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2.5 Summing up: Social position, psychosocial factors, and health

Let us return to the main research field of social inequalities in health for a moment:
Regardless of which measurement of social position one wants to use, there are two
main approaches to the aetiology of social position and health, i.e. how one thinks that
social position and health are related in a way that will result in poor health. The social
drift or social mobility hypothesis states (a bit simplified) that because of their illness
or disposition from the start, people with poorer health will naturally end up in a lower
stratum in society [103-105]. It is important to note that this “selection” is not always
due to poor health with the individual, but is also dependent on the social structure of
a particular society: the opportunities for employment or welfare support; the risks for

discrimination, and socio-political structures supporting certain family structures.

The social causation hypothesis, on the other hand, states that the different strata in
society will be exposed to different stressors or environments and hence develop
different health profiles, so that for instance low-status people will be exposed to
stressful circumstances or polluted areas to a larger extent than high-status people

[53, 106, 107]. The social causation hypothesis also leaves room for the possibility of
an added (negative) impact from perceiving yourself as lower-rank, although it fails to
explain exactly how conditions connected with the different social positions will cause
poor health. While social mobility is assumed to play some part in this process, there is

as of today no agreement on how big an impact social drift really should be assigned.

In summary: The underlying hypothesis or aetiology for studies embracing the
psychosocial perspective is that people in relatively worse positions may experience
increased psychosocial strain due to a higher stress load that is connected with their
position and environment (structural, discriminating, and material circumstances)
while lacking in psychological resources to cope with these stressors [7, 9, 10, 14, 31,
53, 108-111]. The imbalance between stressors and coping resources could potentially
increase the risk of engaging in unhealthy behaviour, such as drinking, smoking and

overeating (see the model above).
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Following from this, questions have been raised as to why low-status individuals
would want to engage in unhealthy behaviour, with patterns of socialisation and
expectations of having low prospects for the future being one suggested answer [68].
Another explanatory model connecting to the above suggests that inherited and/or
learnt coping strategies such as learned helplessness in childhood could result in
feelings of hopelessness and lack of control in adult life, which could be of importance

for the known vulnerability of individuals of low social position [112-114].

Some support has been found for the social causation hypothesis in that a mediation
effect of psychosocial factors in the relationship between measures of socioeconomic
position and health have been presented in several studies [107, 108, 115, 116]. Gallo
et al. [117] concluded in a recent study that individuals with lower SES described their
social worlds as more hostile and less friendly compared to individuals with higher
SES. Measures of hostility also explained the inverse association between SES and
some aspects of perceived health. Haukkala [110, 118] found that the cynical
component of hostility was related to lower SES, while tendencies to report anger were
related to higher SES. Kristenson et al. [14] showed in an attempt to explain the high
CHD mortality rates in Lithuania among middle-aged men, that Lithuanian men had
lower availability of psychosocial resources, higher levels of hostility, vital exhaustion
and depression than Swedish middle-aged men. Furthermore, Kristenson et al. [9]
found that these negative characteristics were more common among people in low
socioeconomic groups within both populations. Low levels of perceived control have
been shown to be related to low self-rated health as an independent factor by Bobak et
al [17, 119] who suggest control to be an important mediating factor in the relation
between social circumstances and health in Russia. Cohen et al [108] studied US and
Finnish samples and found positive psychological factors (greater social support, less
anger, less depression, and less perceived stress) to be related to both higher
socioeconomic status and better health. Ross and Wu [8] found support for higher
psychological well-being in people with high socioeconomic status (measured by
education) in their study of US households, and this was mainly accounted for by

higher levels of control and higher levels of social support.
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The relevance of my studies

If we want to find an all-encompassing model for how to best understand the
relationship between social position and health, we might also need to include a view
of the individual as a socially responsive being who will continuously evaluate her
context (that is, the political, material and cultural structure which will determine her
living conditions). Rather than just studying socioeconomic status from a
(materialistic) deterministic class perspective, where “objective” social position
(resource-based and class measures) are supposedly the best measures, the research
field of today has opened up for an understanding that acknowledges social position as
neither solely determined by individual experiences nor by structure alone, but rather

as a product of both.

This is further encouraged by the introduction of subjective measures of status into
more studies on health inequalities. If health was determined by class only, we would
not need to bother about perceptions. But material factors alone cannot explain the
social gradient in health, and aside from the results presented in this thesis, many
previous studies using validated measures have demonstrated a relationship between
health and psychosocial factors, including measures of subjective status. This cannot
be overlooked. However, it is important to acknowledge that both material and
psychosocial factors are part of a reciprocal relationship that cannot be detached from

political and structural circumstances.

Let us again look at the model presented above, where the suggested aetiology which
follows from the social causation hypothesis suggests the following: Material, social
and environmental conditions (as measured here by socioeconomic position) will
impact an individual’s psychosocial resources in a positive or negative direction
(coping successfully or not), resulting in emotions which in turn may affect
psychoneuroimmunological responses and result in illness or disease. As for the
social-evaluative measures, these are mainly derived from a social environment where
collective consciousness (norm cohesion / doxa) will induce social stress when the

individual is measured by the “eye of the Other”.
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This will put the individual’s psychological resources to the test (coping successfully
or not) and result in emotions which will have health-promoting or detrimental effects.
So, while the psychobiological pathways may be the same, the difference is the
emphasis on where the “toxic” stress emanates from — is it from material conditions

or from subjective evaluations of the social self?
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3. Material and methods

3.1 Data

LSH

Paper I, IT and IV in this thesis are based on data from the Life Conditions, Stress and
Health (LSH) study. This is a longitudinal study targeting social differences in the
incidence of coronary heart disease in a normal population. The main aim is to test
whether psycho-physiological pathways mediate the association between socio-
economic status and incident cardiovascular disease. Details on the randomisation

process have been described elsewhere [120].

Selection criteria

Participants were men and women (non-patients) drawn from the normal population

in a region in the southeast of Sweden. Baseline data were collected during 2003-2004
with a follow-up in 2006. Baseline participants were 1007 men and women aged 45—
69 years (in 2003), stratified by 5-year age groups and belonging to any of the
catchments areas of 10 primary health care centres in the southeast of Sweden
(response rate 62%). Participants fulfilling these requirements were randomly selected
via the National Population Register. Exclusion criteria were serious disease and

difficulties in understanding the language.

Data collection at baseline included self-reported data via postal questionnaires, and
measures of blood pressure, anthropometrics and blood sampling during a visit to a
primary health care centre. Follow-up data were collected by a questionnaire in 2006
from a total of 795 men and women (response rate 80%) of which 300 were randomly
selected to go to a primary health care centre for clinical measures. Comparison with
national data [121] suggests that the respondents recruited at baseline were reasonably
representative for the Swedish population in terms of age, sex, civil status and

education.
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Non-response analysis for data in LSH 11

A non-response analysis of data from the first survey (LSH I) revealed that non-
respondents in LSH II had, compared to respondents, higher BMI, higher heart rate
and lower levels of daily physical exercise, and were more often regular smokers.
Other factors that were found to be related to a higher attrition were unemployment in
the last year before the first survey, and having parents that were born in another

country than Sweden [122].

HAPIEE

The Russian data in Paper I came from the baseline phase of the Russian part of the
HAPIEE study (Health, Alcohol and Psychosocial Factors in Eastern Europe) in 2002-
2005 [123]. A sample of men and women 45-69 years old, stratified by gender and 5-
year age groups, was randomly chosen from a local population register of Novosibirsk
city, and selected individuals were invited to participate in the study. Data were
collected by a structured questionnaire and by an examination at local clinics; 9231
men and women aged 45-69 years participated in the baseline examination (response
rate 61%). The study population is representative for a Russian urban population in

terms of age, sex and educational level.

Questionnaires

The structured questionnaires in LSH and HAPIEE contained a common set of
identical core parameters that cover a broad amount of topics, such as data on
sociodemographics, psychosocial measures, health behaviours, self-rated health and
diagnosed illnesses. All questionnaires were administered by mail in Sweden, while in
Russia participants needed to visit the clinic in order to fill in the questionnaires.
Correct wording was checked by translating both Swedish and Russian questionnaires

back into English.

CDUST
Data used in paper III were a regional sample of 33 834 individuals drawn from a

health-related survey (Liv och Hélsa 2000) which was distributed in mid-Sweden
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in 2000 to randomly selected men and women, 18-79 years old [124]. After the coding
of the four status categories that were central to our analyses (which led to exclusion
of farmers, self-employed, and secondary school) 14 854 individuals remained in the
dataset. Questions in the survey encompassed various aspects of health, lifestyle,
finances, living conditions, social trust, shaming experiences, and mental and

emotional well-being.

3.2 Measurements

Occupation

All coding of occupational status in papers II and IV was made according to the
Swedish SEI coding system [125]. This system is mainly based on educational
requirements for a certain occupation. It separates between manual and non-manual
workers and it also has a category for the self-employed, students and retired people.
To classify someone according to the SEI system basically requires information on
occupational status (what sort, union affiliation of occupation, and main job tasks) and
on employment (employed or self-employed). It is also possible to go more into detail
and separate between the different groups based on company size, number of
employees and how many percent of time one is working. Codes for student status,
working in the home, being retired, unemployed, in military service or on sick leave

are also available.

However, for the employed the most commonly used model is the aggregated version
with five categories (see Figure II below). The system from 1982 is still in use, but
Statistics Sweden is continuously working on updates of the different occupational
categories, as new positions enter working life (and our vocabulary). The aggregated
version with five categories was used: unqualified manual, qualified manual,

unqualified non-manual, qualified non-manual, and farmers and self-employed.
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Figure II. The short version of the Swedish SEI-coding system.

The employed:

Socioeconomic group

Manual workers

11 Unskilled, production
12 Unskilled, services

21 Skilled, production
22 Skilled, services

Non-manual workers

33 Lower non-manual

36 Lower non-manuals 11

46 Medium non-manuals

56/57 Higher non-manuals/managerial

The self-emploved:

60 Academics

79 Self-emploved excl. farmers

89 Farmers

{Ref Statistics Sweden)

Educational requirements
after primary school

Less than 2 years
Less than 2 years

At least 2 years

At least 2 years

Less than 2 years

2 but not 3 years

3 but not 6 years
At least 6 years

At least 6 years



Education

In papers II and IV, education was classified into four levels: primary (9 years or less),
vocational (10 or 11 years), secondary (12 or 13 years) and university (14 years or
more). In paper I, three categories were used with the vocational and secondary levels
merged into one category. This was done in order to enable comparison with the
Russian categories. In paper 111, secondary level education was excluded due to the

special categorizations of status incongruence.

Subjective social status

A measure of subjective social status was re-introduced in health studies by Adler
(2000) and has been derived from Cantril’s self-anchoring ladder (originally
measuring quality of life) [126]. Participants were given a drawing of a ladder with 10
rungs which was described with the following words: “Think of this ladder as
representing where people stand in our society. At the top of the ladder are the people
who are best off, those who have the most money, most education, and the best jobs.
At the bottom are the people who are the worst off, those who have the least money,
least education, and the worst jobs.” Respondents were asked to place an X on the

rung that best represented where they think they stand on the ladder.

