated that around 70% of the municipalities have entered a partnership
agreement with the county. In other words, the results are consistent. 12.6 %
of the municipalities checked “No ”, and 9.6 % checked “Do not know”. It
is particularly interesting that almost 10% of the municipalities do not know

whether or not they are in a partnership with the county.

Second, by using the county data, | could look for what the counties

state that they do to contribute to municipal public health work.
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Table 3
The counties' contribution to municipal health work,

N=19

n
Knowledge of health challenges 16
Knowledge of impact factors 16
Support in the municipal planning 17
Advice and guidance 19
Partnership 14
Competence building 13
Seminars, conferences, forums 19
Establishing experience networks 19
Financial means and grants 18
Initiative development 17
Support in specific cases 18
No contribution 1

Note: The counties were able to cross off for more than
one alternative of how they contribute to the municipal
public health. It shows the total number of counties that
has checked off for each alternative.

The main point of Table 3 is to explore what the counties state that
they do to help the municipalities in their public health work. Most of the
counties support the municipal public health work in many ways. 13
counties say that they contribute to the municipal public health through
competence building. However, earlier in the survey they were asked about
public health coordinators and 18 counties stated that “competence
building” was one of their main work tasks. Only 14 have stated that they
have formalized partnerships, while according to the partnership report, all

counties have partnerships with at least some municipalities.

Another interesting feature of the table is that Sogn og Fjordane
checked all the boxes, including “No contribution”. They wrote in the open

ended question about contribution to the municipal public health work:
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“We are in a development and strengthening phase when it comes to the

first two checkpoints.”

This finding is also dealt with in the methodological limitations, in chapter

5.3.

4.2.2 Relationship between the partnership with the county and the

population size

Using the municipality data, | conducted a Chi square test for independence
to find the relationship between having a partnership with the county and

the population size:

The sample, N, is 261. 59.0 % of the municipalities have responded
to the question about partnership with the county, while 41.0 % has not,
within the five population groups. There is a significant relationship
between response in the variable “Partnership for public health with the
county” and the population size of the municipality at the .05 level. See

Table 4.

Table 4

Chi Square analysis of the relationship between municipalities with a partnership with
the county and the municipalities’ population size, N=261

Population size

Chi Square
n value p df
Partnership for public health with the
county 261 17.80 .02* 8

*p<.05

The bar chart, see Figure 4, shows that the large municipalities have

the highest rate of “Yes” responses, while the smallest municipalities have
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the lowest rate of “Yes” responses. 85.7 % of the large municipalities
responded that they have a partnership for public health with the county,
whereas 59.0 % of the smallest municipalities responded that they have a
partnership. We can see a pattern in the bar chart where the “Yes” response
rate decreases as the size of the municipality decreases. The largest
municipalities do not follow this pattern as they have a lower count of

“Yes” responses than the large municipalities.

Figure 4

Bar Chart

Partnership
607 far public
health with
the county
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Do net know

40
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Largest Large Intermediate Small Smallest
Population size, number of inhabitants

To summarize the findings on partnership, most of the municipalities
say that they have a formalized partnership with the county, whereas only
14 counties say that they contribute to the municipal health work through
partnership. Most of large municipalities have a partnership with the county,

but this decreases as the municipality size decreases. The smallest
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municipalities are the ones with the lowest response rate of whether or not

they have a partnership.

4.3 Comparative analysis between counties and municipalities —

Observations

I conducted a comparative side-by-side analysis by comparing the
aggregated answers from all the municipalities within a county, to that of
the answers from the county itself. The main purpose is to look for patterns
by comparing the categories health behavior, living condition and social and
physical environment. These categories come from the NIBR report
(Helgesen & Hofstad, 2012). This means that | look for patterns between the
responses of the municipalities divided into their respective counties, and
counties, within each of these categories. | looked at one category at the
time. | also looked at the aggregated data for both counties and

municipalities nationwide.

4.3.1 The counties’ focus in the follow-up of the municipalities

The main purpose of this observation is to see what the municipalities report
that their county focuses on in their follow-op of the municipal health work,

and what the counties say that they focus on.

In the municipalities, the most frequently mentioned category of
importance is “health behavior . In fact, 17 out of 19 municipalities divided
into their respective counties with most responses within the category of
“health behavior ”. If we look at the counties’ own responses, 9 out of 19,

have the most responses within this category.
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It is mostly counties that have the highest score on topics within the

focus area that go under other categories than “health behavior”. 5 out of

19 counties mention “living conditions ” and 8 out of 19 mention “social or

physical environment”. Table 4 shows the total of the categories with the

highest scores, from all of the counties and municipalities within counties. It

is possible to have more than one main category. See Appendix, A.3, for an

overview of all the counties and municipalities within counties.

Table 5

A comparison over the counties' view of their focus in the follow-up of the municipalities
and the municipalities within the county's view of the counties' focus in their follow-up.

Category

Categories with highest score, in total

The counties'
focus in the
follow-up of the
municipalities, N

Municipalities

Category

The counties'
focus in the
follow-up of the
municipalities, N

Health behavior

Living conditions

Social environment

Physical environment

=19
n %
9 47 %
5 26 %
3 16 %
5 26 %

Health behavior

Living conditions

Social environment

Physical environment

=19
n %
17 89 %
0 0%
0 0%
2 11 %

Note: The percentage of the total score of each category, weighted for the number of
response alternatives. The municipalities were also able to check for county governors'
focus in the follow-up, but that is not of interest here. Each county is compared only with

its own municipalities.

Nationwide, in the aggregated municipality sample, health behavior

topics are on top three. 51.5% report “physical activity ”, 41.2% report

“diet” and 34.7% report “tobacco ”. In the aggregated county sample,

“physical activity ”, which is a health behavior topic, is on top with 18 out of

19 counties. This is followed by “schools and education ” with 15 out of 19

counties, “development and dissemination of knowledge ” with 15 out of 19
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counties and “green spaces and recreation areas” with 15 out of 19

counties.

4.3.2 Similar perceptions of the focus areas

| already know what the municipalities and counties say is their main focus
in the follow-up of municipal health work, and we now turn to see whether
the municipalities within a county actually report that the follow-up from
their county is in accordance with this. Most counties and municipalities
within the counties have a similar perception of what the counties’ focus

area in the follow-up of the municipalities is.

12 out of 19 counties and municipalities within the counties share the
perception. 9 of these 12 couples have a focus on “health behavior ” and 3

of these 12 have a focus on ‘“social or physical environment .

7 out of 19 counties and municipalities within the counties have
different perception of the focus areas. Since most counties and
municipalities have similar views on focus, and what the follow-up consists
of, it is particularly interesting to take a further look at those few who stick
out. These seven groups were checked for sociodemographic factors to see
if there was a connection between them. However, no specific patterns
emerge. It is a good distribution of the population, education and income
variables across the seven counties. Thus, these sociodemographic factors
could not show any connection between the seven groups of counties and
municipalities, to help explain why the counties and the municipalities

within the counties have a different perception of the focus area.
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4.3.3 Connection to the main health challenges

There is a connection between what the counties and municipalities
experiences as their main health challenges and their perception of the
counties’ focus in the follow-up of the municipalities. Almost all the
municipalities within counties have listed health behavior topics as both top
main health challenges and top main focus areas. 7 out of 19 counties have
not listed the same top main health challenges and the top main focus areas.
This means that around 60 % of the counties have a similar perception of
what they see as their main health challenge and what they see as their focus
area in the follow-up of the municipal health work. Two of these seven

counties did not respond to the question about main health challenges at all.

