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Introduction

Health inequalities – the ubiquitous pattern that 
morbidity and mortality vary systematically with 
placement in social hierarchies – have always been 
central for public health [1], but such topics did not 
draw much attention in Nordic countries before the 
1980s [2,3]. Decades with rising material stand-
ards, expanding public welfare and egalitarian 
beliefs had nurtured ideas that social class differ-
ences in health would gradually become a phenom-
enon of the past.

In the last quarter of the 20th century, however, 
various studies showed that social inequalities in dis-
ease and death also persisted in the Nordic welfare 

states [4,5]. A cross-country comparative study, indi-
cating that educational differences in health were not 
smaller in these countries than elsewhere in Western 
Europe, was an eye-opener [6]. The rising awareness 
of enduring, socially structured, inequalities in mor-
tality, disease and illness made health inequalities a 
prominent policy issue in England, the Netherlands 
and the Nordic countries during the 1990s and 
onwards [7,8]. Research funding became available, 
researchers were attracted by new opportunities, and 
numerous empirical studies came to light.

On this background, a given task for the Scandinavian 
Journal of Public Health (SJPH) has been to publish 
health inequality research from the Nordic countries. 
The ‘Aims and scope’ statement, although broad (see 
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https://journals.sagepub.com/aims-scope/SJP), empha-
sises the journal’s commitment to promote public 
health research in these countries. This article presents 
a scoping review of Nordic empirical studies on health 
inequalities published in SJPH since the turn of the 
millennium. Unlike systematic reviews which attempt 
to collect, assess and synthesise available evidence into 
well-substantiated conclusions about causes or the 
effectiveness of treatments, a scoping review will typi-
cally restrict itself to map the scientific literature in a 
particular area [9,10]. Its goal will be to describe issues, 
theories, concepts and research methods, as well as 
pointing to relevant topics not addressed by the exist-
ing literature. A scoping review is ‘an ideal tool to 
determine the scope or coverage of a body of literature 
on a given topic [and] the volume of literature and 
studies available’ [11].

Accordingly, the purpose of the present article is 
not to evaluate and summarise SJPH article find-
ings on health inequalities in Nordic countries. As 
will be seen below, this is hardly feasible in a single 
article due to the multitude of studies and great 
diversity in topics and approaches. Rather, the pur-
pose is to survey, both quantitatively and qualita-
tively, how Nordic health inequality research has 
surfaced in the SJPH. We characterise the research 
questions, methods and theories that appear in this 
literature, and draw attention to changes over time, 
to knowledge gaps and topics and to approaches 
that seem unduly absent. This will hopefully be 
interesting for health inequality researchers, serve 
as useful input for discussions about SJPH’s future 
publishing, provide an overview of available contri-
butions which can be used for more targeted sum-
maries, and function as a reference for examinations 
of health inequality research in other journals. 
When designing this study, we have followed 
broadly the recommended guidelines and check-
lists for scoping reviews [10,11].

Methods

Selection of articles

The reviewed articles were located by means of the arti-
cle database Web of Science Core Collection (Clarivate). 
This database lists titles, authors and (if available) 
abstracts for all items published by SJPH since 2000. It 
has also information on articles published in the prede-
cessor Scandinavian Journal of Social Medicine (SJPH 
changed its name in 1999). As preliminary analyses 
found few relevant articles in the predecessor journal, 
and Nordic health inequality research expanded con-
siderably in the new millennium, this review concen-
trates on studies published during 2000–2021.

Our goal has been to review all original empirical 
health inequality studies published in this period, 
based on data collected in Nordic countries, i.e. 
Denmark, Finland, Iceland, Norway and/or Sweden. 
Thus, we excluded commentaries, reviews of previous 
empirical studies, and articles only addressing policy, 
organisational, theoretical or methodological ques-
tions without original empirical analyses. Also, the 
small number of empirical studies comparing Nordic 
countries with non-Nordic countries were excluded.

