
Socioeconomic Health
Differences in Male and
Female Adolescents in the
Netherlands

Socioeconomic health differences exist in all Western European

countries (Fox 1989, Illsley & Svensson 1990, Kunst et al 1993). We

know that these differences are age-specific. Based on several studies,

there is reason to expect a U-shaped relationship between socioeconom-

ic health differences and age, because, in contrast to children (Blaxter

1981, Vliet van 1990, Lucht van der 1992, Lucht van der & Groothoff

1995) and adults (Mackenbach 1992, Ranchor 1994, Joosten 1995,

Reijneveld 1995, Elstad 1996), no notable socioeconomic differences

have been found in morbidity and mortality among adolescents (West

1988, West et al 1990, Macintyre & West 1991, Rahkonen 1993,

Rahkonen et al 1995).

West (West 1988, West et al 1990) was one of the first authors who

questioned the prevailing assumption that socioeconomic health

differences were persistent for all ages. First, he showed with existing

data that using finer age bands than usual, revealed a different pattern

of relationships with social class in youth. He concluded that the situa-

tion in youth was "characterised more by the absence than the presence

of class variation (p 291)". Second, the hypothesis of relative equality in

a cohort of 15-year-olds was supported in the Scottish �Twenty-07 study.

On a range of indicators, from subjective assessments to �̀ objective'

physical measures, very little evidence of class variation in health was

found (West et al 1990, Macintyre & West 1991). This pattern has since

been confirmed for a number of key health variables in other countries.

For example, in Finland similar findings were observed for the age

group 15-19 years concerning long-standing illness, limiting longstand-
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ing illness, and self-assessed health (Rahkonen 1993, Rahkonen et al

1993). Also other British studies confirmed the pattern of few differ-

ences. In the YPLL Study (Glendinning et al 1992), no difference was

found in rates of GHQ caseness by social class of background in the age

cohort 15-16 years.

Despite these empirical studies supporting the findings of the �Twenty-

07 study, the issue of relative equality in health in youth has not been

widely acknowledged. West formulated in a recent overview paper

possible reasons for this unincorporatedness of findings in the main-

stream literature (West 1997). One of the reasons is that it takes time for

research findings to become known and incorporated in the broader lit-

erature. Another reason could be that the research findings are known,

but for various reasons are regarded as unresolved or imperfect.

Finally, West shows in his paper another reason, for the unincorpor-

atedness of the idea of lacking social patterns in health in adolescence.

In his review he shows that for some extreme health measurements,

such as mortality and severe chronic conditions, one did find socioeco-

nomic health differences in adolescence (West 1997).

For all these reasons, it is important to examine the hypothesis of

�absence of class variation in health in youth in the Netherlands. For it is

until now never examined for Dutch adolescents. In addition, there are

two other reasons for studying adolescents closely in respect to socio-

economic health differences. The first reason is that the causes of the re-

emergence of these health differences after adolescence during adult-

hood, as observed in studies from abroad, have to be found in circum-

stances and processes during childhood (Power et al 1991). The second

reason is that adolescence offers possibilities for a reduction in future

health differences. Understanding how apparently absent health differ-

ences become increasingly present may provide useful information for

the planning and the design of interventions to reduce coming health

inequalities (Lucht van der et al 1992).

One important issue in the debate about socioeconomic health differ-

ences is the effect of gender. It is widely known that gender differences

exist in morbidity and mortality. Furthermore, it has been found that

socioeconomic health differences in adulthood are far more pronounced

for males than for females (Lahelma & Arber 1994, Stronks et al 1995).

Also, in adolescence the only notable socioeconomic health difference is

gender-specific, and concern male adolescents (West et al 1990,

Macintyre & West 1990).

Therefore, in the present study we examine whether support can be

found for the hypothesis of absence of socioeconomic health differences

in adolescence in the Netherlands.
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Methods

Design and data collection
Data were collected in 1994 and 1995 with the cooperation of four