4.3.4 Summary

A summary of comparative analysis from the observation data is that most
of the counties and municipalities report that health behavior topics is
mainly in focus in the counties’ follow up of the municipalities. Most of the
counties and the municipalities within these counties share the perception
about what the focus area is, and this is mainly “health behavior . It does
not emerge any particular sociodemographic pattern for those municipalities
and counties who do not share the same perception of the focus area.
Almost all the municipalities divided into counties have a similar perception
of what they see as their main health challenge and what they say the
counties focus on the follow-up, and that is “health behavior ”. Around 60
% of the counties have a similar perception of the main health challenges in

the county and their focus area in the follow up of municipal health work.
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4.4 Comparative analysis between counties and municipalities — Analyses

Because some interesting patterns emerged from the observation based
comparative analyses above, | wanted to run some of these patterns through
statistical tests. | ran an independent samples t-test to check if there was a
statistically significant difference between what the counties’ and
municipalities report as their main health challenge. Then I did the same for
the counties’ focus area in the municipal health work. Both analyses were
conducted in a joint dataset to check for affiliation; to see if the respondents
are from a county or a municipality. | ran a correlation analysis to check if
there was a statistically significant relationship between the perception of
main health challenge and the counties’ focus area in the follow-up of
municipal health work, in the county dataset and municipality dataset

separately.

4.4.1 Preliminary analyses

Before conducting the analyses, | needed to do some preliminary analyses.
A reliability test of the scales had to be conducted, see chapter 3.6.2 for
details of the scales. When checking the reliability of a scale, the scale’s
internal consistency is looked at. It is measuring how well the items in the
scale goes together, and whether or not they are measuring the same
underlying construct (Pallant, 2010). Three reliability tests were conducted.
The first was done to check the scales in the county dataset, the second in

the municipality dataset and the third in the joint case dataset.
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Table 6
Preliminary analysis of the main health challenges scale

Main health challenges County  Municipality  Joint case
Cronbach's Alpha 7 42 46
Mean inter-item correlation 48 17 21
Range .31-.61 .04-.32 .08-.36

Note: This is a preliminary analysis of the scale “Main health
challenges”, which consists of the items health behavior, living
conditions, social environment and physical environment. It looks at the
scale created in the county dataset, the municipality dataset and the
dataset with both county and municipality response.

Table 7
Preliminary analysis of the counties' focus in the follow-up of municipal
public health variables

Focus area County Municipality  Joint case
Cronbach's Alpha .60 .79 .79
Mean inter-item correlation .28 .55 55
Range 11-52 .40-.69 42-.69

Note: This is a preliminary analysis of the scale “Focus area”, which
consists of the items health behavior, living conditions, social
environment and physical environment. It looks at the scale created in
the county dataset, the municipality dataset and the dataset with both
county and municipality response.

The Cronbach’ alpha value should ideally be above .7. However in
this case, when it is a short scale consisting of only four items, the mean
inter-item correlation should also be assessed. An optimal range for the
inter-item correlation is between .2 and .4 (Pallant, 2010). The reliability
requirements for both the scales in the county dataset are close to fulfilled.
The Cronbach’ alpha value for the “Focus area” scale in both the
municipality dataset and in the joint case dataset is considered acceptable.
The inter-item correlation however, is not. The values in the municipality
dataset and in the joint case dataset will always be quite similar, because of
the fact that there are mostly municipalities in the joint case dataset, and

only 19 counties. All over, these values are not optimal, however, seen as
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approved as the most important thing is to look for patterns and indications
in the data. As I go along with the analyses, | keep these doubtful values in

the back of my head.

Assessing normality, to check for normal distribution, is another
requirement before conducting the analyses. A normality assertion of the

continuous variables was conducted for all three datasets.

Table 8

Preliminary analysis of the main health challenges variables

Main health challenges County Municipality  Joint case
Kolmogorov-Smirnov, Sig. .20 .006 .002

Note: This is a preliminary analysis of the scale “Main health
challenges”, which consists of the items health behavior, living
conditions, social environment and physical environment. It looks at the
scale created in the county dataset, the municipality dataset and the
dataset with both county and municipality response.

Table 9
Preliminary analysis of the counties' focus in the follow-up of municipal
public health variables

Focus area County Municipality  Joint case
Kolomogorov-Smirnov, Sig. .20 .000 .000

Note: This is a preliminary analysis of the scale “Focus area”, which
consists of the items health behavior, living conditions, social
environment and physical environment. It looks at the scale created in
the county dataset, the municipality dataset and the dataset with both
county and municipality response.

The Kolomogorov-Smirnov value should be above the significance
level of .05 to propose normality. This means that we should find a non-
significant result (Pallant, 2010). The values for both the scales in the
county dataset indicate normality. The values for both the scales in the
municipality and in the joint case dataset are suggesting a violation of

normality. However, it is quite common to find a significant Kolomogorov-
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Smirnov value when the sample is large, as it is in these two datasets

(Pallant, 2010).

When assessing normality, inspecting graphs is an important way to
see the actual shape of the distribution. All of my histograms showed close
to bell-shaped distribution, however a bit skewed. The normal probability
plots were also indicating normality, with exception of a bit longer and
skewed tail than optimal. In conclusion, the scales are seen as reasonably
normal distributed; however again, | am noting throughout the analyses that

the results are not optimal.

4.4.2 Independent-Samples T Test

An independent-samples t-test was conducted in the joint case dataset to
compare the four different main health challenge scores for counties and
municipalities, and to compare the four different focus area scores for

counties and municipalities, here known as affiliation.

An assumption of the t-test Homogeneity of variance, and Levene’s
test for quality of variance will check this. The statistical program SPSS,
gives the output of two tests when conducting an independent samples t-test.
One is for when equal variances is assumed, and the other is for when equal
variances is not assumed. This means that SPSS gives out an alternative t-
value which compensates for the cases where the variances are not the same

(Pallant, 2010).

1 Is there a significant difference in the mean scores of the perception of

health behavior as main health challenge for counties and municipalities?
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Equal variances assumed. There is no significant difference in scores for
counties (M = .36, SD = .35) and municipalities (M = .44, SD = .34; t (319)
=-1.01, p = .31, two-tailed). The magnitude of the difference in the means
(mean difference = -.08, 95% CI: -.24 to .08) is very small (eta squared =
.003) (Pallant, 2010). This means that only .3% of the variance in health

behavior is explained by affiliation.

2 Is there a significant difference in the mean scores of the perception of

living conditions as main health challenge for counties and municipalities?

Equal variances not assumed. There is a significant difference in scores for
counties (M = .41, SD = .29) and municipalities (M = .25, SD = .19; t
(19.03) = 2.33, p = .03, two-tailed). The magnitude of the difference in the
means (mean difference = .16, 95% CI: .02 to .30) is small (eta squared =
.017) (Pallant, 2010). This means that 1.7 % of the variance in living

conditions is explained by affiliation.

3 Is there a significant difference in the mean scores of the perception of
social environment as main health challenge for counties and

municipalities?

Equal variances assumed. There is a significant difference in scores for
counties (M = .39, SD = .21) and municipalities (M = .22, SD = .21; t (319)
= 3.49, p =.001, two-tailed). The magnitude of the difference in the means
(mean difference = .17, 95% CI. .07 to .26) is small (eta squared = .037)
(Pallant, 2010). This means that 3.7% of the variance in environment is

explained by affiliation.
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4 Is there a significant difference in the mean scores of the perception of
physical environment as main health challenge for counties and

municipalities?

Equal variances not assumed. There is a significant difference in scores for
counties (M = .32, SD = .29) and municipalities (M = .15, SD = .19; t
(18.91) = 2.43, p = .025, two-tailed). The magnitude of the difference in the
means (mean difference = .17, 95% CI: .02 to .31) is small (eta squared =
.018) (Pallant, 2010). This means that 1.8% of the variance in physical

environment is explained by affiliation.

T-tests 1 to 4 are presented in Table 10 below.

