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Chapter 1

Introduction

1.1 Research problem and background

A large body of research has established a robust relationship between social strati-

fication and a large variety of health outcomes (House, 2002; Elo, 2009; Adler et al.,

1994; Kitagawa and Hauser, 1973; Olshansky et al., 2012). Those with better jobs,

higher incomes, better education, higher status, and living in wealthier areas live

longer and healthier lives.1 Nonetheless, important questions remain, and the

most prominent one referring to the precise reasons underlying this relationship

(Adler et al., 1994; Elo, 2009; Hedström and Swedberg, 1996). A well-known

impediment to addressing this question properly is the multifaceted nature of so-

cioeconomic status. While some researchers have attempted to map individuals

onto one-dimensional, catch-all measures of socioeconomic status (Liberatos et al.,

1988), social stratification research has reached a consensus that SES is a complex

phenomenon that cannot be captured by a single variable (Braveman et al., 2005;

Chen et al., 2013; Krieger et al., 1997; Torssander and Erikson, 2010). Further-

more, the multifaceted nature of SES incorporates both objective and subjective

aspects that determine one’s health. It is not only the material aspects of SES

that affect health, such as economic resources and living conditions, but also the

subjective appraisal of these material conditions. In the Chapters that follow, we

present a multifaceted approach towards socioeconomic status with the goal of

shedding light on the mechanisms linking SES and health. A crucial distinction

between different facets of socioeconomic status is the one between its objective

and subjective components (Schnittker and McLeod, 2005), which will guide our

exploration in this book.

1Other dimensions of social stratification, such as sex, race, or migrant status are interesting
as well but beyond the scope of this book.
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2 CHAPTER 1. INTRODUCTION

1.1.1 Social determinants of health

Research on health and illness has long been the principal domain of the medical

sciences, studying the biological and genetic processes causing diseases. This singu-

lar focus on the biomedical paradigm in research on health, however, has long been

challenged by the social sciences (Bloom, 2002). Research has been able to show

that social contacts (Berkman and Syme, 1979; Holt-Lunstad et al., 2010), mate-

rial living conditions (McKeown, 1979), and socioeconomic status (Townsend and

Davidson, 1982) are major determinants of health. While these findings might not

be surprising for sociologists—one of the first sociological studies found that those

who are less well socially integrated are more likely to commit suicide (Durkheim,

1951)—, they helped putting the role of biological and genetic approaches into per-

spective: social factors must not be neglected in the study of health and illness.

Moreover, social determinants of health have gained in importance, as infectious

diseases have become less important as the main causes of death. Chronic—

incurable, long-term—diseases are nowadays the most crucial threats to health

and well-being. Against the backdrop of aging societies, social factors will further

gain in importance, also for aging healthily and happily (Stolk et al., 2009).

1.1.2 The social gradient in health

Sociological research on health long relied on the assumption that socioeconomic

status was linked to health only in the form of poverty (Adler and Ostrove, 1999).

Outside of poverty research, SES was mostly seen as a nuisance factor in research

that needed to be controlled for statistically. But since the 1980’s, this assumption

was challenged, probably most forcefully when Marmot et al. (1978, 1984) showed

an increase of cardiovascular disease and mortality risk with each decrease in oc-

cupational grade in the Whitehall Study. Given the fact that the sample of the

Whitehall study solely consisted of British civil servants, poverty could clearly be

ruled out as a cause for the social gradient. This finding was replicated for a vari-

ety of populations and health outcomes, giving rise to a vast line of research on the

social gradient in health (Adler and Rehkopf, 2008). This doesn’t just hold true

for individuals living in contemporary societies with free and and extensive pub-

lic health care coverage (Elo, 2009; Mackenbach et al., 2008); historical evidence

also documents that there was a social gradient in health in 17th century Geneva

(Whitehead, 1997), as well as in ancient Greece, Egypt, and China (Krieger et al.,

1997).2

2But also see e.g. Harris (2004) or Bengtsson and Van Poppel (2011) for evidence of the
historical variation in social gradients in health.
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1.1.3 Classical explanatory approaches

Given the robustness of the relationship between SES and health outcomes, it

raises the question as to which factors would account for this relationship. A

classical typology of reasons was drawn up by Townsend and Davidson (1982).