A further criterion was that studies should either 
employ data about mortality, disease or illness, or 
about clearly health-related topics such as healthcare 
utilisation and important precursor of illness or dis-
ease (e.g. smoking, adverse working conditions, eco-
nomic poverty). How to define ‘clearly health-related’ 
is obviously debateable. To exemplify our judge-
ments, sense of coherence, coping and feelings of 
severe time pressure were included, while health lit-
eracy, private health insurance and parent-infant 
relations were excluded.

Furthermore, studies should clearly relate differ-
ences in health or health-related topics to differences 
between social positions. Social positions were gener-
ally defined as different placements in a social struc-
ture that can be hierarchically ordered according to 
differences in resources, status or power. Typical 
examples are the educational hierarchy, income level, 
the occupational structure and the labour market 
(e.g. employed, unemployed, homeworker, disability 
pension, etc.). Social positions were also indicated by 
terms such as social class, socioeconomic status 
(SES), socioeconomic group (SEG) or Family 
Affluence Scale [12]. Also immigrant status, major-
ity/minority belonging, residential areas (if ranked 
by, for example, average income or unemployment 
level), and family situation (for example married, 
divorced, single parent, etc.) were considered as 
social positions in a hierarchical social structure. 
Studies on gender differences were included when 
linked to employment, working conditions or income. 
Studies which only examined health differences 
according to gender, housing tenure or age were not 
included. Moreover, if social positions had a very 
marginal role in the analyses, for instance when 
neglected in study conclusions or only used for statis-
tical controls without reporting coefficients, the arti-
cle was excluded from the review.

Using these criteria, we sought to select all relevant 
SJPH articles published (or made available as early 
access) during 2000–2021. First, we located possibly 
relevant articles in the Web of Science Core Collection 
(Clarivate) database by means of the search terms 
‘(health or mortality or death or disease* or illness* or 
morbidity) and (equal* or inequ* or disparit* or 
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unequ* or equit*) and (Denmark or Danish or Finland 
or Finnish or Iceland* or Norway or Norwegian or 
Sweden or Swedish)’, applied to titles, abstracts and 
keywords. This resulted in 294 articles. Further selec-
tion was made by reading abstracts and, in case of 
doubt, consulting the full article. This was mainly 
done by the first author, but all three authors exam-
ined 30 articles in order to clarify criteria and reach 
decisions in case of ambiguities. We decided that 127 
of the 294 articles should not be included because 
they were review articles, solely addressed policy issues 
without empirical data or fell outside for other rea-
sons. Accordingly, 167 articles remained but from ref-
erence lists we discovered four more relevant articles 
which had not been spotted by our search terms. Thus, 
our final sample includes 171 articles.

Analyses

The selected articles were classified according to pub-
lishing year, country setting, data sources, main out-
comes and types of social positions used in the 
analyses. This classification was based on abstracts 
and by consulting full articles when in doubt. Results 
are reported for two 11-year periods (2000–2010 and 
2011–2021) in order to indicate changes over time.

Furthermore, we examined methods and statisti-
cal tools by reading the methods sections of all 171 
articles and inspecting their tables and figures. Lastly, 
how health equality theories were used was assessed 
in a similar way by reading the introduction and dis-
cussion sections of all the included articles.

The 171 articles selected for this review are listed 
in the online Supplemental Material Appendix. 
When referring to reviewed articles, we use the  
article number as indicated in the Supplemental 
Material Appendix.

Results

Quantitative analyses

Among the 171 articles, 61 were published during 
2000–2010 and 110 during 2011–2021. The increase 
reflects the growth in Nordic health inequality 

research, but also overall growth in SJPH publishing 
(1097 articles and other items, all types included, 
were published during 2000–2010, rising to 1690 
during 2011–2021). More than a third of the studies 
(36.3%) originated from Sweden, 21.1% from 
Denmark, 15.8% from both Finland and Norway, 
only five studies were from Iceland, while 14 studies 
used data from two or more Nordic countries.

