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Introduction: the research field of social
inequalities in health

That health, illness and mortality are associated with location in the social
structure, is old knowledge. The pioneer Norwegian sociologist Eilert Sundt,
who investigated mid-19" century social conditions, found mortality
differences both between the ecclesiastic divisions of that time and between
the social classes — “the property class” and “the working class”. In the capital
Kristiania (now Oslo), he even noted variations within the working class.
Health was better among well-to-do working class families than among the
families of labourers. Sundt supposed that two different processes could
account for the higher level of ill health in lower strata. Illness could be ”an
important cause of impoverishment”, but also a consequence of the “destitute
conditions among the poor” (Christophersen 1979: 117-121, 197, 448).

During the early 20™ century, such inequalities in health were well known
among population statisticians, public health officers, and some social
scientists. How to interpret them was disputed. Many believed that variations
in levels of living were the self-evident explanation, but others thought that
health formed life trajectories and were the reason why some people climbed
while others descended in the social hierarchy. Medical circles at that time
were often moderately interested in the relationship between illness and wider
social circumstances. The germ theory of disease, gaining momentum after the
1880s, led them to a limited biomedical view on health. There were
nevertheless exceptions. The Norwegian physician Karl Evang, Director-
General of the Norwegian health services for a long period before and after 2™
World War, remembers how his colleague Olaf Scheel shocked his peers
during the 1920s by declaring that ’the tubercle bacillus is not the cause of
tuberculosis”. Scheel inferred this because it was found that the majority of the
population was carriers of the tubercle bacillus, but many of those infected
showed no signs of tuberculosis. Tuberculosis did however vary “with social
class and with region”, and “the lower the standard of living, the higher the
frequency of tuberculosis” (Evang 1974: 100). The lesson was apparently that
the germ itself could not explain tuberculosis. The germ was a necessary, but
not a sufficient, cause for becoming ill with tuberculosis, and vulnerability to
the germ depended on social and material circumstances.
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At least since the 1960s, health inequalities have attracted considerable
attention among social scientists. Several Norwegian researchers took part in
this trend (Blix 1974, Allern 1974, Ringen 1976, Kristofersen 1979, Andersen
1980, Elstad 1981). Today, social inequalities in health has grown into a large
research area, pursued by medical sociology, but also by medical psychology,
medical anthropology, medical geography, social medicine, social
epidemiology, and public health. A major impetus for this boom was the
publication of the British Black Report in 1980 (DHSS 1980, Townsend and
Davidson 1982). The most startling finding in this report was that the
socioeconomic mortality differences in England and Wales did not only persist
after the introduction of the National Health Service. They seemed to increase:
“the lack of improvement and in some cases deterioration of the health
experience of the unskilled and semi-skilled manual classes (class V and VI)
relative to class I throughout the 1960s and early 1970s is striking” (DHSS
1980: 198-199).

Signs of increasing socioeconomic mortality differentials have also been
found in Norway (Dahl and Kjaersgaard 1993, Borgan 1995). The information
that health inequalities apparently were becoming more drastic was received
with astonishment. The expansion of research activity was doubtlessly
inspired by this alarming indication that Western welfare states developed
differently from the visions behind them — not towards more social equality,
but rather towards more inequality.

During the 1990s a large number of studies investigating health
inequalities and their associations with social structure and social processes
have appeared. A Dutch research institute located 803 articles on social
inequalities in health, published in scientific journals in English and Dutch,
during the four-year period 1993-1996 (Whitehead 1998). During the two
preceding four-year periods, 760 and 633 articles were found. The main
centres of these international endeavours are in the UK. and the U.S., but also
Dutch and Scandinavian contributions are numerous. Health inequalities are
often a central theme at international conferences on medical sociology, social
medicine, and health policies. Only during 1997 and 1998 three prominent
journals within this field published special editions addressing social
inequalities in health (Social Science & Medicine, Vol. 44, No. 6, 1997,
Sociology of Health & Illness, Vol. 20, No. 5, 1998, and Millbank Quarterly,
Vol. 76, No. 3, 1998). At present, several multinational projects are studying
these issues. The Scandinavian project “Social variations in health: Nordic
comparisons and changes over time” addresses for example whether social
change during the 1980s and 1990s has influenced the pattem of health
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inequalities (Lahelma 1997). Another example is a newly launched program,
“Social Variations in Health Expectancy in Europe” (European Science
Foundation 2000), which involves researchers from many countries and which
aims at making progress in explaining social variations in health.

Thus, the subject of this research field is the systematic patterns of health
inequalities found in practically every society where suitable statistics are
available. The major research interest is in socioeconomic health differentials
— the systematic tendency that the higher people are located in the social
hierarchy, whether measured by social class, occupational status, educational
level, or income, the better is average health. But also other no less distinct
patterns of health inequalities are investigated. It is repeatedly observed that
married people are of better health than previously married. In most countries,
there are persistent patterns of geographical differences in health. Ethnic
minorities are generally of less good health than the majority population.
Employed people have less health problems than the unemployed and the early
retired. And so on. New documentation of such systematic patterns of health
inequalities comes every year (for instance Illsley and Svensson 1984, Fox
1989, Jozan 1989, Navarro 1989, Arber and Lahelma 1993a, 1993b, Smaje
1995, Hemstrém 1996, Kunst 1997, Cavelaars 1998, Nazroo 1998, Elstad
1999a, Lahelma et al. 1999, Dahl and Elstad 1999, Schalick et al. 2000,
Rahkonen et al. 2000). The theme of this thesis is these systematic, persistent,
and socially patterned health inequalities, and their explanations.
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1. The thesis: main topic, overview

1.1. What explains social inequalities in health?

1.1.1. The main topic

The main topic of this thesis is how we can explain these social inequalities in
health. What are the processes which generate such inequalities? What
approaches, explanations, and theories exist for accounting for them? What do
empirical studies indicate as regards their relevance? Is there one explanation
which appears to have more credibility than others? Are we able to produce a
comprehensive theory of these inequalities?

Descriptive studies in Norway, in other parts of the Western world, and
wherever we have relevant data, have repeatedly demonstrated typical patterns
- of health inequalities associated with the major social structures of society —
- net enly the socieeconomic strueture, but alse -the -marital structure; the
geographical structure, and several other social structures.

How are they generated? What types of processes are involved? The main
purpose of this thesis is to contribute to the understanding of this question.

1.1.2. A sociological and an interdisciplinary theme

Both medical and psychological views on health and illness, disease and
mortality will be addressed in this thesis. But as Freund remarks: “... each
society, in producing its own way of life, produces its own way of death”
(Freund 1982:3). Neither medicine nor psychology can, by themselves, explain
social inequalities in health. These inequalities are closely associated with
society’s economic organisation, its distribution of material and immaterial
resources, its modes of interpersonal relations, and its social mobility patterns.
The production of health and health inequalities is closely related to the
features of social life. Thus, the issue belongs to the sociological discipline.
But also medicine, psychology, and other disciplines besides sociology are
important contributors to these studies, and sociology must interact with these
other disciplines when trying to understand how health inequalities emerge.

1.1.3. The reasons for social concern

The existence of a large research field occupied with these health inequalities
is in itself a sufficient reason for choosing this topic. The social concern these
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inequalities generate is a further reason. Health inequalities in Norway and
similar countries influence the life chances and life quality of the population in
many ways. These inequalities are a reminder of the /ack of social equality in
present-day societies. They indicate that there are processes which -
systematically and persistently make certain population categories
disadvantaged as regards health. These health inequalities are a problem not
only for the parts of the population which suffer from particularly high levels
of ill health, but also for population health in general. If health in all
population categories was equal to the most advantaged population groups, the
average population health would be improved. The values of social equality,
as well as the values of population health, are threatened by social inequalities
in health.

This thesis is primarily oriented towards the understanding of health
inequalities in Norway and similar countries. The problem is much more
serious when seen in a world perspective. Data on infant mortality illustrates
this. In the 1990s, 150 out of every 1,000 new-born babies died in
Mozambique before the age of one, as against five in Norway (Statistics
Norway 1998a: table 536). But although the health inequalities in the world
system are more alarming, also the health inequalities in the affluent part of the
world call for social concern, and they are a public issue in many countries.

1.2. Overview of the thesis

Included in this thesis are five papers published in English-language journals
which are important arenas for the international discussion on social
inequalities in health. These papers address different questions, but their
common denominator is that they all belong to the research field of social
inequalities in health, and each of them try to contribute to the clarification of
the processes which generate these inequalities.

The other part of the thesis is the more general discussion in this and the
following nine chapters. The aims of these chapters are broad. The purpose is
to make a bird’s-eye view of the research field of social inequalities in health.
The intent is not primarily to advance a particular view of how health
inequalities should be explained, but rather to make a comprehensive review
of the concepts which are employed, the themes which have attracted interest,
and the explanations and theories which are discussed. I want to outline
various problematics involved in the explanations of social inequalities in
health. Moreover, I want to provide the information required for understanding
the relevance of the papers and how they are located in the research field.

NOVA Rapport 9/00 5



Chapter 2 asks: What are social inequalities in health? Often, social
inequalities in health are identified with socioeconomic health differentials,
but research has also addressed other types of health inequalities. The chapter
argues for a delimitation of the research field which comprises all these types
of health inequalities. The chapter also discusses the definitions of health used
by the research field, which have both sociological and medical origins.

Chapters 3 — 8 describes the explanations of social inequalities in health
proposed by the research field. The introductory Chapter 3 argues that
explanations are usually formed by combining views on how health is
produced with propositions about social processes. Explanations will normally
operate with a notion of one or some dominant health determinants which
interact with features of society, i.e., with social processes related to society’s
economic organisation, power distribution, inequality structures, and social
relations. Chapter 4-8 examine what I consider to be the five main approaches:
the artefactual explanation (Chapter 4), the materialist/structural explanation
(Chapter 5), the behavioural/lifestyles explanation (Chapter 6), the psycho-
social explanation (Chapter 7), and the social mobility explanation (Chapter
8). The artefactual explanation addresses primarily questions about the
research process, while the four others may be called substantive explanations,
as they are primarily oriented towards the real processes in society and how
they generate health inequalities. Each of these four substantive explanations
provide a relatively coherent understanding, different from the others, of how
health determinants and social processes interact in society and thereby
produce health inequalities. Chapters 4-8 outline the basic features of these
explanations, give some remarks of the history of them, describe main
empirical themes, important subvariants, and some of the problems and critical
questions the explanations have encountered.

In a way, these chapters constitute an introductory text which tries to
cover all major attempts which have been put forward in order to understand
how social inequalities in health emerge. What is said in these chapters is of
course parallel to what is found in many other works. In my view, however,
earlier publications have not offered such a relatively short, but nevertheless
comprehensive, overview. There exist broad descriptions of the field (see for
instance Townsend and Davidson 1982, Evans 1994, Dahl 1994b, Vager6 and
Nisley 1995, Marmot et al. 1995, Nettleton 1995, Wilkinson 1996, Bury 1997,
Macintyre 1997, Annandale 1998, Robert and House 2000), but I think they
are either too restricted in their coverage or too focussed on specific theories.
A more all-round overview was therefore judged to be useful.
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Moreover, these chapters serve as the background for placing the five
papers within the research field. These papers have, as stated earlier, different
subjects, but they all address themes which are discussed by health inequality
researchers. In Chapter 9, the papers are summarised, and their findings are
connected to the main topic about how health inequalities emerge.

This leads up to the final chapter 10. Here, it is underlined that at present,
we hardly have a solution to the question about how social inequalities in
health are generated. This thesis has, hopefully, contributed to the clarification
of the problem and brought some relevant empirical evidence. Social
inequalities in health, as well as their explanations, develop over time. Social
change modifies both the health determinants and the social processes which
create these inequalities. The explanations outlined in Chapters 4-8 are the
explicit or implicit presupposition for a large number of empirical studies. A
general result from these studies seems to be that neither of these explanations
can be deemed obsolete, but at the same time neither of them represents, in
themselves, a sufficient understanding. At present, the research field attempts
to integrate the various explanations in a more comprehensive framework.
Two such attempts are briefly discussed — the life course approach, and the
community approach.

NOVA Rapport 9/00 7



2. What are social inequalities in health?

2.1. Definition

When longevity differs markedly between the wealthy and the poor, we readily
classify this phenomenon as social inequalities in health. But is women’s
lower mortality, compared to men’s, also included in this concept? If older
workers have more health problems than single parents — what is this?
Spontaneously we reject the relevance of such a comparison, but why? And if
health inequalities arise from foolish behaviour, such as fast driving -or
overeating, should these inequalities also be included?

In order to delimit the research field of social inequalities in health, I will
propose the following definition: Social inequalities in health are any type of
persistent and important differences in aggregated health between social
positions in the same social structure(s). In the following, I will discuss why
this definition is advanced. Its aim is to encompass the research activities
which I believe should be viewed as part of the same research area. The
meaning of the key terms of the definition — social positions, any type of
aggregated health differences, and health — will be discussed. An important
part of the definition is health, and the latter part of the chapter will address the
concepts and indicators of health used in research on health inequalities.

Initially, a few points can be treated briefly. Social inequalities do not
refer to differences between individuals, but to differences in aggregated
health between population categories. Within any large population category
one will always find substantial individual health variation. Social inequalities
emerge when these individual differences, added together, manifest systematic
differences between population categories. “Social” is in this sense the
opposite of “individual”. When we speak of social inequalities we are not
comparing individuals, but collectivities of individuals.

Moreover, the health differences should be persistent and important.
“Persistent” means relatively enduring — not unchanging, but stable in the sense
that the inequality patterns exist for a fairly long period, say, at least ten years.
“Important” requires that the inequalities imply differences in life quality and
life chances which have social significance. What types of differences that
qualify according to this criterion is a matter of debate. If average longevity
differs by a few months, we would judge the difference — no matter if it is
significant in statistical terms — as trivial. When life expectancy is 7.3 years
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shorter for men residing in the central eastern parts of the Norwegian capital
Oslo than for men residing in the richer western suburbs (Rognerud and
Stensvold 1999:82), these differences are important. In many instances, it is of
course more difficult to decide whether differences are important or not.

2.2. Social positions

2.2.1. Not only socioeconomic inequalities

Often, social inequalities in health are identified with inequalities pertaining to
social class and the socioeconomic stratification of society. I will however
propose that all types of systematic health inequality patterns, related to every
major social structure, should be included in the research area. Therefore, the
definition does not point only to socioeconomic differentials, but to health
inequalities between “social positions within the same social structure(s)”.

That the system of social stratification is a major determinant of people’s
life chances has been a dominant theme in sociology, from Marx, Durkheim
and Weber to Giddens (1973) and Bourdieu (1984). It is therefore not
surprising that health inequalities have most often been seen in terms of this
division. To what extent social stratification continues in present-day Western
societies to have an all-pervasive influence on people’s lives, has however
become a disputed issue (cf. for instance Esping-Andersen 1993, Pakulski and
Waters 1996, Crompton 1996, Higgs and Scambler 1998). This suggests that
research on health inequalities should have a broader perspective and not be
oriented solely towards socioeconomic differentials.

Moreover, there are systematic health inequalities which cannot be
conceptualised in terms of social class or social stratification. Differences
according to marital status, residential area, or ethnicity, are not necessarily
independent of class, but cannot be identified solely with class inequalities. If
social inequalities in health are restricted to socioeconomic differentials, the
multiple ways by which health is patterned in society may be overlooked.

Finally, an important argument for including not only socioeconomic
differences is that the study of how health inequalities are generated will
regularly be conducted by means of the same methods and discussed in terms
of the same theories, whatever social structure we focus on. One will often
employ the same conceptions of the determinants of health, and discuss the
same types of social processes, no matter whether marital status, social class,
or geographical health differences are examined. The unity of concepts in all
health inequality studies makes it artificial to define the research field only as
the study of socioeconomic differentials.
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2.2.2. Social structures and social positions

Given that studies of socioeconomic health differentials, health differences
between marital status categories, health inequalities according to geographic
location, etc., have so many similarities that they belong to the same research
field, the question arises: What are the underlying principles for constructing
the population categories between which health is compared?

I will contend that the common feature is that they construct population
categories as social positions belonging to the same social structure(s).

“Social structure” is a term with different connotations. According to
Warriner (1981: 179), “Of all the problematic terms in the sociological
lexicon, ‘social structure’ is perhaps the most troublesome”. There are many
differences between the conceptions of social structure given by, for instance,
Lévi-Strauss (Leach 1981), Blau (1981) and Giddens (1984).

I will suggest that when the term is used in research on health
inequalities, social structure refers to an important analytical aspect of social
life and the main social positions connected with this aspect. An analytical
aspect of social life is a particular social relation or social characteristic. When
studies address health inequalities related to occupational class, for instance,
occupational class refers to the aspect of social life which is related to the
person’s economic activity, working conditions, and location in the status
hierarchies of firms or other work organisations. Social positions within this
aspect are, for instance, farmers, workers, white collar, and self-employed, but
these positions may be defined in different ways, depending on whether we
focus on type of work, authority, qualifications, or property. Taken together,
these positions constitute the occupational structure of society.

Similarly, when research addresses inequalities related to marital status,
one focusses on how people are, or are not, living in intimate relations to
another person, and the different positions related to this aspect constitutes the
marital structure. When research addresses health inequalities according to edu-
cational levels, one focusses on the social structure which is constituted by cate-
gories of education. And so on. The common feature is that terms such as occu-
pational class, marital status, labour market position, income level, educational
level, residing area, and social background — categories often employed in
studies of health inequalities — all point to a particular aspect of social life and
construct a social structure in terms of the main social positions within this aspect.

Social structure and social positions are linked to each other. The
structure is the totality of the social positions within the structure, and the
bond between social positions is that they refer to the same structure. — This is
why comparisons between older workers and lone parents, or between children
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and people from Northern Norway, will be seen as irrelevant for research on
health inequalities, as they obviously refer to different aspects of social life:
workers and lone parents are not social positions in the same structure.

2.2.3. Supplementary remarks

Social structure and social position are analytical constructs. By using these
terms, we do not refer to societies or persons as wholes. The social structure
we focus on, emerges by abstracting one particular aspect of social life from
the totality. Likewise, the social positions arise by “slicing out” certain parts of
the persons’ characteristics or relations, and by classifying the individuals in
terms of these characteristics or relations. Thus, the social position is not a
person or an individual, but the collectivity of all persons having the same
characteristics or relations as regards the aspect we focus on. The social
position will always consist of persons who differ in many ways, but who are
grouped together because they are similar as to the specific aspect of social life
we want to examine. When we describe the health of a social position, we are
not referring to individuals’ health, but to aggregated health — usually
described in terms of mean values or distribution of health profiles — of all the
persons who are classified together in the same social position.