Table 10
Difference in the mean scores of the perception of main health challenges between counties
and municipalities, N = 321

Counties  Municipalities

M SD M SD df t p Eta-squared?

Health behavior .36 .35 .44 .34 319 -1.01 31 .003
Living

conditions 41 .29 .25 .19 19.03 2.33 .03* .017
Social

environment 39 21 22 21 319 3.49  .001*** .037
Physical

environment 32 .29 15 .19 18.91 2.43 .025* .018
*p<.05

***p <.001

a effect size = .01 small, .06 moderate, .14 large

5 Is there a significant difference in the mean scores of the perception of
health behavior as the counties’ focus area in their follow-up of

municipalities for counties and municipalities?
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Equal variances not assumed. There is a significant difference in scores for
counties (M = .57, SD = .26) and municipalities (M = .39, SD = .41; t
(24.95) = 2.75, p = .01, two-tailed). The magnitude of the difference in the
means (mean difference = .18, 95% CI: .05 to .32) was small (eta squared =
.026) (Pallant, 2010). This means that 2.6% of the variance in health

behavior is explained by affiliation.

6 Is there a significant difference in the mean scores of the perception of
living conditions as the counties’ focus area in their follow-up of

municipalities for counties and municipalities?

Equal variances not assumed. There is a significant difference in scores for
counties (M = .41, SD = .29) and municipalities (M = .14, SD = .21; t
(19.42) = 4.05, p = .001, two-tailed). The magnitude of the difference in the
means (mean difference = .27, 95% CI: .13 to .41) was small (eta squared =
.055) (Pallant, 2010). This means that 5.5% of the variance in living

conditions is explained by affiliation.

7 Is there a significant difference in the mean scores of the perception of
social environment as the counties’ focus area in their follow-up of

municipalities for counties and municipalities?

Equal variances assumed. There is a significant difference in scores for
counties (M = .50, SD =.17) and municipalities (M = .18, SD = .25; t (279)
=5.36, p =.000, two-tailed). The magnitude of the difference in the means
(mean difference = .32, 95% CI: .20 to .43) was moderate (eta squared =
.093) (Pallant, 2010). This means that 9.3% of the variance in social

environment is explained by affiliation.
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8 Is there a significant difference in the mean scores of the perception of
physical environment as the counties’ focus area in their follow-up of

municipalities for counties and municipalities?

Equal variances assumed. There is a significant difference in scores for
counties (M = .47, SD = .25) and municipalities (M = .22, SD = .29; t (279)
=3.77, p = .000, two-tailed). The magnitude of the difference in the means
(mean difference = .26, 95% CI: .12 to .39) was small (eta squared = .048)
(Pallant, 2010). This means that 4.8% of the variance in physical

environment is explained by affiliation.

T-tests 5 to 8 are presented in Table 11 below.

Table 11
Difference in the mean scores of the perception of focus area between counties and
municipalities, N = 281

Counties  Municipalities

M SD M SD df T p Eta-squared?

Health

behavior 57 26 .39 41 2495 275 .01** .026
Living

conditions 41 29 14 21 19.42 4.05 .001*** .055
Social

environment bS50 17 .18 25 279 536 .000*** .093
Physical

environment A7 25 22 .29 279  3.77 .000*** .048
**p<.01

*** n<.001

2 effect size = .01 small, .06 moderate, .14 large

In conclusion, all the independent samples t-tests showed a
significant difference in the mean scores for counties and municipalities
expect for one. The first test showed that there is not a statistically
significant difference in the mean scores for counties and municipalities in
“health behavior ”. The measure of effect size, eta, for most of the tests is

small. Except for the counties’ perception of ““social environment” as a
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focus area in the follow-up, where the effect size is moderate and 9.3 %. In
other words, “social environment” is the factor out the four that have the
most different responses on what the counties’ focus in the follow-up is,

between municipalities and counties.

4.4.3 Correlations

The correlation will give us a better insight in what degree the counties’
perception of the main health challenges is the same as the focus area in the
follow-up of municipal health work. The same applies to the municipalities
and in what degree their perception of the main health challenges is the
same as their perception of the counties’ focus area in their follow-up.
Previously, | have looked at aggregated data that showed that there is an
overlap between the focus area and the main health challenges. Therefore, |

would like to test to check if this is statistically significant.

In order to check for correlations, we need to evaluate the
assumptions. The assumptions of correlation are linearity and
homoscedasticity. Linearity means that the relationship between two
variables should be linear, and homoscedasticity means that the variability
in one variable should be equal at all values of the other variable (Pallant,
2010). When performing correlation analyses, it is important to check these
assumptions by assessing a scatterplot. This will show outliers, the
distribution of data points, and their direction. Linearity is showed by
whether or not there is a line in the data points, and homoscedasticity is
showed by the thickness of the data points (Pallant, 2010). By inspecting the

scatterplots, it is safe to say that the data points were spread all over the
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place, which suggests a very low correlation. Since most of the assumptions
are violated, | will use the Spearman Rank Order Correlation. This is a non-
parametric alternative to the more common Pearson product-moment
correlation, which is useful when the data does not meet the criteria for
Pearson correlation (Pallant, 2010). An assumption here is that it is a
monotonic relationship between the two variables that are analyzed. It is not
clear from the scatterplot that this assumption is met, but I will just assume

that it is.

The relationship between the four different perceptions about main
health challenges and the four similar groups of focus areas in the counties’
follow-up of municipalities was investigated using Spearman’s correlation
coefficient. Preliminary analyses were performed to ensure no violation of
the assumptions of normality, linearity and homoscedasticity; however, the
two latter indicated a very low correlation. Nevertheless, the analyses were

still conducted as it was interesting to see if they showed any patterns.

4.4.3.1 Correlations; county

1 Is there a relationship between the perception of health behavior as main
health challenge and the perception of health behavior as the counties’ focus

area in their follow-up of municipalities?

There is a weak, non-significant monotonic relationship between the two
variables, rho = .35, n = 19, p = .14. The positive correlation is indicating a
relationship between the counties’ perception of health behavior as main
health challenge and their perception of health behavior as focus area, but

we would need a greater effect to conclude.
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2 Is there a relationship between the perception of living conditions as main
health challenge and the perception of living conditions as the counties’

focus area in their follow-up of municipalities?

There is a weak, negative, non-significant monotonic relationship between
the two variables, rho = -.36, n = 19, p = .13. The negative correlation is
indicating a relationship between the counties’ perception of living
condition as main health challenge and their perception of living condition

as focus area, but we would need a greater effect to conclude.

3 Is there a relationship between the perception of social environment as
main health challenge and the perception of social environment as the

counties’ focus area in their follow-up of municipalities?

There is a very weak, non-significant monotonic relationship between the
two variables, rho = .09, n =19, p =.71. The counties’ perception of social
environment as main health challenge is not associated with their perception

of social environment as focus area. It shows almost no pattern.

4 Is there a relationship between the perception of physical environment as
main health challenge and the perception of physical environment as the

counties’ focus area in their follow-up of municipalities?

There is a weak, non-significant monotonic relationship between the two
variables, rho = .34, n =19, p = .16. The positive correlation is indicating a
relationship between the counties’ perception of physical environment as
main health challenge and their perception of physical environment as focus

area, but we would need a greater effect to conclude.
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Table 12
The correlation between main health challenges and focus area, county dataset

Main health Main health Main health Main health
challenges HB challenges LC challenges SE challenges PE
Focus area HB .35
Focus area LC -.36
Focus area SE 71
Focua area PE 34

In conclusion, there are no statistically significant relationships
between the main health challenges and the focus area, in the county
dataset. In general, there is a weak connection, which means that | cannot
conclude whether or not the counties’ perception of the main health
challenges is the same as the counties’ perception of their focus area in the

follow-up of municipal health work.