Status incongruence

Status incongruence was measured as a combined measure of education and
occupation, where negative incongruents were coded as university education in
combination with any manual worker occupational status, or unqualified non-manual
occupational status, while positive incongruents were coded as primary or vocational
education in combination with qualified non-manual status. A university level
education and qualified non-manual occupational status were coded as high-status
congruents, while primary or vocational education with any type of worker
occupational status were coded as low-status congruents. Secondary level education
(which is theoretical, as compared to the more practically oriented vocational

education), the self-employed and the farmers were not included in the coding of

43



incongruents or congruents due to difficulties in determining the appropriate

occupational and educational requirements for these categories.

Health

Health was measured in papers I and II by the general question from SF-36 [56] which
is a measure of self-rated health, assessed by a standard single question with answers
on a 5-point scale. The question is: “In general, would you say your health is...” (1 =
excellent; 2 = very good; 3 = good; 4 = less than good; 5 = poor). For the analysis in
paper I, the dichotomized outcome was defined as the top two categories representing
good health, while poor health was defined as the bottom three categories. In paper II,

self-rated health was used as a continuous scale from 1-5.

In paper 111, health was measured by the General Health Questionnaire (GHQ) which
is a state measure of current mental health and concentrates on broader components of
psychiatric morbidity (but does not make clinical diagnoses) [58]. The questionnaire
was originally developed as a 60-item instrument but several shortened versions of the
questionnaire are available. In this study, the GHQ-12 is used. The scale asks whether
the respondent has experienced a particular symptom or behaviour recently. Each item
is rated on a four-point scale (0-3) and will result in a maximum score of 36 for the
GHQ-12. In paper 111, a dichotomized measure was used, with a cut-off rate at 19 (due

to the data distribution).

Psychosocial factors and emotions
For exact wording of items of each instrument, see appendix. A factor analysis showed
how the psychometric instruments in this thesis were grouped in the follow-up of the

LSH study (2006):
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Cynicism
Hopelessness

VE

CESD Self-esteem
Coping
Sense

of Coherence

Perceived control

Figure III. Distribution of the psychosocial instruments used in LSH I and LSH 1I.

Perceived control

A score of perceived control was based on agreement or disagreement with eleven
statements adapted from the Whitehall IT Study, MacArthur Foundation programme on
Midlife development and the New Barometer studies [127]. Use of this instrument in
Russia and in six other post-communist countries was validated by Bobak et al [17,
119]. Items 2, 3 and 4 are generally seen as representing “control over health” while
the other items represent “control over life”. The subjects were asked to what extent
they agree or disagree with the statements. The final score ranged between 0 (no
control) and 55 (maximum control). Internal consistency as assessed by Cronbach's
alpha was 0.66 and 0.71 for Swedish men and women, and 0.64 and 0.63 for Russian

men and women.
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Self-esteem and mastery (coping)

Self-esteem is usually regarded as a personality trait [128] and measures the
positiveness of one’s attitude towards oneself. The self-esteem subscale from Pearlin
and Schooler [43] was used. Mastery addresses the extent to which one regards one’s
life chances as being under one’s own control in contrast to being fatalistically ruled,
also known as “coping ability”. The mastery scale by Pearlin and Schooler [43] was

used. Cronbach’s alpha for coping was 0.76 in LSH and for self-esteem 0.86.

Sense of coherence

The SOC scale [129, 130] measures the concept defined by Antonowsky [129] which
in short describes that the way in which people view their life has a positive influence
on their health. Sense of coherence explains why people in stressful situations stay
well and even are able to improve their health. The measurement construct is
somewhat different from an ordinary Likert scale, in that only an answer at each
extreme counts (“often” — “never”) with the other options on an assumed continuum,

resulting in an ordinal score scale with a range of 13-91. Alpha in LSH was 0.82-0.84.

Trust
Social trust [20] was measured by 5 questions with answers on a 5-point scale (always
- never) with a score range between 0 (no trust) — 20 (high trust). Internal consistency

of scores was assessed by Cronbach’s alpha to 0.79.

Cynicism

“Hostility is a broad psychological domain encompassing various cognitive,
emotional, and behavioural aspects of an individual’s negative orientation toward
interpersonal transactions. Traits in the hostility domain include cynicism, anger,

mistrust, and aggression.” [46] (p. 46).

Cynicism items reflect a generally negative view of humankind depicting others as
unworthy, deceitful, and selfish. They are statements about the respondent’s

interpretation of others’ behaviour in general. Cronbach’s alpha was 0.86-0.89 in LSH.
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Response alternatives were on a 5-step Likert scale (“not at all” — “to a major extent”)

with a score range of 12-60.

Hopelessness

Hopelessness is defined as having negative expectancies about oneself and the future.
The 2-item questionnaire by Everson et al was used [47]. Response alternatives were
on a 5-step Likert-scale (“absolutely agree” — “absolutely disagree”) with a score range

of 0-8. Cronbach’s alpha was 0.68-0.70 in LSH data.

Vital exhaustion

Vital exhaustion is in its original form a questionnaire with 21 items developed by
Appels et al [49] from the original 58-item Maastricht questionnaire. The LSH study
used a 19-item version that has been validated by Koertge et al [131]. Response
alternatives were on a 3-step Likert scale (“never” — “often”’) with a range of 19-57.

Cronbach’s alpha was 0.94 in LSH.

External shaming was measured by five items with response alternatives on a 3-step
Likert scale (“never” - “several times”) [95, 96]. Examples of items were: (During the
past three months, have you felt...) “that anyone treated you in a condescending way?

and “that anyone talked disparaging about you?”.

Depression was measured with the Centre for Epidemiological Studies Depression
Scale [132] aiming at measuring depressive states, not identifying clinical depression.
Response alternatives were on a 4-step Likert scale (“less than 1 day” - “5-7 days”)

with a score range of 0-60. Cronbach’s alpha was 0.87 in LSH data.

Pessimism
A measure of pessimism was derived from a 5-item Likert scale following the question
“What do you think the future will hold for you?”” where the bottom two (negative)

items were coded as 1.
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Anxiety, feeling low
Questions regarding anxiety and feeling low were formulated as “During the past three
months, have you experienced feelings of anxiety / feeling low?”” where any positive

response were coded as 1.

3.3 Statistical methods

Paper I

The distributions of background factors and self-rated health were calculated for both
the Swedish and the Russian populations, and these were also stratified by sex and
education within the two countries. For comparative purposes, means and distributions
of perceived control were calculated for each country separately. Logistic regression
was used to analyse the associations between psychosocial factors and self-rated
health, firstly controlling for age only, and secondly controlling for age, education,
civil status, obesity (in terms of BMI), blood pressure, cholesterol levels, and smoking.
All analyses were conducted separately for men and women for each of the study

populations.

Paper 11

For the first part of the analysis, testing associations between indicators of
socioeconomic status, psychosocial factors, and self-rated health, partial correlations
with control for age and sex were used to identify significant associations between all
variables in relation to the SES measures before the regression analysis. Linear
regression was used to examine effects of psychosocial factors on associations of
occupation and subjective status with self-rated health. Each psychosocial factor was
separately entered as the final step in the model. This was done in order to calculate
the change in variance (AR?) between each step of the analysis. In the first model,
control variables (age, sex) were entered, followed by the SES indicator. Second,
control variables (age, sex) and a psychosocial factor were entered, then the SES
indicator. Finally, control variables (age, sex), a psychosocial factor, and the

alternative SES indicator were entered, followed by the SES indicator (i.e. for
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subjective status as indicator, occupation was entered as control; for occupation as
indicator, subjective status was entered as control). Standardized beta coefficients for
each predictor are reported together with AR? which is calculated as a difference in

explained variance between step II and step I of the model.

The second part of the analysis included a test of potential predictors or covariates of
subjective status. We used four different sets of predictors: an expanded set of
traditional socioeconomic factors (respondent’s occupation and education, mother’s
and fathers and partner’s education and occupation), self-rated economy, psychosocial
factors, and life satisfaction measures (current life satisfaction and optimism). Partial
correlations with control for effect of age and sex were used to identify significant
relations between potential predictors and subjective status. This was followed by a
stepwise multiple linear regression analysis with the purpose of seeing how much of

the total variance of subjective status that was accounted for by relevant variables.

Paper 111

The data were presented as crude frequencies and as a correlation matrix of partial
correlations with control for sex and age. A Kruskal-Wallis test for the categorical
variables and a one-way ANOVA for the continuous variables were used to test if the
distribution of each characteristic differed in the four groups of status position
(STATUS). Shaming experience (SHAME) was dichotomised in two levels (“0”= no
shame, “1-5”= shame). Logistic regression was then used to explore the relative risk,
presented as odds ratios (OR) for five outcomes: poor mental well-being (GHQ),
shaming experiences, anxiety, having a pessimistic outlook, and feeling low, in
relation to the different status positions, with positive incongruents as reference
category. Adjustment was made in two steps: for age and sex in a first step, and for

age, sex, financial difficulty and longstanding illness in a second step.

Further, as we had a special focus on shaming in our study, potential effects on GHQ
from shaming experiences within the various status positions were tested by coding a

matrix SHAME x STATUS that combined the four status categories within the two
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levels of shaming experiences. Frequencies of poor mental well-being (GHQ) within
each category were calculated and all categories were then included in a logistic
regression model with control for age, sex, financial difficulty and longstanding illness
in two steps, with GHQ as outcome, and positive incongruents without shaming

experiences as the reference category.

Paper IV

The statistical analysis was performed separately for each of the eight psychometric
instruments. All analyses were based exclusively on those participants that answered
the questionnaire on both occasions (LSH I and LSH II). For descriptive purposes,
mean values, standard deviations (SD) and mean changes over time (delta change)
with 95% confidence intervals (CI) were calculated. The reliability of the eight
psychosocial instruments was assessed by estimating the internal consistency of the

instruments (Cronbach’s a) both at baseline and at the 2-year follow-up.

The stability of the psychological instruments over a 2-year period was estimated by
test-retest Pearson product moment correlation coefficients. In order to test the
significance of the difference between correlation coefficients in low vs high SEP, the
correlation coefficients were converted using Fisher’s r-to-z transformation. For each
psychometric instrument, a two-way repeated measures analysis of variance was
conducted to examine whether there were any mean changes between the two SEP
groups under study between the two time points. This 2 (group) x 2 (time) analysis
used SEP as a between-group variable and time as a repeated measure, enabling the
investigation of (a) differences in mean levels of the psychosocial factors between low
and high SEP groups (b) mean changes in psychosocial factors between the two time

points and (c) the interaction of these effects.

For all analyses (paper I-1V), a p-value of <0.05 was considered significant.
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Table 3. Distribution of the statistical methods used in each of the four papers:

Statistical method

Paper I

Paper 11

Paper III

Paper IV

Chi-squared test

X

Partial correlation

X

Pearson product-moment

correlation

Fisher r-to-z transformation

Linear regression

Logistic regression

One-way ANOVA

Two-way repeated

measures ANOVA

Cronbach’s o
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4. Overview of the studies

4.1 Study I

“Adverse health effects of low levels of perceived control in Swedish and Russian
community samples”

Johanna Lundberg, Martin Bobak, Sofia Malyutina, Margareta Kristenson, Hynek
Pikhart

Study purpose: This cross-sectional study of two middle-aged community samples
from Sweden and Russia examined the distribution of perceived control scores in the
two populations, investigated differences in individual control items between the
populations, and assessed the association between perceived control and self-rated

health.