Using this analytical approach, it is easily seen that society has quite a
few social structures. But is research on social inequalities in health entitled to
construct any type of social structure, by focussing on a particular, even
peculiar, aspect of social life, and claim that the health inequalities as regards
this aspect are part of the research area? Of course, the research field
concentrates on social structures which are meaningful in some sense. We may
think analogously to Weber’s definition of class, which he constructs in terms
of “a number of people (who) have in common a specific causal component of
their life chances” (Gerth and Mills 1970: 181). Meaningful social structures
are those structures which, in some sense, form an important element of
people’s lives, life chances, or ways of living. Doubtlessly, a large number of
social structures are relevant according to this criterion: structures involving
age, gender, ethnicity, social class, occupation, labour market, education,
income, wealth, property, family situation, marital status, social background,
residing area, geographical location, welfare benefits and pensions, etc.

Research on health inequalities does not necessarily involve only one
social structure at the time. Also combinations will be studied — labour market
status and marital status and gender, for instance (are married working women
less healthy than married non-employed women?). In such cases, the social
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positions which are examined are combined social positions, referring at the
same time to several social structures.

A social structure is no constant. When research refers to the “same” social
structure when comparing, for instance, health inequalities between
occupational positions at two time points, this “sameness” is relative. Social
structures are regularly changing in four typical ways: (1) The relative
proportions of the different social positions change. As regards the marital
structure, for instance, divorced people make up a larger part of this social
structure in the 1990s than in the 1960s. (2) New social positions develop within
the same social structure. The transformation from industrial to post-industrial
societies was accompanied by new social positions in the occupational structure.
(3) The circumstances pertaining to specific social positions will always be
subject to change. Manual workers are confronted with different working
conditions today, compared to some decades ago. (4) Finally, the actual
individuals making up the social position will change. Some move to other
social positions, new members are recruited. When the “same” social structure is
analysed at different time points, we are seldom analysing the same individuals.

2.2.4. Age, gender, ethnicity

The definition implies that studies of age and gender differences are also part of
the research field. It may be argued that age and sex categories are biological
categories which do not refer to social structures. Doubtlessly, biology is not
irrelevant for the health differences in the age and gender structures. The health
deterioration which is part of the ageing process is hardly only a social product.
Health conditions must to some extent vary between men and women — if not for
other reasons, at least because different body organs imply that some disorders
can only affect females, others only men.

Nevertheless, age and gender categories are social positions. Age
categories — adolescence, middle age, the elderly — refer to people in particular
social situations who are influenced by typical expectations and norms and are
part of typical material and social contexts. These circumstances are social,
and the age structure is in this way also a social structure.

That social change modifies how the ageing process affects health
supports this view. The life expectancy for the typical fifty-year old individual
has changed markedly during the last century. Similarly, the health differences
between men and women depend on social circumstances (Elstad 1999a).
Medical studies often suggest that gender health differences may also reflect
“pure” biology. One cannot deny the possibility that if society was stripped of
all gendered social structures, some sex differences in health would anyway
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survive. However, as there are compelling evidence that social circumstances
affect gender health differentials, gender must be considered primarily as a
social structure in health inequalities research.

Ethnic positions are social positions in the same manner. In medical
epidemiology it is often suggested that health differences between, say the
Lapps and other Norwegians, or between blacks and Caucasians in the U.S., are
reflecting biology, i.e., different genetic distributions. It is of course possible
that a population category which is denied intermarriage with other population
categories will gradually develop distinct genetic profiles with some health
consequences. It has been argued that the higher prevalence of diabetes among
Indians has a genetic component (McKeigue 1997: 94). However, to my
knowledge very few genetic differences between broader ethnic categories with
important consequences for population health have been demonstrated.

Nevertheless, in one sense the study of health inequalities between
categories of gender and ethnicity is different. While people may change social
positions as regards most other social structures — the income structure, the
occupational structure, the family structure, etc. — sex and usually ethnicity are
fixed aspects of people’s situation. Mobility between social positions may be
involved when health inequalities in other social structures emerge, but mobility
is usually not relevant when gender and ethnic health differences are examined.

Although age, gender, and ethnicity are social structures, they will
nevertheless often be treated in a special way in health inequality research. It is
common to examine the two gender separately. The reasoning behind this is
often unclear, as the determinants of health are often supposed to be the same
for both sexes. However, as systematic gender differences in health (higher
male mortality, higher female morbidity) are repeatedly found, one will often
study men’s and women’s health apart. Furthermore, age is regularly
employed as a control variable. Since the categories we compare often have
different age compositions, and age is markedly related to many (but not all)
health indicators, studies commonly adjust for age in order to demonstrate the
“true” differences in the social structure which is analysed.

2.2.5. Social structures and social theory

Thus, the research field is characterised by its interest in health inequalities as
regards a number of aspects of social life — the socioeconomic aspects and
many others, among them also age, gender, and ethnicity. The common feature
is that the research field addresses health inequalities between population
categories which are social positions in the same social structure(s).
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An implication of this is that the research field is not defined in terms of a
specific theoretical approach, i.e., one specific way of constructing population
categories. Researchers within the field employ a number of ways of defining
their population categories. Different versions of the social class structure, the
residential structure, or the family structure, rooted in different social theories,
are found within the research area, as well as pragmatic classifications
provided by official statistics without any explicit theory behind. The
definition encompasses all these varied ways of constructing social positions,
and its intent is to be neutral as regards social theories.

However, is it really neutral? It views social structures as a number of co-
existing aspects of social life. It might be said that this diverts attention away
from the social whole, from societies at large, and also from individuals as
whole beings. The question about social inequalities in health is formulated as a
question about health inequalities pertaining to a specific aspect. If we advocate
a general theory of society, imagining it as a totality founded on some basic
elements (say, the relations of production, or the relations of gender), and claim
that all kind of divisions in society are interconnected and have developed from
these basic determinants, we might feel that the analytical approach is biased: it
disconnects the social structures from the social whole.

However, when studying health inequalities empirically, one will, I
believe, eventually be pressured to translate grand theories into specific
propositions about how the majestetic social forces influence the health
distributions in specific social structures. At this point, at least, I believe that
the approach proposed here for delineating population categories will be
applied, whatever theoretical foundations one starts with.

2.3. Any kind of health inequalities

The definition states that any kind of systematic and important health
differences between social positions are examples of social inequalities in
health. To clarify why this point is included in the definition, I will discuss
some viewpoints presented by Margaret Whitehead (1992).

Whitehead makes a distinction between inequality and inequity. These
terms are frequently employed as synonyms, but Whitehead emphasises that the
first term should denote differences “in a purely mathematical sense”, while the
second term implies, in addition to differences, also a moral and ethical
dimension. Health inequities are those differences which are “unnecessary and
avoidable, but in addition are considered unfair and unjust” (1992: 431).
Accordingly, health inequities are not only factual differences between
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population categories, but differences which need not exist, which could be
avoided, and which public opinion would condemn. To decide whether
inequalities are also inequities requires therefore both a valid understanding of
how the inequalities have been generated, and a moral or political judgement as
to the fairness of the processes which produce the inequalities.

As a guideline for political action, the distinction between pure inequalities
and inequities is reasonable. In passing, it can be noted that Whitehead’s paper
appeared in the context of discussions within the World Health Organisation, a
political body which, of necessity, should define its task as fighting unnecessary
and avoidable health inequalities.

However, the research field of social inequalities in health is not restricted
to inequities. It consists of studies addressing different types of health inequali-
ties, and both “fair” and “unfair” processes are proposed as the explanation of
these inequalities. Although inequities have high priority, the field is also
addressing inequalities which could eventually be deemed as necessary, unavoid-
able, and fair. Whether pure inequalities or inequities are addressed, the studies
are part of the same research field, as their theme is health inequalities between
social positions and their methods and concepts are, by and large, the same.

Generally, the social positions which are more severely afflicted by
health problems, are also less privileged as regards other types of resources
and assets. However, there are exceptions. The elderly are more afflicted by ill
health, but as regards material wealth their situation is probably better than the
situation of younger people (at least in Norway). Breast cancer seems to be
more frequent among women who are higher up on the social scale (Link et al.
1998, Vatten 1999). There is hardly any reason that such “deviating” patterns
of health inequalities, which perhaps are not inequities in Whitehead’s sense,
should not be part of the research area.

Another reason for not defining the field in terms of inequities, is that the
processes behind are often insufficiently clarified. It is not easy to classify
them as avoidable or unavoidable, or fair or unfair. As to the typical health
inequalities in affluent countries, the disputed issue is exactly what types of
processes can account, to what degree, for the observed health inequalities.

The criteria unnecessary, avoidable, and unfair raise questions which, to a
large extent, cannot be resolved by research itself. To avoid a certain type of
health inequalities is not only a question about what kind of processes that
generate these inequalities, but also a question about how large resources are
we to invest in avoiding them, and what types of social change we imagine as
realistic. As to fairness: opinions are divided. Whitehead judges downward
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social mobility in consequence of health problems as unfair, but not everyone
will agree. Research can investigate how health influences mobility, and to
what extent this contributes to the pattern of health inequalities. To draw moral
and political conclusions will, in the end, be the task of public debate (where
researchers of course have a special responsibility for voicing their opinion).

2.4. Health

The focus of this section is concepts of health, not how health is generated.
What health is and how health is produced cannot always be separated, but
here I will concentrate on the former of these topics. The aim is to survey how
health is understood in research on health inequalities, and what types of
health indicators the research field employs.

Medicine is often considered the expert discipline as regards health. A
medical view on health is frequently applied in health inequalities research.
However, there are also sociological viewpoints on health, regularly used in this
research. I will outline the differences between these two conceptualisations, but
also discuss how they often coincide in practical research.

2.4.1. Health - sociological views

In the latter half of the 20 century, main theoretical trends within sociology,
such as functionalism, phenomenology, symbolic interaction, marxism and
conflict theory, developed particular approaches to health sociology (Gerhardt
1989). The differences between these trends will not be treated here. The
purpose is to sketch the common concept of health which, by and large, is
present in all these trends.

One starting point for the sociological views on health is sociology’s
interest in humans as social actors. For Weber, for instance, social action was a
central topic. Social actions are meaningful behaviours oriented towards other
actors (Ritzer 1975: 91). Social action refers to the individual’s consciousness of
being located within a social environment, to his/her purposive behaviours and
actions directed to other persons, and to the individual’s integration in and
interaction with his/her social milieus.

However, social action presupposes that the body and the mind are able to
perform, to function. The health preconditions for social action were not made
explicit by Weber, but, as Gerhardt points out: “physical or mental health is
necessary if actors are to take part in subjective reciprocal meaning formation”
(Gerhardt 1989:xi1). The capacity to act depends on the state of the body and the
mind. One sociological approach to health is therefore to define it as the bodily
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and mental preconditions for participation in social interaction and in society.
Correspondingly, failing health refers to bodily and mental states which
incapacitate people’s possibility to act, meaningfully, towards others.

The health preconditions for social action are subjective and objective. In
subjective terms, health is the experience of the state of one’s body and mind,
the feeling whether this state is satisfying or not, and the perception of control
over the body and the mental apparatus. Objectively, health is bodily and
mental resources for social action. Somatic disease may impair the body, while
physical strength and endurance increase the capacity to act. Likewise,
psychological problems constrain the mental resources for social participation,
while mental balance and psychic energy enhance the possibilities for social
interaction and for making oneself influential in the social world.

In this view, health is conceptualised as a resource for the individual, and
health is seen in instrumental terms, as an asset which enables the attainment
of other values. Somewhat different is the sociological approach which
emphasises the inherent value of health. The World Health Organisation’s
definition of health — that health implies not merely the absence of disease and
infirmity, but is “a state of complete physical, mental and social well-being”
(Gerhardt 1989: 304, Evang 1974: 34) — suggests the value of health primarily
as a welfare component. Instead of stressing humans’ capacity to act, the
WHO definition points to enjoyment of well-being, and emphasises passive,
rather than active, aspects of health.

The WHO definition is not dissimilar from how health is conceptualised
by theorists reflecting on the “postmodern condition”. Bauman argues that
while the body in the heydays of industrialism first of all was related to work
and soldiering, i.e., as instruments for production and war, “the postmodern
body is ... a receiver of sensations; it ... digests experiences; capacity of being
stimulated renders it an instrument of pleasure” (Bauman 1998:226). Fitness
as well-being, rather than a precondition for making an impact on the outer
world, comes in focus in postmodernist ideas of health.

Health as a resource for action and health as well-being constitute two
somewhat different sociological conceptions of health. They are however not
mutually excluding, and the health indicators we use will often coincide
whether resources or well-being are seen as the essence of health.

2.4.2. Contrasts between medical and sociological views

The sociological interest in health is rather new. There are forerunners, but
medical sociology has mainly developed during the last fifty years (Gerhardt
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1989, Bury 1997). Historically, medicine is the major discipline oriented
towards the study of health, illness and disease. Various conceptions of health
have been present in the western tradition of medicine, which dates back some
2,500 years. The main medical view of health as of today is primarily a
product of the growth of scientific medicine during the last centuries, and it
has certain characteristics which differ from the sociological conceptions.

The roots of the medical view can, in a stylised way, be found in the
contrast between two Greek gods of antiquity — Hygeia and Asclepius (Dubos
1995, Renaud 1994, Evans and Stoddart 1994:29). Hygeia was the god of wise
living, prescribing how saneness and a long life could be secured. Asclepius
was the healing god, famous for his knowledge of how to defeat disease.
Although Hygeia never was out of sight, Asclepius became the foremost ideal
for medicine. This follows from the role of the medical profession. The tasks
of physicians were, and are, primarily to cure sick individuals (Rose 1985: 32,
Berg 1987: 14). Rather than being preoccupied with health, doctors are
oriented towards illness and disease, and how deviant functioning of the body
and mind can be restored.

Thus, a source of sociology’s and medicine’s different views on health
are the two professions’ different social practices (cf. Habermas 1969). The
interest of sociologists was to understand health in its connections to people’s
experiences, social relations and social actions. The interest of physicians was
to understand failing health, i.e., disease, and, above all, how it could be cured.

This curative orientation has been fundamental for the development of
medicine. Physicians took part in the scientific developments which gained
momentum during the Renaissance (Samson 1999). Searching for the essence
of disease, they looked into the body, using more and more sophisticated
instruments and gaining more and more insights into human anatomy,
physiology, cells and bodily processes at the molecular level. The medical
paradigm became biomedical and reductionistic, viewing illness and disease
not in terms of the experiences of the sick, but in terms of the details of the
hidden processes inside the body (Berg 1987, Nettleton 1995: 3, Annandale
1998: 6). Diagnoses became a central category. As medicine progressed, the
ways of falling ill were evermore precisely classified. The first international
classification (1855) provided 138 diagnoses. The present International
Classification of Diseases used by Statistics Norway (ICD-9) names close to
10,000 disease entities, and an even more detailed classification is soon to be
implemented (Statistics Norway 1993: 7, 3).

Given this historical background, some contrasts between sociological and
medical views of health can be outlined. The following points to tendencies
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which emerge from the different social practices of sociologists and physicians.
In practice, however, many sociologists have been strongly influenced by
medical conceptions. A major trend in medical sociology has been termed
sociology in medicine, defined as “the application of sociological concepts,
knowledge, and techniques in efforts to clarify medical and social-psychological
problems in which medical workers are interested” (Kendall and Reader 1972:
2). On the other hand, many physicians have been inspired by psychology and
sociology. It has been contended that the biomedical stage in medicine was
particularly dominant from about 1850 to 1950, but that medicine later became
more open to other influences, not least from the social sciences (Svensson 1993:
15). Nevertheless, biomedicine is dominant even today, and therefore it is relevant
to characterise the contrasts between sociological and biomedical views.

(1) Biomedicine considers individuals outside of their social milieus. As
the standard is the “normal” human organism, devoid of bodily abnormalities,
medicine can classify a person as sick even if the person generally performs
well in his/her social life. The sociological view will, on the other hand, regard
the individual as localised in a social context. Health cannot be isolated from
the social surroundings, but must be seen in relationship to the performance
society expects from its members.

(2) Biomedicine focusses on specific diseases, i.e., specific “faults” pertai-
ning to the body and the mind. Sociology leads up to a holistic view, regarding
humans as whole persons, and health as the unity of bodily and mental states.

(3) Biomedicine is oriented towards deviations from normality and
defines health in terms of the absence of specific symptoms, illnesses and
diseases. Biomedicine is primarily occupied with the negative aspects, with
failing health, and with the discontinuity between the healthy and the sick. The
sociological view implies that health is a continuum, spanning from the very
bad to the very good. Positive health, indicated by more resources for action
and more well-being, is meaningful within the sociological view, but usually
absent from biomedicine.

(4) Biomedicine depends on professional judgement and medical
expertise, in order to decide whether the person is sick or not. The sociological
view points to the individual’s performance within his/her social milieu, to lay
experiences of health, and to judgements by the person him/herself and by
persons surrounding the individual. Instead of medical judgements, sociology
emphasises social definitions of health and illness.

Summing up, sociology points to the social significance of health, and
judges a person’s health in terms of his/her bodily and mental well-being and
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resources for social action. The orientation of biomedicine is towards diseases
and their cures. In some ways, medicine has a more exact and “scientific”
approach to health, however a restricted view with a focus on negative aspects
and deviations from normality. The more holistic view of sociology will on the
other hand be confronted with definitional problems. Health is conceptualised
as mental and bodily resources and well-being. That disease reduces these
aspects is clear, and as to failing health, sociological and medical views will
often coincide. But what about positive health? Mental and bodily resources,
enhancing social participation and well-being, are not only dependent on the
absence of disease, but depend also on physical strength, endurance, vigour,
vitality, energy, boldness, propensity to act, and even on weight, height,
appearance, beauty, intelligence and joyfulness. Are all such mental and bodily
characteristics part of the concept of positive health? If not, where should the
dividing line between the health and non-health aspects of mental and bodily
states be drawn? Sociology has not a clear answer to such questions.

2.4.3. Health indicators employed by the research field

In research on health inequalities, health will be measured by health indicators.
Both sociological and medical views on health may constitute the basis for these
indicators, but not seldom the indicators themselves will be the same, no matter
whether a sociological or a medical view lies behind. In the following, the main
ways of measuring health will be outlined, and I will suggest how they are
related to the sociological and medical views.

Mortality is the most frequently used health indicator, partly from
pragmatic reasons: death is a “clear-cut” event (Bury 1997: 55), well registered
in countries with developed population statistics. Death represents both
sociological and medical views — it is the end of social life, as well as the
ultimate bodily pathology. Cause-specific mortality is more close to the medical
interest in disease entities, but will also have sociological interest. Deaths from
murders, accidents, suicides, aids, and many other contagious diseases, are
clearly related to special types of social action and interaction.

Historically, mortality has been the supreme indicator of population
health. However, in countries such as Norway, deaths have become relatively
infrequent among young, and even among middle-aged, people. Eighty-five
per cent of all deaths in Norway in 1995 occurred among people aged 65 years
and more (Statistics Norway 1998a: table 86). Therefore, it can be argued that
the health situation of the living is equally, perhaps more, relevant for
population health than are mortality statistics (Blaxter 1989: 199).
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Morbidity is, within the sociological view, usually represented by illness,
often in terms of somatic and mental symptoms, complaints, and pains. Such
experiences will influence well-being and the capacity to act. The medical
view of morbidity will focus on the diagnoses assumed to underlie illness.
Diagnoses and illnesses are associated with each other. However, there is no
one-to-one association, and people with the same diagnosis can have widely
different experiences of illness and symptoms (Elstad 1998a: 35). As there
nevertheless is a statistical correlation between illness as experienced by the
person, and diagnoses as revealed by medical examinations, diagnoses can
function as an indicator of illness experience. Self-reported diagnoses are a
useful, although crude, approach to medically defined disease. When people
are asked about disease in countries with extensive health services, they
commonly report the diagnoses they have been told by their doctors (Bjerkedal
and Bakketeig 1975, Blaxter 1989: 207).