4.4.3.2 Correlations; municipality

1 Is there a relationship between the perception of health behavior as main
health challenge and the perception of health behavior as the counties’ focus

area in their follow-up of municipalities?

There is a very weak, non-significant monotonic relationship between the
two variables, rho = .09, n = 262, p = .16. The municipalities’ perception of
health behavior as main health challenge is not associated with their

perception of health behavior as focus area. It shows almost no pattern.

2 Is there a relationship between the perception of living conditions as main
health challenge and the perception of living conditions as the counties’

focus area in their follow-up of municipalities?
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There is a very weak, non-significant monotonic relationship between the
two variables, rho = .12, n = 262, p = .05. The municipalities’ perception of
living condition as main health challenge is not associated with their

perception of living condition as focus area. It shows almost no pattern.

3 Is there a relationship between the perception of social environment as
main health challenge and the perception of social environment as the

counties’ focus area in their follow-up of municipalities?

There is a very weak, negative, non-significant monotonic relationship
between the two variables, rho = -.01, n = 262, p = .91. The municipalities’
perception of social environment as main health challenge is not associated
with their perception of social environment as focus area. It shows almost

no pattern.

4 Is there a relationship between the perception of physical environment as
main health challenge and the perception of physical environment as the

counties’ focus area in their follow-up of municipalities?

There is a weak, significant monotonic relationship between the two
variables, rho = .24, n = 262, p <.0005. The municipalities’ perception of
physical environment as main health challenge is associated with their

perception of physical environment as focus area.

Table 13
The correlation between the main health challenges and focus area, municipality dataset
Main health Main health Main health Main health
challenges HB challenges LC challenges SE challenges PE
Focus area HB .09
Focus area LC A2
Focus area SE 91
Focua area PE 24%*
**p<.001
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In conclusion, there is a significant relationship between the
municipalities’ perception of “physical environment” as the main health
challenge and the municipalities’ perception of “physical environment” as
the counties’ focus area in their follow-up. The relationship is weak. As for
the rest, there seems to be a very weak pattern in the relationships, which
means that | cannot conclude whether or not the perception of the main

health challenges is the same as the focus area.

4.5 Summary

In summary, the data shows that the counties work intersectoral towards
public health issues, and that most of the municipalities have a formalized
partnership with the counties. However, only 14 of the 19 counties report
that they contribute to municipal health work through partnerships. Most of
large municipalities have a partnership with the county, but this decreases as
the municipality size decreases. The smallest municipalities are the ones

with the lowest response rate of whether or not they have a partnership.

The comparative side-by-side analyses showed that “health
behavior” was mainly reported as both a main health challenge and a focus
area. No patterns emerged when I checked for sociodemographic

explanations of the similarities and differences.

Initially in the comparative side-by-side analyses, it looked like there
were many connections between the counties’ and the municipalities’
responses, but as | went further into the data, the connections seemed to be

more sporadic. In conclusion, there was not a significant difference between
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the perception of “health behavior “as a main health challenge between
counties and municipalities. “Social environment” as a focus area had the
most different perception between municipalities and counties. Also, there
were no significant relationships between the municipalities’ and counties’
similar perceptions of main health challenges and focus area, except for

“physical environment .

5. Discussion

This chapter connects the purpose of this study and its results, to the
literature on the field. The chapter is structured after the research questions,
as a way of seeing the connection between findings and literature more
clearly. The two main research questions aim to map the counties’ work on
reducing social health inequalities and to what degree this perception is
similar to the perception at the municipal level. This follows directly from
the purpose of this study, which is to get a better understanding of the
municipalities’ and counties’ knowledge about health challenges prior to the
implementation of the Norwegian Public Health Act of 2012. By “the work
towards reducing social inequalities”, I mean a focus on living conditions,
which are some of the root causes of health. The first part of the discussion
looks at the counties and their role towards the municipalities. The second
part discusses the degree of consistency between the counties’ view of their
role towards the municipalities and the municipalities’ view of the counties’

role towards them. | look at the role in connection to social determinants of
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health, intersectoral and multilevel collaboration and partnership. The last

part looks at the methodological limitations of this study.

5.1 The counties’ work on reducing social health inequalities

5.1.1 The counties’ intersectoral work

This section explores how the counties” work towards reducing health
inequalities, and how this is reflected in their intersectoral work. The data
shows that the counties utilize intersectoral collaboration towards public
health issues. Intersectoral working groups are necessary to attain structural
change. The intersectoral working groups are based on intersectoral
collaboration, which is coordinated action to influence the determinants of
health. Thus, central to achieve equity in health (Leppo et al., 2013).
Therefore, it is interesting to see how the counties report that they work

intersectoral.

18 out of 19 counties have an intersectoral working group for public
health issues. Most of the counties, 12 out of 19, report that they have an
intersectoral working group for general public health work. Thus, the
counties mainly report that they have intersectoral working groups directed
at concrete public health work. The data is from before the Public Health
Act was implemented, and Schou et al. (2014) argues that the understanding
of certain concepts, like public health, has been improved and there is more
consensus on the meaning than prior to the Public Health Act. This leads to
another gquestion, namely what the counties perceive as general public health
work. Maybe they think of general public health work as working directed

at physical activity, diet, drug abuse and so on. In other words, working
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groups with a focus on individual health behavior instead of structural living
conditions. It would be interesting to explore this further. According to the
Norwegian policy, we would want them to have more intersectoral working
groups outside of the general public health, outside of the mere health

sector, to really embrace the HiAP perspective (Leppo et al., 2013).

The counties report of frequent participation from other sectors than
mere health in their intersectoral working groups. In a social determinants of
health perspective, certain groups are viewed as particularly important.
These are upper secondary schools, dental health, planning, public health,
regional development, community development, sports and outdoor
activities. They all have the ability to create supportive environments
(Davies & Sherriff, 2012). It therefore seems like the counties are good at
including the sectors which are important supporters for reducing social
health inequities, into their intersectoral working groups (Graham & Kelly,

2004).

Most of these groups are directly aimed at children and youth. The
childhood conditions affect the health later in life, and health inequalities
can be seen in a socioeconomic gradient (Stegeman, Barbareschi, &
Costongs, 2012). In a life course perspective it is important to focus on

policies affecting future health inequality (Davies & Sherriff, 2011).

According to national strategies and legislation, the goal is to reduce
social inequality in health. It seems that the counties are trying to ensure
this, for instance by intersectoral collaboration including sectors aimed at

children and youth. It seems that the counties understand that it is necessary
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to work intersectorally towards social inequalities in health. The
intersectoral work mainly takes place in groups working towards general
public health, more than thematic public health. Still, the most important

groups aimed at children and youth participate in these groups.

5.1.2 The counties’ contribution to municipal public health work

This section explores how the counties” work towards reducing health
inequalities is reflected in their support to municipal public health work and
through partnerships. The counties report that they do a lot to contribute to
the municipal public health. For instance, 16 out of 19 say that they
contribute to the knowledge of health challenges and impact factors.
According to the law of regional authorities’ tasks in the public health work,
the counties are responsible of having the necessary overview of the health
status of the county and those factors which may affect this, including
aspects of development that can create or maintain social inequalities in
health (Lovdata, 2009). If they understand the question correctly, and keep
the law in mind, they should have a focus on living conditions as health
challenges. 17 out of 19 support the municipal planning process, where they
should bring in a focus on living conditions, as one of their tasks towards
the municipalities is to be a promoter of public health work, with an
overview of factors affecting social inequalities in health. The same goes for
their contribution to municipal public health work with advice and guidance,

where 19 out of 19 counties say that they do.