Method: The samples consisted of men and women aged 45-69 years, randomly
selected from national and local population registers in southeast Sweden (n = 1007)
and in Novosibirsk, Russia (n = 9231). Data were collected by structured
questionnaires and clinical measures at a visit to a clinic. The questionnaire covered
socioeconomic and lifestyle factors, societal circumstances, and psychosocial
measures. Self-rated health was assessed by standard single question with five possible

answers, with a cut-off point at the top two alternatives.

Results: A total share of 32.2 % of Swedish men and women reported good health,
compared to 10.3 % of Russian men and women. Levels of perceived control were
also significantly lower in Russia than in Sweden, and varied by education and sex in
both populations. Sub-item analysis of the control questionnaire revealed substantial
differences between the populations both in the perception of control over life and

over health. Logistic regression analysis revealed that the odds ratios (OR) of poor
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self-rated health were significantly increased in men and women with low perceived

control in both countries (OR between 2.61 and 4.26).

Conclusion: Although the cross-sectional design does not allow for causal inference,
these results support the view that perceived control influences health, and that it may

mediate the link between socioeconomic hardship and health.

4.2 Study II

“Is subjective status influenced by psychosocial factors?”

Johanna Lundberg, Margareta Kristenson

Study purpose: Associations between subjective social status and health are still
relatively unexplored. This study aimed at testing whether subjective status is uniquely
confounded by psychosocial factors compared to objective status, and what factors that

may predict subjective social status.

Method: Cross-sectional analysis of a population-based, random sample of 795
middle-aged men and women from the southeast of Sweden. Questionnaires
included subjective social status, objective measures of socioeconomic status, life
satisfaction, and a battery of psychosocial factors. Associations were controlled for

effects of age and sex.

Results: Both subjective status and occupation were significantly associated with self-
rated health also after control for psychosocial factors. Stepwise regression showed
that subjective status was significantly influenced by self-rated economy, education,

life satisfaction, self-esteem, trust, perceived control, and mastery.
Conclusion: The association between subjective status and self-rated health does not

seem to be uniquely confounded by psychosocial factors. Both resource-based

measures and psychological dimensions seem to influence subjective status ratings.
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4.3 Study III

”Status incongruence revisited - associations with shame and mental well-being
(GHQ)”

Johanna Lundberg, Margareta Kristenson, Bengt Starrin

Study purpose: Status incongruence has been related to poor health and all-cause
mortality, and could be a growing public health problem due to changes in the labour
market in later decades. Shaming experiences have been suggested as playing a part in
the aetiology. Our aim was to study the risk for shaming experiences, pessimism,
anxiety, depressive feelings, and poor mental well-being (GHQ) with a special focus
on shame, in four status categories: negatively and positively incongruent individuals,

and low-status and high-status congruent individuals.

Method: Data comprised 14 854 working men and women from a regional sample of
randomly selected respondents, 18-79 years. Logistic regression was used to study

differences in risk for negative emotional outcomes.

Results: The negative incongruent category persisted as the group most at risk for all
negative emotional outcomes (OR 1.5-1.9; p<0.05-<0.001). When testing the risk for
poor mental well-being among the status categories with and without shaming
experiences, OR for all groups with shaming experiences were elevated. Among
groups without shame, only the negative incongruent category remained at risk (OR

2.7; p<0.05) after adjustment.
Conclusion: Negative incongruent status is associated with adverse emotional

outcomes, among them shame, which is a previously unappreciated aspect of status

incongruence.

54



4.4 Study IV

“Does 2-year stability of psychosocial factors differ by socioeconomic status?
Test-retest correlations of self-esteem, mastery, perceived control, sense of
coherence, cynicism, hopelessness, vital exhaustion and depression in a
middle-aged Swedish normal population”

Johanna Lundberg, Margareta Kristenson, Bengt Starrin

Study purpose: The main aim of this study was to assess the stability of eight
psychometric instruments over a 2-year period. A second aim was to analyze whether

the stability of each psychometric instrument differ by socioeconomic position (SEP).

Method: Self-reported data from eight previously validated instruments were used:
self-esteem, mastery, perceived control, sense of coherence, cynicism, hopelessness,
vital exhaustion and depression were collected from a population based sample of

1007 men and women aged 45-69, drawn from a region in the southeast of Sweden.

Baseline data were collected during 2003-2004 with a follow-up in 2006.

Results: The test-retest correlation coefficients ranged between 0.52 — 0.74 with the
highest values noted for self-esteem, sense of coherence and vital exhaustion, which
were all over 0.70. The lowest values were noted for hopelessness and perceived
control; 0.52 and 0.58 respectively. Test-retest coefficients tended to be lower in low
SES groups. Significant differences in test-retest coefficients were found between
groups with high and low education for self-esteem and perceived control, and

between occupational groups for cynicism.
Conclusion: Stability for psychosocial factors over 2 years were moderate and tended

to be lower in low SES groups. Data suggest that correction of attenuation bias in

longitudinal studies is relevant also for psychosocial factors.
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5. Discussion

The aims with this thesis was to study associations between different indicators of
social position - two resource-based and two prestige-based measures - and explore
their associations to psychosocial factors, emotions, and health in normal population
samples, and also to study the stability of psychosocial factors over time and their
social stratification in a normal population sample. The focus has primarily been on
the social stratification of psychosocial resources and emotions — did all of these four
measures of social position relate to psychosocial factors and emotions in a way that
matters to health? The four papers all discuss parts of the association between social
position, psychosocial factors and health, as illustrated by the figure on page 71. I will

now address different aspects of this association with reference to each of the papers.

5.1 Social position, psychosocial factors, emotions and health

Several studies have shown that people in lower socioeconomic positions may
experience psychosocial strain to a higher extent than those better off while lacking in
resources to cope with stressors [133-135]. As for Paper I, our findings of lower
perceived control among the lower educated in both populations were in line with
previous reports on associations between social position and psychosocial factors. This
underlines the importance of both contextual and individual characteristics of the
social environment. Furthermore, the lowest levels of perceived control scores were
seen for men and women with the lowest level of education in Russia, and the highest
levels were seen among people with high education in Sweden, lending some support

to assumptions of a social gradient also across the continent.

In Paper II, we found that subjective social status was not only positively correlated
with education and occupation, but also to all of the psychosocial resources tested
(perceived control, sense of coherence, trust, mastery, self-esteem and optimism) and
inversely correlated with all measures tested on psychosocial risk factors (cynicism,

shame, vital exhaustion, depression, hopelessness).
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Also in line with previous studies, subjective status showed stronger associations with
all psychosocial factors than did occupation and education [69, 73, 136] and was

positively related to self-rated health.

Another unique contribution of Paper II was our measure of shaming experiences.
Results showed that this emotion did not have any impact on the association between
subjective status and self-rated health, nor on the association between occupation and
self-rated health. However this is most likely a consequence of the outcome measure at
hand. In a study by Starrin et al. [94] shaming experiences co-varied strongly with
mental ill-health among social benefit recipients, and the same pattern was found
among the unemployed, while Eales [97] found an association between shame,
depression and anxiety. We now used self-rated health in our paper for comparative
purposes, but had we instead used depression or psychiatric diagnoses as outcome, the
impact of the shame variable would most likely have turned out differently (analyses
in Paper III later confirmed a strong association between shame and mental well-being

as measured by GHQ, although in another population).

Our main aim in Paper III was to study whether there were any differences in the risk
for shaming experiences, pessimism, anxiety, depressive feelings, and poor mental
well-being (GHQ) in four different status categories: negatively and positively
incongruent individuals, and low-status and high-status congruent individuals.

A special focus was assigned shaming and its associations with the four status
categories and GHQ, which no other studies have tried before. Our results showed that
the negative incongruent category had a higher frequency of negative emotional
outcomes and was the group most at risk for experiencing adverse levels of all of the
five outcomes. However, when we introduced shaming experiences in the equation,
shaming experiences seemed to be the primary producer of poor mental well-being
more than the social status position as such, since also the positive incongruent
category with shaming experiences noted an increased risk for poor mental well-being.

However, as for the categories without any shaming experiences, an increased risk for
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poor mental well-being (OR 2.7; p<0.05) remained only for one category after full
adjustment, and this was the group comprising the negative incongruent respondents.
Overall, the negative incongruent category persisted as the group most at risk for our
measure of negative status incongruence was ranked first on all negative emotional
outcomes (feeling low, anxiety, pessimism, shame) although the socio-demographic
data were similar for the negatively incongruent and the low-status congruent
category: both were less likely to be cohabiting with another adult and had larger
proportions of respondents with a longstanding illness and respondents experiencing
financial difficulty and poor mental well-being. Despite obvious problems with
measurement, such as the substitution effect and problems with separating the
experienced effect from that of the objective measures involved, measures of status
incongruence seem important for furthering the understanding of social-evaluative

aspects of status position, and of associations between negative affect and health.

In paper IV, a primary aim was to estimate the stability of eight psychometric
instruments over two years and to assess whether these measures differed according to
socioeconomic position (SEP) as measured by education and occupation. No other
study has tested this many instruments in relation to socioeconomic position at one and
the same occasion before. The observed test-retest correlations coefficients ranged
between 0.58-0.74 with tendencies for all instruments to have higher stability among
high SEP groups. These coefficients were all in line with previous research, although
no previous test-retest studies of coping, cynicism, hopelessness, perceived control or
vital exhaustion were found. As for internal consistency of the instruments, this was
generally high for all instruments with Cronbach’s alphas ranging from 0.70-0.94, with
the majority of instruments around 0.85. This meets with references to recommended
acceptable levels found in the literature [137, 138] and our results corresponded well
with results from previous studies. We also wanted to and to assess whether levels of
psychometric scale scores and stability over time differed according to socioeconomic
position (SEP) as measured by education and occupation. For this purpose, we
compared the profiles of the psychological instruments between levels of SEP and we

found tendencies for all instruments to have lower stability among low SEP groups.
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Coefficients differed significantly for self-esteem and perceived control among high
and low status groups of education, and for cynicism among groups of high and low
occupation. It is interesting to note that significant differences in stability between
high-status and low-status individuals were seen mainly for traits, but also for
instruments where people with low SES had poorer baseline levels (i.e. lower levels of
self-esteem and sense of coherence, and higher levels of cynicism). This is in line with
previous research showing that low-status people in general have poorer resources to
cope with stressful challenges, and that these resources are distinguished by their more

persistent, cognitive kind [53].

5.2 Exploring social-evaluative dimensions of social status

In this thesis, I have also addressed social-evaluative aspects of social status, that is,
the social psychology of perceived rank and its potential consequences for health via
psychosocial factors and emotions. A central question around subjective social status
has been whether the measure used for this aspect [136] is to be seen as an averaging
measure of resource-based indicators of socioeconomic position, or whether it is in
fact confounded by psychosocial factors (so that subjective status would not be a

stable measure in itself, but rather dependent on current mood states).