Table I shows that data were mostly collected not 
only by surveys (e.g. face-to-face interviewing, tele-
phone interviews, postal questionnaires) but also fre-
quently from registers (administrative records on 
deaths, death causes, disability pension, patient regis-
ters of hospitalisation, cancers, diabetes). Only one 
study was based solely on qualitative interviews 
(online Supplemental Material Appendix 131). The 
proportion of studies based on single cross-sectional 
surveys declined from the first to the second period, 
while the proportion of panel surveys and surveys 
combined with registers rose. The latter type typi-
cally linked a baseline survey (sometimes including 
data from laboratory tests) to follow-up register data 
on, for instance, mortality, healthcare use or disabil-
ity pensioning.

A sizeable proportion of the articles were based on 
data collections organised by large, longitudinal  
projects. Both data from the Norwegian Trøndelag 
Health Study (HUNT) and Swedish Surveys of 
Living Conditions data were used in nine articles. 
Nordic branches of the long-lasting multi-country 
project Health Behaviour in School-Age Children 
(HBSC) delivered data for eight articles. Other exam-
ples of such data collection projects were the Helsinki 
Municipal Employee Study, Scania Public Health 
Cohort, Northern Swedish Cohort, and Swedish 
Health on Equal Terms project.

The outcomes which the studies sought to illu-
minate were very diverse (Table II), but some topics 
occurred relatively often. We located 33 articles 
addressing different forms of mortality, 20 articles 
on self-rated health and 11 studies on smoking or 
on trajectories into disability pension. Small clus-
ters of studies analysed birth weight, obesity and 
healthy life expectancy. However, many studies 

Table I.  Classification of main data sources of 171 Scandinavian Journal of Public Health (SJPH) articles.

Data sources/period 2000–2010 2011–2021 Total

n % n % n %

Cross-sectional surveys 18 29.5 24 21.8 42 24.6
Repeated cross-sectional surveys 8 13.1 9 8.2 17 9.9
Panel surveys 6 9.8 17 15.5 23 13.5
Administrative register, census 19 31.1 34 30.9 53 31.0
Survey plus register 10 16.4 25 22.7 35 20.5
Qualitative interviews   0 0 1 1.0 1 0.6
Total 61 100.0 110 100.0 171 100.0
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examined a unique outcome not addressed by any 
other, and the categories in Table II often have a 
very varied content. The 30 articles on healthcare 
utilisation, for instance, investigated emergency 
rooms, overall hospitalisation, hospitalisation for 
specific diseases, elective surgery, hypertension care, 
fertility treatment, dental care, vaccinations and 
various other healthcare types. Psychological condi-
tions covered severe depression, unspecified self-
reported psychological malaise, coping and sense of 
coherence.

Table II indicates a shift over time towards more 
interest in psychological outcomes, and a move-
ment from studies of generic outcomes (e.g. self-
rated health, all-cause mortality, overall health 
service use) to more specific outcomes such as  
coping status in a particular patient category 
(Supplemental Material Appendix 106) or fracture-
related mortality (Supplemental Material Appendix 
87). The dominant approach has been to investi-
gate how social positions precede health or  
health determinants. Nonetheless, we found 10 
studies addressing how health influenced social 
positions in terms of, for example, educational 
attainment or financial situation (Supplemental 
Material Appendix 15, 170). Also, several studies 
analysed how disease was followed by labour mar-
ket exit and disability pension.

We found four studies which explicitly analysed 
interventions aiming at reducing health inequalities 
(Supplemental Material Appendix 9, 14, 135, 141), 
while two studies (Supplemental Material Appendix 
10, 41) assessed health inequality effects of macro-
policy variations. None of these studies were pub-
lished in the first period; five of them were published 
as recently as 2018–2021.