Disabilities — the ability to walk, talk, listen, to fulfill job requirements, to
receive education, etc. — refer to the possibilities to perform social roles and to
participate in social life. It is therefore a direct approach to the sociological
view of health. The biomedical interest in disabilities will often concentrate on
the underlying diagnoses. Somewhat related to disabilities is health
expectancy — expected years free from disability and major illnesses. It aims at
being a “synthetic overall measure of health” (Sihvonen et al. 1998) and is
clearly connected to the sociological view.

Health potential is, according to Wilkinson (1986a: 6), an idea that “still
needs to be clarified”. It may be conceptualised as bodily or mental traits
which are not, in themselves, characterised as illnesses or medical disorders,
but which influence the likelihood of later disease and mortality. Understood
in this way, health potential is a /atent characteristic, and therefore difficult to
measure. Birth weight, height, previous diseases and injuries, and also
childhood socioeconomic circumstances and health behaviours are used as
indicators of health potential (e.g. Lundberg 1991, Barker 1992, Power et al.
1996b, Dahl 1996). Such indicators are found to correlate statistically with
later morbidity and mortality, but it is not always clear whether this
correspondence signifies a causal connection or a spurious one. Variations in
genetic equipment may also be supposed to generate variations in health
potential. The indicators of health potential are more close to medical than to
sociological views of health.

Self-perceived health and subjective well-being are important ways of
eliciting people’s feelings of a good or bad health status, and their experiences
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of general mental health. As the focus is the person’s own subjective opinions,
such indicators are primarily associated with sociological views on health.
They enable measurements of positive health, if they are designed with that
purpose in mind. Such indicators play also an increasing role in medical
evaluations of therapies and hospital treatments. Self-perceived health status is
a simple, but nevertheless powerful indicator. Several studies indicate that
self-rated general health predicts later disease and mortality more accurately
than medical evaluations (Idler and Benyamini 1997).

2.4.4. Health: unidimensional or multidimensional?

The dissimilarities between sociological and medical views of health and the
existence of different health indicators raise the question whether health is a
unidimensional or multidimensional phenomenon. The multitude of health
indicators reflects that health is a complex phenomenon — not only for
researchers, but also for “ordinary” people. Studies of lay conceptualisations
of health reveal hardly less differentiated opinions among the population as to
what health “means” than can be found among researchers (Fitzpatrick 1984,
Blaxter 1990, Bury 1997: 29pp). The variety of lay opinions reflects that in
everyday life, “health” is a diffuse notion involved in a plurality of experiences
encountered by everyone.

One may approach the question about the dimensionality of health from
the empirical angle. Using individuals as the unit of analysis, we will often
find a statistically significant, but nevertheless moderate, correlation between
different indicators of health. Data from Statistics Norway’s Health Survey
1995 give some examples. For the sample aged 24-67 years, correlations
(Pearsons r) are + .53 between the (ordinal) scale of self-perceived health and
number of diagnoses, + .33 between self-perceived health and an index of
mental problems, and + .39 between the mental health index and number of
diagnoses. Such correlations suggest that different aspects of health are
statistically associated at the individual level, but the strength of the
associations is hardly large enough to maintain that the different indicators are
only different ways of measuring the same, unidimensional, underlying
phenomenon. This corresponds to everyday knowledge that individuals may
experience mental distress but are otherwise physically fit, some claim their
health is pretty good although their disabilities are manifest, etc.

However, in research on social inequalities in health, the main interest is
how the relationship between different health indicators appears at the
collective level, i.e., when the units of analysis are social positions and not
individuals.
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More or less the same pattern of health differences between socio-
economic positions are usually found for most chronic diseases, disabilities,
mental symptoms, and self-perceived health. Marmot et al., for instance,
analysed three different data materials from the U.S. and the U.K. and found
“similar social gradients for adult men and women in physical and mental
morbidity and in psychological well-being” (1997: 901). This does not always
imply that different indicators behave in the same way. The direction of the
inequalities is however the same. This is also exemplified in one of the papers
included in this thesis, which shows relatively similar gradients between
occupational classes for such diverse indicators as bodily height, self-
perceived health, and number of somatic symptoms, mental symptoms, and
medical diagnoses (Elstad 2001).

Furthermore, the pattern of morbidity differences corresponds to the
pattern of mortality between socioeconomic positions. Moreover, most
specific causes of mortality follow the same inequality pattern as overall
mortality. In England, it has for instance been shown that the familiar pattern
of mortality differentials between occupational classes appears for no less than
65 of the 78 most common causes of death for men, and for 62 of the 82 most
common causes of death for women (Wilkinson 1996: 71).

Thus, when the units are not individuals, but social positions indicating
social class, occupational status, and other classifications of socioeconomic
location, one usually finds very similar patterns for different health indicators.
This suggests that health could be considered as unidimensional at the
aggregate level. The same tendential unidimensionality of health appears in
other social structures as well, for instance the ethnic structure, the structure of
geographical locations, and the marital structure. As to the latter, the health
advantages of married, compared to previously married (with never married
somewhere in between), are found both for mortality (Mennesland et al. 1982,
Hemstrom 1996), longstanding illness (Elstad 1996a), and subjective well-
being (Mastekaasa 1993a). Accordingly, the disadvantaged social positions
usually display higher levels of ill health, and the advantaged positions higher
levels of good health, whatever health indicator which is examined.

The reason for this may be that there are some common processes which
cause quite varied types of ill health to emerge more frequently among
disadvantaged social positions. It has been suggested that this is a
consequence of social positions’ varying general susceptibility to health
problems. I will discuss further this concept in the next chapter.
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The tendential unidimensionality of health at the aggregate level has
some practical consequences for research. It suggests that, when the units of
analysis are social positions, chances are high that whatever health indicator
we focus on, it will display patterns similar to most other health indicators.
Thus, mortality differences will usually also indicate how morbidity is
distributed, and the distribution of somatic morbidity will also indicate how
mental problems are distributed. However, this rule-of-thumb is no “law”, and
one must always be aware of the possibility that some specific health
indicators may behave rather differently than the general pattern.

Important exceptions to this tendential unidimensionality appear when
one examines health differences between age categories and between the two
gender. The association between health and age is different for different health
indicators. Mortality and chronic disease increase as people grow older, but as
regards subjective well-being and mental symptoms, the young are generally
not less afflicted than the middle-aged. Even more deviating are gender
differences. A well-known paradox is that male mortality always is higher,
while female morbidity, in particular somatic symptoms and mental distress,
regularly surpasses men’s (Elstad 1999a). “Women feel sicker, but men die
quicker.” Thus, the tendential unidimensionality of health, when differences in
health are analysed at the aggregate level, does not apply as regards the social
positions in the age and gender structures.
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3. Explanations of social inequalities
in health: overview

3.1. The dividing lines between explanations

The purpose of Chapters 3 — 8 is to survey the explanations of social
inequalities in health. The aim is to discuss how researchers have tried to
interpret the systematic patterns of health inequalities, to point out the main
dividing lines between these attempts, to classify the main explanations, and to
describe their main themes, problematics and problems.

Although we may find earlier antecedents, it is reasonable to say that
research on health inequalities originated primarily in the 19™ century. It has
expanded in quantity and diversity, especially during the last decades. A
number of explanatory alternatives have been produced. They differ according
to many criteria: their level of generality, the factors and conditions they focus
on, the theories they explicitly connect their explanations to, and their implicit
presuppositions. It is not easy to classify all these attempts into neat and
mutually exclusive boxes. Studies and researchers will often draw on several
theories and mix elements from many sources. Because of this, the dividing
lines tend to be blurred. The distinctions between the different alternatives are
not always clear-cut, and often hybrid explanations are put forward.

3.1.1. Two aspects of explanations

A suitable starting point for classifying the explanations is, in my opinion, to
point out that they usually address two questions. Explanations of health
inequalities will regularly have two aspects: one which addresses health, and
another which addresses society. When explanations refer, for instance, to
environments or lifestyles or human biology as ways of accounting for health
inequalities, two propositions are really put forward: first, that environments or
lifestyles or human biology are very important for health, and second, that
society operates in a way which produces significantly different environments
(or lifestyles or human biology) between different social positions.

Accordingly, most explanations refer simultaneously to propositions
about health and to propositions about society. They are constructed on the
basis of notions of health determinants influencing the health in the
population (or in particular categories in the population), but also on notions
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about social processes which somehow influence or interact with the health
determinants and thereby produce the pattern of health inequalities.

This distinction suggests two different ways of classifying explanations:
according to what kind of social processes they operate with, and according to
their notions of the main health determinants. This distinction is some of the
reason why authors classify what goes on in the research field in different ways.
It can be seen when we for instance compare how the Canadian Lalonde Report
(published in 1974) and the Black Report divided the field. The Lalonde Report
saw population health as determined by life style, environment, human biology,
and the organisation of health services (Evans and Stoddart 1994: 41),
implicating that these factors were also responsible for social variations in
health. The Black Report (DHSS 1980, Townsend and Davidson 1982) saw four
main altematives: Artefact explanations, natural/social selection, material/
structural explanations, and cultural and behavioural explanations.

The artefact explanation is special because its subject is primarily the
research process and its implications for how the picture of health inequalities
emerges. Apart from this, the different dividing lines the two reports propose
can be interpreted as reflecting that the Lalonde Report is primarily oriented
towards classifying health-determining conditions, while the Black Report is
more oriented towards classifying social processes.

A similar comment can be made when we compare how Whitehead
(1992: 432) and Hertzman et al. (1994: 76-78) make their classifications.
Whitehead proposes that social variations in health may be due to seven
processes: “(1) Natural, biological variation. (2) Health-damaging behavior, if
freely chosen.... (3) The transient health advantage of one group over another
when that group is first to adopt a health-promoting behavior (as long as other
groups have the means to catch up fairly soon). (4) Health-damaging behavior
where the degree of choice of lifestyles is severely restricted. (5) Exposure to
unhealthy, stressful living and working conditions. (6) Inadequate access to
essential health and other public services. (7) Natural selection or health-
related social mobility, involving the tendency for sick people to move down the
social scale”. Hertzman et al. advance six explanations: (1) Reverse causality
(i.e., health causes social mobility). (2) Differential susceptibility (population
categories have different abilities to resist environmental exposures). (3)
Individual lifestyle. (4) Physical environment. (5) Social environment (and
psychological response). (6) Differential access to/response to health care
services. Some points are similar in both classifications, but their differences
reflect that Whitehead is more concerned about social processes, while
Hertzman et al.’s main focus is the circumstances which produce health.
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Thus, most explanations found in the research field can be divided both
as to how they conceptualise the social processes which are assumed to be
involved, and how they treat the question of health determinants. Some
remarks on these two aspects follow, before I outline the way I propose to
divide the field.

3.1.2. Social processes: general remarks

A fundamental question for every explanation of social inequalities in health is
how the social structures with their different social positions have emerged.
The most fundamental “cause” of social inequalities in health is obviously that
historical developments have released processes which have produced the
existing social structures and their sets of more of less diverging social
positions. Usually, this theme is not part of the explanations of social
inequalities in health, because they take the existing social structures as givens.

When we start with the existing social structures, an important dividing line
is whether explanations emphasise social causation or social mobility processes.

The basic tenet of social causation explanations is that social positions
cause the health of the incumbents of the social position. Some type of cause-
effect link from the circumstances typical of the social position to the typical
health of the individuals in the position is assumed. Health inequalities are
believed to arise because the circumstances of different social positions are so
diverging that each of them develops a particular health profile, different from
the health profiles of other social positions.

The explanations employing social causation processes often presuppose
that people are, by and large, similar as to their innate potential for attaining
health. On average, people in different social positions are believed to be
equipped at the outset with more or less the same probabilities for health and
ill health. Thus, the sources of social inequalities in health come from
“outside” and are external to the members of the social positions.

Social causation explanations raise the question about #ow the circumstances
of the social position act on the members of the position. How this happens can be
accounted for in different ways. Explanations are divided as regards how they
understand, in more detail, the characteristics of the social causation processes,
and the main variants will be discussed in the following chapters.

While the key question asked by social causation explanations is “what
circumstances are the individuals in particular social positions exposed to?”,
the key question of social mobility explanations is rather “what individuals are
the different social positions exposed to?” The central tenet of social mobility
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explanation is that health inequalities are generated because of how people
stay in, move out of, or move into, social positions.

Terms such as social selection, health selection, health-related selection,
health-selective mobility, health-related mobility, and even “natural” selection
are often used when researchers discuss social mobility explanations. The word
“selection” is frequently employed, implying that people are “selected” or
“sorted” into particular social positions because of their health characteristics.

I will propose that social mobility explanations are a better heading for this
group of social processes. Essentially, this explanation says that movements
between social positions influence how social inequalities emerge. Social
mobility may be health-related, so that health variations are associated with the
types of mobility (or non-mobility) the individual experiences. However, even
when social mobility is not health-related, mobility may redistribute people
across social positions with consequences for the pattern of health inequalities.

When social mobility is associated with health, rather different processes
may be the reason for this association. Health may in some way cause
mobility, but “selection”, and in particular “natural selection”, is not always a
suitable term for these processes. A person may choose a particular career
because of health, employers may discriminate against ill people, or welfare
state arrangements may encourage particular career choices. Health may be a
main or a contributory cause in these processes. When this happens, it is not
“natural”. It is a social process (West 1991), involving the actions of agents
(the person him/herself, families, teachers, employers) and structured by the
functioning of institutions such as schools, firms, and welfare state
organisations. It is based on social evaluations about how health and its
different aspects (activity restrictions, physical strength, psychic balance,
subjective well-being, etc.) count, and these evaluations are socially created.

Social mobility and health may also be statistically associated, without a
causal connection. This is often referred to as indirect selection (Wilkinson
1986a: 4, West 1991, Dahl 1996). Indirect selection is health-related mobility
where mobility is caused by other factors than health. Both when health is
causally linked to mobility, and when it is statistically associated without any
causality involved, mobility will redistribute health profiles among social
positions and influence the distribution of health.

3.1.3. Health determinants: general remarks

Explanations are also divided as to how they understand the factors which
produce health. Explanations of social inequalities in health can be
distinguished as to what types of health determinants they employ.
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We may define a health determinant as a bloc of factors or conditions
which are presumed to have a general influence on people’s health, their
longevity, and their level of ill health. A health determinant is a main factor, or
a main group of factors, which is presumed to influence the general level of
health. In health inequalities research, it has also a more specific meaning. The
health determinants are proposed to create, not primarily the average health of
the population, but the variation in health between social positions.

Medical epidemiology is also concerned with the explanation of ill health,
but health determinants are not immediately identical with the factors employed
by medical epidemiology. Medical epidemiology is dominated by “the doctrine
of specific etiology” (Dubos 1995:6, Conrad 1999). It translates ill health into
specific conditions (cf. section 2.4.2). In order to explain how such specific
conditions emerge, medical epidemiology focusses on specific risk factors —
smoking, shift work, genes, lack of vitamins, etc. The objective is to try, often
by means of multivariate methods, to reveal the significance of each risk factor
for the incidence of specific diseases (cf. Popay et al. 1998: 627pp).

However, in health inequalities research, a health determinant is often
supposed to have generalised health effects. This idea corresponds to the
observations that disadvantaged social positions usually suffer from bad health
in a general, multifaceted way. Earlier, it was argued (section 2.4.4) that health
displays unidimensional characteristics at the aggregate level. Although there
are important exceptions, health seems to vary between social positions in
more or less the same way, whatever health indicator we focus on: premature
deaths, injuries, chronic disease, or psychological problems.

This suggests that there is a broad set of conditions which acts on the social
position in a way which has multiple, unspecific consequences for health, and
which therefore produces ill health, or good health, generally. This idea has
been advanced in terms of the concept of general susceptibility. Syme and
Berkman (1976, also Locker 1997:20) argue that the reason for the higher
frequency of health problems, of a most varied kind, in less advantageous social
positions, must be found in “something about the life in the lower classes (that)
increases vulnerability to illness in general”. General susceptibility implies
“generalised compromises of disease defence systems”. Hertzman et al.
(1994:80) argue similarly, using the terms generalised vulnerability.

The general susceptibility/vulnerability idea suggests to rearrange how we
think of the relation between specific diseases and ill health. Diseases may be
conceived of as “pathways” or “mechanisms” (Evans 1994:7) which reveal that
health has been impaired. Specific health problems are seen not as the essential
phenomenon, but rather as the concrete manifestations of a deteriorated health.
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It may be said that while medical epidemiology supposes that disease is the
cause of ill health, the general susceptibility/vulnerability view reverses this
notion and supposes that disease is a consequence of ill health.

The concept of general susceptibility has a low status in established
medicine, compared with disease-specific etiology (Blane et al. 1993b: 76). It
is obviously incongruent with the efforts to understand and cure the specific
diseases of individuals which doctors are confronted with. However, also
medical epidemiology has produced evidence which points towards the
general susceptibility view. It is not seldom found that risk factors such as
deficit nutrition or stress have very wide negative consequences and can be
associated with quite different types of disease.

When researchers study social inequalities in health, their focus may of
course be, social variations in specific diseases. More often, however, they are
oriented towards understanding social variations in health and ill health in a
more general way, and they often employ composite and all-round health
indicators such as all-cause mortality, longstanding illness which limits
working capacity, self-perceived general health status, or health expectancy.
That there are health determinants which influence the overall health of social
positions and their general susceptibility to ill health is therefore often the
implicit understanding of many of the explanations which are proposed.

Thus, the explanations of social inequalities in health are divided as
regards what types of health determinants they primarily rely on, and various
propositions about such health determinants will be discussed in the following.

This must however be understood in a particular way. When a certain
health determinant is claimed to be responsible for social variations in health,
this means that the focus is on how this determinant varies between social
positions. As Rose (1985) has pointed out, the determinants of the average
level of health in a population are not necessarily the same as the determinants
of the variations in health within the same population. If, for instance, it is
proposed that the psychosocial environments are the main determinant of
health inequalities, this does not necessarily imply that physical environments
are irrelevant for population health. The physical environments in a society
may be the major reason that average longevity in the whole population is, say,
75 years, and not 65 or 55 years. But if the physical environments do not vary
significantly between social positions, the importance of this health
determinant is primarily to create the overall level of health, while other
determinants are more relevant as regards the social variations in health.

Thus, when explanations point to the physical environments, or the
psychosocial environments, or some other conditions as a main health
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determinant, the implication is that those health determinants which are not
emphasised, do not vary in any important way within the population, and
therefore they are of less importance for the health variations in the population.