Public Health Services in the four northern provinces of the

Netherlands, one from each province. In these areas a random sample

of 18 secondary schools was drawn, encompassing the four educational

levels of the regular Dutch secondary school system. Our aim was to

acquire 500 respondents from each educational level. Two of the 18

schools approached refused their cooperation. To compensate for the

desired sample size, an additional sample was drawn in two areas, one

school per area. Eventually, 1984 of the total sample (N=2090) of

fourth-grade scholars filled out a questionnaire. This represents a

response rate of 95%. The respondents (51.6% male and 48.4% female;

mean age 16.2 years old) completed the questionnaire in their class-

rooms, under the guidance of a field worker. In addition to the ques-

tionnaire, each adolescent was asked to fill out a consent form for par-

ticipation in a follow-up study, and for sending a postal questionnaire

to their parents (response 71%). Adolescent-parent comparisons pro-

vided information about the agreement between the answers about the

education and occupation of the parents. The degree of agreement,

shown by gamma, was in fact high, 0.89 (father), 0.92 (mother) and 0.86

(father), 0.86 (mother) for their educational level and occupational sta-

tus respectively. These results allowed us to use the answers of the ado-

lescents in the analysis, since their response rates were higher.

Measurements of health
To examine the assumption of relative equality in health in adolescence

we used indicators of self reported-health - physical and mental - and

chronic illness. At least two reasons can be given for this choice. First,

in this field of research it is meaningful to use more general health mea-

sures because social factors make individuals vulnerable, not to specific

diseases, but to a wide range of health problems and well-being prob-

lems (Cassel 1974). Second, and perhaps more important, age - in this

study adolescence - determines to a great extent which health measures

are the most appropriate. Currently used indicators, such as mortality

and severe morbidity, undoubtedly lead to the conclusion that adoles-

cence is a very healthy period of life and that there are no class differ-

ences. These indicators are, however, inappropriate in the present

study. Not only age-specific health problems but also the low preva-

lence are reasons for choosing other measurements (Macintyre 1988,

Lucht van der 1992).
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The following data were collected regarding health.
Self-reported health was measured by means of one question in which

the subjects were asked to rate their health. There were five possible

answers: ����̀ excellent`, `very good`, `good`, `fairly good`, or `bad`. From

international and national literature it is known that this question has a

high predictable value for morbidity and mortality over long periods

(Kaplan et al 1988). A Dutch follow-up study over 10 years shows a

strong relation between self-reported health and mortality (Bosma et al

1991, Appels et al 1996).

We dichotomised the answers in our analysis: 1 `excellent` and `very

good`; 2 `good`, `fairly good`, or `not good`.

The number of experienced health complaints was measured by the

Questionnaire for Assessment of Subjective Health (Dutch abbreviation:

VOEG, Dirken 1967). This questionnaire shows a valid and reliable pic-

ture of the actual health status, expressed in somatic health complaints

(Sonsbeek van 1990, Furer et al 1995). In the present study we used the

shortened 13-item version of the VOEG (Jansen & Sikkel 1981). The

scores range from zero, none of the 13 health complaints is present, to

13, all 13 health complaints are present.

Psychological health was measured by the 12-item version of the

General Health Questionnaire (Koeter & Ormel 1991). The GHQ is a

self-report questionnaire with statements referring to the occurrence of

unusual and unpleasant mental phenomena and to the impairment of

normal functioning. A salient point of the GHQ is that the respondent is

his or her own reference. With each statement, the actual status of the

respondent (over the past four weeks) is compared with his or her `nor-

mal' status by one of four responses. 

We used two methods to score the GHQ. The first method, a Likert

score (range 0-36), compared the mean scores between groups. The sec-

ond method, a binary score (range 0-12), permitted the identification of

`caseness' per group. Comparable to the adolescent study of West et al

(1990) we used a cut-off point at the score 2/3.

Chronic illness was assessed by means of a questionnaire based on the

Health Interview Survey of the Central Bureau for Statistics (1994). The

questionnaire in the present study is a selection of eleven chronic ill-

nesses which are most prevalent in adolescence. The respondents were

asked whether they suffered from any of the eleven chronic illnesses;

per illness they could mark a 'yes' or a 'no'. A dichotomization was

made for the present analysis: none versus one or more of the chronic

illnesses.

Two subscales of the RAND-36 were used to measure vitality and men-

tal health (Zee van der & Sanderman 1993). The four items of the 
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vitality scale concern feelings of energy and fatigue. The scale of mental

health has 5 items representing feelings of depression and nervousness.

The respondents were asked to evaluate their feelings over the past

four weeks. The scores were transformed in accordance with the pre-

scribed formula (range 0-100). A higher score indicates a better health

status.