Often two, three, or even more types of social posi-
tions were used in the same study (Table III). Their 
placement in the analysis varied a lot. Some studies, 
as noted above, analysed health effects on attainment 
of social positions, but the majority designated social 
positions as a direct, proximate or distal factor for a 
health or health-related outcome. Social positions 
were also used as modifiers in a few articles, for 
example a study on how higher income could ‘buffer’ 
against unhealthy effects of high body mass index 
(BMI) (Supplemental Material Appendix 135).

The most used social positions were education 
and occupation. In the first period, these two were 
used equally often, but education predominated in 
the latter period. Income, measured in different ways 
(self-reported, taxation registers, household-equalised 
disposable income, etc.) was also often used but 
wealth indicators were practically absent. The labour 
market position category covers both the employed/
not-employed distinction and various forms of non-
employment such as unemployed, homeworker, 
retired or disability pension. Some studies assessed 
gender differences, for instance with respect to health 
effects of unemployment (Supplemental Material 
Appendix 57) or trends in educational health ine-
qualities (Supplemental Material Appendix 118). 
Studies on ethnic minorities, immigrant categories or 
geographical areas were relatively few.

Methodological approach – statistical methods

Since there was only one qualitative study, an assess-
ment of methodological approaches will in practice 
focus on statistical methods. A large variety of tech-
niques was used. Pearson’s correlation coefficients, 
Kaplan-Meier curves, ordinary least squares (OLS) 

Table II.  Main outcomes of 171 Scandinavian Journal of Public Health (SJPH) articles.

Outcomes/period 2000–2010 2011–2021 Total

  n % n % n %

Mortality, all-cause and cause-specific deaths 16 21.9 17 13.1 33 16.3
Self-rated health 10 13.7 10 7.7 20 9.9
Longstanding/chronic conditions 10 13.7 13 10.0 23 11.3
Psychological conditions 1 1.4 16 12.3 17 8.4
Body mass, obesity 2 2.7 4 3.1 6 3.0
Healthy life expectancy 2 2.7 5 3.8 7 3.4
Low birth weight, infant mortality. 2 2.7 1 0.8 3 1.5
Disability pensioning, retirement 4 5.5 7 5.4 11 5.4
Sickness absence 2 2.7 1 0.8 3 1.5
Smoking or other health behaviours 9 12.3 16 12.3 25 12.3
Health effects on careers, financial stress etc. 4 5.5 6 4.6 10 4.9
Healthcare utilisation 7 9.6 23 17.7 30 14.8
Other topics 4 5.5 5 3.8 9 4.4
Intervention, policy effects on health inequalities 0 0.0 6 4.5 6 3.0
Totala =100.0% 73 100.0 130 100.0 203 100.0

aQuite a few studies addressed several outcomes; number of outcomes (=203) exceeds number of studies (=171).
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regression and multilevel models are but a few  
examples. The most common method by far was 
logistic regression, which appeared in almost 50% of 
the articles. Cox proportional hazard models were 
used in 29 studies, while Poisson regression models 
appeared in about one-tenth of the articles. Various 
types of indexes, typically slope index of inequality 
(SII), relative index of inequality (RII) or concentra-
tion index, appeared in roughly one-tenth of the 
studies. Weighted least squares appeared two times 
(Supplemental Material Appendix 140, 160) whereas 
one study used multiple correspondence analysis 
(Supplemental Material Appendix 121).

An observation is that statistical techniques suita-
ble for establishing causal inference, such as individ-
ual-level fixed effects or propensity score matching, 
were practically absent. Exceptions include one dif-
ference-in-difference analysis of smoking among 
adolescents (Supplemental Material Appendix 14) 
and two studies of educational effects on cardiovas-
cular disease which controlled for shared family fac-
tors by a sibling design (Supplemental Material 
Appendix 76, 145). As health inequalities often arise 
from cumulative exposures over the entire life course, 
employing a (counterfactual) causal inference frame-
work is challenging, for instance because randomised 
controlled trials  can hardly be utilised. Nevertheless, 
it was surprising that only very few studies had 
attempted to pursue causal inference issues.