3.2. Overview of the explanations

The following chapters try to cover the research field, not with too many
details, of course, but with the aim of making a comprehensive review of all
the major alternatives the research field has proposed as ways of accounting
for how social inequalities in health emerge. As said above, the complexity of
the field implies that the dividing lines may be drawn in different ways. The
way I propose to do it, is therefore not the only feasible one.

First, I will address the so-called artefactual explanation (Chapter 4).
Often, it is not included when explanations of health inequalities are listed, but it
was highlighted by the Black Report as one major alternative. It is special in the
sense that it primarily addresses how the picture researchers construct of health
inequalities depends on the ways researchers classify, measure and interpret
their data. Thus, the artefactual explanation explains health inequalities in terms
of the research process. One of the five papers included in this thesis addresses
this explanation, and this is also a reason for discussing it separately.

Thereafter, I will treat what we may call substantive explanations, as they
are oriented to the question about how health inequalities are produced, not
primarily in terms of processes internal to the research process, but in terms of
how “real” social processes and health determinants interact in society.

As pointed out before, whether we focus on health determinants or on
social processes may give rise to different ways of dividing the field. The
choices I have made are the following.

There is a major dividing line between explanations according to whether
they assume social causation or social mobility as the main social process.
This dividing line is applied here, so that Chapters 5 — 7 address social
causation explanations, while Chapter 8 treats explanations which have social
mobility as the main, or at least as an important, social process.

The social causation explanations are however divided in several ways,
both according to the specific ways they conceptualise the social causation
process, but also according to the health determinants they rely on. There are
alternatives which employ one special type of social causation process, but
differ as to the health determinants they employ, and on the other hand we
have social causation explanations which focus on one special health
determinant, but differ as to the type of social causation they emphasise.
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In order to clarify these distinctions, I divide social causation explanations
into three, the materialist/structural explanation (Chapter 5), the behavioural/
lifestyles explanation (Chapter 6), and the psychosocial explanation (Chapter 7).
Although there are many subvariants within each of these approaches, it may
nevertheless be argued that each of them constitutes a relatively coherent
alternative, different from the others.

In the materialist/structural explanation, social causation is usually under-
stood in terms of structural determination. As regards health determinants, this
explanation emphasises those physical environments which are constituted by
unhealthy working conditions and the restrictions on material levels of living
imposed by a low level of socioeconomic development.

The behavioural/lifestyles explanation is generally characterised by a
formulation of the social causation process which allows for a larger role of
individual agency than the materialist/structural explanation. As regards health
determinants, it is also oriented towards the physical environments, but it
emphasises primarily the physical environments which arise from people’s
behavioural and consumption patterns.

The psychosocial explanation employs various ways of conceptualising
social causation, partly coinciding with, but also at variance with, the ways the
two former explanations understand social causation. The distinguishing
feature of this explanation is however that it emphasises the psychosocial
environments as the main health determinant.

Finally, chapter 8 addresses social mobility explanations. The chapter
addresses various ways of understanding how social mobility contributes in
generating social inequalities in health. Social mobility explanations often
assume that people’s health potential, established early in life, is a main health
determinant. But there are also variants which take as their starting point that
health differs between people, for whatever reason, and this has consequences
for people’s life trajectories. Thus, this explanation is more unspecific as
regards the health determinants than the former types of explanations.

The following Chapters 4 - 8 will include some remarks on the history of
the explanations, describe main features, main empirical themes, and
important subvariants, and point to some problematic and disputed aspects
within them. I will also show that some of them, when confronted with
difficulties, often try to include issues which “belong” to other explanations.
Thus, within each explanation there are tendencies which point towards an
integration of the explanations, a theme which will be further discussed in the
concluding Chapter 10.
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4. The artefactual explanation

4.1. Main characteristics
4.1.1. Background

The question whether “artefacts” were responsible for findings of health
inequalities was raised by the Black Report. According to this report, the
artefactual explanation suggests that “both health and class are artificial
variables”, often measured arbitrarily. Following from this, the picture
researchers make of the health inequalities in society may also be an artificial
product, which appears mainly because of how researchers choose to arrange
and present their data. The implication was that findings of health inequalities
should not be taken too seriously, as they could be products of the methods
chosen. For the same reasons, inferences about the relationship between health
and social class would be uncertain (see Macintyre 1997: 727, Bury 1997: 61).

The Black Report rejected the artefactual explanation. The debate that
followed was stimulated by the political reactions to the Black Report. The
Conservative government at that time (1980) neglected the report and restricted
its publication to 260 copies (Dahl 1994b: 1). The message of the Black Report
was that the continuing existence and even worsening of health inequalities
between occupational classes were alarming. The proponents of artefactual
interpretations argued that the findings of the Black Report called for no urgent
action. The debate was “‘vociferous and acrimonious” (Macintyre 1997: 732).

4.1.2. The issues involved

The issues involved in the debate about the artefactual explanation are quite
many. A common theme is however that focus is directed at the research
process. One looks at the activities of researchers and examines to what extent
the results are reflections of the ways researchers have proceeded. Thus, the
explanation of health inequalities is not primarily sought in processes
operating in society “out there”, but rather in processes internal to research.

One issue is therefore methodological. An aspect of this explanation is a
theme pertaining to all social research, that findings are not indifferent to the
choices, made by researchers, as regards definitions, measurements, and ways
of arranging and analysing data. Artefacts point to how research can construct
different images of the size of health inequalities, their developments, and
their causes, depending on how data are obtained and analysed.
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However, when this familiar methodological issue is presented in terms
of “artefacts”, a wider problematic is introduced. The question is now not only
that the phenomenon - social inequalities in health — may be described and
interpreted in different ways. The question is also raised about the “reality” of
the phenomenon itself. Could it be that it has no substance, but is rather an
artificial object, produced by researchers and the research process?

No researcher has, to my knowledge, simply denied the existence of at
least some social inequalities in health. When the question about methods is
reformulated as a question about artefacts, the implication is however usually
that the images of these inequalities, produced by researchers, are artificially
magnified, the size of inequalities is regularly exaggerated, and the reasons for
social concern are unduly overstated. Thus, it is suggested that the results
produced by researchers are biased in a special way, making health
inequalities a much larger social problem than they “really” are.

However, researchers have pointed out that artefacts, understood as biased
results because of inappropriate methods, can also result in an underestimation of
the size of inequalities, and not only in exaggerating them (Bloor et al. 1987, Dahl
1994b: 6). The research process may create or exaggerate the problem of health
inequalities, but it may also make the phenomenon diminish or even disappear,
“artificially”. A recent analysis of the consequences of methodological choices for
the resulting magnitude of inequalities shows this (Kunst et al. 1998). This study
focussed on the numerator/denominator problem (see below), on the inclusion or
exclusion of economically inactive people in the analysed sample, and on
different social class schemes. The conclusion was that methodological choices
were important, but whether they meant overrating the inequalities or the opposite
was often hard to establish.

In the following, I will survey some main issues involved in the
artefactual explanation. I will focus on questions about measurements: how are
the images, and in particular the size, of social inequalities in health influenced
by the way researchers have measured health and social positions? Moreover,
what issues are involved when we measure inequality? Lastly, the inter-
pretation of trends will be discussed.

4.2. Questions about measurements

Key terms in every study within this field will always be “health”, “social
positions”, and “inequality”. How to measure these concepts is therefore a
recurrent topic. In the following, some of the typical questions which are
raised as regards these measurements will be outlined. The focus is how

34 NOVA Rapport 9/00



various processes may interfere in the measurements in a way which may bias
(diminish or magnify) the picture of health inequalities.

4.2.1. Class biases in measurements of health?

How to measure death in itself constitutes no problem in health inequalities
research. The ambiguities concerning when a person may be considered dead,
relevant for high-tech hospitals and transplantation issues, will hardly have
any consequences for how deaths in general are registered among individuals
in different social positions.

When the issue is causes of death (cause-specific mortality), however, the
question is regularly raised whether these causes are validly registered, and in
particular whether they are registered in the same way, whatever social
position the deceased person belonged to.

In Britain, it has for instance been observed that deaths in the middle class,
more often than in the working class, are registered with more than one cause of
death. It has been supposed that physicians somehow believe that middle class
deaths are more hard to comprehend and therefore “in need of more explanation
than working-class deaths” (Nettleton 1995: 162). How this influences the
observed distribution of causes of deaths between social classes is however
unclear.

Bloor et al.’s study (1987) suggests that class patterns in how physicians
report causes of death have given rise to an artificially produced issue in the
health inequality field. A widespread opinion has been that the social
distribution of deaths from coronary heart disease (CHD) has been altered
(Marmot et al. 1978, Davey Smith 1997: 248pp, see also Kruger et al. 1995,
Aase and Storm-Furru 1996: 37). Many researchers believe that previously, for
instance during the 1940s and 1950s, CHD was “the rich man’s disease”.
However, in recent decades data indicate that CHD shows the familiar inverse
relationship with social status. Bloor et al. suggest that this apparent change
could be explained by changes in diagnostication. Earlier, physicians may
have been more superficial when examining working class deaths. Therefore,
the frequency of CHD in the working class may have been underestimated.
Now, physicians are more specific and thorough, also as regards working class
health problems. The apparent change in the social distribution of CHD
deaths, it 1s suggested, is therefore an artefact, produced by changes over time
in class biases in how the causes of deaths are registered.

These examples show how physicians’ verdicts about cause of death may
interact with physicians’ knowledge about the social position of the deceased.
Thus, the data which lie behind findings about patterns of social inequalities in
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deaths from specific causes may be distorted. Similar processes may occur
when morbidity is measured. When research is based on morbidity information
from physicians, the possibility exists that physicians’ diagnoses are not made
independent of the social position of the patient. It has for instance been
suggested that women with appearances and behaviours which indicate low
status, easier are given vague diagnoses such as fibrositis or fibromyalgia
(Christensen 1996).

The use of medical and professional judgement in studies of health
inequalities is therefore no guarantee against biased health measurements, and
various studies suggest that professional verdicts as regards causes of death and
disease diagnoses are not given independent of the patient’s social position. -

Studies of social inequalities in health will often measure health in terms
of self-reports in interviews and questionnaires. The methods used (personal
interviews or self-administered questionnaires, for instance) give different
results (Moum 1998), but whether this influences the class patterns is not well
known. Generally, if different social positions have different ways of
perceiving and evaluating health complaints, and perhaps also have different
ways of using professional help for diagnosing symptoms, self-reports may
give rise to distorted estimations of the health differences.

Thiirmer, for instance, found more undiagnosed symptoms of heart disease
among workers than among middle class men, and suggests that “the health care
system favours the detection and treatment of asymptomatic risk in high status
men more than low status men” (1993: 94). It may be that Norwegian physicians
are less scrupulous when examining lower class men, so that symptoms are not
discovered, but it may also be that lower class men do not seek professional help
for symptoms that the middle/upper classes more often consider a cause for a
visit to the doctor. To a large degree, self-reporting of diseases is dependent on
the diagnoses communicated by doctors to the person. Thus, if workers, as
Thiirmer’s study suggests, either are more reluctant to visit doctors, or when
visiting doctors are examined more superficially than middle class patients, the
result will easily be that self-reports underestimate the size of the social class
health differentials.

Some studies have suggested that the size of the class differentials in
symptoms and morbidity may be overrated because of a higher tendency in
lower classes to complain about trivial health problems. This issue is treated in
one of the papers included in this thesis (Elstad 1996b). Studies have usually
not found indications that the higher morbidity among women compared to
men is due to lower thresholds for reporting pain among women (Bendelow
1993, Annandale 1998: 147, Macintyre et al. 1999). — How cultural
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differences, linked to ethnic or national background, interfere in the reporting
of ill health has been widely recognised (Zola 1966, Koopman et al. 1984).
This suggests that self-reports are not an immediately reliable way of
describing ethnic health differences.

4.2.2. Problems in measuring social positions

To classify people according to their social position in the gender and age
structure is easy. Other social structures do regularly present many problems
related to how to define the social positions in the social structure and the detailed
procedures for classifying persons into them. Ethnmicity, for instance, is often
difficult to measure (Nettleton 1995: 185-186). How people are classified in the
ethnic structure depends on whether one focusses on nationality, citizenship,
appearance, language, or cultural belonging. Anthropological studies in Norway
have for instance tried to establish “who are the Lapps?”, but the answer is vague
(e.g. Hovland 1999). Marital status can also be ambiguous (Mastekaasa 1993a: 8-
9). Marriage can involve formal arrangements, cohabitation, monogamy, and
sexual relations, and differences in classifications occur according to what aspect
is made the central one for determining the marital status of the individual. To
what extent choices made when classifying ethnicity and marital status have
consequences for how the health inequalities are pictured, is however unclear.

How socioeconomic position is measured has attracted particular interest
within the research field. Occupational categories are usually employed when
the social class or stratification structure is investigated, but income and
educational level are also regularly used. Whether occupational categories show
more marked health gradients between socioeconomic positions than income or
education has been examined (for instance Dahl 1994a), but the conclusion is
not clear. There are many ways of classifying occupations, and many are used in
health inequality research (Elstad 1995b). Important questions concern how the
social positions within this structure should be delineated, and to what extent
they constitute a hierarchy or are only nominal types with no hierarchical
ordering. Often it seems, however, that variations in the definitions of
occupational classes do not lead to drastically different views of the size of
socioeconomic health differentials (Bartley et al. 1996, Wohlfarth 1997, Bartley
et al. 1999). One question is how homogeneous the occupational categories are,
as regards the factors which are assumed to influence health, such as working
conditions, income, and prestige (Prandy 1999). Whatever principles employed
for constructing occupational categories, the result seems always to be that
health varies widely within each occupational category.
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 The question about women’s socioeconomic position — should it be
measured in terms of own occupation, or in terms of her husband’s, or in terms
of some composite measure for the status of the household — has been another
issue. Dahl’s (1991) study suggests that socioeconomic health differentials are
larger when women are classified according to husband’s occupation than when
classified according to own occupation. Krieger et al. (1999) find however that a
composite, gender-neutral way of classifying households produces the largest
differentials between socioeconomic positions among women. These findings
are not necessarily conflicting — it may be that circumstances are different in
Norway (Dahl’s study) and the U.S. (Krieger et al.’s study) — but they
nevertheless suggest that, at least as regards women, the way research proceeds
for classifying their socioeconomic location has distinct consequences for how
we perceive the problem of health inequalities among women.

Further questions about the measurement of health inequalities between
social positions in the social class or stratification structure are raised by
mobility, particularly out of the labour market. Exclusions from paid work
because of health problems occur more often among low status occupations
(Dahl and Birkelund 1999). The magnitude of health inequalities is influenced
by the “healthy worker effect”, i.e., the tendency that healthy workers are more
fit to survive in occupations which require physical strength and capacity
(Dahl 1993a, 1993b). Therefore, health inequalities are usually less marked
when using current occupation than when including also non-employed in the
analysed sample and classifying them according to their original occupation.
Measurements which indicate a more long-term location in the social
hierarchy, such as educational level or life-time income, are therefore often
preferred in order to obtain more “true” estimates of the size of health
inequalities in the stratification structure (Robert and House 2000: 116).

Another issue particularly related to the social mobility explanation for
health inequalities concerns how vertical mobility is measured. The social
mobility explanation will usually involve a comparison of the individual’s social
position at one time point with his/her social position at an earlier time point, for
instance earlier in the respondent’s occupational career, or the social
background of the respondent. The understanding of what constitutes social
mobility is dependent on how occupations are measured, and how occupational
structures in different historical epochs are adjusted to each other. Wilkinson has
suggested that when intergenerational mobility is studied, one should be aware
that information about own current occupation often will be much more precise
than information about earlier, or father’s, occupation (Wilkinson 1986a: 9).
Errors in classifications of mobility types may perhaps produce artificial
inferences about the association between health and mobility.

38 NOVA Rapport 9/00



The so-called numerator/denominator problem has attracted considerable
attention. This problem concerns how numerators and denominators in the
equation that calculates mortality rates of different social classes are estimated.
A particular problem in the British setting has been the practice of estimating
occupational class mortality differentials by “dividing the number of deaths in
occupations stated on the death certificates by the number of people in each
occupation as recorded at census” (Wilkinson 1986a: 3). Thus, the reports of
occupations refer to different time points, making it uncertain whether the
number of deaths reported in a particular social class can immediately be
related to the number of people at risk as indicated by the census information.

Moreover, some British studies indicate that the occupation of the
deceased registered at the death certificate is reported by mourners who
sometimes want to “promote the dead” in order to make him or her more worthy
(Wilkinson 1986a: 3, Annandale 1998: 112). If so, the number of middle/upper
class deaths are artificially elevated, resulting in an underestimation of the “true”
differentials in occupational mortality.

The numerator/denominator problem was in particular a part of the British
artefactual debate, but, according to Wilkinson (1986a:3), when longitudinal
studies were established in Britain which were able to use occupational
measurements at the same time points, the mortality differences between
occupational classes turned out to be very similar to the results which were
suspected of being biased because of the numerator/denominator problem.

In Norway, the numerator/denominator problem is somewhat different, as
the occupation of the deceased is usually found by linking mortality statistics
to census information. However, here the problem is that there is usually no
certainty whether the deceased held the same occupation at the time of death
as he/she had at the time of the census.

4.4.3. Measurements of inequality

The research field addresses health inequalities between social positions, but
inequality is an ambiguous concept. It may include various phenomena, such
as injustice, absolute disadvantage, relative disadvantage, inequality in
opportunities, or inequality in outcome.

When one tries to establish the magnitude of health inequalities in a social
structure, there is a distinction between the size of the health differences
between social positions, and to what extent the total distribution of health in the
whole social structure deviates from equality (Dahl 1994b: 25-56, Mackenbach
and Kunst 1997, Manor et al. 1997, Hellevik 1997, 2000, see also Marshall and
Swift 1999). Inequality can be conceptualised as the distance between the social
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positions in average health, i.e., as the “effect” on health of belonging to one
social position instead of another. Inequality can also be conceived of as
“unrepresentativity”, i.e., a distribution of ill health which is not corresponding
to the distribution of social positions (Hellevik 1997: 377).

Distances between social positions are for instance measured by differences
in mean values, percentages, or odds ratios. This way of seeing inequality does not
take into account the proportion of the population which belong to different social
positions. Differences in mean values, percentages, and odds ratios between, say,
the working class and the middle class, will be the same no matter whether the
working class is smaller or larger than the middle class.

Unrepresentativity can be measured by for instance gini coefficients
(Hellevik 1997) or concentration indices (Wagstaff et al. 1991, Dahl and Elstad
1999). Such measurements are sensitive to the relative proportion of each social
position in the population, so that not only the distance (for instance large health
differences between workers and white collar occupations) but also the relative
number of workers and white collar are taken into account.

These two ways of conceptualising inequality are different. One may say
that the first one points to questions of justice, and indicates the disadvantages
of belonging to one social position instead of another. How the likelihood of
being afflicted with ill health differs for the individuals who belong to
different social positions is measured. The second one does not measure
average individual disadvantages, but makes an index of all the individual
disadvantages/advantages in the social structure. Thus, it may be said that the
second one indicates the amount of resources which would have to be invested
in order to eliminate inequality.