As for the associations with resource-based measures, our findings as presented in
paper II of subjective status as correlated with both occupation and education are in
line with results from a study by Singh-Manoux et al. [73] but differed from a study by
Adler et al. [136] where subjective status was significantly correlated with both
income and educational degree, but not with occupational status. In the latter study,
subjective social status was also more strongly related to a composite measure of SES
than to any one objective SES indicator. The authors suggested that this may be
because participants take all their (objective) standings into account when they rate

themselves on the ladder.
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What else differed between our study and another study of associations between
subjective and objective SES measures and health, was the influence of life
satisfaction. Singh-Manoux et al. [73] controlled for general life satisfaction ‘‘to avoid
reporting bias’’ (though without any further explanation of why they considered this
particular measure to be relevant). When we included life satisfaction in our analysis,
the association between subjective status and self-rated health became completely
eliminated, while associations remained borderline significant for both occupation and
education (data not shown). We tested two models in our analysis of psychosocial
factors as potential confounders in the relation between status and health, one with and
one without the inclusion of life satisfaction. This was done because life satisfaction is
neither a psychological trait nor a psychosocial factor, but rather a complex, composite
measure, and in this aspect a construct similar to subjective social status: “A measure
of subjective social status is likely to reflect not only current social circumstances, but
also to incorporate an assessment of an individual’s past (socioeconomic, educational,
and economic background) along with their future prospects. Subjective social status
would be expected to encompass the individual’s family resources, opportunities, and

life chances.” [73] (p. 1322)

Moreover, the correlation coefficient between subjective status and life satisfaction
was 0.53 in our study, emphasizing that these variables could not be regarded as
substitutes for each other despite the similar construction of their respective scales.

We further found that the prestige-based measure of subjective status was influenced
by resource-based measures, such as self-rated economy and education, but also by life
satisfaction and psychosocial resources represented by self-esteem, trust, perceived
control, and mastery. In support of early findings on both subjective and objective
elements as important predictors for subjective status [139] our study shows that the
process of assigning oneself subjective status cannot be explained solely in terms of
averaging of conventional socioeconomic measures, as has been suggested in some

studies [73, 136, 140].
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Further, we found no correlations between subjective status and partner’s education or
occupational status, although this has been suggested as an important factor for status
ratings, especially among women [141]. Of the traditional (expanded) socioeconomic
measures, only mother’s occupational status showed a significant correlation with
subjective status. Life satisfaction and self-rated economy were the two single most
influential predictors for subjective status in our study, together with psychosocial
resources that express various dimensions of trust: social trust; trust in one’s own self-
worth as measured by self-esteem; and trust in one’s capabilities or internal locus of
control as measured by perceived control and by mastery. Since these instruments are
not similar in construct, it is extra interesting that they manage to capture something of
a common dimension in relation to subjective status. Following from hypotheses on
subjective status as more sensitive to current life circumstances than traditional
measures [142] the differences in outcome between our study and the Singh-Manoux

et al. [73] study could support this view.

As for aspects of social comparison in terms of the proposed effects in Paper III of
status incongruence, the increased health risks in terms of mental well-being that were
found in our study for the group of negative incongruents could lend some support to
theories of role conflict and of not being at ease in one’s assigned cultural environment
[76]. Referring back to Bourdieu [80] status incongruity could be described as a forced
change in the individual’s social space, leading to a discrepancy in the agent’s habitus,
or a sense that one’s various forms of capital have been devalued or disarmed. Perhaps
it is comparable to the situation for the worker in a monotonous job who finds himself
in a daily activity that “touches no part of him that is himself” [11]. However, previous
studies have suggested that this discomfort might be the case no matter whether the
person is moving up or down the ranking scale, but our results did not support this
hypothesis. It is possible that the positive incongruents use their higher occupational
status as a status shield [143] and therefore manage to escape the proposed negative
consequences, while highly educated people are more likely to have built their identity
around their educational investments (which will become devaluated in their current

discrepant position).
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It was further interesting to note that also the high-status congruent category showed
an elevated risk of experiencing shaming. A possible explanation for this higher risk
and frequency of shaming experiences among the highly educated is, returning to
Bourdieu, that their achieved cultural capital (represented by education) might
contribute to feelings of shame, should these persons receive inadequate confirmation
of their social status from others. Thomas Scheff refers to Goffman’s theories on the
ritual definition of the self among others, and the function of embarrassment:
“Goffman’s interactants are exquisitly sensitive to the exact nuance of their treatment
by others, undergoing agonies of embarrassment or anticipated embarrassment when

they receive inadequate deference.” (Scheff, 1992).

Scheff also emphasises that the social order is not static, and that status honor requires
continuous affirmation. This might help explain why higher-educated persons are
more easily offended: it is because they actually have something to defend, something
which is of value in the eyes of others. When their social status and honor is threatened
to be taken away from them, the emotional reaction will be one of shame, of not being
regarded and respected in the way one thinks one deserves to be. High-status people
need to be at the tip of their toes more than low-status people, simply because the
former group has a lot more socially desirable assets to defend from the threats of
social devaluation. Following Wilkinson [144] who states that shaming experiences
are plausibly one of the most powerful and recurrent sources of the kind of stress that
influence the association between social status and health in general, and between
social status and psychiatric ill-health in particular, while considering our results that
the negatively incongruent group was most at risk for both shaming and poor mental

well-being, the health risks for this group could not be neglected.

5.3 Sex differences

Research shows that traditional class measures do not produce similar gradients in
health for women as for men, and that women's mortality risk instead is more strongly

related to the prestige level of the most advantaged member of the household [23].

62



However, while this may be valid for the U.K. which only has 50 % of women
working outside of the home, just as many Swedish women as Swedish men are
currently included in the Swedish workforce — around 77 % of both sexes [125] and it
is not uncommon that the "most advantaged member of the household" today is a
woman. There have also been discussions on women suffering from lower mental
well-being because of the double burden of household work / children and a
professional career, and there is literature suggesting men to be more dependent on
traditional status indicators (such as occupation) for their social status identity [11].
Because of these identified patterns of importance of sex in health inequality research,
we stratified the analyses in paper I, III and IV by sex. Since this thesis does not have a
particular gender focus with regards to theory and discussion, I will only comment

briefly on the findings related to sex differences in our studies.

In paper I, we noticed differences in control levels between socio-demographic groups
within both populations, most visibly so in women who generally reported lower
levels of control than men. Control also decreased with age, but there were differences
between the populations. There was a linear decrease for both men and women in
Russia, but not in Sweden where the decrease for men starts after the age of 60, and in
Swedish women after the age of 55. This suggests a faster decline in Russia, which is
in line with earlier studies on self-rated health and physical functioning in Russia and
Sweden. In general, Russian women stood out as suffering from worse health
conditions compared to all other groups in our analysis. Their levels of poor self-rated
health were significantly worse than those of any other group. Suggesting that health
levels may depend on - or reflect - different reactions to adversities among the sexes in
Russia, Andreev et al. [145] imply in their study on health expectancy in Russia, that
although the premature male mortality in Russia is the most striking feature of the
nation’s health development, there also appears to be a substantial burden of ill-health

among women — “men die while women suffer”.

In paper 111, we stratified all analyses in the present study by sex although these were

not included in the final manuscript (though we commented on this matter in the
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discussion chapter of the paper). This was because all outcomes followed a similar
pattern, except for negative incongruent men who had a higher risk for pessimism and
high GHQ scores than negative incongruent women. But overall, patterns remained the
same for both sexes as they did in the non-stratified analysis. We therefore choose to
keep categories intact due to the rather small number of participants in some of the

categories.

In Paper IV, a repeated measures analysis of variance was conducted for each
psychometric instrument to examine whether there were any mean changes between
the two SEP groups under study between the two time points. This 2 (group) x 2 (time)
analysis used SEP as a between-group variable and time as a repeated measure,
enabling the investigation of (a) differences in mean levels of the psychosocial factors
between low and high SEP groups (b) mean changes in psychosocial factors between
the two time points and (c) the interaction of these effects. These analyses were

stratified by sex, but very few differences in the time*sex effect was noted.

Further, unpublished data from the LSH study I and II on mean levels for men and
women per educational level in LSH I and LSH 1II respectively (data not shown) teach
us that women in general have somewhat lower scores than men on psychosocial
resources, and higher scores on psychosocial risk factors with the exception of
cynicism where men have higher means in general (see also [146]). The only factor
that seems to be “gender neutral” is sense of coherence. As for psychosocial scores per
occupational category, the same pattern remains in principle, but control scores are
more even between the sexes, while depression and vital exhaustion scores are higher

for women.
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6. Methodological issues

6.1 Ordinality of variables measuring socioeconomic position

”From an analytic standpoint, actual resources are, like social class, categorical in
nature, they also can be ordinal or interval (e,g own zero, one, or two or more cars).
Prestige- or rank-related characteristics, by contrast, pertain to relative position in
socially ranked hierarchies and chiefly concern status in relation to access to and
consumption of goods, services and knowledge. These characteristics typically are
modelled as continuous variables, with cut-points for categorical analysis, if any,
usually determined by the structure of the data, rather than a priori reference points.”

[64] (p.347)

Resource-based measures of socioeconomic position are often treated as ordinal
variables. An ordinal variable has a clear ordering, or builds on assumptions of the
same. An example is occupational status as categorized according to the Swedish SEI
system (Statistics Sweden), which has five categories in its short form, with
unqualified manual as the bottom level and qualified non-manual as the top level.
However the “spacing” or the size of the difference between the categories is often
inconsistent, which makes it difficult to say how much more level 3 is “worth”
compared to level 4 (as is the case with an interval variable, where all categories are
equally spaced). This has been met with some critique, especially among statisticians
within the field of social inequalities in health. Critics often point at two major
problems: what does the variable express in terms of unit, and who has made these

subjective ratings which underlie the rank of the units within the variable? [147]

If we focus on occupational status according to Statistics Sweden, this measure is
mainly based on educational requirements for a certain occupation. It separates
between manual and non-manual workers, and it also has a category for the self-
employed. Occupational status also includes codes for students and retired people.

To classify someone according to the SEI system basically requires information on
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occupational status (what sort, union affiliation of occupation, and main job tasks) and
on employment (employed or self-employed). Sometimes the five-category divide is
merged into two categories: blue collar and white collar workers. If we should address
the first criticism above, about measurement, we can argue that it is quite hard to say
what is really being measured by these categories. The underlying assumption for an
ordinal interpretation of occupational status should be that non-manual workers have
”more and better” of something than manual workers. But what is this ”more and
better”? It is clear that the underlying educational requirements are not enough to
capture the contents of “occupational status”. Both of these measures have shown to
relate to health independently [15, 148] and although they do overlap to some extent,
they contribute in their different ways to health and there is a consensus around the
separate use of the two measures. Higher occupational status means evidently
something more than mere educational benefits and its positive consequences. For
instance, occupational status could be a proxy for the quality of the working
environment, or of control at work, or of the chances of working under a beneficial

effort-reward balance.

As for the second critical point, on subjective ratings, one might say that this is not
highly relevant for occupational status research since the SEI-coding system is an
established system without any subjective interference. And as the association between
occupational status and health has been assessed multiple times, researchers seem to
settle for the argument that “’the ordering is there for all to see”. But another argument
could be that the subjectivity issue is not involved when rating occupational status, as
it builds on educational requirements and which sector you actually belong to, and not

on what category you feel like, or what the researcher might think you look like.