Even though the counties report that they do a lot towards the

municipal public health, it should have been a larger response rate on
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“competence building”, as only 13 out of 19 counties responded to this.
According to the question about public health coordinators, 18 counties state
that “competence building” is one of their main work tasks (Helgesen &
Hofstad, 2012). This might mean that they know that they have competence
building as a work task, but does not do it in practice. There is a
disproportion between what they perceive as a main contribution task, and
what they specifically report that they do to contribute to the municipal
public health. This might be a result of lack of resources or competence.
They largely use their own funds in the public health work (Helgesen &
Hofstad, 2012), hence the competence building towards the municipalities

might be given lower priority.

Only 14 counties stated that they have formalized partnerships, while
according to the partnership report from the Norwegian Directorate of
Health (2011b), all counties have partnerships with at least some of their
municipalities. The law of 2009 also says that the counties should be
pushing for and coordinate health promotion in the county, through alliances
and partnerships and by supporting municipal public health (Lovdata, 2009).
Because all of the counties had established partnership with some of their
municipalities in 2011, the same year as the baseline study was conducted,
we would expect that 19 out of 19 counties reported “Yes” on the question
about partnership. Maybe they are unclear about their role and that they do
not call their relationship with the municipalities a formalized partnership,

that there is a misunderstanding of the concept.

Of the 261 municipalities that responded to the question about

partnership with the county, 203 municipalities checked “Yes”. This is a
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response rate of 77.8 %. It is interesting that almost 10% of the
municipalities do not know whether or not they are in a partnership with the
county. An assumption of why the municipalities do not know whether or
not they have a partnership might be that the communication between the
county and municipality is poor, or maybe the respondents lack information
about this particular subject when responding to the questionnaire. It seems
that there are uncertainties of what a partnership is and what it includes, as
so many counties and municipalities have said that they do not have or do
not know if they have a partnership. A partnership with expectations from
both parties will be able to facilitate the reduction of social inequalities, and
would make it easier to achieve goals jointly (Bergem et al., 2010).
Therefore, we would hope that more counties knew about or actually had a

partnership with the municipalities.

The counties have an important role towards the municipalities in
supporting their public health work, and it seems that they do a lot. Based
on these questions, we do not know whether or not the contribution is with a
health behavior focus or a living condition focus. Multilevel governance is a
means in the reduction of social health inequalities, as actions from all
levels of society is necessary to level the gradient. The counties therefore
have an obligation towards the municipalities, to guide them in the direction
of reducing social health inequalities by looking at structure and living
condition. This has been on the political agenda for many years (Fosse,

2009).
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5.1.3 Geographic and sociodemographic explanations

This section explores the geographic and sociodemographic factors that are
associated with the patterns that emerged in the analyses. One of the
patterns that emerged from the data was that the three largest counties, in
population, Hordaland, Oslo and Akershus, have a lower response rate of
important groups in the intersectoral working groups, in spite of having the
highest education and largest population. In general, it is thought that there
are more living condition related problems in urban than rural areas
(Helgesen & Hofstad, 2014), therefore we would anticipate more inclusion
of sectors like upper secondary school, that are a great contributor to the

reduction of social inequalities in health (Stegeman et al., 2012).

The second pattern that emerged was that there is a significant
relationship between response in the variable “Partnership for public health
with the county” and the population size of the municipality. The “Yes”
response rate to partnership decreases as the size of the municipality
decreases. Systematically, the smallest municipalities, which we maybe
would have thought needed more help and support from the counties
because they have fewer resources to spend on public health, do not have a
formalized collaboration with the counties. This coincides with what
Bergem et al. (2010) found in their partnership evaluation. They argue that
the reason for why the smaller municipalities do not enter partnerships is
that it demands a lot of administrative capacity. Small municipalities usually
have small administrative capacity, and chooses to use it on something else

than partnership for public health (Bergem et al., 2010).
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5.2. Similar or different work towards reducing social health inequalities at

the county level and municipal level

5.2.1 The focus on social determinants of health in multilevel collaboration

This section explores to what the degree there is a consistency in the work
towards reducing social health inequalities between the county level and the
municipal level, and how this is reflected in their focus on social

determinants of health and in their multilevel collaboration.

Social inequalities in health are directly or indirectly formed by
social, economic and environmental factors, which all can change (Dahlgren
& Whitehead, 2006). Thus, taking action towards the social determinants of
health is needed to reduce inequalities in health (Marmot et al., 2012). This
means that to create supportive environments, which is to improve material
and social conditions where people work and live, all the factors or
determinants that affect health need to be taken into consideration (Dahlgren
& Whitehead, 1991). It is all about tackling the unfair distribution of
determinants of health (Graham & Kelly, 2004). Social health inequalities
are connected to the socioeconomic status, which is forming a gradient
which goes through all levels of society. To level the gradient, it is
necessary to focus on the structures surrounding people, like housing,
education, employment, which are living conditions, rather than only their

individual health behavior (Graham, 2004).

Helgesen and Hofstad (2014) included a list of public health themes,
which are related to the determinants of health. The list of public health

themes was based on theories and empirical research on health
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determinants, in relation to inclusion, health behavior, the physical traits of
a place, planning, general service provision and educational services. These
public health themes were the response alternatives in the questions about
main health challenges and the county’s focus area in the follow-up of
municipal public health, in the questionnaires sent to the municipalities and
counties. Thus, when looking at the response on main health challenges and
focus area, | look at the determinants of health. These determinants are
divided into four categories: health behavior, living condition, social

environment and physical environment.

The results from comparing the counties and municipalities showed
that health behavior topics were mainly reported as both main health
challenges and focus areas. In fact, 17 out of 19 counties (municipalities
divided into their respective counties) have municipalities with most
responses within the health behavior topics. When looking at the counties
themselves, 9 out of 19, have the most responses within health behavior
topics. Thus, it is mainly counties that have reported topics within the focus
area that go under other categories. This would suggest that the counties
tend to be a bit more updated on politics to reduce social inequities in

health, but have not necessarily brought it down to municipal level.

| also looked at whether the report of their perceived main health
challenge was similar to the perceived focus area in the counties’ follow-up
of municipal public health. 17 out of the 19 municipalities within their
respective counties have listed health behavior topics as both top main
health challenges and top main focus areas. Around 60 % of the counties

have a similar perception of what they see as their main health challenge
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and what they see as their focus area in the follow-up of the municipal
health work. This means that health behavior topics are both seen as a health
challenge and focus area, which is not in accordance with what we need to
focus on to reduce social inequities in health. When statistically testing the
relationship between the municipalities’ and counties’ perception of main
health challenge and the municipalities’ and counties’ perception of the
counties’ focus area in their follow-up, the relationship was not significant
for health behavior or living conditions. Therefore, | cannot conclude
whether or not the perception of the main health challenges is the same as
the focus area. Nevertheless, there seems to be a very weak pattern in the
relationships. The municipalities mainly report that the counties are helping
them with individual lifestyle issues, instead of the structural living
conditions. The counties should have been well prepared, through for
instance seminars with the Norwegian Directorate of Health, not to mention
The Law of regional authorities’ tasks in the public health work of 2009, to
know that the Norwegian health promotion policy is about reducing social
health inequalities (Bergem et al., 2010; Norwegian Ministry of Health and
Care Services, 2007). Then, it would seem that this knowledge has not
reached the lowest the level of government, the municipalities. At least from

what they report.

To take a further look into this assumption, I look at whether the
perception of focus area is similar between counties and municipalities
within their respective county. Most counties and municipalities within the
counties, 12 out of the 19 pairs, have a similar perception of what the

counties’ focus area in the follow-up of the municipalities is. This is mainly
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health behavior topics. When testing statistically whether or not there was a
difference between the counties’ and municipalities’ perception about main
health challenges and focus area, all the independent samples t-tests showed
a significant difference in the mean scores for counties and municipalities
except for one. The first test showed that there is not a statistically
significant difference in the mean scores for counties and municipalities
within health behavior topics. An interpretation of this is might be that the
counties and municipalities almost have the same mean scores for health
behavior topics as main health challenge. Again, the focus on health
behavior topics shines through. However, the fact that the counties and
municipalities mainly perceive the main health challenges and the focus
area differently, show that there might be a lack of communication and

mutual understanding.