Townsend and Davidson (1982) distinguished between four different types of ex-

planations that are traditionally seen to be at the core of the social gradient in

health. 1) Artifact explanations refute the existence of a social gradient in health

and attribute any such findings to spuriousness and measurement error. Although

this explanatory approach has not been able to rule out the existence of a social

gradient in health, it has great merits in highlighting the numerous methodolog-

ical problems that arise when researching health inequalities, such as the lack of

a consensus on how to measure SES properly (e.g. Chandola, 1998; Torssander

and Erikson, 2010). 2) Social selection explanations suggest that the connection

between SES and health is essentially a case of selection bias. Bad health induces

socioeconomic downward mobility, thus individuals with poor health are selected

into worse socioeconomic positions. Whereas this explanation is certainly part of

the story of the social gradient in health, longitudinal studies have shown that se-

lection effects are much smaller than the effects of SES on health (Chandola et al.,

2003; Thiede and Traub, 1997). 3) The cultural/behavioral explanation points to

lifestyle factors, such as smoking, poor diet, and lack of exercise, as underlying rea-

sons of health inequalities. Research shows that these lifestyle factors are unevenly

distributed across social strata and play a major role in the generation of the social

gradient (Pampel et al., 2010). 4) Structural/materialist explanations identify the

manifest physical living conditions of individuals as causes of the social gradient

in health. Living conditions, such as housing and working conditions, clearly have

an impact on physical health (e.g. Aldabe et al., 2011), and large SES differentials

in material living conditions can be found (Präg et al., 2010).

Apart from these four classical explanatory approaches, two additional ap-

proaches have been developed in the past years (Macintyre, 1997; Nettleton, 2006).

5) The life course approach focuses on trajectories of cumulative health (dis)ad-

vantage (Kuh and Ben-Shlomo, 2004; Willson et al., 2007; Pavalko and Caputo,

2013), where health is conceptualized as a life course capital that is preserved or

depleted over time. 6) Psychosocial factors have also been suggested as major

predictors for the SES–health relationship. For instance, anxiety and stress, re-

sulting from unfavorable social comparisons and lack of social support, have been

suggested to increase inequality in health (Marmot, 2004; Schnittker and McLeod,

2005; Wilkinson and Pickett, 2010).
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1.2 Theoretical approaches and mechanisms

Our analyses in this book revolve around two interlinked aspects of the social gra-

dient in health. On the one hand, we will explore different dimensions comprising

SES, specifically the tension between its objective and subjective aspects. On the

other hand, social stratification also affects health on different levels, not only on

the level of the individual and the household, but also on the levels of regions and

societies one is living in.

1.2.1 Multidimensionality of SES

Social stratification research typically distinguishes between several dimensions of

SES, most prominently education, income, and occupation-related measures, such

as occupational prestige or class (Lahelma, 2001). These dimensions of SES can

group individuals, households, and societies in a vertical fashion, with those with

low education, low income, or low prestige towards the bottom of a hierarchy,

and those with high education, income, or prestige at the top. While there is

substantial overlap between the different dimensions, the heterogeneity between

the dimensions can be crucial (Braveman et al., 2005; Geyer et al., 2006; Lenski,

1954; Jackson, 1962). For instance, some individuals can have remarkable work

careers and achieve high occupational prestige, while having only little education,

or they can have attained a high educational degree, while failing to obtain a job

that provide them a high income.

Objective measures of SES have been shown to be related to important health

outcomes. Seminal studies and meta-analyses have shown substantial disparities

with respect to mortality and other health outcomes, specifically between educa-

tional groups, occupations, and income groups (Kitagawa and Hauser, 1973; Furnée

et al., 2008; Kunst et al., 1998; Mirowsky and Ross, 2003). Different mechanisms

have been discussed in the context of these relationships (Adler and Rehkopf,

2008), among them health literacy and self-management ability for education, ad-

verse and dangerous working conditions for occupational groups, and differential

access to resources for income groups. However, studies have suggested that these

mechanisms cannot account for all of the SES differences that are found in health.