These two approaches may sometimes give quite diverging impressions
of how large the inequalities are, especially if there is one social position with
few members which has a particularly high level of ill health, while the
average health of the other social positions is relatively similar. When we
focus on the health disadvantages of the “extreme” social position, inequality
will appear quite drastic, but when we focus on how much the total
distribution of health deviates from representativity, the deviation will be quite
small, because the deviating social position constitutes but a small proportion
of the whole population.

Another aspect when measuring inequality in terms of disadvantages or
effects concerns absolute versus relative differences. The difference in mortality
rates (for instance number of deaths per 100.000 persons, often age adjusted) is
an absolute figure, while the difference in standardised mortality ratios is a
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relative measure based on mortality rates as a percentage of, for instance, the
national average. Moreover, differences in mortality between social positions
can be measured in terms of PYLL (potential years of life lost), which takes an
expected longevity of, for instance, 75 years as the norm and calculates how
many years of life each social class looses because of deaths occurring before
the age of 75 years. PYLL is especially sensitive to the harms of deaths among
young people and gives sometimes larger differences in mortality between
occupational classes than standardised mortality ratios (Dahl 1994b: 6, 37).

4.4.4. The interpretation of trends

Thus, inequalities in health in a social structure can be measured in quite a
number of ways — as absolute or relative differences between social positions,
as distances between social positions or deviations from representativity,
inequalities in mortality may be represented by mortality ratios or by PYLL,
etc. These differing ways of measuring inequality may give somewhat
diverging impressions of how large and socially important the health
inequalities are. Why this happens is mostly easily understood, and while one
may debate what way of conceptualising and measuring inequality should be
the preferred one, these ways are seldom drastically conflicting. If health
inequalities are present in the social structure, all the different measurements
will usually indicate this, although they do it in somewhat different ways.

However, when one asks not only whether social inequalities in health are
present, but in addition wants to know how they develop over time, the choice
of inequality measurements will often be a consequential issue. In the debate
about the artefactual explanation, a main theme has been the interpretation of
trends, i.e., are health inequalities becoming larger or smaller? This involves the
comparison between the inequalities in a particular social structure at different
time points. The interpretation of trends is often complicated because different
ways of measuring inequality may indicate different types of trends.

How to judge the development of health differences in a period when
health is improving is thus dependent on the choice of inequality
measurements. A common pattern will often be that when mortality is
decreasing in the population, absolute differences will decline while relative
differences remain or even increase (Bury 1997: 56). Comparing mortality in
the two Norwegian counties Finnmark and Sogn og Fjordane, one finds for
instance that the difference in standardised mortality ratios has increased since
the 1960s (117 and 87, respectively, in 1964-67 and 120 and 88 in 1991-95),
although absolute differences in age- and sex-adjusted yearly number of deaths
per 100.000 have decreased (Statistics Norway 1969: table 4, Statistics
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Norway 1998b: table 24). Thus, how we interpret the trend depends on
whether relative or absolute measurements are being used.

Similarly, when one measures inequality as distances between two social
positions, whether inequalities appear to become smaller or larger depends on
the way we measure this distance. Say, for instance, that 30 per cent of the
working class and 15 per cent of the middle class have ill health at the first
time point, and at the next time point the corresponding figures are 35 per cent
and 20 per cent. The differences in proportions with ill health are stable, but if
the health differences are measured as odds ratios, they appear to decline (from
about 2.44 to about 2.15).

Thus, the picture of trends is often dependent on what type of inequality
measurement one employs, especially when the average level of health is
changing in the period under study. This will be even more complicated when
both the average level of health and the social structure change
simultaneously. If the health disadvantages of the working class increase,
compared to the middle class, during a period when the working class is
becoming smaller, inequality measurements which focus on the effects of
being a member of the working class will usually indicate increasing health
differences. Measurements which take into account that the disadvantaged
sections of the population are shrinking (such as the gini coefficients or the
concentration indices) will however often suggest that inequality, in terms of
unrepresentativity, has decreased (Hellevik 1997).

The interpretation of trends was in particular in focus in the debate about
artefactual explanations in Britain. The Black Report observed that the mortality
differentials between the “extreme” occupational categories (Class I versus
Class VII) had remained relatively constant in absolute terms, but increased in
relative terms, from the 1950s to the 1970s. One theme was whether this
indicated that mortality differences were increasing or not, and the answer to
this question may depend, as we have seen, on the types of inequality
measurements which are used. A further question was whether the trends in
mortality should be understood as a result of widening differentials in the
general social and material circumstances of the different social classes, i.e., as
generated by social causation processes, or was a product of “health selection”.
The former view was advocated by Wilkinson (1986a, 1986b, 1987), while
Illsley (1986, 1987) interpreted the trends mainly as consequences of social
mobility processes. Thus, the debate about artefacts, which primarily focussed
on the research process, moved towards discussions about how the “real”
processes in society could generate health inequalities. The explanations which
have them as their main themes will be treated in the next chapters.
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5. The materialist/structural explanation

5.1. The basic model

The materialist/structural explanation has perhaps been the dominant approach
for explaining social inequalities in health since population statisticians and
social scientists started examining these questions. First, I will outline what
could be termed the basic model. Later, I will show some of the difficulties
which have confronted this model in recent decades. These difficulties have,
on the one hand, suggested reformulations of the basic model. They have also
inspired the formulation of explanatory alternatives which constitute a break
with the materialist/structural explanation.

Social causation as structural determination and the physical environments,
defined in a special way, are the two ground pillars of the basic model.

5.1.1. Structural determination

Societal developments, viewed from a macro perspective, is usually the
background for the basic model. Through history, an evolution of economic,
political and social institutions occurs, with corresponding major social
structures and their social positions. The main positions in the socioeconomic
structure, the marital structure, the regional structure, etc., are confronted with
significantly differing physical environments, and the variations in the
physical environments are seen as the major cause of the health inequalities.

A marxist view of the historical evolution of capitalism (e.g. Wright
1985, Wood 1986) is often the background for this model. However, also other
“grand theories” can function as the basis for this explanation. The class
structure as envisaged by Weber or Dahrendorf (Bottomore 1970), Durkheim’s
analysis of the division of labour in society (Durkheim 1964), the functionalist
view of the necessity of differentiated rewards to different positions in society
(Ritzer 1993: 68-69), and conceptualisations of the post-industrial social
structure have in common with the marxist view that grand social forces lead
to social inequalities which are characterised by different physical
environments surrounding the different social positions.

The incumbents of each social position are therefore confronted with
structurally determined conditions. People are exposed to the characteristics of
the social positions they belong to. People are not choosing their circumstances.
Rather, they are subjected to the conditions of the social position they occupy.
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That people are creating their way of life, or have their destinies in their own
hand, or that it is generally possible to move out of their current social positions,
are not part of this basic model. The conditions they are confronted with, are
created for them by macro-social processes largely outside their influence.
When they act, their actions are best understood as reactions: structurally
determined behavioural types and ways of living which reflect the compelling
constraints emanating from the social structures. They are located in social
positions, with typical material circumstances, working conditions, and
standards of living. They cannot — in the typical case — free themselves from
these externally determined circumstances. Their lot is structurally determined.
Even stronger, they can be viewed as victims of the social structure. Structural
victimisation is an apt term of the social processes this model operates with. The
exposures and constraints typical of each position are unavoidable, and these
exposures and constraints vary significantly between social positions and
thereby produce social inequalities in health.

5.1.2. Health determinants: the physical environments

Thus, people are exposed to structurally determined circumstances, but what
circumstances are central for health? The health determinants of this model are
primarily seen as the physical environments. Underlying this basic model is an
understanding of health as a product of how human bodies, as physical and
“natural” entities, interact with the physical circumstances.

The relevant physical environments are specified in a special way. Focus
is on the work life, the material level of living, and the physical characteristics
of residential areas. Here, people accumulate exposures to substances and
material “things”. These environments, which are unavoidable parts of their
surroundings, are regarded as the most significant determinants of their health.

At work, people handle physical, chemical and biological substances,
directly or through the air, which may produce cancers, respiratory diseases,
skin disorders, and other somatic diseases. Noise, heavy lifting, a high working
pace, monotonous movements, long working hours, and shift work lead to
bodily strains and exhaustion. The organisation of the working place may
constitute unavoidable physical risks and probabilities of work accidents. Next,
people’s income from work determines their material conditions. The level of
nutrition, and the frequency of overcrowded, damp, cold, or unhygienic
dwellings, determine the level of malnutrition and the spread of germ-related
diseases. The ability to buy decent clothes, and the possibilities for rest and
holidays, are other parts of the material standard of living which enhance or
jeopardise health. The residential area, with its level of air pollution, its
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provision of clean or polluted water, its organisation of sewage disposal, and the
availability of safe playing grounds for children, are further components of the
physical circumstances which determine health ( Blane et al. 1997).

The health determinants of this model is conceptualised in a way which
clearly is related to the biomedical notions of disease etiology. The host is
surrounded by physical environments with pathogenic agents, and from this
interaction, the level of health is produced. Cause-specific mortality and
disease-specific health disorders are often used as indicators of health in this
model, alongside more general measurements of overall health. The health
services are often considered an important part of the physical environment.
Vaccines, treatment, and therapies are included as significant physical
determinants of health. The organisation and payment systems of the health
services make the availability, affordability, and use of these services differ
between social positions.

5.1.3. The classic study

The prototype of the basic model can be found in Friedrich Engels’ The
Condition of the Working Class in England (1969 [1845]). Engels starts his
account with the growth of capitalist production and the parallel growth of the
industrial proletariat since the latter half of the 18" century. The steam engine
and machinery for working cotton were invented, the factory system of
organising production was implemented, the working population in the
industrial towns increased rapidly, and in general the industrial revolution
“altered the whole civil society” (1969: 37).

These societal developments created and determined the conditions of the
working class. Drawing on official inquiries, reports from factory inspectors,
and own observations, Engels analysed the lot of the new-born proletariat.
Poverty abounded, unhygienic and overcrowded dwellings were the rule, and
malnutrition occurred frequently — the workingmen’s meal ‘“‘consists almost
exclusively of potatoes, with perhaps oatmeal porridge, rarely milk, and
scarcely ever meat” (1969: 169). The working conditions inside the factories
were hard and unhealthy, and the employment of children had particularly
severe consequences. Children were employed “rarely (at the age) of five
years, often of six, very often of seven, usually of eight to nine years ... the
working day often lasted fourteen to sixteen hours” (p.179). Engels asked
polemically: “How is it possible, under such conditions, for the lower class to
be healthy and long lived? What else can be expected than an excessive
mortality, an unbroken series of epidemics, a progressive deterioration in the
physique of the working population?” (p.129) Not only diseases, but also
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crippled and deformed bodies occurred frequently among the working class.
Miners “who begin this work in early youth are far from reaching the stature of
women”. Usually, “they age prematurely and become unfit for work between
the thirty-fifth and forty-fifth years” (p.268).

5.1.4. The tradition of social medicine

Engels’ work is of course unique in many ways, but it is also part of the social
medicine tradition as regards population health and health inequalities. It
originated long before Engels. Johann Peter Frank (1745-1821), the author of
a nine-volume System einer vollstindigen medizinischen Polizei (Kock 1955:
104), was one of its founding fathers. IlI health was seen as a product of
economic deprivation and health-damaging working conditions. The cures
were reorganisation of the hygienic environment, the regulation of working
life, the improvement of dwellings, the eradication of poverty, and access to
health services. Social reform was part of the programme for social medicine,
and social medicine meant political involvement. “Medicine is a social
science, and politics is just medicine at large” was the credo of another main
figure in 19" century social medicine, Rudolf Virchow (1821-1902).

Social medicine was not seldom allied to the workers’ movement, and
this affinity was not always wished welcome. The Norwegian Director-
General of health services Karl Evang remarked that American doctors
sometimes were unable to distinguish between social medicine and socialist
medicine (Evang 1974: 44). But public efforts and governmental action in
order to improve the health of the working class and the poorer sections of
society were not only the policies of the left. Also conservative could adhere to
public health programmes, if not for other reasons, at least because the
frequent unfitness of young workers “might impede economic and military
success” (Kuh and Davey Smith 1997: 16), and this was alarming in the period
of capitalist industrialisation and imperialism.

5.1.5. Working conditions and material deprivation

During the 20™ century, the focus of the materialist/structural explanation has
continued to be working conditions and material deprivation.

Occupational medicine is one medical branch of this tendency,
concentrating on health-damaging air, material substances, and physical
characteristics of the work situation, and the consequences of this for the health
of workers (Blane et al. 1997). Also many medical sociology studies emphasise
the overall importance of variations in the working conditions for social class
inequalities in health. One study based on the Norwegian Health Survey 1975
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finds for instance that “the major part of the class differences (in chronic
diseases emerging after the age of 25) can be accounted for by the variations in
working conditions” (Elstad 1981: 181). Lundberg, using Swedish data,
concludes similarly that “physical working conditions, together with economic
hardship during childhood and to some degree health-related behaviours, seem
to be the most important factors” for socioeconomic differentials in health
(Lundberg 1991). Studies of working life is not restricted to paid employment.
Bartley et al. (1992) consider for instance how working load and other material
circumstances of home-working women contribute to their health problems.

The faces of poverty has changed, but the correlation between health and
economic resources and material standards of living is a recurrent finding. Dahl
(1994a), for instance, reports how income has an independent effect on health
variations, after controlling for education and occupational status — possibly
implying the direct effects of different material levels of living. A recent trend is
the application of more direct indicators of material resources. Instead of
income, so-called asset-based measures (ownership of car, ownership of house,
etc.) are believed to constitute a better approach to measure economic resources.
Using such indicators one finds “consistent and marked differentials in
morbidity, mortality and risk factors” (Macintyre 1997: 732).

Another typical approach is the study of health variations between local
areas described in terms of dwelling characteristics, average income, and other
indicators of the physical circumstances. Although warning against the
possibility of committing the ecological fallacy, Abbott and Sapsford, in their
study of Plymouth (England), conclude that “it seems ... very likely ... that
people’s material deprivation is indeed one of the factors predictive of their
poor health” (1994: 258). A number of similar reports, showing how local
communities’ material deprivation is connected to their level of health, have
been published (e.g. Blane et al. 1996a, Curtis and Jones 1998).

5.2. Debates: the relevance of the basic model in
affluent societies

5.2.1. The threshold notion of the basic model

Usually, the basic model of the materialist/structural explanation operates with
a particular notion of the health-damaging process. Health maintenance is
supposed to require that the physical environments have certain absolute
levels: sufficient unpolluted air, sufficient nutrition, sufficient rest, sufficient
dwelling standards, and sufficient access to health services. When the physical
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environments are deviating negatively from these levels, considered necessary
for the normal development and functioning of the body, ill health occurs.

The implication is that if these absolute levels are attained, the causes of
health inequalities are eliminated. If people, by and large, whatever their
location in the social structure, have enough food, sufficiently hygienic and
healthy dwellings, working conditions which do not exhaust and overload the
body, and access to necessary health services, the reason why health differences
between social positions emerge could be assumed to have disappeared.

Social developments during the 20" century have put the basic model
under strain, The arguments are of course not that poverty has been eliminated,
or that working conditions no longer contain health-damaging elements. But
overall, the physical environments have changed markedly for all social classes
and all social positions. Compared to some 50 or 100 years earlier, during the
1970s, 1980s and 1990s, the majority of the working class were employed in
work places with less health risks. Dwellings are better, overcrowding is hardly
a widespread phenomenon, the material standard of living is markedly
improved, and access to health services is not severely restricted. A telling
example can be found in Norwegian surveys. Among cohorts born during the
first decades of the 20™ century, nearly 60 per cent reported economic problems
in their childhood family, and 22 per cent reported lack of food, at least now and
then. The corresponding figures for those born during the 1960s were 10 per
cent (economic problems) and 3 per cent (lack of food) (Elstad 1999b). Such
figures suggest that in Norway and similar countries, large sections of the
population were below the absolute levels required for the maintenance of health
during the first parts of the 20™ century, while the large majority are placed
above such levels during the latter third of the 20" century.

5.2.2. Continuing differences, the challenge of the gradient

What has happened with population health in general, and with the social
inequalities in health in particular, during these transformations?

Mortality has changed dramatically. In Norway, average life expectancy
for the newborn increased by about 30 years from the 1860s to the 1990s
(Statistics Norway 1998a: table 60). Infant and childhood mortality has been
drastically reduced. This is connected to the epidemiological tranmsition
(Wilkinson 1994, 1996: 29pp). Nowadays, deaths occur primarily among the
middle aged and even more among the older sections of the population.
Contagious diseases dominated the health panorama and cause-specific
mortality statistics during the 19™ century. During the last part of the 20®
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century, heart disease, cancer, and accidents are the main causes of deaths. The
illness panorama is dominated by longterm, not immediately lethal, chronic
diseases, and by various symptoms and psychologically related conditions.

The health of every major social position in society mirrors, more or less,
this general development. The major picture is however that, although there
has been a continuing transformation of the average levels of health in the
population, the differences between the major social positions within most
social structures have undergone surprisingly small changes. When the
average level is changing, the measurement of differences in terms of absolute
or relative indicators can give diverging answers (cf. section 4.4.4 above). To
some extent, we observe reduced absolute differences. The major example is
perhaps the reduction in absolute differences in infant mortality between
occupational classes and between geographical regions. Thus, health
inequalities are not unchanged. As an overall characterisation it seems
nevertheless adequate to state that social variations in health, around the
average level of health, have been relatively stable. The health advantages of
the privileged positions have continued, during the transformation of societies
from a situation of widespread poverty to a situation of relative prosperity.

The materialist/structural explanation can be interpreted as a prediction
that if absolute material deprivation disappeared, population health in general
would improve, and every major social position would have similar chances of
obtaining good health. The first part of this prediction has in many ways been
fulfilled, but the second part did not occur. A long series of trend reports have
documented the continuing existence of health differences. These findings
astonished many, as there was a widespread belief that generally better
standards of living, welfare state arrangements, and comprehensive health
services would lead to a substantial reduction of social inequalities in health.

Perhaps even more astonishing was the increased awareness of the so-
called challenge of the gradient (Adler et al. 1994, Evans 1994: 5, Carroll et
al. 1996: 27). The hypothesis that ill health was primarily produced by
physical environments deviating negatively from some absolute levels
necessary for health maintenance, would imply that among the upper strata, no
important health differences should occur. However, large epidemiological
surveys showed fine-graded differentials in most health indicators across the
entire social hierarchy. The Whitehall studies have investigated large samples
of employees in the British Civil Service during several decades. Employees
are classified according to their precise location in the bureaucratic hierarchy.
These studies have showed that not only were health differences present when
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comparing the top administrative grade with the bottom clerical/office support
staff levels, but also when comparing the top administrative grade with those
at the immediate level below, the professional and executive level (Marmot
1996). Between these higher level occupational categories, with similar
physical environments as regards their working conditions, relatively high
incomes, very adequate material standards of living, and relatively high
education, significant and systematic health inequalities in favour of the
uppermost occupational grade were nevertheless found. Many other studies
have indicated the same pattern. In most social hierarchies there seems to be a
stepwise, gradual, deterioration in average health, from the top to the bottom,
and this pattern appears also among categories which are placed far above the
thresholds for material deprivation as they are usually conceived.