In the question about main health challenges, the counties and
municipalities were asked to mark the items they considered as most
important health challenges. This is not the same as what they in fact
prioritize (Helgesen & Hofstad, 2014). However, when looking at the
municipalities’ response of their main priorities in their public health work,
health behavior comes on top (Helgesen & Hofstad, 2012). A focus on
health behavior is important, however, that is not the most important focus
in the Norwegian health promotion policies. In a reduction of social
inequalities perspective, the most important factor is living conditions,
which might affect health behavior later in life. Baum and Fisher (2014)
argue that policies too often are aimed at a change in some specific health

behavior, without incorporating the social determinants of health. This is
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consistent with my findings. The behavioral approaches to policies seem to
be more appealing than the policies addressing the social factors shaping
health, the social determinants. Even though the public health advocates and
researchers and evidence show that intensive behavioral change strategies
do not have a significant effect on the overall population health (Baum &
Fisher, 2014). These structural changes that are demanded usually take a lot

longer time, is hard to measure and more expensive.

According to Graham and Kelly (2004), the evidence of the link
between socioeconomic position and health has resulted in a policy response
that recognizes the social gradient in health, and therefore does not only
look at the socially excluded people, but also those who are relatively
disadvantaged in health terms. This approach might lead to major
improvements in these people’s health, together with proportionate savings
for the health care system (Graham & Kelly, 2004). Thus, it will reach a
larger part of the population. The policies should contain universal
measures, and an assessment of the cause of the social inequalities in health.
The universal measures are strategies applied across a large population, and
not only targeted at socially excluded groups. Universal measures are a part
of the Norwegian welfare state (Dahl et al., 2014; Norwegian Ministry of
Health and Care Services, 2007). Maybe the municipalities and counties
take it for granted, instead of it being a means to reduce social inequalities
in health. This might affect their response which is mainly a focus on

mainly health behavior.

In the proposal to the Public Health Act of 2012, the government

wanted to emphasize the need to reduce social inequalities in health and

80



enhance the public health. They wanted to give the municipalities and
counties tools to be prepared for the future health challenges (Norwegian
Ministry of Health and Care Services, 2010). Social inequalities in health
have different understandings and are hard to address. It is a politically
loaded field, as a complex matter needs complex measures. The complexity
of health inequalities makes multilevel collaboration particularly important
in public health (Exworthy, Berney, & Powell, 2002), especially with the
governance system in Norway. Then, is the perception of the work towards
reducing social health inequalities similar between the municipalities and
counties? The counties have a great impact on the municipalities. They tend
to answer in the same manner. When the municipalities report that their
advisors, the county, mainly focuses on health behavior, this might signal a
possible contributory cause of why the municipal public health work has
come up short — at least considering reducing social health inequalities.
However, many counties reported in the open-ended questions that they
were in a development face towards supporting the municipal public health
work. Taking into consideration that the data was collected before the
Public Health Act came into action, there could be a movement towards a
greater focus on living conditions in today’s focus areas. The results from an
evaluation of the effect of the Coordination Reform indicate a sharpened
focus within the municipalities on the importance of public health work,
intersectoral collaboration and health in all policies. However, it seems that
individual health behavior topics are still the main focus (Schou et al.,

2014).
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5.2.2 Geographic and sociodemographic explanations

This section explores the geographic and sociodemographic factors
associated with the patterns that emerged from the analyses. | found that the
sociodemographic factors could not show any clear connections to help
explain why some of the counties and their respective municipalities had a
different perception of the focus area. When comparing those counties and
municipalities in their respective counties with different perception of focus
area when looking at the four classes of median income, no pattern
emerged. No particular pattern emerged when looking at the four classes of
education. In the end, | looked at geography, but no pattern emerged there

either.

5.3 Methodological limitations

There are several limitations in this study. First, it is not known who
answered the municipality questionnaire or what kind of responsibilities or
tasks that respondent had at the time. For ethical reasons, demanded by the
Norwegian Social Science Data Services, the surveys were sent to the mail
reception in the municipalities, but addressed to the chief executives of the
municipality. Then we must assume that the person has something to do
with the public health work. Also, it is not certain that all the respondents
have a good understanding of relatively new terms like “social inequities in
health”. As mentioned in a previous chapter, the social inequities in health
have different understandings and are hard to address. It is a politically
loaded field, and complex problems are hard to measure. This is a feature of

social science research. Also, the Norwegian Directorate of Health was
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highly involved in creating the survey. This influenced the way the
questions have been asked. For instance, in many of the questions the

language is heavily bureaucratic and hard to comprehend.

One of the clear patterns that emerge is that by far it is the largest
municipalities that have the greatest response rate. This is problematic for
external validity, as it is not random, thus problematic for generalization.
We cannot expect that the small municipalities that did not respond would
have had the same answers as the larger municipalities, if they had

responded to the survey.

In general, the percentage of non-responses increase as the questions
gets further into the survey. This indicates that some of those who started to
answer the survey drop off after a while. Maybe they are unsure of what
their responsibilities and work tasks are and what is expected of them. Also,
they could be unsure of what they in fact are supposed to answer. For
instance, Sogn og Fjordane checked all the boxes at one of the questions in
the county survey, including “No contribution”. It is the same with issue on
the question about partnership in the county survey, where too few counties
have checked “Yes ”. At least according to the numbers in the partnership

report from the Norwegian Directorate of Health from 2011.

Another issue is that it is the counties’ and municipalities’ perception
of the questions that is being measured. They might see childhood
environment as a part of for example physical activity. Then it will only be
counted as health behavior. | cannot say anything more than what the data

directly shows, which in this case is mainly a focus on health behavior.
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Whether or not they see living condition topics under health behavior topics
we cannot know without conducting an interview. What does a yes mean,
and what does a no mean? Do they understand the question in the same
way? A challenge in designing surveys like this is to find a balance between
the consideration of covering the complexity of public health and the

consideration of the respondents capacity to respond (Schou et al., 2014).

Another limitation is that because this is an exploratory study, it is
not possible to draw any concrete conclusions about causality or
relationships. However, the study might give an indication of causality and
relationships (Saks & Allsop, 2007). Then it is possible to make new

hypotheses or assumptions for further research.

6. Conclusion

This study is based on data collected prior to the implementation of the
Public Health Act of 2012. The goal of this study is to explore the
relationship between counties and municipalities and their role towards each
other in regards to reducing health inequalities, prior to the implementation
of the Public Health Act. The data shows that counties offer much support
to the municipalities, and that there is much intersectoral work towards
public health. However, from a Health in All Policies perspective we would
have liked to see that their intersectoral work moved away from the general
public health work and towards including more and other sectors. As of
now, it seems that much of the intersectoral work towards public health is

focused on individual health behavior, as that is mainly the feature of
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general public health. From a public health perspective we would also have
liked to see that they contributed with competence building, and that they
had a better overview of their partnership agreements, and that they knew if

they actually had a partnership or not.

The counties’ work towards reducing inequalities is somewhat
reflected in their intersectoral work and their contributions towards
municipal public health. The counties have a lot of responsibility towards
municipal public health and mapping the health challenges in their
municipalities, which is important in the reduction of social inequalities in
health (Lovdata, 2009). They have a responsibility of monitoring and
reporting on allocation letters from the government and other national
guidelines and strategies, to implement measures, working with
municipalities and ensuring that the municipalities performs their allocated

tasks.