A classical objective indicator of SES is education. It mainly draws on the

knowledge-based resources on an individual, but captures other aspects, such as

life chances as well. A large number of studies have shown the beneficial health

effects of education (e.g. Lleras-Muney, 2005; Masters et al., 2012; Mirowsky and

Ross, 2003). Factors linking education and health are less financial hardship and

better employment possibilities (Ross and Wu, 1996), greater command of social-
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psychological resources, such as social contacts (Ellwardt et al., 2014; McPherson

et al., 2006), greater sense of control (Mirowsky and Ross, 2003), less stress and

fewer traumatic life events (Lantz et al., 2005), and better health behaviors (Pam-

pel et al., 2010). Furthermore, it reflects the transition from parents’ SES and one’s

own adulthood SES, capturing both the material, cognitive, and other resources

available from the family background, as well as adult resources that affect health

(Galobardes et al., 2006). Education also affects the level of knowledge, skills,

and what has been termed ‘health literacy’ (Williams et al., 1995) of individu-

als. Previous studies have suggested that the strength of the relationship between

education and health varies across countries (e.g. Eikemo et al., 2008a; Von dem

Knesebeck et al., 2006); however, these have largely overlooked the variation in

the size of the education–health gradient.

Income is another major objective indicator of SES. Income is a direct measure

of the material resources component of SES. While money in and of itself is unlikely

to be a direct determinant of health and illness, it facilitates obtaining goods

and services that can enhance and maintain health. Furthermore, income can

also affect health via non-material pathways, for instance by inducing feelings of

relative deprivation among those with low income (Huijts et al., 2010a).

One dimension of SES that has gained recent prominence, especially in research

on public health, is subjective socioeconomic status (Adler et al., 2000; Adler,

2013; Cohen et al., 2008). For measuring subjective SES, individuals are typically

asked to locate themselves in the social hierarchy, rather than relying on objective

measures, such as education, income, or occupation. Furthermore, the relationship

between subjective SES and health (Adler et al., 2000; Nobles et al., 2013) is

usually found over and above the effects of objective SES markers. This has

been interpreted as the detrimental health effects of status differentials (Singh-

Manoux et al., 2005). Individuals perceiving themselves to be low in social status

exhibit worse health via a direct pathway, namely via neuroendocrinological stress

reactions, and via an indirect pathway, namely poor health behaviors, such as

smoking or overeating, which serve as coping reactions to the perceived lower

status position.

One of the major problems of the research that tries to disentangle the health

effects of subjective SES is the difficulty of distinguishing the status effects, as

measured by subjective SES (while controlling for objective SES), from any mea-

surement imprecision the objective SES measures might have. Subjective SES has

been praised for its ability to capture facets of objective SES, such as parental

background, SES of the partner, or inherited wealth, that the traditional mea-

sures of occupational prestige, education, and income arguably only poorly reflect.

For this reason, using a more direct measure of status differences can overcome
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this problem. A crucial aspect of the status explanation of health inequalities is

the self-location of individuals in the social hierarchy. Research has shown that

individuals vary in their propensity to engage in such status comparisons, and we

posit that individuals which attribute a higher importance to status comparisons

should also experience more pronounced health effects of their status position.

Therefore, investigating the health effects of income comparisons in relationship

to their income position in the national income hierarchy can yield important

insights.

An additional dimension of SES inequalities in health is their relational aspect.

Power is an understudied dimension in social stratification research. A look at

the associations of different styles of doctor–patient communication with health

outcomes and how these associations vary by educational groups can shed light

into this dimension of health inequalities. Over the past decades, the prevailing

paternalistic style of doctor–patient communication, which largely relied on the

deference of the patient to the authority of the doctor, has shifted towards a more

egalitarian model, where patients are accepted as experts of their own symptoms,

doctors offer patients choices between treatment options, and consensual decisions

on treatments are sought.

1.2.2 Understanding SES on different levels

Research on health inequalities focuses on two different areas of interest. One

area is concerned with what has been called “downstream” factors, namely the

mechanisms concerned with how the experience of social life “get under the skin.”

Research in this field is concerned with the effects of stress and coping (Dickerson

and Kemeny, 2004; Thoits, 2010), health behaviors (Pampel et al., 2010; Umberson

et al., 2010), and the physiological processes related to them (e.g. Epel et al., 2004;

McEwen, 1998). Another area of research is occupied with the so-called ‘upstream’

processes (Braveman et al., 2011) such as national policy arrangements (Bambra,

2011; Beckfield and Krieger, 2009; Brennenstuhl et al., 2012; Navarro et al., 2006;

Olafsdottir and Beckfield, 2011), in particular health care systems (Beckfield et al.,

2013; Wendt et al., 2009).