To sum up, the problem with using occupational status as an ordinal variable is not
that it cannot be categorized objectively, but rather that we cannot say for sure what
the true contents of the underlying parameter really is (that is, what we really measure

by occupational status) which might be especially important in relation to health.
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In defense of the use of occupational status as an ordinal variable, one could use the

following arguments:

- the categorization of occupational status builds on a defined standard with objective

prerequisites (= avoidance of the problem with subjective ratings or intersubjectivity)

- there is a general acceptance within the research area to treat occupational status as

an ordinal variable (...”for comparative reasons”...)

- studies have showed that health increases with the level of status, no matter the

categorization or number of fine-tuned categories.

6.2 Can measures of SEP be used interchangeably?

Lahelma et al [15] tested associations between the three SES indicators education,
occupational class, and household income, against health outcomes represented by
limiting longstanding illness and self-rated health. They found that each indicator
showed a clear gradient in health and that inequalities by occupational class were
largely explained by education. Two thirds of inequalities by income were explained
by education and occupational class. Part of occupational class inequalities were
explained by education. The authors conclude that “Parts of the effects of each
socioeconomic indicator on health are either explained by or mediated through other
socioeconomic indicators. Analyses of the predictive power of socioeconomic
indicators on health run the risk of being fruitless, if interrelations between various

indicators are neglected.” [15] (p.327)

This is not to say that socioeconomic indicators are to be seen as interchangeable, but

rather partially independent, partially interdependent determinants of health. This, the

authors claim, makes the search for “the single best socioeconomic measure” fruitless.
However, as different indicators may have different predictability for different

outcomes [149] there may be reasons for trying to single out the most powerful
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predictor for specific outcomes, as this could help guide interventions and policy
making. This was tested in a study by Geyer et al. [148] where income, education and
occupation were found to be correlated only in a low to moderate way, and where each
measure was found to be outcome specific, that is, yielding different gradients
depending on the SEP measure at hand. The authors conclude: “[these measures]
cannot be used interchangeably as indicators of a hypothetical latent social dimension.
Although correlated, they measure different phenomena and tap into different causal

mechanisms.” [148]

6.3 Cross-sectional data and causality

The cross-sectional study is usually considered to be a hypothesis-generating design.
In cross-sectional studies, a population of individuals is studied with regard to a
disease and potential risk factors at one point in time. Because data on the disease and
the exposure are collected at one specific point in time, this approach cannot provide
estimates of disease incidence but instead produces an estimate of disease prevalence

with regard to the possible risk factors [150].

In Papers I, II and III, temporality of the association between the dependent and the
independent variable is hard to establish. The lack of a time dimension makes it
difficult to draw any conclusions regarding the temporal relationship between the
disease and the exposures. We cannot exclude the possibility that, as in Paper I, low
self-rated health could lead to low perceived control instead of the other way around.
Prospective studies are needed to further validate these associations and to exclude
reverse causation. As for Paper II, we should rather talk about a significant covariance

in the second analysis investigating “predictors” of subjective status.

6.4 Confounding or mediation?

An important difference between confounding and mediation effects is that mediation
implies that the independent variable causes the mediator, which, in turn, causes the

dependent variable (or outcome). A confounder however, need not be causing the

68



outcome to which it is related. A confounder is a third variable that explains the
relationship between an independent and dependent variable [151]. Adjustment for the
confounder provides an undistorted estimate of the relationship between the
independent and dependent variables. An illustrative example of the difference
between mediators and confounders is provided by MacKinnon et al [152]: “[...] age
may confound the positive relationship between annual income and cancer incidence
in the United States. Older individuals are likely to earn more money than younger
individuals who have not spent as much time in the workforce, and older individuals
are also more likely to get cancer. Income and cancer incidence are thus related
through a common confounder, age. Income does not cause age, which then causes

cancer.”

Examples of confounders in the studies of this thesis were chronic disease in Paper I,
which could be a possible confounder in the relationship between control and health,
because an existing disease can reduce the feeling of control and self-perceived health.
To account for this possible effect, we conducted an additional analysis in Paper I
excluding people who reported myocardial infarction, angina and stroke in the past.
Results from our original analysis and new results were virtually the same. This
suggests that chronic disease (although expressed only in terms of cardiovascular

disease) was not a major confounding factor in this analysis

In Paper 11, we chose not to control for lifestyle factors and physiological variables in
our analyses, because of the risk of these factors being potential mediators between
psychosocial factors and health (see figure on next page). We might run the risk of

over-controlling if we would include smoking, exercise, diet and alcohol habits [53].

A special case of “confounding” is present in Paper III regarding the construction of
the status categories: “The fundamental problem in the analysis of the effects of
mobility or status inconsistency on individual behaviour revolves around the issue of
distinguishing between the effects of inconsistencies between two or more social

positions and the effects of the social positions themselves.” [153]
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We adjusted for financial difficulty to ensure that the effects of incongruence and
congruence are not due to financial aspects of the position at hand, and while it is
beyond the scope of this paper to try to contribute to the debate on how to best
measure status incongruence, it has been our intention to construct as well-defined
categories as possible, excluding secondary level education, the self-employed and
farmers from the coding procedure due to difficulties in determining the appropriate

occupational and educational equivalents for these categories.
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7. Conclusions

Social stratification of psychosocial factors and associations with health

What we can learn from paper I is that psychosocial factors do seem to have an
influence on health, independent of whether we study this in a highly unequal setting
such as Russia, or in a more egalitarian society such as Sweden. And as for the debate
of whether material or psychosocial influences are most important for health [18, 29,
30, 154-156]: Despite Sweden being internationally promoted as the “ideal” society in
comparison with many other Western countries, with small (however increasing)
absolute differences in material standard and income, psychosocial factors still manage

to establish an independent relationship with health.

As seen in paper IV, psychosocial factors are in most cases unequally distributed
within the population, although in a linear manner. This means basically “the lower
your socioeconomic position, the less psychosocial resources you have”. This pattern
of social stratification of psychosocial factors is very much in line with previous
research. However, one could argue that the differences noted in the LSH sample in
comparison are rather small — and, adding to this — that the differences between the
sexes are rather small as well. Still, the conclusion rests on the fact that there actually
are statistically significant differences at play here, which at large support the
psychosocial hypothesis on social inequalities in health: people in lower positions also
have fewer resources to cope with stressors. Adding to this, their resources seem to be
less stable over time, which is a critical methodological problem that needs to be

addressed in prospective studies.

Social-evaluative aspects of social status

As seen in paper II, the subjective measure of social status shows stronger associations
with psychosocial factors and shame than the traditional measures of socioeconomic
position do, while being significantly associated with self-rated health also after

control for these factors. This points again to the relevance of individuals’ own
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thoughts about themselves and the potential impact on the self by normative
judgements of social position in a certain hierarchical setting. This is also obvious
from the study on status incongruence (Paper III) where the traditionally protective
effects of a high education are suddenly diminished when combined with a low-status
occupation. Shaming experiences may play an important role for our understanding of

self-perception and the consequences of not receving status attainment as expected.

Implications for future research

Let us again look at the model presented above, where the suggested aetiology which
follows from the social causation hypothesis suggests that social, material and
environmental conditions will impact an individual’s psychosocial resources in a
positive or negative direction (coping successfully or not), resulting in emotions which
in turn may affect psychoneuroimmunological responses and result in mental or
physical illness. As for the social-evaluative measures, these will mainly derive from a
social environment where the collective consciousness (norm cohesion / doxa) will
induce social stress when the individual is measured by the eye of the Other. This will
put the individual’s psychological resources to the test (coping successfully or not) and

result in emotions which will have health-promoting or detrimental effects.

So, while the psychobiological pathways may be the same, the difference lies in the
emphasis on where the social stress emanates from. Poor health could have many
reasons, partly due to stress from the social-material (structural) environment, partly
due to stress from the social-comparative (social psychological) environment.
Obviously there are different ways to go about when it comes to prevention in order to
come to terms with the stress derived from these different factors. This is also my main
argument for promoting both objective and subjective measures of social position in

future studies within health inequality research.

From the model above we also learn that all measures of social position used in this
thesis are placed in the same box. However, the measure of subjective social status

may require some further consideration, since we cannot rule out that it is also
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influenced by psychosocial factors, so that it may rather be a proxy for psychosocial
resources than a measure averaging between resource-based measures. If this is the
case, so that the assessment of subjective social status really comes later in the chain
and is induced by factors such as pride, self-esteem and control, then subjective social
status should rather be regarded as a composite measure - perhaps more inclined
towards dimensions of mental well-being - and would thus not be very useful as an
indicator of social position or status. However, as several previous studies have shown
that subjective social status is not very closely correlated with traditional measures of
socioeconomic position, and that confounding from negative affect is not present, we
cannot conclude from the study presented in this thesis that subjective status really is
an in-between measure found half-way between measures of socioeconomic position

and psychosocial resources.

“More research is needed” — the well-known expression does have a place here. I think
we need to perform comparative studies in different socio-political settings as well as
carry out qualitative studies in order to really come to terms with the impact of
subjective social status; what it is and how it best should be measured. As for
qualitative studies, the work of Simon Charlesworth [90] is but one example of how
one could go about to study the experiences and emotional consequences of status
awareness. The same goes for status incongruence — this may be a useful measure
when going “behind the scenes” of that which seems obvious at a first glance. That a
high educational position equals good health is surrounded by a consensus judging
from the masses of studies pointing to this — but the present study shows that even this
“absolute” measure is very much a relative phenomenon. Depending on where you
come from and what ambitions you may have, a high education may not protect you
from the (mental) health-damaging effects of being in an incoherent position, where
the eyes of the Other will assess you in a way where you will not achieve status

attainment as expected.

I would like to conclude by joining Singh-Manoux et al [73] in their seemingly

obvious conclusion, but which I hope may stand out even more in light of what I have
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just presented in this thesis: ”The fact that health is itself not unidimensional opens up
the field to a plethora of models, each testing the relation between a specific outcome
and a specific measure of socioeconomic position.” However complex this may sound,
we need to remember that different indicators may have different predictability for
different outcomes [149]. Hence, there may be reasons for trying to single out the most
powerful predictor, as this could help guide interventions and policy making. But what
if one of these powerful predictors turns out to be a subjective measure of social status,
as actually has been shown by several studies [73, 136, 142, 157]? Should this then be

discarded merely because of “problems with measurement”?

Morin [26] agrees with the need for an integrated and interdisciplinary approach due to
the complexity of the relationship between social factors and health: “Perceptions and
their first-person subjective character, and all those aspects of experience that are
directly knowable only through introspection are thought not to be capable of being
analysed in terms of causal relations and, thus, are often marginalized by the
objectifying approach of science. Hence, first-person or subjective experiences and
people’s way of presenting and explaining their difficulties do not receive enough
attention in current literature.” (p. 26) We need to remember that measurement
problems are present also for “objective” measures and is thus not valid as a unique
argument against subjective measures. [ would like to see these problems being
addressed more as cases indicating needs for future research, rather than as grounds for

excluding potential research possibilities.
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APPENDIX

Items from questionnaires used in the LSH I and LSH II studies:

Perceived control

1. At home, I feel I have control over what happens in most situations.

2. Keeping healthy depends on things that I can do.

3. There are certain things I can do for myself to reduce the risk of a heart attack.

4. There are certain things I can do for myself to reduce the risk of getting cancer.

5.1 feel that what happens in my life is often determined by factors beyond my
control.