The work on reducing social health inequalities at the county level is
quite similar to the work at the municipal level. They should have
prioritized, focused on, and perceived living conditions as main health
challenges more than health behavior, to reduce social health inequalities. It
might be easier for the local and regional leaders to get through on short-
term goals towards individual health behavior. These goals and measures
are often cheaper and easier to measure, than structural changes, which are
more expensive (here and now) and might take 15-20 years before you see

any effect.
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The national guidelines go through the counties and down to the
municipalities. The counties seem to have more control over the political
guidelines, but they do not necessarily bring the message down to the
municipal level. The municipalities need explicit support, political pressure
and extra funding through national and county targeted programs to increase

activity to reduce social health inequalities (Fosse & Helgesen, 2015).

Have the counties taken on this advisory role as the national
guidelines for many years have wanted them to take? What will the
counties’ role in the public health work now onwards consist of? Based on
the research conducted for her Master’s thesis on Norwegian county plans
after the implementation of the Public Health Act, Shandiz (2015) found
that the counties still have not been able to fulfill the goals of the national
policy. This means that the issues discussed in throughout this study still are
relevant today. When the counties keep focusing on for example
implementing healthy living centers, it is natural that the municipalities will
follow on the same path. They still struggle to keep a focus on the health
gradient, reduction of social health inequalities and health in all policies.
Then it is hard to expect the municipalities to do these things. This means
that the counties still have a way to go to really take on its advocacy role
towards the municipalities, to both inspire and push them to move the public

health focus towards structural living conditions.
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APPENDIX

A.l1 Data

The municipalities which was listed double, and where one needed to be
deleted was: Gamle Oslo, Aurskog-Hgland, Kristiansand, Leirfjord, Rast,
Hattfjelldal, Sortland, Harstad, Hemsedal, Vestnes, Rakkestad, Kvaenangen
and Askey. Also, two of the municipalities were listed as “No email
provided”, and these two were Karmoy and Ledingen. Unfortunately, it was
not possible to identify which one was which, and therefore these were

deleted.

A.2 Missing data analysis

A.2.1 The relationship between non-response and the population in the

municipalities

A.2.1.1 The main health challenges

The sample, N, is 442, which means that there is data of the population in
all the municipalities in the survey. 68.3 % of the municipalities have
responded to the questions about main health challenges, while 31.7 % has

not, within the five population groups.

Group 0, 1 and 2 have a lower observed count than expected, and group 3
and 4 have a higher observed count than expected. The biggest difference
between observed and expected count is in group 1 (Large), where observed
count is 19 and expected count is 27.9. Group 1 (Large) has 21.6 % non-

responses, which is the lowest percentage of non-responses amongst the
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groups. Group 4 (Smallest) has 41.6 % non-responses, which is the highest

percentage of non-responses amongst the groups.

The Pearson Chi-Square value is 12.176 with a significance level of .016,
which is lower than the alpha value of .05. This means that there is a
significant relationship between non-response in the variable “Main health

challenges” and the population size of the municipality.

The bar chart shows that the large municipalities have the lowest count of
non-responses, while the smallest municipalities have the highest count of
non-responses. We can also see a pattern where the non-response rate
increases as the size of the municipality decreases. The largest
municipalities do not follow this pattern as they have a higher count of non-

responses than the large municipalities.

A.2.1.2 The counties’ focus in the follow-up on municipalities

The sample, N, is 442, which means that there is data of the population in
all the municipalities in the survey. 59.3 % of the municipalities have
responded to the questions about the counties’ follow-up on municipalities,

while 40.7 % has not, within the five population groups.

Group 0, 1 and 2 have a lower observed count than expected, and group 3
and 4 have a higher observed count than expected. The biggest difference
between observed and expected count is in group 4 (Smallest), where
observed count is 50 and expected count is 36. Group 1 (Large) has 27.3 %
non-responses, which is the lowest percentage of non-responses amongst the
groups. Group 4 (Smallest) has 55.1 % non-responses, which is the highest

percentage of non-responses amongst the groups.
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The Pearson Chi-Square value is 18.559 with a significance level of .001,
which is lower than the alpha value of .05. This means that there is a
significant relationship between non-response in the variable “Follow-up on

municipalities ” and the population size of the municipality.

The bar chart shows a clear tendency of that the large municipalities have
the lowest count of non-responses, while the smallest municipalities have
the highest count of non-responses. There is a pattern that shows that the
non-response rate increases as the size of the municipality decreases.
However, the largest municipalities do not follow this pattern as they have a

higher count of non-responses than the large municipalities.

A.2.2 The relationship between non-response and the completion of upper

secondary school or higher education the municipalities

A.2.2.1 The main health challenges

The sample, N, is 438, which means that four of the municipalities in the
survey are missing. 68.7 % of the municipalities have responded to the
questions about the main health challenges, while 31.3 % has not, within the

four education groups.

Group 0 and 1 have a lower observed count than expected, and group 2 and
3 have a higher observed count than expected. The biggest difference
between observed and expected count is in group 1 (High), where observed
count is 41 and expected count is 35. Group 1 (High) has 25.7 % non-
responses, which is the lowest percentage of non-responses amongst the
groups. Group 3 (Lowest) has 36.6 % non-responses, which is the highest

percentage of non-responses amongst the groups.
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The Pearson Chi-Square value is 4.832, with a significance level of .184.
This means that the relationship is not significant on a .05 level. However,
the bar chart shows a tendency of an increase of non-responses as the

education level decreases.

A.2.2.2 The counties’ focus in the follow-up on municipalities

The sample, N, is 438, which means that four of the municipalities in the
survey are missing. 59.6 % of the municipalities have responded to the
questions about the counties’ focus in the follow-up on municipalities, while

40.4 % has not, within the four education groups.

Group 0, 1 and 2 have a lower observed count than expected, and group 3
have a higher observed count than expected. The biggest difference between
observed and expected count is in group 3 (Lowest), where observed count
is 56 and expected count is 45.3. Group 0 (Highest) has 33 % non-
responses, which is the lowest percentage of non-responses amongst the
groups. Group 3 (Lowest) has 50 % non-responses, which is the highest

percentage of non-responses amongst the groups.

The Pearson Chi-Square value is 6.801, with a significance level of .079.

This means that the relationship is not significant on a .05 level.

The bar chart shows a slightly different pattern, than the other bar charts
have done. There is an increase in non-responses from group 0 to 1, and
from group 2 to 3, but a slightly decrease from group 1 to 2. There is still a

tendency of an increase of non-responses as the education level decreases.
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A.2.3 The relationship between non-response and the median income in the

municipalities

A.2.3.1 The main health challenges

The sample, N, is 438, which means that four of the municipalities in the
survey are missing. 68.7 % of the municipalities have responded to the
questions about main health challenges, while 31.3 % has not, within the

four income groups.

Group 0, 1 and 2 have a lower observed count than expected, and group 3
have a higher observed count than expected. The biggest difference between
observed and expected count is in group 3 (Lowest), where observed count
is 42 and expected count is 34.4. Group 1 (High) has 27 % non-responses,
which is the lowest percentage of non-responses amongst the groups. Group
4 (Smallest) has 38.2 % non-responses, which is the highest percentage of

non-responses amongst the groups.

The Pearson Chi-Square value is 3.706, with a significance level of .295.
This means that the relationship is not significant on a .05 level. However,
the bar chart shows a tendency of an increase of non-responses as the
median income decreases. The municipalities with the highest median
income, group 0, do not follow this pattern as they have a slightly higher

count of non-responses than the large municipalities.

A.2.3.2 The counties’ focus in the follow-up on municipalities

The sample, N, is 438, which means that four of the municipalities in the

survey are missing. 59.6 % of the municipalities have responded to the
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questions about the counties’ follow-up on municipalities, while 40.4 % has

not, within the four income groups.