Despite the fact that these two types of processes should best be seen in con-

junction to get a full picture of the social determinants of health, there is of-

ten little explicit interconnection between the two in the existing research. Of

course, research on downstream factors acknowledges the important role of the

social forces shaping the downstream processes, but only little explicit attention

is given to the structural origins of the downstream processes in empirical studies

and any modifying effects of social contexts on downstream processes are largely
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neglected (Schnittker and McLeod, 2005). In research on upstream determinants

of health, links between the upstream processes and health outcomes on the micro-

level, especially in a cross-national context (Olafsdottir, 2007), are rarely explored.

Strengthening the links between upstream and downstream processes, and under-

standing the interactions between the two, will increase our knowledge of the social

processes that determine health and wellbeing. In order to better link the upstream

and downstream processes, a multilevel approach is warranted.

Health differences by SES occur in social contexts. Not only the individual

SES position of an individual affects their health, but also aspects of the context

they live in. An especially salient context is the overall society in which they live,

however, other contexts should not be neglected.

The “comparative turn” in health inequalities research

The growing importance of comparisons across societies (Mills et al., 2006) has also

recently started to affect research on health inequalities. There is a longstand-

ing tradition of comparing population health disparities between countries (e.g.

Deaton, 2013), but only recently health disparities within countries have taken the

center stage in cross-national comparisons (e.g. Mackenbach et al., 2008, 2015a,b;

Olafsdottir and Beckfield, 2011). While public health research in general has long

been interested in the effects of ‘upstream,’ institutional factors driving health

outcomes (Beckfield and Krieger, 2009; Beckfield et al., 2013), research on health

inequalities has experienced what can be called a ‘comparative turn’ (Olafsdottir

et al., 2013). Comparing the extent of health inequalities across countries allows

us to put them into context and gives a fresh impression of which inequalities

are considered to be ‘large’ or ‘small.’ Furthermore, comparing health inequalities

across societies allows a more systematic examination of contextual factors, such

as income inequality or welfare state policies, that can affect the size of socioeco-

nomic gradients in health. By doing so, comparative health inequalities research

can potentially give researchers and policy makers a sense of the malleability of

health inequalities.

The health effects of income inequality

The relationship of income inequality in a country and population health is a cru-

cial public health debate taking place not only in academia, but also in the media

and among policy makers. The debate originally emerged from public health re-

search (Rodgers, 1979; Wilkinson, 1992, 1996; Wilkinson and Pickett, 2010), but

has also had strong repercussions in sociological social stratification research (Beck-

field, 2004; Wilkinson and Pickett, 2009). Next to the individual variation in SES,
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income inequality has been suggested to affect population health. Specifically,

social inequalities in a country have been suggested to reduce the health of the

population of that country. While early in the debate, sociologists have dismissed

this public health research for reasons of poor theoretical elaboration, faulty opera-

tionalization, and doubts about causality (e.g. Beckfield, 2004; Goldthorpe, 2010),

more recently it has been argued that many questions raised in this debate are

genuinely sociological and should be addressed by sociologists (Layte and Whelan,

2014).

The debate revolves around two major issues. Firstly, the existence and the

causality of an association between income inequality and health is questioned.

Secondly, assuming that there is a causal association between the two, the mecha-

nisms which link income inequality and population health are disputed. Although

Beckfield (2004) cast doubts on the existence of a causal effect of income inequal-

ity by showing that any negative effect of income inequality was spurious due

to unobserved country characteristics in a rigorous fixed-effect examination of a

large-country panel, a recent replication with a longer observation period and a

larger number of countries did find negative income inequality effects in some

groups of countries even after accounting for such unobserved characteristics (Pop

et al., 2013). A large meta-analysis of existing multilevel studies, which can also

account for population composition, hinted at the presence of a negative effect

of income inequality on health (Kondo et al., 2009). Also, a recent review paper

disputes claims that the inequality–health correlation is only incidental (Pickett

and Wilkinson, 2015).