6. Over the next 5-10 years, I expect to have many more positive than negative
experiences.

7. 1 often have the feeling that I am being treated unfairly.

8. In the past ten years my life has been full of changes without my knowing what will
happen next.

9.1 very often have the feeling that there's little meaning in the things I do in my daily
life.

10. I sometimes feel as if I've done all there is to do in life.

11. T gave up trying to make big improvements or changes in my life a long time ago.
Mastery

1. I have little control over the things that happen to me.
2. There is really no way I can solve some of the problems I have.

3. There is little I can do to change many of the important things in my life.
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4. 1 often feel helpless in dealing with the problems of life.
5. Sometimes I feel that I'm being pushed around in life.
6. What happens to me in the future mostly depends on me.

7.1 can do just about anything I really set my mind to do.

Self-esteem

. I feel that I’'m a person of worth, at least on an equal plane with others.
. I feel that I have a number of good qualities.

. All in all, I am inclined to feel that I’'m a failure.

. I'am able to do things as well as most other people.

. I feel I do not have much to be proud of.

. I take a positive attitude toward myself.

. On the whole, I am satisfied with myself.

. I certainly feel useless at times.

O 0 N O L kA~ W =

. I wish I could have more respect for myself.

10. At times I think I am no good at all.

Sense of coherence

1. Do you have the feeling that you don’t really care about what goes around on you?
[Very seldom or Never] vs. [All the time]

2. Has it happened in the past that you were surprised by the behaviour of people
whom you thought you knew well? [It has never happened] vs. [Many times]

3. Has it happened that people whom you counted on disappointed you? [It has never
happened] vs. [Many times]

4. Until now your life has had... [no clear goals or purpose at all] vs. [very clear goals
and purposes]

5. Do you have the feeling that you are treated unfairly? [All the time] vs. [Very

seldom or Never]
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6. Do you have the feeling that you are in an unfamiliar situation and don’t know what
to do? [All the time] vs. [Very seldom or Never]

7. Doing the things you do every day is... [A source of deep pleasure and satisfaction]
vs. [A source of pain and boredom]

8. Do you have very mixed-up feelings and ideas? [All the time] vs. [Very seldom or
Never]

9. Does it happen that you have feelings inside you would rather not feel? [All the
time] vs. [Very seldom or Never]

10. Many people — even those with a strong character — sometimes feel like sad sacks
(losers) in certain situations. How often have you felt this way in the past? [Never] vs.
[All the time]

11. When something happened, have you generally found that...? [You overestimated
or underestimated its importance] vs. [You saw the things in its right proportions]

12. How often do you have the feeling that there’s little meaning in the things you do
in your daily life? [All the time] vs. [Very seldom or Never]

13. How often do you have feelings that you are not sure you can keep under control?

[All the time] vs. [Very seldom or Never]

Trust

1. Do you feel safe in the area of your residence during the day?
2. Do you feel safe in the area of your residence at night?

3. Would your neighbours help you if you need it?

4. Is there trust among people in your area of residence?

5. Do you think that you can trust people?
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Cynicism

“To what extent do you agree with the following statements?”

1. I have often had to take orders from someone who did not know as much as I did.
2. I think a great many people exaggerate their misfortunes in order to gain the
sympathy and help from others.

3. It takes a lot of argument to convince most people of the truth.

4. 1 think most people would lie to get ahead.

5. Most people are honest chiefly through fear of being caught.

6. Most people will use somewhat unfair means to gain profit or an advantage rather
than to lose it.

7. No one cares much what happens to you.

8. It is safer to trust nobody.

9. Most people make friends because friends are likely to be useful to them.

10. Most people inwardly dislike putting themselves out to help other people.

11. T have often met people who were supposed to be experts where no better than I.
12. People generally demand more respect for their own rights than they are willing to

allow for others.

Hopelessness

1. I feel that it is impossible to reach the goals I would like to strive for.
2. The future seems to me to be hopeless, and I can’t believe that things are changing

for the better.

Vital exhaustion

1. Do you often feel tired?
2. Have you felt less confident lately?

3. Do you have a feeling that you haven’t accomplished much lately?
84



4. Do you believe that you have come to a “dead end”?

5. Do you feel more listless recently than before?

6. Do you have the feeling that you can’t cope with everyday problems as well as you
used to?

7. Do you sometimes feel like your body is like a battery losing its power?

8. Do you feel cast down?

9. Do you feel like you are losing your self-restraint?

10. Have you ever had a feeling lately, like “I do not achieve enough, I could achieve
more if only I were healthier, not so weak, not so limp?

11. Have you noticed lately that it takes a longer time than before to “get going”?

12. Do you lately think more often about acquaintances or relatives that are deceased?
13. Do you have a feeling that nobody can help you with those problems deep inside?
14. Are you becoming less satisfied with yourself?

15. Do you feel less capable of doing something useful these days?

16. Do minor hassles irritate you easily in these days?

17. Would you want to be dead at times?

18. Can you bring yourself less and less to leave the house and go for a visit?

19. Do you have the feeling these days that you don’t have what it takes anymore?
Shame

“Have you during the last three months experienced...”

. ..that anyone has treated you in a condescending way?

..that anyone has ridiculed you in front of others?

..that anyone has insulted you?

..that anyone talked disparaging about you?

N N

..that anyone around you ignored you?
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Depression

“During the past week...”

O 0 N N L kA WD =
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. I was bothered by things that do not usually bother me.

. I did not feel like eating; my appetite was poor.

. I felt that I could not shake off the blues even with help from my family or friends.
. I felt I was just as good as other people.

. I had trouble keeping my mind on what I was doing.

. I felt depressed.

. I felt that everything I did was an effort.

. I felt hopeful about the future.

. I thought my life had been a failure.

. I felt fearful.

. My sleep was restless.

. I was happy.

. I talked less than usual.

. I felt lonely.

. People were unfriendly.

. I enjoyed life.

. I had crying spells.

. I felt sad.

. I felt that people dislike me.

. I could not “get going”.

86



87



10.

11.

12.

13.

14.

15.

16.

17.

REFERENCES

Feinstein, J.S., The relationship between socioeconomic status and health:

a review of the literature. Milbank Q, 1993. 71(2): p. 279-322.

Yen, L.H. and S.L. Syme, The social environment and health: a discussion of
the epidemiologic literature. Annu Rev Public Health, 1999. 20: p. 287-308.
Rahkonen, O, et al., Persisting health inequalities: social class differentials in
illness in the Scandinavian countries. J Public Health Policy, 1993. 14(1):

p. 66-81.

Erikson, R., Why do graduates live longer? in Cradle to grave: Life-course
change in modern Sweden., J.O. Jonsson and C. Mills, Editors. 2001, Sociology
Press: Durham.

Berkman, L.F., Kawachi, 1., Social Epidemiology. 2000, New York: Oxford
University Press.

Marmot, M. and R. Wilkinson, Social determinants of health, ed. M. Marmot,
Wilkinson, R. 2000, New York: Oxford University Press.

Adler, N.E., et al., Socioeconomic status and health. The challenge of the
gradient. Am Psychol, 1994. 49(1): p. 15-24.

Ross, C.E. and C. Wu, The links between education and health. American
Sociological Review, 1995. 60(5): p. 719-745.

Kristenson, M., et al., Risk factors for coronary heart disease in different
socioeconomic groups of Lithuania and Sweden--the LiVicordia Study.

Scand J Public Health, 2001. 29(2): p. 140-50.

Adler, N.E. and J.M. Ostrove, Socioeconomic status and health: what we know
and what we don't. Ann N'Y Acad Sci, 1999. 896: p. 3-15.

Marmot, M., The status syndrome - how social standing affects our health and
longevity. 2004, New York: Henry Holt and Company, LLC.

Siegrist, J. and M. Marmot, Health inequalities and the psychosocial
environment-two scientific challenges. Soc Sci Med, 2004. 58(8): p. 1463-73.
van Lenthe, F.J., et al., Investigating explanations of socio-economic
inequalities in health: the Dutch GLOBE study. Eur J Public Health, 2004.
14(1): p. 63-70.

Kristenson, M., et al., Increased psychosocial strain in Lithuanian versus
Swedish men: the LiVicordia study. Psychosom Med, 1998. 60(3): p. 277-82.
Lahelma, E., et al., Pathways between socioeconomic determinants of health. J
Epidemiol Community Health, 2004. 58(4): p. 327-32.

Kristenson, M., et al., Psychobiological mechanisms of socioeconomic
differences in health. . Social Science and Medicine, 2004. 58(8): p. 1511-1522.
Bobak, M., et al., Socioeconomic factors, material inequalities, and perceived
control in self-rated health: cross-sectional data from seven post-communist
countries. Soc Sci Med, 2000. 51(9): p. 1343-50.

88



18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

Marmot, M. and Wilkinson, R. G, Psychosocial and material pathways in the
relation between income and health: a response to Lynch et al. Bmj, 2001.
322(7296): p. 1233-6.

Kolegérd Stjdrne, M., A matter of context - social inequalities in incidence of
myocardial infarction, Centre for Health Equity Studies, 2005, Karolinska
Institutet: Stockholm.

Kawachi, I. and B.P. Kennedy, Health and social cohesion: why care about
income inequality? BMJ, 1997. 314(7086): p. 1037-40.

Kawachi, I., B.P. Kennedy, and R. Glass, Social capital and self-rated health: a
contextual analysis. Am J Public Health, 1999. 89(8): p. 1187-93.

Elstad, J.1., Social inequalities in health and their explanations, in Norsk
institutt for forskning om oppvekst, velferd och aldring. 2000, NOVA,
Norwegian Social Research: Oslo.

Bartley, M., Health inequality - an introduction to theories, concepts and
methods. 2004, Cambridge: Polity Press.

Morin, P., Rank and salutogenesis: A quantitative and empirical study of self-
rated health and perceived social status. 2002, The Union Institute and
University Graduate College, USA

Krieger, N. (Ed.), Embodying Inequality: Epidemiologic Perspectives. . 2004,
Amityville, NY: Baywood Publications, Inc.

Morin, P., Rank and health: a conceptual discussion of subjective health and
psychological perceptions of social status. Psychotherapy and Politics
International, 2006. 4(1): p. 42-54.

Singh-Manoux, A., Psychosocial factors and public health. J Epidemiol
Community Health, 2003. 57(8): p. 553-6; discussion 554-5.

Marmot, M.G,, et al., Health inequalities among British civil servants: the
Whitehall 11 study. Lancet, 1991. 337(8754): p. 1387-93.

Macleod, J., et al., Subjective and objective status and health: A response to
Adler's "When one's main effect is another's error: Material vs. psychosocial
explanations of health disparities. A commentary on Macleod et al., "Is
subjective social status a more important determinant of health than objective
social status? Evidence from a prospective observational study of Scottish men'
(61(9), 2005, 1916-1929). Social Science & Medicine, 2006. 63(4): p. 851-857.
Lynch, J.W., et al., Income inequality and mortality: importance to health of
individual income, psychosocial environment, or material conditions. Bmj,
2000. 320(7243): p. 1200-4.