5.2.3. Reformulations of the basic model

Obviously, the basic model of the materialist/structural explanation of health
inequalities has come under pressure by these findings. When studying the
health disadvantages of particular sections of the populations — those who still
are poor, also according to “old” definitions, or workers who still experience
extremely harsh working conditions — these findings constitute no challenge.
But as an overall explanation of society’s health inequalities, the basic model
appeared to be less credible.

Reformulations have therefore occurred. One alternative is to claim that the
basic model is fundamentally right, but that more attention should be paid to the
longterm accumulation of health hazards from the physical environments (Blane
et al. 1998). Perhaps the working conditions and standards of living during the
1970s and 1980s did not vary between social positions in a way which could
produce the current pattern of health inequalities, but the present inequalities do
not necessarily reflect the circumstances of recent decades, but rather the life
course exposures of the present adult population, accumulated over many
decades — before affluence and welfare state developments.

Thus, the continuing health inequalities could be interpreted as a cohort
phenomenon. They could reflect that large sections of the populations alive
during the 1980s and 1990s had their health formed during the 1920s, 1930s
and 1940s. At that time, variations in the physical environments were
considerable, and the basic model of the materialist/structural explanation,
with more emphasis on the life-time accumulation of exposures, could perhaps
account for the continuing of health inequalities.

However, many studies show that health differences are present even
among today’s younger generations. Studies from the 1990s show hardly less
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social variations in health among, say, people aged 25-35, than was found
some decades earlier. The cohort explanation implies that the bulk of the
inequalities would fade away, but hardly any evidence for diminishing health
inequalities in the younger generation exists today.

Another alternative is to retain the assumption that the physical
environments, in terms of physical working conditions and material standards
of living, are the main health determinants, and variations in these
circumstances are the main causes of health inequalities. The notion of
threshold values is however abandoned. The basic model implied that some
specific standards were sufficient for maintaining good health. When humans
had physical environments deviating negatively from these standards, their
health would suffer. When people had physical environments surpassing these
threshold levels, no significant health benefits were believed to follow.
Enough is enough: even better nutrition, even better housing conditions, even
better clothing, etc., were not supposed to act positively on health.

Alternatively, it could be hypothesised that better physical environments
will have a positive influence on health, whatever the previous level. It could
be imagined that the association between the qualities of the physical
environments and the ensuing health is /inear. Therefore, also the present
variations in physical environments continue to generate health inequalities.

The distinction between the notion of threshold values and the notion of a
linear association between physical environments and health is seldom
discussed explicitly. However, the continuing interest in the association between
(relative) material deprivation and health, in spite of the rising average level of
living, indicates that parts of the research field have an underlying notion that
the association between physical environments and health is linear.

5.2.4. Towards a redefinition of the health determinants?

A third alternative is to reformulate the health determinants responsible for the
health inequalities. The basic model emphasised the physical environments
encountered by people in their work and in their standard of living. Health-
related behaviours, such as smoking, physical exercise, etc. were generally not
part of the model. Neither were psychosocial milieus given any large attention.
A possibility is however to retain the structural determination part of the
model, while at the same time to include other types of health determinants.

Thus, Blane et al. (1997), discussing the “materialist explanations of socio-
economic mortality differentials”, have argued that “Materialist explanations are
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not confined to physical, chemical and biological hazards”. The kernel of the
materialist/structural explanation, it is argued, is not the material/substantial
character of the health-producing factors, but rather the social circumstances
producing the differential exposure: “materialist explanations refer to factors
which are outside the individual’s control and to which the social structure
inevitably exposes some sections of the population or differentially exposes the
whole population” (Blane et al. 1997: 385). Whereas the basic model puts
relatively little emphasis on health behaviours and psychosocial circumstances,
Blane et al. propose that such health determinants could as well be included in
the materialist/structural explanation, because the essence of this explanation is
not the particular type of health determinants, but rather the types of social
processes which produce varying exposures to health-damaging factors.

This reformulation constitutes a bridge towards explanations which will
be discussed in the following chapters. Before starting on them, it can noted
that even Engels was not overlooking that behaviours could be responsible for
the dreadful health conditions in the English working class. Engels
acknowledged that many factors “enfeeble the health of a great number of
workers, intemperance most of all”. But according to Engels, drunkenness was
an unmediated response to the harsh conditions of living. Structural
victimisation was retained as the causal process. “Drunkenness has here
ceased to be a vice, for which the vicious can be held responsible; it becomes a
phenomenon, the necessary, inevitable effect of certain conditions upon an
object of no volition in relation to those conditions” (1969: 133-134). Also as
regards health-related behaviours, there is often no “volition” involved, but
rather inevitable exposures, according to Engels. The explanation examined in
the next chapter will usually, however, not accept this view of the social
causation process.
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6. The behavioural/lifestyles explanation

6.1. Overview and one example

6.1.1. The main characteristics

The themes of the behavioural/lifestyles explanation, and its differences to the
materialist/structural explanation, can be understood as a reflection of changing
historical and social circumstances. The materialist/structural explanation was
rooted in 19™ and early 20™ century social conditions. The overwhelming facts
of widespread material deprivation and premature deaths among infants,
children and young people inspired its way of explaining health inequalities.

Although we will find many antecedents also for the behavioural/lifestyles
approach, the post-war period constitutes a main background for this
explanation. The health scene is the epidemiological transition. The advent of
cardiovascular diseases, cancers, and chronic long-standing illnesses as major
population health problems called for new ways of understanding how ill health
was produced. Not absolute material deprivation, but the consumption patterns
and the ways of living among the population in the post-war circumstances of
growing prosperity came into focus.

Similar to the materialist/structural explanation, the behavioural/lifestyles
explanation emphasises social causation processes, and main health
determinants are found within the physical environments. However, both
social causation and physical environments are conceptualised differently.

The explanation contends that people’s lifestyles and behaviours emerge
in consequence of the social positions they occupy. Each major social position
has a typical profile of lifestyles and behaviours, distinguishing it from other
social positions. A major theme is therefore how to understand the
correspondence between location in the social structure and the behavioural/
lifestyles profiles. It is possible to explain this correspondence in terms of
structural determination (cf. the last paragraph of the preceding chapter), but
the main versions of this explanation formulate other social causation
processes to account for this relationships. Usually, people are given a scope
of action, a possibility to decide and choose, and a potential for varying
adaptions. The underlying perspective is that people can amend their
behaviours. Thus, compared to the materialist/structural explanation,
individual and social network agency is more highlighted.
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These lifestyles are connected to new notions of the central health
determinants, which are found in other parts of the physical environments than
those parts emphasised by the materialist/structural explanation. The Aoly four
health behaviours (Lahelma et al. 1999) — smoking, drinking, eating, and
physical exercise — are the main focus. The use of tobacco means that the
smoker and his/her immediate milieus are exposed to health-damaging
physical/chemical substances. Drinking alcohol in excessive ways can distort
and destroy the health maintenance mechanisms of the body. Dietary choices
and physical exercise are assumed to have effects on the body’s susceptibility
to disease and potential for good health. Often, also other types of behaviours
are included, for instance accidents-proneness and the use of health services.

6.1.2. An example: Health behaviours and socioeconomic status

Aarg’s thesis Health behaviour and socioeconomic status (1986) illustrates
some typical aspects of this explanation. Its starting point is that in modern
industrialised countries, disease and death are mainly caused by “lifestyle and
environmental factors” (p. 1). Therefore, the task of public health and health
promotion is to study how health behaviours and health-related lifestyles are
distributed in the population, to analyse what predicts and causes health
behaviours, and to develop effective interventions which can improve
behaviours. The lifestyle approach is further assumed to be most fruitful for
understanding socioeconomic differences in health. The aim of Aarg’s study is
therefore to examine the socioeconomic distribution of healthy and unhealthy
behaviours in Norway, and to discuss why such distributions emerge.

In principle, health behaviour could include many types of conducts and
actions, such as self-care, compliance to medical regimes, or social and
political actions directed to health aspects of the broader environment. Aarg
chooses to focus on a set of individual habits and behaviours which are
assumed to affect the risk and probability of illness, accidents, disease, good
health and well-being (1986: 11). The items reported in the survey include
food habits, smoking, physical activity during leisure time, use of seat belts,
sleeping habits, oral hygiene, and use of alcohol (p. 63). If such items were not
correlated with each other, the hypothesis that health behaviours are important
for explaining health inequalities would be difficult to sustain. The
dimensionality of health behaviours is therefore an important question. Aarg
finds that the items are moderately associated with each other. Factor analyses
indicate three dimensions where items tend to cluster: active health promotion
(food habits, seat belts, oral hygiene and leisure-time physical activity),
addiction and irregularity of daily life (smoking, coffee drinking, habits as
regards meals and sleeping), and finally alcohol use (p. 104-105).
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The associations between socioeconomic status and these three
dimensions are found to be statistically significant. Active health promotion,
but also alcohol use, are more typical of higher status groups, while
addiction/irregularity is more typical of lower status groups. Thus, Aarg’s data
show that the higher socioeconomic status, the more frequent are healthy
behaviours. The exception is alcohol use, but moderate alcohol use is perhaps
not an important contributor to ill health. Accordingly, although correlations
are moderate, the study supports the health behaviour explanation of health
inequalities. “Almost everything which may be labelled healthy is more
common in high status groups” (p. 131). Given that these health behaviours
are important health determinants, socioeconomic variations in health are
partly accounted for, and the correspondence between socioeconomic status
and health appears as mediated by health behaviours.

6.2. Social processes

6.2.1. More unhealthy behaviours in disadvantaged positions?

The explanation of social inequalities in health via the lifestyles and health
behaviours of social positions would of course be implausible if social
positions with more ill health did not have more behaviours deemed as
unhealthy. Aarg’s findings are in line with many other studies which document
more unhealthy behaviours among lower occupational categories (for instance
Blaxter 1990, Osler 1993, Uitenbroek et al. 1996, Lynch et al. 1997, Cavelaars
1998: 81-118). Similarly, the higher mortality among men compared to women
has been linked to the health-damaging lifestyles characteristic of masculine
ways of living (Annandale 1998: 139pp, Elstad 1999a: 28-29). Also, it has
been supposed that the higher levels of ill health among divorced and
separated people are a consequence of the relative frequency of poor health
behaviours in these categories (Hemstrom 1996, Nass and Bergwitz 1991).

Thus, the empirical evidence indicates that those behaviours which are
considered more unhealthy are more frequent in exactly those social positions
which are disadvantaged as regards health. But why — what kind of social
processes produce more unhealthy behaviours in these social positions? As
asked by Lynch et al. (1997): “Why do poor people behave poorly?”

To understand this is a major issue for this explanation. From the
standpoint of the individual, it will often be impossible to regulate the exposure
to industrial air pollution, working conditions, or low income — those parts of
the physical environments emphasised by the materialist/structural explanation.
It is however different when tobacco smoking, an unbalanced diet, or lack of
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exercise are the focus. Given the circumstances in present-day Western
societies, it is hardly sensible to argue that ordinary workers are structurally
determined to take less care of their teeth. A more sophisticated understanding
than structural determination seems to be necessary for accounting for why
people are differentially exposed to the health determinants considered to be
most important by this explanation. In the following I will outline two important
approaches to this question.

6.2.2. Health beliefs and the individualist approach

In this approach, the explanation for individuals’ health behaviours is found in
the ideas, conceptions and beliefs people have about illnesses and diseases,
about the factors which enhance or deteriorate health, about the consequences
of exercise, dietary choices and the use of tobacco or alcohol, about the
appropriate way of handling symptoms and contacting the health services, and
about the cost-benefit balance when health-related behaviours are chosen (cf.
for instance Becker 1979).

Generally, this model locates the sources of health behaviours in the
person and his/her knowledge, notions and beliefs. It has therefore been
classified as an individualist and cognitive model (Barstad 1989: 19). There
are many variants of this model. An example is Mechanic’s model of the Aelp-
seeking process (Mechanic 1978: 268-269). Mechanic proposes that help-
seeking depends on a series of factors, such as the visibility of symptoms, the
extent to which symptoms are perceived as serious, whether they disrupt
family life and work, available information, knowledge and interpretations of
the symptom - and finally whether treatment resources are accessible in terms
of physical proximity and monetary and psychological costs. Thus, actions
taken by the individual are seen as the result of a series of cognitive factors:
perceptions, motivation, preferences, information, knowledge. Corresponding
models can be constructed as regards dietary choices, to smoke or not, etc. The
models usually have an additional reference to external constraints: the
unavailability of certain options may hinder people from choosing them.

A recurrent theme is the health locus of control, i.e., where people
believe that the “power” over one’s health is located. The underlying ideal is
that people should believe that health is due to one’s own actions. The
opposite 1s to believe that health is created by external forces outside the
control of individuals, for instance in people’s inherent bodily constitution, in
unavoidable environmental influences, or in a blind destiny. Often, the health
beliefs approach focusses on whether people believe that their own choices
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make a difference. If not, why should one select some types of behaviours
because of health? The alleged fatalism of low status people, in contrast to the
upper classes who more readily believe that health is influenced by own
actions, is a typical issue (Aarg 1986: 135, Davison et al. 1992).

The production of health beliefs is furthermore examined. The cognitive
characteristics of the model implies a focus on knowledge and education. The
individual orientation of the model leads often to include personal traits in the
model, for instance ability to absorb information, the degree of hostility
towards others, and self-esteem.

6.2.3. Critical questions

The health beliefs model is perhaps the most common approach to the study of
health behaviours. The model is in many ways designed by medicine’s views on
health and health promotion. Health behaviours are studied in ways typical of
medical epidemiology (Aare 1986: 3-5). Specific health behaviours are seen as
functions of individual risk factors such as knowledge, information, beliefs,
education, personal traits, gender, and occupational class. The health beliefs
approach is closely linked to health promotion campaigns typical of our
societies. Information and education are seen as the golden pathway to improve
people’s behaviours. Efforts are therefore made to redesign the curricula of
schools, to advertisements, government-sponsored information to households,
and the mobilisation of doctors as health educators and behaviour advisors.

Underlying the explanation is often the presupposition that people’s ideas
are wrong. ‘“Beliefs” are identified with the unscientific, traditional, and
prejudiced opinions of the lay public, deviating in various degrees from the
scientific views of medicine (Bury 1997: 18-21). Studies of lay opinions, often
a spin-off from the health beliefs approach, have however sometimes indicated
a degree of coherence and “evidence-based” views which cannot immediately
be characterised as irrational (Pill and Scott 1982, Bury 1997: 40-45). For
instance, while the messages of the health promotion campaigns may be right
when applied to the population level, doubts as to the necessity of mending
one’s own behaviours are not necessarily irrational. The strength of the
association between behaviours and health outcomes at the individual level is
rather small. The lay public knows that some do everything wrong and
nevertheless live to the age of 90, others do everything right and die from heart
attack before the age of 50. Medical epidemiology is aware of this: Rose
calculated for instance that if 400 individuals used seat belts every day during
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a period of 40 years, only one individual would avoid a deadly traffic accident,
while no health gains ensued for the other 399 persons (Rose 1981).

Thus, the health beliefs model has been criticised from different comners.
Its links to the medical establishment have been questioned, parallel to the
mounting critique of medicalisation and the medical profession (Freidson
1970, Illich 1975). The current intellectual climate in the social sciences is not
in favour of elevating one belief system (e.g., the medical one) as superior to
other belief systems (e.g., lay opinions). Critics have furthermore questioned
the model’s way of understanding behaviour. The health belief model typically
views “adult health behaviours (as) largely intra-individual phenomena which
reflect some process involving free choice” (Lynch et al. 1997: 809). But are
choices about health behaviours “free”? It has for instance often been
discovered a discrepancy between the beliefs people have and their actual
behaviour. Health beliefs explain only to a limited extent variations in
behaviours (Williams 1995: 578). The social patterning of health behaviours
constitutes another problem. Social positions are found to have particular
profiles as regards health beliefs and health behaviours. This is suggested as
the explanation of why social variations in health emerge. But social positions
are collectivities of individuals, and can an individual-based model explain
collective patterns? This criticism points towards other models for
understanding health behaviours.

6.2.4. Lifestyles

An alternative to the health beliefs explanation is the lifestyles approach. It
does not neglect that people make choices, but it views these choices as
“situated within economical, historical, family, cultural and political contexts”
(Lynch et al. 1997: 810). The freedom to choose is therefore in various ways
formed by people’s background, their resources, their experiences, and their
group membership. Such processes form collective lifestyles, and the social
and not only the individual roots of behaviours must be taken into account.

The lifestyle concept dates back to Weber and Simmel. For Weber, it
implied a set of interrelated attitudes, habits, manners, behaviours, and
consumption patterns, which “conveys a social meaning that displays ... the
status and social identity” of the individual (Cockerham et al. 1997: 324). Thus,
lifestyles are associated with status groups, and are principally a collective,
rather than an individual phenomenon. Weber saw the emergence of lifestyles
characteristic of a social group as the result of the interplay between life choices
and life chances. Life chances represent resources, means, possibilities, as they
are determined by the individual’s position in the social structure. Life choices
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represent the actual selection of behaviours and consumption patterns made by
the individual, influenced by the constraints of his/her life chances.

Accordingly, health-related behaviours could be viewed as parts of more
comprehensive lifestyles. They should not be seen out of context, but rather in
their connections to the life chances pertaining to a social position, and to the
ways of living and the typical consumption styles dominant in the status
group. While the health belief model decontextualises behaviours and
presupposes a tendentially unrestricted human agency, the collective lifestyle
approach tries to disclose how structure and agency are interconnected.
According to Williams, medical sociology has however paid little attention to
how “the structure-agency problem in relation to health-related behaviour”
should be understood (1995: 581). Two variants will be discussed below — the
first one emphasises structural constraints, the second one emphasises
lifestyles as markers of group identity.

6.2.5. Lifestyles as produced by structural constraints

Townsend, in a polemic against “the individualistic approach”, argues that “Diet
is profoundly influenced by cultural or local social customs, informal and formal
education, the availability as well as price of goods in local markets, advertising,
recipes and fashions recommended by the media, and decisions taken by farmers
and the manufacturers of food products as well as by government” (1990: 383).
“Similar considerations apply to other behavior, such as physical exercise,
smoking, and drinking”. Choice is therefore “shaped by powerful economic and
social forces, the goods and facilities that are immediately available, and level of
income”. Low-income families, Townsend claims, “do not have incomes large
enough to buy the kind of diet recommended for health”.