Those researchers who have found an effect of income inequality on population

health have suggested several pathways which underlie this relationship (Layte,

2012). A first option is social trust. In a nutshell, the underlying mechanism for

this pathway is that greater economic inequality in a society erodes social trust

due to fewer possibilities for homophilous ties, thus making social support, an

important factor affecting health, more difficult (Ellwardt et al., 2014). A second

option is the neo-materialistic pathway, which suggests that income inequality

is an indicator of underinvestment into societal resources, both in the sense of

infrastructure like social services and in the sense of human capital, which then,

in turn, is detrimental for population health (Lynch et al., 2000). A third, not

necessarily mutually exclusive pathway, is status considerations, which lead to

greater anxiety with respect to social prestige in societies with greater economic

inequality (Layte and Whelan, 2014), and thus affect health negatively.

Furthermore, it has been suggested that income inequality also affects the size

of health gradients in countries (Beckfield et al., 2013; Semyonov et al., 2013;

Wilkinson and Pickett, 2008). Different pathways have been suggested for this.
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High-SES invididuals in less egalitarian societies might have more resources that

they can translate more easily into better health, leaving the disadvantaged even

further behind in terms of health (Beckfield et al., 2013). Alternatively, societies

with a high degree of income inequality are characterized by a country’s systematic

underinvestment across a wide range of human, physical, and social infrastructures.

The less well-off are likely to suffer most from these underinvestments, as they lack

the personal resources to make up for these public underinvestments; thus, health

inequalities in countries with greater income inequality could be greater (Semyonov

et al., 2013). Finally, Wilkinson and Pickett (2008) suggest that status competi-

tion should be stronger in places characterized by greater income inequality, thus

exacerbating health inequalities via a status differentiation pathway.

1.3 Aim of this book and research questions

What seems to play less of a role in the traditional approaches to explain the

SES–health relationship are two factors: firstly, the multifaceted nature of SES,

and secondly, that SES can exert its effects on different levels. The multifaceted

nature of SES refers to the fact that SES not only manifests itself in objective,

easily observable indicators, such as education, income, and occupation, but also

in subjective indicators (to which less attention has been paid) that are assumed

to be important drivers of health inequalities. While it has long been assumed that

SES is largely active on the individual level, recent research has gathered evidence

that SES also affects health on multiple levels.

In this book, we will explore various crucial aspects of the relationship between

SES and health. In a first step, we will look at the variation across countries in the

size of the relationship between one traditional aspect of SES, namely education,

and self-reported poor health.

• How does the size of the relationship between education and health vary

across different spatial entities, such as countries and sub-national regions?

(Chapter 2)

Answering this question will allow us to get a better understanding of the

malleability of the social gradient in health. In a (hypothetical) world where the

relationship between SES and health comes down to biological or genetic deter-

minism, we would not expect any variation in the size of the SES–health gradient

across different spatial units. However, being able to see the variation in the size

of the SES–health gradient across places illustrates the relevance of the social

forces shaping health and the potential for policy intervention to reduce health

inequalities.
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At the same time, however, one should not be mistaken about the assumed

within-country homogeneity when comparing the sizes of health gradients across

countries. Data allow us to break down the education–health relationship by

subnational units in one particularly interesting country. In the United States, we

are able to compare the SES–health relationship across the 50 federal states. The

US is an intriguing case due to the discrepancy between its great wealth and, at

the same time, its poor population health performance when compared to similar

high-income countries (e.g. Avendano and Kawachi, 2014). Furthermore, the US is

notorious for its vast heterogeneity in terms of population health across its regions

(e.g Murray et al., 2006).

Therefore, exploring the within-US heterogeneity in the education–health rela-

tionship will provide us with potentially important insights into the social strati-

fication of health in the US:

• How does the size of the relationship between education and health within

the US compare to the same relationship in European countries? (Chapter 2)

We will then move on to the subjective mechanisms linking SES and health.

In Chapter 3, we will focus on a relatively novel SES marker in research on health

inequalities. Subjective SES is seen as a self-appraisal about one’s own location in

a socioeconomic status order and directly touches upon the perceptional aspects

of social stratification. Given that previous research has shown that subjective

SES is a powerful predictor of health in a variety of settings, we are interested in

seeing whether this finding also holds in a cross-national comparison. Furthermore,

previous research has also established that the subjective SES–health relationship

remains substantially important even after accounting for objective markers of

SES.