Group 0 and 1 have a lower observed count than expected, and group 2 and
3 have a higher observed count than expected. The biggest difference
between observed and expected count is in group 3 (Lowest), where
observed count is 53 and expected count is 44.5. Group 1 (High) has 34.2 %
non-responses, which is the lowest percentage of non-responses amongst the
groups. Group 4 (Smallest) has 48.2 % non-responses, which is the highest

percentage of non-responses amongst the groups.

The Pearson Chi-Square value is 4.820, with a significance level of .185.
This means that the relationship is not significant on a .05 level. However,
the bar chart shows a tendency of an increase of non-responses as the
median income decreases. The municipalities with the highest median
income, group 0, do not follow this pattern as they have a slightly higher

count of non-responses than the large municipalities.

A.3 The counties’ focus in the follow up of municipalities, by county

A comparison over the counties' view of their focus in the follow-up of the municipalities and the municipalities within the county's
view of the counties' focus in their follow-up.

Akershus
County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 14
alternatives :
times N
n % n %

Health behavior 6 1 17 % Health behavior 56 12 21 %
Living conditions 1 20 % Living conditions 154 32 21 %
Social environment 7 5 71 % Social environment 70 19 27 %
Physical Physical
environment 6 1 17% environment 70 21 30 %
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Aust-Agder

County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 10
alternatives . N
n % times n %
Health behavior 6 6 100 % Health behavior 40 11 28 %
Living conditions 5 5 100 % Living conditions 110 10 9%
Social environment 7 3 43 % Social environment 50 4 8 %
Physical Physical
environment 6 2 33% environment 50 9 18 %
Buskerud
County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 13
alternatives ti N
n % Imes n %
Health behavior 6 2 33 % Health behavior 52 26 50 %
Living conditions 5 3 60 % Living conditions 143 14 10 %
Social environment 7 4 57 % Social environment 65 11 17 %
Physical Physical
environment 6 5 83 % environment 65 10 15%
Finnmark
County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 5
alternatives ti N
n % Imes n %
Health behavior 6 2 33% Health behavior 20 8 40 %
Living conditions 5 2 40 % Living conditions 55 2 4%
Social environment 7 5 1% Social environment 25 5 20 %
Physical Physical
environment 6 2 33 % environment 25 2 8 %
Hedmark
County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 13
alternatives ti N
n % Imes n %
Health behavior 6 2 33% Health behavior 52 1 2%
Living conditions 5 3 60 % Living conditions 143 5 3%
Social environment 7 5 1% Social environment 65 0 0%
Physical Physical
environment 6 2 33% environment 65 5 8 %
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Hordaland

County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 23
alternatives ti N
n % imes n %
Health behavior 6 4 67 % Health behavior 92 19 21 %
Living conditions 5 2 40 % Living conditions 253 28 11%
Social environment 7 4 57 % Social environment 115 23 20 %
Physical Physical
environment 6 4 67 % environment 115 23 20 %
Mgre og Romsdal
County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 27
alternatives ti N
n % Imes n %
Health behavior 6 5 83 % Health behavior 108 66 61 %
Living conditions 5 1 20 % Living conditions 297 35 12 %
Social environment 7 3 43 % Social environment 135 28 21 %
Physical Physical
environment 6 3 50 % environment 135 33 24 %
Nordland
County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 26
alternatives ti N
n % Imes n %
Health behavior 6 6 100 % Health behavior 104 54 52 %
Living conditions 5 3 60 % Living conditions 286 44 15 %
Social environment 7 5 1% Social environment 130 18 14 %
Physical Physical
environment 6 6 100 % environment 130 16 12 %
Nord-Trgndelag
County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 14
alternatives ti N
n % Imes n %
Health behavior 6 5 83 % Health behavior 56 21 38 %
Living conditions 5 4 80 % Living conditions 154 33 21 %
Social environment 7 4 57 % Social environment 70 5 7%
Physical Physical
environment 6 3 50 % environment 70 9 13 %
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Oppland

County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 14
alternatives ti N
n % imes n %
Health behavior 6 5 83 % Health behavior 56 29 52 %
Living conditions 5 0 0% Living conditions 154 32 21 %
Social environment 7 4 57 % Social environment 70 16 23 %
Physical Physical
environment 6 4 67 % environment 70 18 26 %
Oslo
County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 6
alternatives ti N
n % Imes n %
Health behavior 6 2 33 % Health behavior 24 7 29 %
Living conditions 5 2 40 % Living conditions 66 12 18 %
Social environment 7 2 29 % Social environment 30 6 20 %
Physical Physical
environment 6 2 33 % environment 30 6 20 %
Rogaland
County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 15
alternatives ti N
n % Imes n %
Health behavior 6 3 50 % Health behavior 60 16 27 %
Living conditions 5 0 0% Living conditions 165 20 12 %
Social environment 7 2 29 % Social environment 75 7 9%
Physical Physical
environment 6 4 67 % environment 75 20 27 %
Sogn og Fjordane
County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 16
alternatives ti N
n % Imes n %
Health behavior 6 3 50 % Health behavior 64 31 48 %
Living conditions 5 2 40 % Living conditions 176 40 23 %
Social environment 7 3 43 % Social environment 80 23 29 %
Physical Physical
environment 6 2 33% environment 80 29 36 %
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Sgr-Trgndelag

County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 15
alternatives . N
n % times n %
Health behavior 6 3 50 % Health behavior 60 15 25 %
Living conditions 5 2 40 % Living conditions 165 26 16 %
Social environment 7 2 29 % Social environment 75 14 19 %
Physical Physical
environment 6 2 33% environment 75 14 19 %
Telemark
County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 9
alternatives : N
n % times n %
Health behavior 6 5 83 % Health behavior 36 15 42 %
Living conditions 5 3 60 % Living conditions 99 30 30 %
Social environment 7 4 57 % Social environment 45 17 38 %
Physical Physical
environment 6 3 50 % environment 45 14 31 %
Troms
County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 13
alternatives : N
n % times n %
Health behavior 6 3 50 % Health behavior 52 20 38 %
Living conditions 5 0 0% Living conditions 143 11 8 %
Social environment 7 3 43 % Social environment 65 5 8%
Physical Physical
environment 6 4 67 % environment 65 11 17 %
Vest-Agder
County Municipalities
Total The counties' focus in the Total The counties' focus in the
c ota follow-up of the c response follow-up of the
ategory response municipalities ategory alternatives municipalities, N = 11
alternatives - N
n % times n %
Health behavior 6 4 67 % Health behavior 44 23 52 %
Living conditions 5 4 80 % Living conditions 121 24 20 %
Social environment 7 3 43 % Social environment 55 11 20 %
Physical Physical
environment 6 4 67 % environment 55 14 25 %
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Vestfold

County Municipalities
The counties' focus in the Total The counties' focus in the
Total follow-up of the response follow-up of the
Category response municipalities Category alternatives municipalities, N =9
alternatives .
n % times N n %
Health behavior 6 3 50 % Health behavior 36 12 3%
Living conditions 5 1 20 % Living conditions 99 13 13 %
Social environment 7 4 57 % Social environment 45 9 20 %
Physical Physical
environment 6 1 17% environment 45 12 27 %
@stfold
County Municipalities
The counties' focus in the Total The counties' focus in the
Total follow-up of the response follow-up of the
Category response municipalities Category alternatives municipalities, N = 9
alternatives ;
n % times N n %

Health behavior 6 1 17 % Health behavior 36 23 64 %
Living conditions 5 1 20 % Living conditions 99 16 16 %
Social environment 7 1 14 % Social environment 45 16 36 %
Physical Physical
environment 6 1 17% environment 45 21 47 %

Note: The percentage of the total score of each category. The municipalities were also able to check for county governors' focus in
the follow-up, but that is not of interest here.

109