Thus, Townsend presents choices as more or less determined by
structural constraints. In his version, the distance to a structural determination
formulation of how lifestyles emerge is not very far. The problem is not
people’s willingness to have healthy ways of living, but the actual range of
options which are possible and appropriate. The constraints can be
conceptualised in terms of material circumstances, as Townsend primarily
does. They can also be seen in terms of customs and traditions. Deviations
from prevailing norms can lead to social isolation, and will therefore
commonly entail personal costs which are hard to bear. Generally, the
behavioural options which are available and appropriate, are strongly
influenced by the social context, which constitutes, in the words of Evans and
Stoddart (1994: 44), a “powerful social conditioning”.
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The culture of poverty idea (Fitzpatrick and Scambler 1984: 58) is
another variant of this approach, perhaps more suited to particularly
marginalised groups. Their ways of living are seen as embedded in a tight
network of customs adjusted to a poverty situation from which they cannot
escape. Other variants of the structural constraints hypothesis would see
behaviours as “natural” reactions to the circumstances. Exhausted manual
workers cannot be expected to spend their leisure time doing physical
exercise. The unemployed person smokes as a way of alleviating stress. A
recent empirical study provides examples of the constraining effects of
structures. It showed how changes in the working environment, giving more
autonomy and decision latitude to the employees, led to lower levels of
smoking (Landsbergis et al. 1998).

6.2.6. Lifestyles as markers of group identities

Rather than viewing health-related lifestyles primarily as reflections of
constraints, they can also be seen as markers of group identities.

Williams (1995) treats lifestyles in this perspective, drawing on Bourdieu’s
theories of how social positions, i.e., locations in the social space characterised
by their level of economic, cultural, and social capital, develop typical
dispositions for taste, likes and dislikes, and social practices. This complex of
attitudes and behaviours are rooted in the social structure. They are powerfully
formed by the typical habitus members of different positions possess.

Habitus can be understood as “an acquired system of generative
dispositions” (Bourdieu 1977: 95, Williams 1995: 585), or — more simplistically
formulated — as internalised preferences, partly conscious, partly tacit and
unreflected. They are produced by people’s life histories and adjusted to their
objective circumstances. The habitus characteristic of social positions acts to
form typical lifestyles, and the health-related behaviours within these lifestyles
should not primarily be considered as deliberate choices aiming at influencing
health, but rather as parts of the overall “package” of lifestyles.

A recurrent question as regards Bourdieus’ account of social practices in
general, and of the typical lifestyles of social positions in particular, concerns
how the opposition between structure and agency is understood, or — in other
words — to what extent lifestyles are products of the circumstances or being
produced by reflexive agents. Bourdieu’s emphasis on practices as “taken-for-
granted” points to the structuring power of objective circumstances. Various
commentators classify Bourdieu among those theorists who above all highlight
the determining aspects of social conditions: “structure is the dominant aspect
of Bourdieu’s concept of lifestyles” (Cockerham et al. 1997: 328).
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According to Cockerham et al. (1997: 329-330), Giddens represents a
position which presents lifestyles as conscious adoptions of ways of life. They
aim at sustaining self-identity and are also ways of establishing membership in
social groups. This opposition between Bourdieu and Giddens is not seen
simply as disagreements, but rather as reflections of changing historical
circumstances. While Bourdieu constructs his theories under the influence of
mid-20™ century conditions, Giddens reflects on the circumstances of “high
modernity”. Here, lifestyles are ways of expressing people’s individuality, and
lifestyles are more reflexively constructed.

The function of lifestyles as distinguishing ways of life, signalling how a
social position is different from other positions, points to the struggle between
positions for esteem, status and prestige in society. In this way, lifestyles can
take the form of more or less conscious attempts to underline the dividing lines
in society, and to make the social hierarchy more conspicuous. Lifestyles are
therefore markers of social location and group identities, making the social
divisions evident and reinforcing and reproducing the social hierarchies. Such
lines of reasoning can for instance lead to the interpretation of the more
healthy lifestyles in the privileged strata as not primarily aiming at health at
all, but rather as ways of claiming superiority over other social positions.

Whether lifestyles are seen as products of structural constraints, or as
rooted in the habitus of different class experiences, or as more actively
produced ways of living, the common theme is always that lifestyles and their
health-related behaviours correspond to the socioeconomic stratification of
society. Various contemporary stratification theories deny exactly this
correspondence. Waters (1994), for instance, claims that Western stratification
systems are transforming historically. Economic class was the basis during 19™
century industrialism, authority and organisational power were predominant
during welfare state capitalism, while contemporary social divisions are rooted
in adherence to “cultural items and processes, to idealised communities that
focus on life-styles and value commitments” (Waters 1994: 296). Thus,
lifestyles communities with loose or non-existing links to the economic social
structures constitute main types of social positions, according to Waters. As
regards the study of social inequalities in health, these views call for a focus
on health differences between social positions belonging to a /ifestyle social
structure. 1 will not pursue this issue further. In passing it can be noted that
even in societies with a plurality of non-economic divisions, such as Israel,
lifestyles seem nevertheless quite markedly associated with the economic class
structure (Katz-Gerro and Shavit 1998).
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6.3. Health determinants

6.3.1. Antecedents

Similar to the basic model of the materialist/structural explanation, the
behavioural/lifestyles explanation locates the main health determinants in the
physical environments. Both nurture biomedical notions of how specific
physical risks generate specific diseases. However, contrary to the former
explanation’s emphasis on work and material deprivation, the
behavioural/lifestyles explanation views the main health determinants in terms
of the physical environments emanating from people’s unforced behaviours as
regards diet, consumption patterns, customs, and leisure activities.

To view health risks from this angle has a long history. Scurvy can be taken
as an example, a common disease of sailors, well known among the Vikings.
During the middle ages, scurvy was explained by the habit of drinking too much
sour milk on long sea voyages. The old Norwegian name of scurvy
(“skyrbjligr”) is a combination of “skyr” (sour milk) and “bjugr” (the typical
swelling of the disease). Gradually, experience taught that citrus fruits could
prevent scurvy. The founder of naval medicine, James Lind (1716-94), studied
this systematically, and showed that scurvy could be prevented by relatively
small changes in sailors’ diet (Kock 1955: 194, 104).

Notions of the health consequences of diet, consumption patterns, hygiene,
and stimulants, have been many through history — and often wrong, judged by
today’s knowledge. In Dickens’ David Copperfield, one person claims that
tobacco smoke cures his asthma. This view seems obsolete today, as does the
idea that sleeping with a virgin would heal syphilis. With the growth of
scientific medicine during the 19® century, a more sound knowledge basis was
established, focussing on, among other issues, hygiene — how to avoid germs —
and diet, in terms of the essential nutritional requirements of the body.

6.3.2. The focus in the second half of the 20" century

The view that physical environments created by typical health behaviours
constitute a main health determinant came more into focus in the middie of the
20" century. This view arose, as said earlier, in connection with the
epidemiological transition. Infections and infant and child mortality were
declining. The major killers of middle-aged men — heart disease, cancer,
accidents — became the main interest of public health (Kuh and Davey Smith
1993: 111). Whereas material deprivation was seen as the foremost cause of
disease during the early 20™ century, the main problems of the late 20" century
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were said to be diseases of affluence. Not lack of food, housing, and income, but
rather too much of the wrong things, available because of the prosperity enjoyed
by large sections of the population in post-World-War II Western societies, was
seen as the major problem.

Advances in medical epidemiology were a presupposition for the advent
of this explanation. It focusses on the behavioural risk factors for the typical
modern diseases. The health-damaging effects of smoking, lack of exercise,
and diet were not immediately evident. They emerged after long-term
exposures, often lasting for many decades. The health consequences of such
behaviours could therefore only be established by large, longitudinal,
epidemiological studies. The resources and technologies for making such
studies were not available until well into mid-century, and the findings from
such studies were the precondition for the advent of this explanation.

For instance, the reasons for the epidemic rise of lung cancer were
debated for several decades. Some blamed the asphalt paving of roads which
became common in the 1930s. During the 1950s, the role of tobacco was
firmly established. A large study of cancer and smoking habits among English
doctors at this time is considered one important breakthrough (Kuh and Davey
Smith 1997: 25). Other large epidemiological studies advanced knowledge
about ill health following from other behaviours. The role of physical exercise
was for instance studied by the natural experiment provided by London bus
transport. Bus drivers and bus conductors were similar in practically every
respect — income, educational level, ways of living, etc. They differed however
in the immediate physical circumstances of their work — seated, or running up
and down the stairs on double-decker buses. Corresponding differences in
heart disease were found (Blane et al. 1996b: 4-5).

Medical epidemiology examined possible health consequences of a series
of other behaviours and consumption patterns. The study of diet was intensified,
with a focus on fats and heart disease, but also with a great range of hypotheses
about nutrition and various cancer types. The consequences of alcohol are more
disputed. Drunkards had obviously higher risks, while moderate use is
nowadays often regarded as indifferent, perhaps even healthy. The proper use of
health services was also often seen to be essential for the maintenance of health,
and illness behaviour and the determinants of physician utilisation were
examined (Mechanic 1978: 268). The behavioural causes of accidents, in terms
of individual risk-taking and personal characteristics leading to accident
proneness were also studied (Holstein et al. 1988: 77). How to avoid infectious
diseases — a long-term interest of this tradition — was constantly on the agenda,
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and the aids/hiv epidemic starting in the 1980s highlighted in a new and
dramatic fashion the relationships between behaviours and health.

At least since the 1970s, changes in health-related behaviours were
widely accepted as the most important way of improving population health.
The prevailing ideas can be illustrated by various estimations of the
consequences of health behaviours on mortality. Based on the judgements of
experts (i.e., selected physicians), it was proposed that 52 per cent of heart
disease mortality, 37 per cent of cancer mortality, and 43 per cent of overall
mortality, could be directly accounted for by health behaviours (Kringlen
1986: 177). Such estimations have guided public health efforts during the last
decades. Typical in this respect is the Norwegian Population Health Report
(Sosial- og helsedepartementet 1996). The section on main risk and causal
factors for disease discusses only three topics: diet, alcohol/drugs, and
tobacco. The implication was that the relatively high frequency of unhealthy
behaviours among certain sections of the population was seen as a major cause
of the existing health inequalities.

6.4. The Fundamental Cause Theory

Link and collaborators have advanced a theory of “fundamental causes”,
presented as a general understanding of why social inequalities in health
emerge (Link and Phelan 1995, Link et al. 1998). It may be interpreted as a
proposition that whatever historical circumstances, and whatever health
determinants which are most important, social causation processes will emerge
which generate health inequalities between socioeconomic positions. As I
think there are many similarities between the “fundamental cause theory” and
the behavioural/lifestyles explanation, I will discuss it in this chapter.

Link and collaborators distinguish between proximate and distal causal
factors in explanations for health inequalities. Proximate causal factors are those
factors believed to be the immediate causes of ill health: unhealthy behaviours,
psychosocial stress, unhealthy working conditions, etc. Distal factors are the
social positions themselves and their general social and material circumstances.

Link et al. criticise epidemiologists for their tendency to explain the higher
frequency of disease among lower status groups by means of the proximate
factors, i.e., immediate reasons for ill health. The typical procedure is to account
for (or explain away) the health variations between social positions by means of
the proximate factors. Thus, the relationship between social positions and the
proximate causal factor appears as something accidental and external, as if there
are no necessary links between the distal and proximate factors. The distribution
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of proximate causal factors in the population should however be seen as
produced by the distal factors, i.e., the social and economic circumstances of the
social positions. The latter are therefore the fundamental causes of health
inequalities. The distribution of proximate causal factors are produced by the
distal factors, which are more basic in the causal chain.

Link et al. ask why the relationship between social class and health
perpetuates, although the proximate factors responsible for health variations
are continuously changing. No important modification of class differentials in
health have occurred, in spite of changes in the health-producing
circumstances: “... studies of the association between SES (socioeconomic
status) and disease over the past several decades reveal an important fact — the
risk factors mediating the association have changed” (Link and Phelan 1995:
86). The solution is to view the social class positions as a fundamental cause,
while the distribution of proximate factors at any time should be interpreted as
how this fundamental cause is materialising in the particular period.

What are the essential features of the distal factors? Link et al. choose to
emphasise resources enabling people to meet, handle, and withstand the main
risk factors which are acknowledged at the time. The important mechanism is
“how general resources like knowledge, money, power, prestige, and social
connections are transformed into the health-related resources that generate
patterns of morbidity and mortality” (Link and Phelan 1995: 88).

This approach is illustrated by a study of cervical and breast cancer in the
U.S. (Link et al. 1998). Mortality from cervical cancer is distributed in the
familiar way, while breast cancer shows the opposite pattern: higher status
women are more afflicted than lower status women. Why is this so? Link et al.
suggest that screening influences the mortality of these diseases. The higher
status, the more are women able to profit from screening instruments. As to
cervical cancer, the Pap fest has existed for many decades. Higher status women
use it more, and mortality follows the familiar pattern. As to breast cancer,
mammography has existed only for some years. Although higher status women
use this more than lower status women, the health benefits have not materialised
yet, and the opposite social distribution in breast cancer prevails. — The
implication is that social inequalities in breast cancer deaths are expected to
change in, say, a decade or two (the use of hypothetical future developments as
part of the argument could be characterised as a weak point in this study).

The fundamental causes theory tries to formulate a generalised social
causation explanation of health inequalities. However, it is most closely
related to the behavioural/lifestyles explanation, as it seems primarily oriented
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towards how the unequal distribution of resources in society enable or prohibit
healthy behaviours generally, and as regards the health services in particular.

6.5. Criticism

6.5.1. Political questions: Blaming the victim?

The reason for the advance of the behavioural/lifestyles explanation of
population health is sometimes claimed to be the political situation in many
Western countries during the 1970s. Health services expanded in the post-war
years and became more costly, but public finances were tight. Many doubted
whether even more curative health services would be the solution to the
dilemmas of population health (Hansen 1979). The slogan “Doing better and
feeling worse” (Wildawsky 1977) was directed to the apparent paradox that
although health generally and mortality rates in particular seemed to improve,
the demand for health services increased. To redirect health policies towards
prevention, stressing people’s responsibility for their own health, seemed to be
a way out of this dilemma. Preventative campaigns were more cheap than new
hospitals. Ill health was claimed to arise from the ways of living of the
population, rather than from the lack of public health services. Thus, the
political pressure against governments was alleviated (Evans and Stoddart
1994: 37-45, Blane et al. 1996b: 4-7).

This has been characterised as a blaming the victim ideology. The
individuals and their behaviours were seen as the causes of health problems. The
sick persons had to bear not only their diseases, but also the shame of being
themselves responsible for their unlucky fates (Crawford 1977, Townsend
1990). These moral overtones of the behavioural/lifestyles explanation have
been the source of many critical attacks of the explanation, often suggesting that
its scientific basis was fragile, and that its popularity in the ruling circles was
primarily due to how it served the political needs of the establishment.

In particular the health beliefs model was the focus of many criticisms.
Partly, this critique came from the social sciences, where many found
shortcomings in the individualistic bias of this model. This criticism was spurred
by the observation that many informational campaigns were shown to change
the level of knowledge among the population, without resulting in significant
and lasting behavioural changes (Williams 1995: 578, Blane et al. 1996b: 5,
Syme 1996: 21-22). Although there are examples of successful changes of
health behaviour (the Norwegian campaign for condom use in connection with
the aids/hiv epidemics is one of them), these disappointing results raised doubts
about the adequacy of individualist models for explaining behaviours.
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6.5.2. Doubts about the health determinants

Also the views of health determinants were questioned. Are variations in
behaviours such as smoking habits, physical exercise, dietary choices, and use
of health services, the main reason for social differences in health?

The remarkable improvement in longevity in many Southern European
countries and in Japan, generally faster than in the northern parts of Europe
and America, has raised intriguing questions about the relationship between
health behaviours and population health (Marmot and Davey Smith 1989,
Marmot 1994, Bobak and Marmot 1996). In the south of Europe, the
availability of high quality health services is hardly better than in the north,
and negative lifestyles are hardly less widespread — so what are the reasons for
the swiftly declining mortality rates in this part of Europe?

A particular question concerns the role of the health services. The
sensible use of health services is also included among the behaviours supposed
to create social variations in health. It is however a disputed issue how much
the current available therapies influence population health (Fitzpatric 1997: 8-
10). Most researchers view the general rise in standards of living as more
important for improving population health than medical interventions
(McKeown 1977, Hodne 1986). During the 20™ century, life expectancy has
increased by some 20-25 years in the West, but “generous estimates” find that
the curative and preventative efforts of the health services at most can explain
about a fourth of this improvement (Bunker et al. 1994, see also Wilkinson
1996: 30-31).

6.5.3. The epidemiological basis

This is connected to the present ability of medicine to understand fully the
causes for ill health. Therapies can function without knowing the causes, as
when psycho-pharmachological therapies alleviate psychic diseases, or
chirurgic interventions cure some types of heart disease. Generally, however,
the discovery of causes helps designing effective cures. It is often claimed that,
as regards the common chronic and degenerative diseases — cancer,
cardiovascular diseases, rheumatism, etc., — causes are only vaguely known.
Although a long series of risk factors have been observed, with some, often
slight, statistical association with particular diseases, it has been contended
that "Yet few are the cases in which (the doctrine of specific etiology) has
provided a complete account of the causation of disease” (Dubos 1995: 6). The
same observation is made by Rose: “Most non-infectious diseases are still of
large unknown cause” (1985: 34). The relatively adequate understanding of
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the connection between smoking and lung cancer is perhaps a deviating
example, and the causes of many other major diseases are less disclosed.

This is also suggested by studies which show that health behaviours (or
risk factors assumed to reflect behaviours) cannot account for a large part of
the social variations in the incidence rates of major diseases. Coronary heart
disease is probably the most studied medical condition during the last 50 years
(Syme 1996: 21). The British Whitehall studies (cf. section 5.2.2) found that
the lowest category of employees in the Civil Service had a 2.7 higher age-
adjusted risk of dying from heart disease during a 10-years period than the
highest occupational category. Adjusting for behaviour-related risk factors —
smoking, blood pressure, cholesterol, glucose tolerance — the relative risk was
reduced by only about 25 per cent (Marmot 1994: 208, see also Wilkinson
1996: 65, Syme 1996: 25, Macintyre 1997: 738). Similarly, in the Norwegian
Oslo Study 60 per cent of the variation in mortality from coronary heart
disease, between the upper and the lowest occupational category, was still
unexplained after taking the well-known risk factors (directly or vaguely
related to behaviours) into account (Holme et al. 1980). Another Norwegian
example is provided by Thiirmer (1993: 79), who also demonstrated that
behavioural risk factors at best gave only a partial explanation for occupational
class differences in coronary heart disease.

Thus, statistically at least, social variations in heart disease could only to
some degree be explained by behavioural factors. As to the variations in other
major chronic diseases, the role of behavioural factors is even less clear. Some
intervention studies brought the same message. The large and longitudinal
Multiple Risk Factor Intervention Trial in the U.S. predicted the mortality
improvements which were expected to follow from behavioural modifications.
It turned out to be difficult to change behaviours, but “Even where behaviour
was successfully changed, the ensuing improvement in mortality proved
smaller than predicted” (Blane et al. 1996b: 6).