• Does the subjective SES–health relationship replicate across countries? (Chap-

ter 3)

• Does the subjective SES–health relationship replicate across countries, even

after controlling for objective markers of SES? (Chapter 3)

Furthermore, exploring these questions in a cross-national setting allows us to

go one step beyond and to explore the variation in the size of the subjective SES–

health relationship as well as to attempt to identify societal-level factors that can

shed light onto the processes generating this variability. Country affluence and

income inequality play important roles in the debate about societal-level determi-

nants of population health and can be assumed to affect variation in the subjective

SES–health relationship. Thus, we also pose the following questions:
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• Is there variation in the SES–health relationship across countries? (Chap-

ter 3)

• Can the variation in the SES–health relationship across countries be ex-

plained by differences in national income or income inequality in a country?

(Chapter 3)

We will continue to explore the links between income, income inequality, and

health. The previous literature has suggested that status competition is an im-

portant mechanism linking relative income and income inequality to population

health. One promising approach to test this pathway is to exploit the variation in

the importance individuals attribute to comparing their incomes to those of oth-

ers. Individuals vary in their orientation towards social comparisons, and we would

expect that individuals with a stronger social comparison orientation should expe-

rience greater negative health effects of higher income inequality and lower relative

income.

• Is the relationship between income inequality and health moderated by one’s

income comparison orientation? (Chapter 4)

• Is the relationship between relative income and health moderated by one’s

income comparison orientation? (Chapter 4)

Furthermore, another important aspect of SES is its relational dimension which

is relatively rarely explored. This dimension can be expected to strongly play

out in the health domain when it comes to the relationship between doctors and

their patients. When it comes to health advice and treatment decisions, doctors

possess great authority and power over their patients. While the doctor–patient

relation in the past was largely built on this asymmetry, fostering a paternalistic or

doctor-centered model of the relationships between doctors and patients, various

developments in society and the health domain have given rise to a more egalitarian

or patient-centered model of doctor–patient relations, aiming for joint decision-

making and treating their patients as experts for their own symptoms and their

own living situation. The question arises how such variation in the doctor–patient

relationship affect social inequalities in health.

• How is the doctor–patient relationship associated with the SES gradient in

health? (Chapter 5)
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1.4 Overview of the four studies

This selection of studies presented in this book replicates and extends existing

research in several major ways. Firstly, we explore the variation in the strength

of the education–health association not only across countries, but also within a

country with marked health and socioeconomic inequalities: the United States. By

doing so, we gain greater insight into the variability and malleability of education-

related health inequalities across and within countries. Whereas the relationship

between SES and health is sometimes reduced to genetic and medical factors,

acknowledging the educational differences not only between, but also within soci-

eties, highlights the importance of social, ‘upstream’ determinants of population

health and points to potentials for policy intervention. Secondly, we examine the

relationship between subjective SES and health in a cross-national comparison.

While previous studies were able to show the association between subjective SES

and health only in single societal contexts, we are able to show that the relation-

ship between subjective SES and health holds in 27 countries from all over the

world, even over and above the influences of objective status markers. Thirdly,

we propose and empirically test a new link between income inequality and health,

namely social comparison orientations. Social comparisons are assumed to be a

key mechanism in the pathway between income inequality and health. Drawing

on data from 23 European countries, we are able to show that a greater reported

importance of reporting one’s income does not exacerbate the negative effect of

income inequality on health. Fourthly, we explore the association between the

doctor–patient relationship and the educational health gradient across countries,

adding a relational perspective to the research on SES and health.

1.4.1 Education-related health inequalities between US sta-

tes in an international comparison

Chapter 2 focuses on a conventional and objective SES indicator, namely educa-

tion, with the aim to explore variation in the size of the education-related health

gradient comparing US states and European countries. The rationale for this ap-

proach is that comparative research on the SES—health relationship has recently

focused on comparing European countries to the United States. What has been

overlooked so far is within-US heterogeneity with respect to health gradients. As

the US data we use for our analysis allow us to break down the analysis by the

federal states of the US, we can compare the relationship in US states to those

found in European countries.
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1.4.2 Subjective SES and health in an international com-

parison

Chapter 3 departs from the key finding of recent research on health inequalities

that there is substantial variation in the size of health gradients across countries.