Elstad, J.1., The Psycho-social Perspective on Social Inequalities in Health
Sociology of Health & Illness, 1998. 20(5): p. 598-618.

Karasek, R., et al., Job decision latitude, job demands, and cardiovascular
disease: a prospective study of Swedish men. Am J Public Health, 1981. 71(7):
p. 694-705.

Lindstrom, M., Psychosocial work conditions, social participation and social
capital: a causal pathway investigated in a longitudinal study. Soc Sci Med,
2006. 62(2): p. 280-91.

’

89



34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

Sadiqg Mohammad, A. and M. Lindstrom, Psychosocial work conditions,
unemployment and health locus of control: a population-based study. Scand J
Public Health, 2008. 36(4): p. 429-35.

Staland-Nyman, C., K. Alexanderson, and G. Hensing, Associations between
strain in domestic work and self-rated health: a study of employed women in
Sweden. Scand J Public Health, 2008. 36(1): p. 21-7.

Theorell, T. and R.A. Karasek, Current issues relating to psychosocial job
strain and cardiovascular disease research. J Occup Health Psychol, 1996.
1(1): p. 9-26.

Toivanen, S., Work-related inequalities in health, in Centre for Health Equity
Studies. 2007, Stockholm University: Stockholm.

Rosengren A, Orth-Gomér K, and Wilhemsen L, Socioeconomc differences in
health indices, social networks and mortality among Swedish men. A study of
men born in 1933. Scand J Soc Med, 1998. 26: p. 272-280.

Thoits, P.A., Stress, coping, and social support processes: where are we? What
next? J Health Soc Behav, 1995. Spec No: p. 53-79.

Thoits, P.A., Personal agency in the stress process. J Health Soc Behav, 2006.
47(4): p. 309-23.

Berkman, L.F., The role of social relations in health promotion. Psychosom
Med, 1995. 57(3): p. 245-54.

Penninx, B.W., et al., Effects of social support and personal coping resources
on depressive symptoms: different for various chronic diseases? Health
Psychol, 1998. 17(6): p. 551-8.

Pearlin, L.I. and C. Schooler, The structure of coping. Journal of Health and
Social Behavior, 1978. 19: p. 2-21.

Surtees, P.G., N.W. Wainwright, and K.T. Khaw, Resilience, misfortune, and
mortality: evidence that sense of coherence is a marker of social stress adaptive
capacity. J Psychosom Res, 2006. 61(2): p. 221-7.

Wainwright, N.W., et al., Sense of coherence, lifestyle choices and mortality. J
Epidemiol Community Health, 2008. 62(9): p. 829-31.

Barefoot, J.C., et al., The Cook-Medley hostility scale: item content and ability
to predict survival. Psychosom Med, 1989. 51(1): p. 46-57.

Everson, S.A., et al., Hopelessness and risk of mortality and incidence of
myocardial infarction and cancer. Psychosomatic Medicine, 1996. 58:

p- 113-121.

Everson, S.A., et al., Hopelessness and 4-year progression of carotid
atherosclerosis. The Kuopio Ischemic Heart Disease Risk Factor Study.
Arterioscler Thromb Vasc Biol, 1997. 17(8): p. 1490-5.

Appels, A. and F. Otten, Exhaustion as precursor of cardiac death. Br J Clin
Psychol, 1992. 31 (Pt 3): p. 351-6.

Waulsin, L.R. and B.M. Singal, Do depressive symptoms increase the risk for the
onset of coronary disease? A systematic quantitative review. Psychosom Med,
2003. 65(2): p. 201-10.

Shott, S., Emotion and social life: A symbolic interactionist analysis. American
Journal of Sociology, 1979. 84(6): p. 1317-1334.

90



52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

Bowling, A., Measuring Health: A Review of Quality of Life Measurement
Scales 2005: Open University Press.

Gallo, L.C. and K.A. Matthews, Understanding the association between
socioeconomic status and physical health: do negative emotions play a role?
Psychol Bull, 2003. 129(1): p. 10-51.

Friedman, M. and R.H. Rosenman, Type A Behavior Pattern: its association
with coronary heart disease. Ann Clin Res, 1971. 3(6): p. 300-12.

Hofmann, B., On the Triad Disease, Illness and Sickness The Journal of
Medicine and Philosophy, 2002. 27(6): p. 651-673.

Ware, J.E., Jr. and C.D. Sherbourne, The MOS 36-item short-form health survey
(SF-36). 1. Conceptual framework and item selection. Med Care, 1992. 30(6):
p. 473-83.

Idler, E.L. and Y. Benyamini, Self-rated health and mortality: a review of
twenty-seven community studies. J Health Soc Behav, 1997. 38(1): p. 21-37.
Goldberg, D.P., T. Oldehinkel, and J. Ormel, Why GHQ threshold varies from
one place to another. Psychol Med, 1998. 28(4): p. 915-21.

Boorse, C., A Rebuttal on Health, in: What is Disease? Biomedical Ethics
Reviews ed. J.M. Humber and e. R.F. Almeder. 1997, Totowa, New Jersey:
Humana Press. pp. 1-134.

Nordenfelt, L., The concepts of health and illness revisited. Medicine, Health
Care and Philosophy, 2007. 10(5): p. 5-10.

WHO, Preamble to the Constitution of the World Health Organization as
adopted by the International Health Conference, New York, 19-22 June, 1946;
signed on 22 July 1946 by the representatives of 61 States (Olfficial Records of
the World Health Organization, no. 2, p. 100) and entered into force on 7 April
1948. 1948.

Lynch, D. and D. Kaplan, Socioeconomic position, in Social Epidemiology, L.F.
Berkman and I. Kawachi, Editors. 2000, Oxford University Press: New York.
Liberatos, P., B.G. Link, and J.L. Kelsey, The measurement of social class in
epidemiology. Epidemiol Rev, 1988. 10: p. 87-121.

Krieger, N., D.R. Williams, and N.E. Moss, Measuring social class in US
public health research: concepts, methodologies, and guidelines. Annu Rev
Public Health, 1997. 18: p. 341-78.

Gallo, L.C., et al., Educational attainment and coronary and aortic
calcification in postmenopausal women. Psychosom Med, 2001. 63(6):

p- 925-35.

Rosengren, A., K. Orth-Gomer, and L. Wilhelmsen, Socioeconomic differences
in health indices, social networks and mortality among Swedish men. A study of
men born in 1933. Scand J Soc Med, 1998. 26(4): p. 272-80.

Singh-Manoux, A., P. Clarke, and M. Marmot, Multiple measures of socio-
economic position and psychosocial health: proximal and distal measures. Int J
Epidemiol, 2002. 31(6): p. 1192-9; discussion 1199-200.

Thrane, C., Explaining educational-related inequalities in health: mediation
and moderator models. Soc Sci Med, 2006. 62(467-478).

91



69.

70.

71.

72.

73.

74.

75.

76.

7.

78.

79.

80.

81.

82.

83.

84.
85.

86.

87.

88.

Operario, D., Adler, N.E., Williams, D.R., Subjective social status: reliability
and predictive utility for global health. Psychology and Health, 2004. 19(2): p.
237-246.

Braveman, P.A., et al., Socioeconomic status in health research: one size does
not fit all. Jama, 2005. 294(22): p. 2879-88.

Ross, C.E. and J. Mirowsky, Refining the association between education and
health: the effects of quantity, credential, and selectivity. Demography, 1999.
36(4): p. 445-60.

Becker, M.H., A medical sociologist looks at health promotion. J Health Soc
Behav, 1993. 34(1): p. 1-6.

Singh-Manoux, A., N.E. Adler, and M.G. Marmot, Subjective social status: its
determinants and its association with measures of ill-health in the Whitehall 11
study. Soc Sci Med, 2003. 56(6): p. 1321-33.

Wegener, B., The illusion of distributive justice. European Sociological Review,
1987.3(1): p. 1-13.

Wegener, B., Relative deprivation and social mobility: structural constraints on
distributive justice judgments. European Sociological Review, 1991. 7(1):

p. 3-18.

House, J.S. and E.B. Harkins, Why and when is status inconsistency stressful?
The American Journal of Sociology, 1975. 81(2): p. 395-412.

Ulfsdotter Eriksson, Y., [Yrke, status, genus - en sociologisk studie om yrken pd
en segregerad arbetsmarknad], in Department of Sociology. 2006, Gothenburg
University: Gothenburg.

Gecas, V. and M. A. Seff, Social Class, Occupational Conditions, and Self-
Esteem. Sociological Perspectives, 1989. 32(3): p. 353-364.

Bourdieu, P., Practical Reason: On the Theory of Action. 1998: Stanford
University Press.

Bourdieu, P., The forms of capital, in Handbook of Theory and Research for the
Sociology of Education, J.G. Richardson, Editor. 1986, Greenwood Press: New
York, Westport CT, London.

Wegener, B., Concepts and measurements of prestige. Annual Review of
Sociology, 1992. 18: p. 253-280.

West Pedersen, A., Inequality as relative deprivation. Acta Sociologica, 2004.
47: p. 31-49.

Koch, J., Is group membership a prerequisite for group identification? Political
Behavior, 1993. 15(1): p. 49-60.

International Encyclopedia of Social Sciences 1968-1972. 1968.

Suls, J., Ashby Wills, T., ed. Social comparison - contemporary theory and
research. 1991, Lawrence Erlbaum Associates: New York.

Ashby Wills, T., Similarity and self-esteem in downward comparison, in Social
comparison - contemporary theory and research, J. Suls, and Ashby Wills, T.,
Editor. 1991, Lawrence Erlbaum Associates: New York.

Taylor, S.E. and M. Lobel, Social comparison activity under threat: downward
evaluation and upward contacts. Psychol Rev, 1989. 96(4): p. 569-75.

Crocker, J., et al., Downward comparison, prejudice, and evaluations of others:
effects of self-esteem and threat. J Pers Soc Psychol, 1987. 52(5): p. 907-16.

92



89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.

Neckel, S., [Status und Scham: Zur symbolishen reproduktion sozialer
ungleichkeit]. 1991, Frankfurt: Campus.

Charlesworth, S.J., P. Gilfillan, and R. Wilkinson, Living inferiority. Br Med
Bull, 2004. 69: p. 49-60.

Scheff, T.J., Microsociology: discourse, emotion, and social structure. 1990,
Chicago: The University of Chicago Press.

Scheff, T.J., Emotion and illness: anger, bypassed shame and heart disease.
Perspectives on Social Problems, 1992. 3: p. 117-134.

Kawachi, I., B.P. Kennedy, and R.G. Wilkinson, Crime: social disorganization
and relative deprivation. Soc Sci Med, 1999. 48(6): p. 719-31.

Starrin, B., M. Kalander-Blomkvist, and S. Janson, [Socialbidragstagande och
statusbunden skamkdnsla - en provning av ekonomi-sociala bandmodellen].
Socialvetenskaplig tidskrift, 2003. 10(1): p. 24-47.