Measurements of socioeconomic status
To determine the socioeconomic status of adolescents we measured the

socioeconomic characteristics of both the father and mother. In most

studies of children or adolescents their socioeconomic status is based on

the �̀head of the household'. Usually, this is taken to be the father's edu-

cational level or current occupation. But according to some studies, the

socioeconomic characteristics of the mother are of even more impact for

health-related aspects of children and adolescents than those of the

father (Lucht van der & Groothoff 1995).

It is unknown whether in the Netherlands the socioeconomic character-

istics of one of the parents are more associated with the health of ado-

lescents than of the other. Therefore, we involved the socioeconomic

characteristics of both the father and the mother of the adolescent. 

Educational level was defined as the highest level attained. The data

were coded corresponding with the levels of the International

Classification of Education (UNESCO 1976). Six levels of education

were distinguished ranging from primary education to university edu-

cation.

Following the recommendations of the Program Committee on

Socioeconomic Health Differences (Berkel van & Tax 1990), occupa-

tional status was derived by coding job descriptions according to the

classification of the Central Bureau for Statistics (CBS 1985). These

nominal codes correspond with the International Standard

Classification of Occupations (ILO 1988). The occupational codes were

converted into prestige scores with an interval level of measurement

ranging from 13 (low) to 87 (high) (Sixma & Ultee 1983). Finally, these

prestige scores were transformed into six groups of occupational status.

Data analysis
The analyses were all done by using the statistical software package

SPSS/PC+. Two different analyses were used to test the distribution of

the health measures between the socioeconomic groups for both male

and female adolescents. The first analysis is a logistic regression, done

for the dichotomised categorical variables. We fitted two models based

on Chi-square tests: one without the interactions and one with the inter-
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actions between gender and socioeconomic status. The differences

between these two models indicate whether there is an interaction

effect. The second analysis used is the analysis of variance. This ana-

lysis was used for the continuous health measures and tested both the

effect of the socioeconomic status and the interaction effect of gender

and socioeconomic status. For both analyses a Holm correction was

made to avoid capitalization of chance (p < 0.016, p < 0.025, p < 0.05 for

the three ranked p-values).

The variation in numbers (N) of the analysis is due to the changing

amounts in missing values and values `don't know`.

Results 

Table 1 presents the percentages reported as having `excellent' or `very

good' self-reported health and shows a pattern that is supportive of

expected `equalities'. The socioeconomic status of the parents, either

their educational level or their occupational status, has no statistically

significant relation to the self-reported health of the adolescent. In gen-

eral, it can be seen from this table that there are more similarities

between the social groups than there are differences. However, there

exists a consistent difference between male and female adolescents.

In addition, we found no interactions between gender and socioeco-

nomic status for perceived health. Thus, the relationship between

socioeconomic status and self-reported health is largely the same for

male and female adolescents.

As can be seen in Table 2, only one of the four indicators of SES used is

significant related to the number of health complaints, namely the edu-

cational level of the father.

The form of this relationship of the father's educational level is, how-

ever, not very linear. For male adolescents we found a W-shaped

relation. Males in the highest educational group for the fathers reported

the most health complaints, followed by the third lowest group and

then the lowest educational group. For female adolescents we found a

flatter W-shaped form, with a high left leg of the W-form. Females in

the lowest educational group for the father presented the most health

complaints. However, we found no significant interaction effect

between gender and the socioeconomic status of the parents.

Health in Adolescence
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Self-reported health, percentages 'excellent' and 'very good' by SES of the
parents and gender (N=1984)

low high

11 22 33 44 55 66 ttoottaall  ((NN)) eeffffeecctt PP22 ((ddff)) pp

educational level

father edu-fatha 8.20 (5) .14

hh 51.9 68.1 57.3 64.2 64.5 62.9 62.9 (868) gendera 39.86 (1) .00

mm 32.7 43.1 46.8 48.3 46.5 48.9 45.5 (795) edu-fath*genderb 4.23 (5) >.10

mother edu-moth 6.05 (5) .23

hh 59.0 61.8 61.3 63.9 61.0 77.4 62.3 (889) gender 39.60 (1) .00

mm 43.3 37.2 48.5 48.9 38.5 44.8 45.0 (846) edu-moth*gender 5.49 (5) >.10

occupational status

father occ-fath 10.04 (5) .07

hh 64.3 60.3 63.0 57.5 62.0 67.3 62.7 (900) gender 57.62 (1) .00

mm 38.7 36.6 42.8 50.0 42.3 54.7 43.8 (860) occ-fath*gender 6.44 (5) >.10

mother occ-moth 3.52 (5) .61

hh 59.6 62.7 63.5 60.7 65.8 63.0 62.9 (717) gender 44.61 (1) .00

mm 40.0 42.8 45.5 42.2 50.8 41.7 44.4 (737) occ-moth*gender 0.51 (5) >.10

a main effects: derived from model with interactions
b interaction effect: difference of the log likelihood of the two models