Some change over time in the use of statistical 
techniques occurred. During the first decade, age-
standardised prevalence and prevalence rates were 
common. Indexes gained more popularity in 2011–
2021. Logistic regression and Cox proportional haz-
ard models were frequently used throughout the 
entire analysed period. There seemed to be a slight 
change over time in how statistical models were set up. 

More parsimonious models (e.g. only adjusting for 
age, gender and marital status) were common in the 
first period. Later, the number of included variables 
has grown and the models have become more 
complex.

In general, the studies seem to be methodologi-
cally sound. Study samples were most often described 
thoroughly. Empirical results from different model 
specifications were shown, often accompanied by 
nuanced interpretations of emerging differences and 
similarities. Most studies also tended to include sober 
discussions of methodological strengths and weak-
nesses, and many articles pointed to future directions 
for studying empirically the addressed topic.

Nonetheless, there are debatable aspects regard-
ing how the statistical methods were presented and 
used. In a handful of the articles, it was difficult to 
figure out exactly what was the type of regression that 
had been estimated. Without a clear description of 
what statistical techniques were used, and which  
variables and covariates were included in model 
specifications, findings are difficult to evaluate and 
reproducibility is hindered.

We also noted studies which seemed to neglect 
potential difficulties if many covariates were included 
in the same statistical model. This may entail over-
adjustment which complicates interpretation of the 
explanatory variable coefficients. Moreover, including 
several variables that correlate to a high extent might 
lead to multicollinearity which further aggravates 
interpretation difficulties. If, for instance, education, 
occupation and income are simultaneously included 
in a model, the meaning of the coefficients is uncer-
tain. Such difficulties can, at least to some extent, be 
circumvented if crude associations between explana-
tory variables and outcomes are reported as well. 
Fortunately, many studies took care to reduce such 

Table III.  Social position classifications used in 171 Scandinavian Journal of Public Health (SJPH) articles.

Types of social positions/period 2000–2010 2011–2021 Total

  n % n % n %

Education 24 25.5 48 32.4 72 29.8
Occupational class 24 25.5 18 12.2 42 17.4
Income 14 14.9 23 15.5 37 15.3
Labour market position 15 16.0 12 8.1 27 11.2
Other socioeconomic classificationsa 5 5.3 9 6.1 14 5.8
Subjective assessmentsb 2 2.1 14 9.5 16 6.6
Marital status, family structure 4 4.3 9 6.1 13 5.4
Immigrant status, minorities 5 5.3 5 3.4 10 4.1
Geographical divisions 1 1.1 10 6.8 11 4.5
Total n (types social positions)c 94 100.0 148 100.0 242 100.0

aErikson, Goldthorpe, Portocarero (EGP) social class, Swedish socioeconomic classification, socioeconomic status (SES), socioeconomic group (SEG), typi-
cally constructed from several indicators.
bE.g. self-reported financial or work-related stress, Family Affluence Scale.
cMany studies used two or more types of social position in the analyses.
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difficulties by reporting univariate distributions, 
crude bivariate associations, and sometimes associa-
tions minimally adjusted, for example, by age.

A related issue is when results are compared across 
dissimilar model specifications, for example in gen-
der split analyses. Some studies only included covari-
ates in the multivariate model if the covariate was 
significantly associated with the outcome measure(s) 
in the bivariate analysis, resulting in different model 
specifications for the subgroups in question (and 
interpretation problems). Many studies used logistic 
regression and contrasted odds ratios (ORs) between 
different samples (e.g. two different survey years) or 
across differing model specifications (e.g. by stepwise 
inclusion of covariates). By now, the risk of misinter-
pretation when comparing coefficients derived from 
different logit and probit models should be well-
known [13,14]. Only three of the reviewed studies 
that used logistic regression computed average mar-
ginal effects (AMEs), used the Karlson-Holm-Breen 
(KHB) method or took any other steps towards mak-
ing comparisons more robust. In a similar vein, data 
clustering, for example where people are followed 
longitudinally or where pupils are clustered in schools 
and municipalities, can lead to biased standard 
errors. This topic was seldom addressed in the 
reviewed studies, although robust standard errors 
were sometimes reported (Supplemental Material 
Appendix 82, 118).