Starrin, B., Jonsson, L. R., The finances - shame model and the relation
between unemployment and health, in Unemployment and health, T.
Kieselbach, Winefield, A.H., Boyd, C., Anderson, A., Editor. 2006, Australian
Academic Press: Brisbane.

Starrin, B., C. Aslund, and K.W. Nilsson, Financial Stress, Shaming
Experiences and Psychosocial Ill-Health: Studies into the Finances-Shame
Model Social Indicators Research, 2008. in press.

Eales, M.J., Shame among unemployed men. Soc Sci Med, 1989. 28(8):

p- 783-9.

Brown, G.W., T.O. Harris, and C. Hepworth, Loss, humiliation and entrapment
among women developing depression: a patient and non-patient comparison.
Psychol Med, 1995. 25(1): p. 7-21.

Kendler, K.S., et al., Life event dimensions of loss, humiliation, entrapment, and
danger in the prediction of onsets of major depression and generalized anxiety.
Arch Gen Psychiatry, 2003. 60(8): p. 789-96.

Dickerson, S.S., T.L. Gruenewald, and M.E. Kemeny, When the social self is
threatened: shame, physiology, and health. J Pers, 2004. 72(6): p. 1191-216.
Dickerson, S.S. and M.E. Kemeny, Acute stressors and cortisol responses: a
theoretical integration and synthesis of laboratory research. Psychol Bull,
2004. 130(3): p. 355-91.

Dickerson, S.S., et al., Immunological effects of induced shame and guilt.
Psychosom Med, 2004. 66(1): p. 124-31.

Hart, C.L., G.D. Smith, and D. Blane, Social mobility and 21 year mortality in
a cohort of Scottish men. Soc Sci Med, 1998. 47(8): p. 1121-30.

Blane, D., S. Harding, and M. Rosato, Does social mobility affect the size of the
socioeconomic mortality differential?: evidence from the Office for National
Statistics Longitudinal Study. J R Stat Soc Ser A Stat Soc, 1999. 162(Pt. 1):

p- 59-70.

Blane, D., et al., Life course influences on quality of life in early old age. Soc
Sci Med, 2004. 58(11): p. 2171-9.

Gallo, L.C., et al., Socioeconomic status, resources, psychological experiences,
and emotional responses: a test of the reserve capacity model. J Pers Soc
Psychol, 2005. 88(2): p. 386-99.

93



107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

117.

118.

119.

120.

121.
122.

123.

Gallo, L.C. and K.A. Matthews, Do negative emotions mediate the association
between socioeconomic status and health? Ann N'Y Acad Sci, 1999. 896:

p. 226-45.

Cohen, S., Kaplan, G., Salonen, J., The role of psychological characteristics in
the relation between socioeconomic status and perceived health. Journal of
Applied Social Psychology, 1999. 29(3): p. 445-468.

Harper, S., et al., Life course socioeconomic conditions and adult psychosocial
Sunctioning. Int J Epidemiol, 2002. 31(2): p. 395-403.

Haukkala, A., Socioeconomic differences in measures of hostility. Ann N'Y
Acad Sci, 1999. 896: p. 448-50.

Matthews, K., Are sociodemographic variables markers for psychological
determinants of health? . Health Psychology, 1989. 8: p. 641-648.

Bosma, H., Socio-economic differences in health: Are control beliefs
Sfundamental mediators?, in Social inequalities in health - new evidence and
policy implications, M. Marmot, Siegrist, J., Editor. 2006, Oxford University
Press: New York. p. 153-167.

McEwen, B., The neurobiology of stress: from serendipity to clinical relevance.
Brain Research, 2000. 886: p. 172-189.

Kristenson, M., Socio-economic position and health - the role of coping. , in
Social inequalities in health - new evidence and policy implications, M.G.
Marmot and J. Siegrist, Editors. 2006, Oxford University Press: New York. p.
127-153.

Levenstein, S., G.A. Kaplan, and M.W. Smith, Psychological predictors of
peptic ulcer incidence in the Alameda County Study. J Clin Gastroenterol, 1997.
24(3): p. 140-6.

Levenstein, S., M.W. Smith, and G.A. Kaplan, Psychosocial predictors of
hypertension in men and women. Arch Intern Med, 2001. 161(10): p. 1341-6.
Gallo, L., Smith, T.W., Cox, C.M., Socioeconomic status, psychosocial
processes and perceived health - an interpersonal perspective. Ann Behav
Med, 2006. 31(2): p. 109-119.

Haukkala, A. and A. Uutela, Cynical hostility, depression, and obesity: the
moderating role of education and gender. Int J Eat Disord, 2000. 27(1): p106-9.
Bobak, M., et al., Socioeconomic factors, perceived control and self-reported
health in Russia. A cross-sectional survey. Soc Sci Med, 1998. 47(2): p. 269-79.
Garvin, P., Plasma levels of matrix metalloproteinase-9 in a normal population
- a psychoneuroendocrinological approach, Linkoping University Medical
Dissertations No. 1072. 2008, Linkdping University: Linkoping.

Statistics Sweden. www.scb.se. 2003.

Pettersson, M. and N. Udd, Analysis of attrition in a longitudinal health study
L. University, Editor. 2008, Department of Computer and Information Science,
Division of Statistics: Linkoping.

Peasey, A., et al., Determinants of cardiovascular disease and other non-
communicable diseases in Central and Eastern Europe: rationale and design of
the HAPIEE study. BMC Public Health, 2006. 6(255).

94



124.

125.

126.

127.

128.

129.

130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

140.

141.

Molarius, A., [Folkhdlsan i Virmland 2000 — resultat fran enkdtstudien Liv &
Hiilsa]. 2000 (Department of Social Sciences - Public Health Sciences, Karlstad
University).

Statistics Sweden. www.scb.se. 2008.

Kilpatrick, F. and H. Cantril, Self-anchoring scaling: A measure of individuals'
unique reality worlds. Journal of Individual Psychology, 1960. 16: p. 158-173.
Lundberg, J., et al., Adverse health effects of low levels of perceived control in
Swedish and Russian community samples. BMC Public Health, 2007. 7(147):
p. 314.

Kurtz, M.E., et al., Patient Optimism and Mastery-Do They Play a Role in
Cancer Patients' Management of Pain and Fatigue? J Pain Symptom Manage,
2008.

Antonovsky, A., A call for a new question - salutogenesis - and a proposed
answer - the sense of coherence. Journal of Preventive Psychology, 1984.
1984(2): p. 1-13.

Antonovsky, A., The structure and properties of the sense of coherence scale.
Soc Sci Med, 1993. 36(6): p. 725-33.

Koertge, ., et al., Cortisol and vital exhaustion in relation to significant
coronary artery stenosis in middle-aged women with acute coronary syndrome.
Psychoneuroendocrinology, 2002. 27(8): p. 893-906.

Radloff, L.S., The CES-D scale: A self-report depression scale for research in
the general population. Applied Psychological Measurement, 1977: p. 385-401.
Baum A, Garofalo JP, and Yali AM, Socioeconomic status and chronic stress.
Does stress account for SES effects on health? Ann NY Acad Sci, 1999. 896:
p. 131-144.

Taylor SE and Seeman TE, Psychosocial resources and the SES-health
relationship. Ann NY Acad Sci, 1999. 896: p. 2110-25.

Kristenson M, et al., Risk factors for ischemic heart disease in different
socioeconomic groups of Lithuania and Sweden: the LiVicordia study. Scand J
Public Health, 2001. 29: p. 140-150.

Adler, N.E., et al., Relationship of subjective and objective social status with
psychological and physiological functioning: preliminary data in healthy white
women. Health Psychol, 2000. 19(6): p. 586-92.

Streiner, D.L. and G.R. Norman, Health Measurement Scales. A practical guide
to their development and use. Oxford Medical Publications, 1995.

Bowling, A., Measuring disease. Open University Press, Philadelphia, 2001
(Second edition).

Davis, J.A., Status Symbols and the Measurement of Status Perception.
Sociometry, 1956. 19(3): p. 154-165.

Jackman, M.R. and R.W. Jackman, An Interpretation of the Relation Between
Objective and Subjective Social Status. American Sociological Review, 1973.
38(5): p. 569-582.

Baxter, J., Is Husband's Class Enough? Class Location and Class Identity in
the United States,Sweden, Norway, and Australia. American Sociological
Review, 1994. 59(2): p. 220-235.

95



142.

143.

144.

145.

146.

147.

148.

149.

150.

151.

152.

153.

154.

155.

156.

157.

Ghaed, S.G. and L.C. Gallo, Subjective Social Status, Objective Socioeconomic
Status, and Cardiovascular Risk in Women. Health Psychology, 2007. 26(6):

p. 668-674.

Bloch, C., [Passion og paranoia : fplelser og folelseskultur i Akademia] 2007.
Wilkinson, R., The impact of inequality - how to make sick societies healthier.
2005, New York: The New Press.

Andreev, E.M., M. McKee, and V.M. Shkolnikov, Health expectancy in the
Russian Federation: a new perspective on the health divide in Europe. Bull
World Health Organ, 2003. 81(11): p. 778-87.

Sjogren, E., Psychosocial factors in adult life - in relation to gender, biological
markers of stress and self-rated health. 2005.

Kampen, J. and S. Swyngedouw, The ordinal controversy revisited. Quality and
Quantity, 2000. 34(1): p. 87-102.

Geyer, S., et al., Education, income, and occupational class cannot be used
interchangeably in social epidemiology. Empirical evidence against a common
practice. ] Epidemiol Community Health, 2006. 60(9): p. 804-10.

Davey Smith, G., et al., Education and occupational social class: which is the
more important indicator of mortality risk? J Epidemiol Community Health,
1998. 52(3): p. 153-60.

Nasca, P.C., Study Design, in Encyclopedia of Epidemiology, S. Boslaugh,
Editor. 2008, Sage Publications Inc.: Thousand Oaks, CA.

Hammar, N. and G. Persson, [Grunderna i biostatistik]. 1995, Lund:
Studentlitteratur.

MacKinnon, D.P., J.L.. Krull, and C.M. Lockwood, Equivalence of the
mediation, confounding and suppression effect. Prev Sci, 2000. 1(4): p. 173-81.
Horan, P.M. and B.H. Gray, Status inconsistency, mobility and coronary heart
disease. J Health Soc Behav, 1974. 15(4): p. 300-10.

Adler, N., When one's main effect is another's error: material vs. psychosocial
explanations of health disparities. A commentary on Macleod et al., "is
subjective social status a more important determinant of health than objective
social status? Evidence from a prospective observational study of Scottish men"
(61(9), 2005, 1916-1929). Soc Sci Med, 2006. 63(4): p. 846-50; discussion
851-7.

Lynch, J., Income inequality and health: expanding the debate. Soc Sci Med,
2000. 51(7): p. 1001-5; discussion 1009-10.

Macleod, J., et al., Is subjective social status a more important determinant of
health than objective social status? Evidence from a prospective observational
study of Scottish men. Soc Sci Med, 2005. 61(9): p. 1916-29.

Singh-Manoux, A., M.G. Marmot, and N.E. Adler, Does subjective social
status predict health and change in health status better than objective status?
Psychosom Med, 2005. 67(6): p. 855-61.

96