Number of experienced health complaints (mean VOEG-score) by SES of the
parents and gender (N=1984)

low high

11 22 33 44 55 66 ttoottaall  ((NN)) eeffffeecctt FF pp

educational level

father edu-fath 2.37 .02

hh 2.98 2.69 3.38 2.83 2.77 3.63 2.99 (844) gender 134.1 .00

mm 5.38 4.46 4.63 4.45 4.39 4.52 4.55 (776) edu-fath*gender 1.43 .21

mother edu-moth 0.97 .43

hh 3.07 3.10 3.00 3.02 3.22 2.77 3.05 (865) gender 133.9 .00

mm 5.18 4.76 4.63 4.27 4.36 4.07 4.58 (828) edu-moth*gender 0.77 .57

occupational status

father occ-fath 0.09 .99

hh 2.79 2.88 3.06 2.71 3.03 3.39 2.99 (877) gender 146.9 .00

mm 4.88 4.52 4.60 4.80 4.51 4.13 4.58 (839) occ-fath*gender 2.33 .04

mother occ-moth 0.38 .85

hh 3.05 3.10 3.13 3.13 3.16 2.85 3.08 (702) gender 111.1 .00

mm 4.75 4.75 4.73 4.62 4.23 4.59 4.61 (720) occ-moth*gender 0.45 .80

Table 1

Table 2
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GHQ-score by SES of the parents and gender (N=1984)

low high

11 22 33 44 55 66 ttoottaall  ((NN)) eeffffeecctt FF//PP22 ((ddff)) pp

LLiikkeerrtt--mmeetthhoodd

educational level

father edu-fath 3.15 .008

hh 11.00 9.20 9.97 9.63 9.95 11.28 9.92 (851) gender 120.4 .00

mm 13.24 12.41 12.41 12.43 13.21 13.39 12.73 (789) edu-fath*gender 0.54 .74

mother edu-moth 1.63 .39

hh 10.46 9.52 9.90 9.88 10.40 10.13 9.93 (870) gender 127.9 .00

mm 13.11 12.27 12.36 13.53 13.42 12.77 12.78 (839) edu-moth*gender 0.64 .66

occupational status

father occ-fath 1.03 .39

hh 9.53 10.08 9.52 9.92 10.04 9.84 9.80 (884) gender 146.7 .00

mm 12.30 11.98 13.20 13.39 13.32 12.91 12.86 (851) occ-fath*gender 1.05 .38

mother occ-moth 2.07 .06

hh 9.91 9.29 9.91 9.69 9.66 10.21 9.76 (705) gender 134.5 .00

mm 12.21 12.38 13.63 13.78 11.98 13.11 12.94 (731) occ-moth*gender 1.03 .39

GGHHQQ--''ccaasseess''  ((ppeerrcceennttaaggee  ssccoorree  >> 33))

educational level

father edu-fath 7.07 (5) .21

hh 23.5 19.0 19.7 20.4 23.7 33.3 22.2 (851) gender 71.64 (1) .00

mm 54.5 43.6 41.4 43.3 44.0 44.1 44.0 (789) edu-fath*gender 0.70 (5) >.10

mother edu-moth 4.28 (5) .50

hh 23.7 17.0 23.1 24.1 23.1 22.6 22.2 (870) gender 56.82 (1) .00

mm 45.5 43.8 40.4 49.1 46.7 46.7 44.1 (839) edu-moth*gender 3.07 (5) >.10

occupational status

father occ-fath 3.82 (5) .57

hh 17.9 24.3 18.0 25.4 24.5 20.8 21.5 (884) gender 91.66 (1) .00

mm 40.8 42.4 48.4 42.5 46.5 41.4 43.8 (851) occ-fath*gender 4.39 (5) >.10

mother occ-moth 5.06 (5) .40

hh 20.0 19.3 23.5 22.4 20.5 21.8 21.4 (705) gender 73.86 (1) .00

mm 37.7 43.8 52.2 48.5 40.8 45.0 45.8 (731) occ-moth*gender 1.00 (5) >.10

Table 3
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Table 3 refers to the psychological health dimension and show the pat-

terns for the two alternative methods of scoring the GHQ. As can be

seen, when using the (Likert) mean score the GHQ is related to one SES

indicator, but when using the `caseness' method it is not. For the first

method, it is again the father's educational level that is the only indica-

tor of SES, which is related to psychological health. However, the

mother's occupational status only borders on the level of significance.