Cross-national studies have not only shown that objective markers of SES, such as

income, education, and social class, are generally associated with health outcomes,

but also that the sizes of these associations vary across countries. An SES indicator

status that has only recently been introduced in research on health inequalities is

subjective socioeconomic status. Studies revealed that subjective socioeconomic

status is also associated with health, usually over and above the effects of objective

SES markers. This evidence has been interpreted as proof of social status effects

on health.

In our study, we aim to test the robustness of the association between subjective

SES and health in a sample of nationally representative, standardized surveys from

27 countries worldwide. We will conduct multilevel analyses to explore whether

the relationship between subjective SES and health holds when controlling for

objective measures of SES, namely education, income, and occupational prestige.

Additionally, we will test whether the cross-national variation in the subjective

SES–health relationship is affected by national income and income inequality in a

country.

1.4.3 Income inequality, income comparisons, and health

Chapter 4 tackles the income inequality–health relationship and the social gradient

in health from a different angle. Both of these phenomena have been suggested to

be explainable by the mechanism of status comparisons. This, however, has rarely

ever been tested in a direct fashion. In this article, we explicate and test this

mechanism by assessing the role of social comparison orientation. Research has

shown that individuals vary in their propensity to engage in social comparisons,

and those with a higher propensity are also more likely to be affected by the

outcomes of such comparisons. In our analysis, we check whether the tendency to

compare one’s income to that of others can contribute to explaining socio-economic

disparities in health.

1.4.4 The doctor–patient relationship and health

Chapter 5 addresses the relational aspects of the social gradient in health. Re-

search suggests that doctor–patient relations have evolved from a doctor-centered,
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paternalistic approach towards a more patient-centered, egalitarian model of in-

teractions between physicians and their patients. Given the long-running debate

on the relationship between education and health, the question arises how differ-

ences in doctor–patient relations affects educational inequalities in health. First,

we test whether a more egalitarian doctor–patient relationship is associated with

a reduced educational gradient in self-reported health. Second, we test whether

egalitarian (e.g. discussing treatment decisions with patients) and paternalistic

(e.g. withholding some information from patients) doctor–patient relations show

differential effects on self-reported health across different educational groups.

1.5 Data and analytic strategy

1.5.1 Data

In order to test our theoretical ideas, we make use of the five different datasets

listed in Table 1.1. Major advantages of these data sets are the relatively extant

coverage of countries and individuals, which facilitates cross-national comparisons.

A slight disadvantage of the data sets are the availability of relatively few health

markers, which are also based on self-reports only. Nonetheless, the data sets used

provide a high data quality and a high degree of comparability due to tight quality

controls (EVS and GESIS, 2011; Jowell et al., 2007).

For Chapter 2, we pool information from European Values Study (EVS; EVS

and GESIS, 2011) and the Behavioral Risk Factor Surveillance System (BRFSS;

CDC, 2008). The European Values Study provides the biggest number of European

countries in a recent academically-driven population survey and includes a single

item on self-reported health. Sample sizes in the individual countries are on average

N = 1,100. The Behavioral Risk Factor Surveillance System is a US-based survey

that comprises ample health indicators, among them a measure of self-reported

health. The major advantage of the BRFSS is the large sample size in the federal

states (average N = 5,400), which allow us to break down the data by federal

states and to explore the variability in health inequalities between the US states.

In Chapter 3, we make use of the recently released International Social Survey

Program (ISSP) 2011 module on “Health and Health Care” (ISSP Research Group,

2013). This data set provides us with information on health outcomes, such as self-

rated health and psychological wellbeing, as well as our focal independent variable

subjective SES.