An additional observation is that in a few cases, 
very similar articles with practically identical meth-
ods were published in SJPH by (some of) the same 
authors, only a few years apart. Highly overlapping 
articles are not necessarily problematic, and it may 
be rewarding to run the same analyses again on newer 
data sources. Also, replication of previous studies 
should be encouraged. The overlap is more problem-
atic, however, if a new updated study does not explic-
itly acknowledge the original study but is framed as 
an original contribution.

Theoretical references

In order to assess how ‘theory’ has been used in the 
171 articles, we may note that ‘theory’ is often under-
stood in two quite different ways [15]. One concep-
tion is a systematic theoretical model that allows one 
to derive hypotheses that can be tested against empir-
ical evidence. The primary aim is to provide a sub-
stantive theory, for instance about the ways in which 
social class and health are related. Another notion of 
‘theory’ refers to a conceptual framework for empiri-
cal research which establishes analytical tools for the 
systematic generation of scientific knowledge. Here, 
‘theory’ is a way of looking at social and health-related 

phenomena, which may be described by terms such 
as 'paradigm', 'heuristic device' or 'conceptual frame-
work'. Other concepts, for instance variants which 
highlight how theory can guide actions towards social 
change, are also found in discussions on health ine-
quality theories [16].

Over the past decades, a number of theories and 
theoretical models have been developed to explain 
health inequalities. Most current theories can be sub-
sumed under the perspective of social determinants 
of health (SDoH). SDoH approaches can be catego-
rised into four main groups: material, behavioural, 
psychosocial and the life course approach [17]. The 
latter examines both how environments will affect 
health across a person’s lifetime, as well as the role of 
health-related social mobility, for instance in terms of 
how ill health may hinder educational attainment or 
push individuals out of paid employment.

On reading the 171 articles, a first observation is 
that a number of them do not refer to theory at all. As 
in the tradition of medical research, the articles focus 
on new research findings, with no or little emphasis 
on theory as a motivation for doing the research or 
for interpreting the results. However, even if many 
articles lack theoretical reflections, theoretical rea-
soning is implied. This can be derived from the choice 
of research questions, selection of variables and the 
way in which the data analysis is set up. Health-
related behaviours like smoking or physical activity 
are fairly often used as outcome variables, implying 
that differences or changes in health-related behav-
iours have consequences for health outcomes and 
their social distribution. In other articles, health 
behaviour is assigned as a mediating variable without 
much justification – often, it seems it is taken for 
given that health behaviour operates as a mediating 
variable between socioeconomic positions and health.

A second observation in line with the preceding 
one is that only one of the 171 articles used the word 
‘theory’ in the abstract (the only qualitative study, 
Supplemental Material Appendix 131, referred to 
‘grounded theory methods’). When reading the main 
texts of the articles, it appeared that when ‘theory’ is 
referred to, it is usually as a heuristic device as defined 
above, and not in order to do more rigorous hypoth-
esis testing. Often, a reference to one or more of the 
four above-mentioned SDoH perspectives was made 
in the introduction section, for instance psychosocial 
stress or health-related behaviours. Theory was also 
used when findings were interpreted ad-hoc with ref-
erence to general theories or to mechanisms such as 
stress, hazardous exposures, health behaviours or 
known social or biological risk factors.

All the four different approaches within the SDoH 
perspective alluded to above were represented in the 
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articles. However, health behaviours were most often 
examined, often with no reference to other major 
explanations for health inequalities. For this reason, 
knowledge of relationships between health behav-
iours and health inequalities has become well devel-
oped through the SJPH studies, while less knowledge 
has emerged about how the health behaviour model 
relates to other models in the SDoH perspective.