The form of the relation for the educational level of the father is again

rather U-shaped than linear. Adolescents in the lowest and in the

highest groups report relatively the worst psychological health. No

significant interactions between gender and socioeconomic status were

found. Although Table 3 shows no relationship at all between SES and

GHQ-`cases', it is worth pointing out the remarkably high levels of

GHQ-`cases' among the females.

Table 4 refers to the percentage of subjects reporting a chronic illness.

As can be seen, there is no evidence at all of socioeconomic health dif-

ferences for this health measure. This result holds for both males and

females: no interactions were found. A remarkable result in this context

is the extremely high percentages of adolescents, especially girls,

reporting chronic illnesses. The top three in this respect are hay fever,

asthma and eczema.
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Chronic illness (in percentages) by SES of the parents and gender (N=1984)

low high

11 22 33 44 55 66 ttoottaall  ((NN)) eeffffeecctt PP22 ((ddff)) pp

educational level
father edu-fath 2.04 (5) .84
hh 36.5 31.4 31.7 31.6 32.1 34.7 32.3 (870) gender 15.43 (1) .00
mm 44.6 44.3 43.0 48.3 37.8 41.9 43.5 (798) edu-fath*gender 2.56 (5) >.10

mother edu-moth 0.48 (5) .99
hh 39.3 32.4 32.2 31.8 35.2 29.0 32.9 (891) gender 8.09 (1) .00
mm 35.8 45.2 43.9 40.8 40.7 46.7 42.6 (850) edu-moth*gender 3.78 (5) >.10

occupational status
father occ-fath 8.19 (5) .14
hh 36.3 30.8 31.9 38.3 31.0 28.9 32.7 (901) gender 17.61 (1) .00
mm 50.3 39.6 46.5 40.6 40.8 38.0 42.9 (862) occ-fath*gender 2.78 (5) >.10

mother occ-moth 2.33 (5) .80
hh 35.1 33.3 40.1 33.6 33.0 30.3 34.5 (718) gender 13.47 (1) .00
mm 47.3 39.3 41.7 48.5 44.2 44.6 43.5 (740) occ-moth*gender 4.08 (5) >.10

Table 4
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Finally, the relationships between the SES measures of the parents and

two subscales of the RAND, i.e. vitality and mental health, were

assessed. For vitality, the picture in Table 5 presents very little varia-

tion between the socioeconomic groups. Also, no interactions between

gender and socioeconomic groups were found, so for both male and

Health in Adolescence

Vitality (RAND) by SES of the parents and gender (N=1984)

low high

11 22 33 44 55 66 ttoottaall  ((NN)) eeffffeecctt FF pp

educational level
father edu-fath 1.00 .41
hh 59.8 62.5 61.7 64.0 63.7 59.0 62.4 (866) gender 70.49 .00
mm 53.2 55.5 55.9 55.4 54.1 55.2 55.1 (798) edu-fath*gender 0.87 .50

mother edu-moth 1.13 .33
hh 59.7 61.1 62.5 63.4 61.7 61.7 62.1 (886) gender 79.70 .00
mm 53.8 52.4 54.9 55.6 54.6 57.3 54.6 (849) edu-moth*gender 0.22 .95

occupational status 
father occ-fath 0.54 .74
hh 63.4 61.1 63.3 62.5 62.9 62.1 62.6 (898) gender 90.80 .00
mm 54.4 54.3 55.5 55.3 52.3 55.8 54.5 (862) occ-fath*gender 0.63 .67

mother occ-moth 0.76 .57
hh 59.4 63.6 64.2 64.5 62.7 60.7 62.9 (715) gender 81.85 .00
mm 54.1 55.5 52.3 53.5 57.0 55.8 54.6 (740) occ-moth*gender 1.88 .09

