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Around 2005, life expectancy was 2.5 years higher in Molde
than in Arendal. It is remarkable that Norwegian cities that
are fairly similar in terms of size, income level and
population composition have differing levels of mortality.
Could differences in the quality of their health services
possibly play a role? Furthermore, is the classification of
causes of death sufficiently precise?
In a recently published report I have attempted to explain the root causes of the
differences in mortality between Norwegian towns and cities (1). One hypothesis could
be that the differences in life expectancy are caused by differences in the quality of the
local health services. However, a detailed and reliable investigation of the cities’ health
services is a very demanding task. An indirect approach to the issue of the health
services’ role is to study the patterns of causes of death. Prior Norwegian (2, 3) as well
as international research (4) – (6) has attempted to elucidate the role of the health
services, based on the assumption that causes of death will vary in how much they can
be influenced by medical interventions, preventive efforts and health-policy measures.

One contribution from this body of research (4) points to three types of avoidable
causes of death, meaning deaths that ideally should not occur until the age of 75 or
over, provided that the health services and the preventive apparatus function in an
optimal manner. These groups of causes of death can be classified into treatment-
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sensitive (such as infectious diseases, forms of cancer that respond to treatment,
diabetes), policy-sensitive (lung cancer, liver cirrhosis and traffic accidents) or
ischemic heart disease, for which preventive efforts and the quality of the treatment
provided are both essential. I have used this classification as a basis for my analysis of
the differences in mortality between the cities. For example, an exceptional number of
deaths from treatment-sensitive diseases would indicate that focus should by placed on
the quality of the diagnostic and therapeutic activities. On the other hand, if the
differences between the cities are mainly caused by typically lifestyle-related deaths
(the policy-sensitive causes), special attention ought to be devoted to behaviour and
prevention.

Mortality in Norwegian cities

Among the 21 cities investigated, the mortality rate standardised for age and gender
was lowest in Ålesund, but even Molde, Lillehammer, Bergen and Bodø had relatively
low mortality (1). The five cities with the highest mortality rates were Skien/Porsgrunn,
Gjøvik, Tromsø, Arendal and Oslo. Among the 21 cities, the capital city was clearly in
the worst position (1).

In the five «worst» cities, average mortality related to treatment-sensitive causes of
death was 18 per cent higher than the average for the five «best» cities. Thus, the high-
mortality cities had an elevated level of mortality caused by deaths that we may assume
were avoidable with the aid of precise diagnostics and optimal treatment. Mortality
from typically lifestyle-related diseases also tended to be higher in the five «worst»
cities. On the whole, mortality related to causes of death that were classified as
avoidable was on average approximately 25 per cent higher in the five cities with the
highest mortality rates compared to those with the lowest mortality rates.

These findings may therefore indicate that aspects of the cities’ health services and
preventive measures have a significant impact on inequalities in life expectancy.
However, this conclusion seems highly doubtful when we proceed to investigate deaths
on which factors related to the health services can be assumed to have only a minor
impact, i.e. the so-called unavoidable causes of death (approximately 55 per cent of all
deaths). Average mortality related to unavoidable causes was 26 per cent higher in the
five «worst» cities than in the five «best» ones. Accordingly, the most obvious result is
that the excess mortality in the high-mortality cities was identical for both avoidable
and unavoidable causes of death. With regard to both main types of causes of death,
mortality in the five «worst» cities was on average approximately 25 per cent higher
than in the «best» cities.

What causes the differences?

How should these findings be interpreted? Since the high-mortality cities on the whole
demonstrated the same pattern of excess mortality for all types, we have little reason to
believe that the excess mortality from avoidable causes of death can be ascribed to
especially poor quality of the health services in these cities. A more obvious
interpretation would be that the health services function quite identically in Norwegian
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cities, and that the inequalities in mortality rates are mainly caused by differences in
living conditions and lifestyles rooted in history and social life. This may have given
rise to differences in vulnerability to all causes of death, both those that the health
services are able to amend, as well as those that are beyond their influence.

Furthermore, the findings may also give rise to questions pertaining to the classification
of causes of death as such. Is the classification providing precise information on
whether causes of death are treatment-sensitive, policy-sensitive or by and large
unreceptive to prevention and medical interventions? Perhaps the classification
introduces an unrealistically sharp distinction between them. One topic for further
research would be to investigate whether the causes of death that are assumed to be
avoidable sometimes are quite unreceptive to interventions, while the causes that are
assumed to be unavoidable may in fact reflect both prevention and treatment quality.
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