In Chapters 4 and 5, we exploit the second and the third round of the European

Social Survey (ESS, Jowell et al., 2007). An item on self-rated health is part of the

core questionnaire of the ESS. In addition, the third round fielded a module on
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Table 1.1: Datasets used in the studies

Data set Reference Year data
collection

No. of
coun-
tries

Chapter

Behavioral Risk Factor Surveillance
System (BRFSS)

CDC (2008) 2008 511 Ch. 2

European Values Study (EVS) EVS and
GESIS
(2011)

2008 452 Ch. 2

International Social Survey Program
(ISSP) 2011

ISSP Re-
search
Group
(2013)

2011–13 27 Ch. 3

European Social Survey (ESS) Round 3 Huppert
et al. (2009)

2006/07 23 Ch. 4

European Social Survey (ESS) Round 2 Kooiker
et al. (2004)

2004/05 24 Ch. 5

Notes: 150 federal states of the US and the District of Columbia,
244 countries and the region of Kosovo

“Personal and Social Wellbeing” (third round, Huppert et al., 2009) which includes

an item on the income comparison orientation of individuals. This will provide

the data for the analyses conducted in Chapter 4. The second round included a

module on “Opinions on Health and Care Seeking” (Kooiker et al., 2004), which

provides information on opinions about the doctor–patient relationship. This will

be the focus of Chapter 5.

1.5.2 Analytic strategy

The studies presented in this book are standing in the tradition of cross-national

research (Kohn, 1987; Mills et al., 2006), drawing on data from multiple countries

and exploiting differences between the countries to better understand the social

forces shaping the lives and, in particular, the health and wellbeing of individuals.

Cross-national research typically deals with questions that extend across multiple

levels. Major challenges in this context are being able to disentangle compositional

and true contextual effects: Do countries differ in one way or the other because

their populations differ in their composition (e.g. more older people, more highly-

educated people), or are the differences truly due to contextual factors (e.g. higher

income inequality)? Another general question driving cross-national research is

the interactions between processes located at the country level and those at the

individual level, for instance, whether income inequality exacerbates the social

gradients in health in countries.

Statistical methodology and, probably more importantly, increased computa-
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tional speed, have made answering such questions much easier in the past years.

A major trend has been the proliferation of random intercept and random coeffi-

cient models in cross-national research (Kreft and De Leeuw, 1998; Snijders and

Boskers, 2012; Subramanian et al., 2003). Stemming originally from educational

research that focused on students clustered in classrooms, which were, in turn,

clustered in schools, these models where applied to individuals nested in countries

for the purposes of cross-national research.

Random effects models give researchers greater accuracy over standard OLS

models when it comes to accounting for the clustering of individuals in countries.

Furthermore, they are an extremely flexible approach to modeling cross-national

data. However, researchers have recently started pointing out problems in stan-

dard applications of random effects models in cross-national research. On the one

hand, researchers have pointed to problems of estimating the variance components

correctly when the number of countries is low (Bell et al., 2014; Bryan and Jenkins,

2015). While the number of level-2 units in studies of classrooms and neighbor-

hoods can easily be several dozen, the number of countries in a multilevel study is

rarely above thirty and often less than 25. On the other hand, researchers coming

from the tradition of panel data analysis are calling the random effects assumption

underlying random effects models into question (Allison, 2009; Halaby, 2004).

In order to overcome these problems, researchers have pointed to the merits

of what has been called two-step regression models (Kedar and Shively, 2005;

Wooldridge, 2010). In this approach, single-level regression models are fitted to

each country data set separately in the first step. In the second step, the parame-

ters of interest are extracted from these models and then modeled as outcomes in

a second single-level model.

Given the fact that the number of units on the lowest level, the level of in-

dividuals, is usually large, one of the advantages of random effects models, the

partial pooling and borrowing strength property (Jones and Bullen, 1994), is of

less importance. This property of random effects models can be crucial to increase

the precision of level-1 parameters when the average number of level-1 units is low

(such as students in classrooms), but in multi-country studies, where the number

of individuals is usually in the thousands, it gives researchers little or no advantage

over single-level models.

Given the fact that the jury is still out about who is ultimately right in these

debates (and expecting that it is unlikely that one single approach turns out to be

ultimately right), the Chapters of this book will use both strategies. In Chapter 2,

where the focus is on exploring differences between level-2 units with large sample

sizes, there is clearly nothing to be gained by using random effects models. Single-

level models for each unit separately allow the removal of compositional effects from
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the predicted prevalence rates of poor health and also allow for a more intuitive

prediction of these rates. In Chapters 3 to 4, the analyses will largely draw on

random effects models, which are, however, checked for their robustness in two-

step regression models. In Chapter 5, both fixed and random effects models will

be reported.