Nonetheless, references to life course or psychoso-
cial models were also made in several articles, but few 
studies addressed the materialist model directly. 
Sometimes, studies of income effects on health (e.g. 
Supplemental Material Appendix 46, 53, 86, 107, 
118, 154) suggested material pathways, i.e. low 
income leading to poor housing, insufficient nutri-
tion and other unhealthy material disadvantages. 
Usually, however, direct measurements of material 
environments were lacking, and income effects were 
seldom interpreted by means of the psychosocial 
model. We found only one study using measurements 
of physical working conditions (Supplemental 
Material Appendix 52), but low status occupation 
was sometimes used as a proxy measurement of haz-
ardous and physically demanding work (e.g. 
Supplemental Material Appendix 55).

This leads to the third observation that proxi-
mate, rather than distal, factors were the focus in 
many of the articles. Research on ‘the causes of the 
causes’, such as policies, policy regimes or structural 
forces and changes, seldom occurred. It is notable 
that proximate causes like smoking were rarely, if at 
all, interpreted in light of macro phenomena like 
tobacco control policies or secular trends in health-
related behaviours. Yet, as mentioned above, two 
studies (Supplemental Material Appendix 10, 41) 
linked healthcare organising and welfare policies on 
a macro level to health inequalities, and a few others 
(e.g. Supplemental Material Appendix 33, 97) inter-
preted results in light of structural and contextual 
conditions.

It is often called for knowledge on ‘what works’ to 
reduce health inequalities, i.e. a demand for evalua-
tions of interventions undertaken to achieve this aim. 
The four intervention studies (Supplemental 
Material Appendix 9, 14, 135, 141) were all directed 
towards change in health-related behaviours, e.g. 
consumption of sweets, physical activity and smoking 
habits. This implies that knowledge on what works is 
limited to just one of the SDoH explanatory models. 
Hence, in this field theories of change are much 
needed, and so are interventions and trials that do 
not only address health behaviour and health-related 
habits.

Underlying virtually all the included studies of 
utilisation of healthcare was an equity perspective, 

i.e. that use of healthcare should above all be deter-
mined by ‘need’. Implicitly or explicitly, Andersen’s 
behavioural model of health services utilization [18] 
was applied, i.e. use is determined by predisposing 
factors, enabling factors and need. Accordingly, stud-
ies of healthcare use (e.g. Supplemental Material 
Appendix 3, 37) tried to control for need and exam-
ined whether socioeconomic positions had additional 
effects. Lastly, we may add that references to national 
contexts, often made in the articles, imply theory-
related presuppositions. Authors regularly mentioned 
the Nordic, ‘social-democratic’ welfare state, its egal-
itarian ethos, compressed income distribution, gen-
erous social benefits and universal coverage of health 
services, as a background for choice of topics and 
discussion of findings.

Discussion

The 171 reviewed articles constitute without doubt a 
very rich source of information about health inequal-
ities in Nordic countries. Many topics have been 
addressed and many types of data and statistical 
approaches have been utilised. Findings provide use-
ful and interesting knowledge and are fruitful points 
of departure for future research. We also note that 
SJPH publishing of Nordic empirical health inequal-
ity studies has increased from 5.5 per year during 
2000–2010 to 10.0 per year during 2011–2021. 
Psychology-related outcomes were more in focus in 
the latter period than in the first; the proportion of 
studies which classified samples according to occu-
pation has declined; and the statistical models uti-
lised by researchers have become more complex.

Our aim is not to summarise findings, but we will 
nevertheless point to two conspicuous patterns. First, 
trends studies tended to report either stable or wid-
ening health inequalities over time (Supplemental 
Material Appendix 23, 68, 151, 164, 167) but few 
instances of narrowing inequalities (although see 
Supplemental Material Appendix 153). Second, 
almost all studies on how healthcare services were 
distributed, discovered social, income or educational 
inequalities (e.g. Supplemental Material Appendix 3, 
52, 164). Thus, tax-funded healthcare, practically 
universal coverage and small co-payments appear as 
insufficient for hindering inequities in health service 
provision.