Table 5

Mental health (RAND) by SES of the parents and gender (N=1984)

low high

11 22 33 44 55 66 ttoottaall  ((NN)) eeffffeecctt FF pp

educational level
father edu-fath 3.23 .007
hh 69.6 74.2 71.3 73.2 72.9 68.2 72.29 (866) gender 99.94 .000
mm 61.2 64.6 65.4 66.5 63.8 62.5 64.59 (798) edu-fath*gender 0.84 .51

mother edu-moth 2.03 .07
hh 68.4 73.7 71.0 72.6 72.3 73.7 71.9 (886) gender 97.83 .00
mm 61.0 64.9 65.8 63.3 62.3 67.6 64.4 (849) edu-moth*gender 1.34 .24

occupational status 
father occ-fath 0.45 .81
hh 72.4 70.8 72.7 71.4 73.4 72.6 72.3 (898) gender 117.3 .00
mm 63.4 64.9 62.4 64.6 63.8 66.0 64.1 (862) occ-fath*gender 0.97 .43

mother occ-moth 1.65 .14
hh 72.3 72.3 73.2 71.2 72.2 72.2 72.3 (715) gender 100.1 .00
mm 63.4 65.2 62.4 60.7 67.6 64.6 64.1 (740) occ-moth*gender 1.45 .20

Table 6
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female adolescents no socioeconomic differences were found for vital-

ity. For mental health (Table 6) we found a relationship with the educa-

tional level of the father. The form of this relationship is similar to those

for the other two health indicators, for which a relationship is found

with the educational level of the father. Male and female adolescents in

the highest and in the lowest groups of educational level of the father

report the lowest level of mental health. We did not find any interac-

tions between gender and socioeconomic groups.

Conclusion and Discussion

In this paper we tested the hypothesis that socioeconomic health dif-

ferences are nonexistent or invisible in adolescence in the Netherlands.

The evidence from the four northern provinces of the Netherlands pre-

sented here mainly confirms the results from other countries showing

that adolescence is characterised by little or no socioeconomic differen-

tiation. For four of the seven health measures used we found no socio-

economic differences. However, for the other three health measures

used we found a relation with only the educational level of the father.

For all three health measures the form of the relation was not linear but

overall rather U-shaped. Thus, adolescents in the lowest and in the

highest groups of fathers' educational level reported the worst health

status.

This scarce found relationship between SES and health is, however,

worthwhile to discuss, because of its U-shaped form. Most empirical

studies on social inequality and health show linear relations, people

who are worst off concerning their social position are also worst off

when it comes to health. Our findings show that also adolescents with

highly educated fathers are worst off, for some health measures. The

relatively bad health of this group adolescents might be seen in the

light of �̀achievement society'. Their high educated social background

generates expectations towards school career, prestations in leisure

time. These high expectations can be perceived as very stressful by the

adolescents. The fact that the scarce relations found concern measures

of psychological health, supports this idea.

Furthermore, in addition to the hypothesis of nonexistent socioeco-

nomic health differences in adolescence, we tested whether interactions

exist between gender and socioeconomic status. This study did not pro-

vide evidence for such interactions for the health measures used. This

means that the relations between socioeconomic status and health are

similar for both male and female adolescents.

57 / Socioeconomic Health Differences
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Apart from these answers to the two research questions, the findings

demonstrate some striking issues.

First, it was found that female adolescents report more illness than

male adolescents. We consistently found this pattern in all analyses.

Our data support the review by Sweeting (1995) which shows that "...in

respect of overall levels of chronic illness, higher male rates in child-

hood are replaced by higher female rate which emerge in early-mid

adolescence". These consequent differences between female and male

adolescents appear in our study to be a more powerful discriminator in

health than socioeconomic status.

Another striking issue concerns socioeconomic status. As stated before,

we used the socioeconomic characteristics of both the father and the

mother. The idea was that the characteristics of the mother are perhaps

of more importance than those of the father in relation to the health of

adolescents. Our data, however, do not support this idea, since the sig-

nificant relations between the SES of the parents and the health meas-

ures of adolescents involved only the educational level of the father.

Therefore, for the health measures used in this study the educational

level of the father seems to be the �̀best' measure of socioeconomic sta-

tus. It is suggested that for other measures, such as health behaviour

and coping styles, the SES characteristics of the mother are better meas-

ures.

Beside the discussion about father's ánd mother's SES characteristics,

one can also argue that these measures are no longer sensitive indica-

tors of the social influences on adolescents. Re-categorising the adoles-

cents according to their own education and occupation, however,

requires patience of some years. As a temporary proxy, their actual

educational level might be considered as a good discriminator of health

differences in adolescence.
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