Our review uncovered some ‘blind spots’ in the 
health inequality research published by SJPH. 
Although some studies examined health-related social 
mobility processes, in particular exits from employ-
ment, this phenomenon may deserve more attention. 
Likewise, only scattered examples of studies on how 
macro-factors and social policy reforms impact on 



850    J.I. Elstad et al.

health inequalities could be found. Moreover, we had 
objections to how statistical techniques were used in 
some studies, but a more salient criticism is the glar-
ing lack of qualitative studies. Various topics, such as 
why social inequalities in health behaviours arise, why 
privileged individuals receive better healthcare, etc. 
may be better understood if also addressed by quali-
tative studies. Nordic researchers have carried out 
such studies, but SJPH is apparently not the preferred 
outlet for such research.

A further observation is that SJPH studies seldom 
examined possible causal processes in a stringent 
manner. Causal inference is indisputably complex, 
but that should not prevent authors from attempting 
to meet the challenge. Substantiated causal claims 
are needed when trying to clarify the distinction 
between health inequalities which ‘only’ are differ-
ences, and those which are ‘true’ inequities, i.e. unfair 
and avoidable health differences. Related to the cau-
sality issue is the observation that the four interven-
tion studies had a limited focus, as they only 
addressed potential change in health-related behav-
iour. As to how health inequalities can be reduced, 
there are huge knowledge gaps both regarding theory 
and methods. In the empirical studies reviewed here, 
theoretical perspectives are rarely elaborated. As an 
illustration, the ‘fundamental cause theory’ [19] has 
inspired health inequality debates in recent decades, 
but only one of the 171 articles had a brief reference 
to this theory (Supplemental Material Appendix 
112). However, to be fair, SJPH has also published 
articles which address conceptual and theoretical 
issues, for instance articles not included in our review 
since they had no empirical research [20–23].

Strengths and limitations

The present article has probably succeeded in survey-
ing the entire body of Nordic empirical health inequal-
ity studies published in SJPH during 2000–2021.We 
have adhered to guidelines for scoping reviews, imply-
ing that the ambition is not to summarise and evaluate 
critically the substantive findings, but to characterise 
the SJPH studies with respect to volume, topics, data 
sources, methods, theoretical references and develop-
ments over time. Another ambition has been to iden-
tify knowledge gaps and unaddressed topics. The 
analyses, made by combining quantitative analyses 
with qualitative approaches, have hopefully provided 
insights which may be interesting both for the research 
community and for SJPH’s future editorial policy.

As to limitations: in order to be included in the 
review studies were required to analyse ‘clearly health-
related’ topics and link them distinctly to social posi-
tions. Due to the diversity of topics and approaches, 

some studies were difficult to categorise. We made deci-
sions after collectively discussing ambiguous cases but 
cannot preclude that other researchers would some-
times conclude otherwise. Moreover, we cannot be cer-
tain that our initial search terms, which resulted in a 
large output (294 articles), spotted all SJPH studies 
which would possibly be relevant for this scoping review.

A more general limitation is that the present article 
only addresses studies published in SJPH. Whether 
our results apply to Nordic health inequality studies 
in general cannot be determined by our study. An 
interesting topic would be to compare SJPH’s pub-
lishing profile with international health inequality 
research in general, as well as publishing profiles of 
other public health journals, but this could not be 
done by the present study.

Conclusion

Overall, SJPH has, during the two first decades of this 
century, published a large number of solid, well-done, 
empirical analyses on a number of health inequality 
topics in the Nordic countries. The published litera-
ture provides rich sources for insight into the Nordic 
situation. This scoping review of 171 articles points 
nevertheless to some ‘blind spots’, such as an absence 
of qualitative studies, little attention to health inequal-
ity theories and a lack of studies of effects of interven-
tions and policy changes on health inequalities.
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