Accordingly, it seemed that behavioural differences between social
positions explain some part of the social variations in health, but much less
than supposed by the enthusiasts. From these doubts, different lessons could
be drawn. Some advocated “the return of structure” (Blane et al. 1996b: 7),
i.e., a renewed interest in the materialist/structural explanation. Others turned
away from the preoccupation with the physical environments characteristic of
both the materialist/structural and the behavioural/lifestyles explanations, and
turned to psychosocial factors. This is the theme of the next chapter.
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7. The psychosocial explanation

7.1. Main characteristics

Broadly speaking, first the materialist/structural and later on the behavioural/
lifestyles explanation were the main approaches in the research field up to the
1980s. The psychosocial explanation came more to the forefront during the
1990s. It also relies on social causation. We find various versions of how this
social process is outlined. Some are quite similar to the structural
determination characteristic of the materialist/structural explanation, others
include human agency to a larger degree, but also new ways of understanding
social causation processes are presented.

As regards the health determinants, we see two somewhat different
tendencies. One sees health-related behaviours as a main health determinant.
What makes this tendency different from the behavioural/lifestyles
explanation, however, is that it understands the reasons for unhealthy
behaviours otherwise, not primarily in terms of health beliefs or lifestyles, but
rather as reactions to stress and strain and as ways of alleviating frustration.
Thus, this variant is oriented towards understanding how social life generates
frustrating experiences in the lower and disadvantaged social strata, and these
negative experiences are the reasons for higher levels of short-sighted, self-
destructive, desperate, and aggressive — and therefore unhealthy — behaviours.

In this chapter I will however mainly focus on the other tendency, which
introduces a quite different understanding of the health determinants lying
behind social inequalities in health. The materialist/structural and
behavioural/lifestyles explanations conceive of health within the biomedical
paradigm, emphasising the encounters between the human body and the
physical environments. Contrary to this, the psychosocial explanation views
health variations as products of social interaction. That humans are social
beings is emphasised. Social environments and social relations are the central
focus. Humans perceive, reflect on, and react to, their social environments.
They communicate and interact within such environments, and the resultant
psychological reactions are a main reason for health and ill health.

Thus, in a way the psychosocial explanation reorganises the dividing line
between the social sciences and medicine. The study of how health is created
becomes more integrated with social science. The concepts of sociology,
anthropology, and psychology become fundamental for explaining health.
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Within the materialist/structural and behavioural/lifestyles explanations, the
role of biomedicine was to discover how physical substances acted on the
body. Within the psychosocial explanation, the role of biomedicine is more
often to understand the medical consequences of psychological phenomena,
and how bodies’ physiological, neurological, and immunological processes are
influenced by psychological processes.

This notion of how health is created is a distinguishing characteristics of
the psychosocial explanation. I will start by discussing this health determinant,
before I turn to the social processes put forward by this explanation.

7.2. Health determinants

7.2.1. Background: the context of late 20" century

The psychosocial explanation of health does not deny the potential physical
environments have for directly influencing health. Poor nutrition, poor housing,
and unhealthy working conditions are accepted as health risks. Behaviours
which create dangerous physical environments (filling the air with tobacco
smoke, for instance, or harming own and others’ health by reckless driving or
violence) are furthermore readily accepted as relevant. So far, this explanation
does not reject well-established biomedical knowledge. But, as Renaud writes,
the “struggle against bad life-styles (is) necessary yet insufficient”. Even if the
whole population had healthy physical environments, nevertheless “the health
gradient between the various social classes might well remain” (1994: 320,
322), because there are other causal chains influencing health than those which
consist of the human body — physical environments interaction.

Thus, it is suggested that the health determinants which are highlighted by
the former explanations, no longer have the same relevance. The psychosocial
explanation claims that historical change has transformed the determinants of
health variations. In the affluent countries, the potential for improving the
average level of health through alterations of the average level of physical
environments per se has largely been exhausted. Generally, it is supposed that
people have sufficient food, acceptable housing conditions, and seldom directly
harming physical conditions at work. Under such circumstances the social
environments and psychosocial influences become essential. As Freund writes
(1982: 6, referring to Antonovsky 1979): “... when a certain standard of living is
reached psychosocial influences replace biochemical and physical stressors as
the main determinants of health”. Similarly, Wilkinson (1996) supposes that in
present-day rich countries, no general improvement of life expectancy can be
expected to follow from even higher average material prosperity.
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7.2.2. The focus on information and mental reactions

What are these psychosocial influences, and how can they influence health?
Generally, the hypothesis is that people’s mental reactions to their life
experiences and to their social surroundings have important consequences for
their health. Thus, information is a crucial aspect. People receive information
from outside which is processed by the central nervous system, and from this,
processes may develop which influence health. Usually, this is easily accepted
as regards mental health (although there are of course biomedical explanations
for mental health as well). Despair, hostility, rage, disappointments, etc., are
feelings incited by experiences, and it is generally accepted that depression,
anxiety, and psychotic conditions may follow. The psychosocial explanation
goes however further and argues that also somatic disease is not only possible,
but even frequent, consequences of such mental reactions.

Lay opinion has few difficulties in accepting a link between mental
reactions and somatic disorders. In folk wisdom, the loss of one’s beloved, or
the frustrations experienced when one’s life ambitions are crushed, are often
regarded as causes of physical ailments. Such links can be understood on the
basis of familiar experiences that information from outside may directly
provoke bodily changes: one blushes when caught in shameful acts, thrilling
experiences are accompanied by uncontrollable heart beats, and one pukes
when confronted with disgusting events.

However, in medical science it is a disputed question whether and to
what degree somatic diseases can develop in this way. What are the
biological pathways (cf. Kelly et al. 1997) that make the psychosocial link
plausible and even important for the emergence of somatic disease?
Conventional biomedicine has its doubts. Nevertheless, it is seriously studied
by rapidly expanding medical fields such as psychoneuroendocrinology and
psychoneuroimmunology. Specialised and complicated topics are involved,
beyond what can reasonably be discussed here. What I believe is a widely
accepted and perhaps fruitful model will be outlined below.

7.2.3. Mental arousal and bodily deregulation

The living human body can be seen as several dynamic body systems — the
nervous system (transmitting signals around), the cardiovascular system
(regulating and pumping blood), the digestive system (transforming food into
energy), the endocrinological system (involved in the secretion of hormones),
the immunological system (not only killing invading microbes, but generally
directing “the repair of damaged tissue”, Evans et al. 1994b: 169), and so on.
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The living body and its healthy state depends on the balanced functioning of
these various systems, and therefore on the mechanisms which regulate them.

Most of these systems function autonomously, in the sense that 1t is
usually not up to our volition how they operate. We may of course decide to
think about something, or decide to move our limbs, but the heart beat rate, the
blood pressure, the production of hormones, the digestive process, the
functioning of the immunological apparatus, etc., go on, without any
conscious decisions. The psychosocial explanation argues that these systems
of the organism are closely interrelated, and moreover influenced by the
nervous system. Thus, when something goes on in the mind, it may have
consequences, without our conscious knowledge, for the functioning of other
bodily systems. Evans et al. (1994b: 168) explain: “Perceptions of the external
world, detected and interpreted by (the nervous) system, lead to electrical and
chemical responses that in turn trigger responses in other systems”.

The ability of mental responses to modify, change, alter — and even disturb
— other bodily systems is a crucial part of the psychosocial explanation of
somatic disease. The origin of these ideas within the scientific community can
be found in the studies of Walter B. Cannon during the 1930s, later pursued by
his pupil Hans Selye (Freund 1982: 41). Selye studied how external stressors
were followed by endocrinological changes, for instance the secretion of various
hormones. External stressors consist of any kind of situation which is perceived
as challenging or demanding: danger, a university test, the duties and tasks
involved in one’s job, unemployment, the loss of a relative. External stressors
require adaption. The organism has to confront the external stressor, by efforts
to adapt, to cope with the situation, and to find adequate responses. This means
an arousal of mental functions and involves a mobilisation of the organism,
often reflected in alterations of bodily systems: muscles get tense, the heart beat
rate accelerates, the production of adrenalin changes, etc. This mobilisation of
the body when confronted by external demands is called stress, or the stress
response (terminology is sometimes vague, but usually, stressors are the external
situation while stress is the responses of the mind and body).

Generally, this mobilisation of the body and its systems is not unhealthy.
Rather, it 1s necessary for the ability to function adequately under various
circumstances. Normally, these changes of bodily systems in response of
external stressors last for a while, until successful adaption has occurred.
However, the healthy functioning of the body requires that the stress reactions
are turned off. The mobilised body involves unusual and perhaps extreme
endocrinological and immunological states which, if continuing, may harm the
body. ”The ability to turn off the stress response may be almost as important
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for the long-run survival of the organism as the ability to turn it on for short-
run survival, because if the (stress) syndrome is not properly turned off, and if
the level of circulating cortisol remains inappropriately high, the result of
prolonged failure to carry out normal maintenance and repair is accumulating
damage to a number of different types of cells” (Evans et al. 1994b: 173).

Accordingly, the mobilisation of stress responses, when not followed by
the proper restoration of the normal functioning of the endocrinological system,
the immunological system, etc., can be harmful. It may entail dysfunctional
states which can provoke or facilitate the development of somatic disorders.
Health maintenance requires that the body is allowed to restore the balanced
functioning of its various systems. “Unregulated arousal”, on the other hand, can
lead to states of “bodily deregulation” (Freund 1982: 43, 39), with possible
disease consequences of many kinds: lasting elevated blood pressure, digestive
problems, and poorly working immunological defences.

Approximately in this way, the psychosocial explanation supposes how
somatic disease may follow from external stressors. Mental arousal upsets the
homeostasis of the body, i.e., the balance of bodily processes. If external
stressors produce mental arousal too often or too strong, or if it happens
constantly and more or less uninterrupted, the capacity for restoring normal
bodily processes is impaired. The stressors are exhausting and exceeding the
ability to adjust, and the normalisation process is not functioning. Therefore,
lasting bodily deregulation may occur, with a potential for somatic disorders.

This explanation of somatic disease, from external stressors to processes of
the mind, followed by deregulated processes in the body, also raise the question
about how mental processes arise. Some suggest that the reasons for mental
arousal are universal, i.e., that they are deeply rooted “in a more biological,
universalistic, frame of reference” (Williams 1998: 122). To view mental
arousal as socially constructed is perhaps more widespread. Mental reactions are
influenced by norms, preferences, and prevailing types of evaluations and
classifications of circumstances and events. Whether or not a certain experience
or external event produces drastic or trivial mental arousal depends on the
society’s and the culture’s normative systems, i.e., on common ideas about what
constitutes defeat or success, and about what should incite feelings of disaster or
indifference. Whereas external demands may be objectively described, mental
arousal is a subjective state, not simply reflecting the objectivity of the stressor,
but conditioned by many personal, social and cultural factors. Thus, the social
conditioning of mental arousal becomes an important problematic within this
explanation (Williams 1998).
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7.3. Social processes

Thus, the psychosocial explanation views social inequalities in health as a result
of how the disadvantaged social positions commonly experience higher levels of
unhealthy stress responses. Such unhealthy stress is usually seen as having
diffuse and unspecific negative consequences and may therefore lead to many
types of health problems: poor mental well-being, bodily symptoms, and many
types of somatic disease. The general susceptibility view is therefore closely
related to the psychosocial explanation. In this section, I will discuss attempts to
understand why elevated levels of stress occurs in the disadvantaged social
positions. Why do unprivileged positions more often experience stress?

Various hypotheses about this have been presented. They are often
overlapping and complementary. A distinction can be made between approaches
which primarily focus on individuals and their locations in the social structure,
and approaches which emphasise the societal level. I start with two individual
models (the vulnerability hypothesis, and the epidemiology of social stress
model), continue with a section on social hierarchies, control and relative
deprivation, and finally discuss the societal approach: the social cohesion and
social capital model.

7.3.1. The vulnerability hypothesis

According to the vulnerability hypothesis (Aneshensel 1992: 23-27), the basic
process is not so much that the disadvantaged social positions encounter more
external hardships and life difficulties (as in the epidemiology of social stress
model, discussed in the next section). Rather, health differences due to stress
occur because the disadvantaged social positions lack the resources necessary
to handle and adjust to external stressors. They have less coping resources.
They are more poorly equipped with the assets which may be activated when
confronted with difficulties. They are more vulnerable when something
happens, because they lack “generalised resistance resources” (Lundberg
1997: 823). The focus is therefore on differences in stress reactivity, or, as
Aneshensel technically puts it: the major mechanism is “group differences in
the coefficient for psychological distress regressed upon a stressor” (1992: 23).

Various processes can account for such vulnerability differentials.
Attachment theory focusses on the early social environment, primarily on the
“infant’s emotional experience in the relationship with the caregiver” (Fonagy
1996: 131, also Killén 1999). If love, care, and closeness are deficient, the
infant develops distorted patterns of attachment. Distrust, anxiety and
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diminished feelings of security may be the result. Such patterns of attachment
may endure for a long time, and people carrying with them the insecurity from
the early years react more strongly to threats and challenges encountered later
in life. They become less able to cope with external stressors and will regularly
experience higher levels of unhealthy stress.

Due to the more difficult social situations in lower status families (less
income, less resources in terms of education, etc.), such families are often less
capable of fostering sound patterns of attachment in their children.
Antonovsky’s sense of coherence (Antonovsky 1979, 1987, Lundberg 1997) is
in many ways parallel to attachment theory. Antonovsky argues that a personal
orientation which views life as meaningful, comprehensible, and manageable
is a salutogenic factor. It helps the person to avoid negative stress and to stay
healthy. The sense of coherence is created and influenced by experiences and
the availability of resources during the entire life course.

Differential vulnerability between social positions may therefore emerge
because of differences in acquired personality structures. They may be formed
by the social circumstances in early life, but may also develop during one’s
entire lifetime. Vulnerability may also depend on other resources, present or
absent in the situation of the individual, which enable him or her to resist
stressors and to adapt satisfyingly to external demands. A form of such
resources is social support. Social networks — friends, spouses, close relatives,
work mates — constitute supportive social relationships, improving people’s
ability to withstand negative stress: they give emotional support and practical
help (Pearlin 1989, Aneshensel 1992: 25). Differential vulnerability may also
depend on even more tangible resources. Education, income, and material
resources of every kind may act as buffers against stress, thereby influencing
vulnerability, and such resources are of course distributed among social
positions corresponding to the way health is distributed.

7.3.2. The epidemiology of social stress

Rather than focussing on differences in vulnerability, the epidemiology of
social stress approach argues that what primarily differs between social
positions is the amount of external stressors they encounter. External stressors
are conditions demanding coping, adjustment and adaption. This approach
claims that disadvantaged social positions are more frequently confronted with
stress-producing circumstances, and this results in higher levels of ill health.

Such external stressors are of very varied types. They are often divided into
life events and chronic stressors (Pearlin 1989, Turner et al. 1995). Common
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types of life events are death of a close relative or friend, the experience of theft
or “trouble with the law”, an unwanted pregnancy, divorce, a fire in one’s house,
sudden unemployment or financial crisis, or failing a school or university test.
Such events often appear suddenly and unexpectedly, and require a rapid
reorientation and adaption. Chronic stressors are of a more permanent,
longstanding type, constantly influencing the state of the mind. Simply because
the stressor cannot be avoided or stopped — no successful relief from the stressor
can be found — it constitutes a longterm, chronic stressor: perpetuating economic
problems, unsatisfactory working conditions, too much work pressure for a long
time, longterm harassment from a boss you cannot escape from, and lasting
conflicts with your spouse or worries about your children.

The link to how social inequalities in health emerge is found through the
study of the epidemiology of social stress. “Many stressful experiences ... don’t
spring out of a vacuum but typically can be traced back to surrounding social
structures and people’s locations within them. The most encompassing of these
structures are the various systems of stratification that cut across societies, such
as those based on social and economic class, race and ethnicity, gender, and
age” (Pearlin 1989: 242). Various life events — for instance the death of a close
relative, unemployment episodes, or sudden economic difficulties — are more
frequent among lower strata, but the social differences are even more marked as
regards chronic stress (Turner et al. 1995). Aneshensel (1992) distinguishes
however between random and systemic stressors: the former occur more or less
randomly, across social structures, while the latter are significantly associated
with the locations in the social structures and occur more frequently in those
social positions which commonly have more ill health.

7.3.3. Social hierarchies, control and relative deprivation

Both the vulnerability model and the epidemiology of social stress model are
compatible with a view that stress diminishes the higher one is located in the
social hierarchy, and increases the more one approaches the lower end of the
social scale. However, these two models are not reflecting that different social
positions are not only characterised by what pertains to the position in itself,
but also by the position’s relations to other positions. Thus, that people in a
particular position are exposed to some particular level of stress is highlighted,
but the corresponding fact that other positions are experiencing less or more
stress-producing circumstances are not reflected.

Other researchers advocate psychosocial explanations which emphasise
that social positions are not isolated categories, but parts of hierarchical
systerns. Thus, the determinants of health of a particular position are not only
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found in the circumstances of that position, but also in its relations to other
positions and in its relative location in society. Generally, the consequences of
ordering people in social hierarchies are considered. One impetus for this has
been the “challenge of the gradient” (cf. section 5.2.2): the observation that
average health corresponds to the level in social hierarchies, across the entire
hierarchy, and not only as differences between top and bottom. Therefore, Evans
(1994: 6) suggests that there must be “something that powerfully influences
health and that is correlated with hierarchy per se”. This “something” is seen by
Evans as psychosocial, but what is it, more specifically?

For Syme (1996, 1998), the crucial concept is control of one’s destiny.
The critical variable is the extent to which one can influence the events that
affect one’s life. The ability to do this is associated with problem-solving skills
and access to resources (Syme 1998: 498), and these factors are, by and large,
dependent on the hierarchical position. The higher located, the more skills and
resources are available, and there are less people even higher in the hierarchy
whose power constrains one’s own control. Syme argues that the concept of
control is a common denominator of various other terms often used in
psychosocial explanations: mastery, self-efficacy, locus of control, powerlessness,
controllability, and leamed helplessness (1996: 28). Syme substantiates this
hypothesis by various studies, for instance by Karasek and Theorell’s (1990)
findings about the health-deteriorating effects of high job demands and little
decision latitude, i.e., little control in the work situation.

Thus, the scope of control perceived and realised by the individual, and
the extent to which hierarchical structures and distributions of resources allow
or constrain control, is the major mechanism, according to Syme.

Somewhat different is Wilkinson’s emphasis on relative deprivation
(1996, 1997, 1999). Here, the point is that “socioeconomic differences in
health within countries result primarily from differences in people’s position in
the socioeconomic hierarchy relative to others” (1997: 593, my emphasis).
Not lack of control in particular, but rather the awareness of people that they
are deprived, not in absolute terms, but relative to people higher in society, is
highlighted by Wilkinson.

This relative deprivation can affect multiple dimensions: power, status,
income, material standards, good-quality houses, prestige, and qualifications.
The ranking in society of people according to such dimensions regularly involve
social comparisons. People compare their lot with others, in particular with
those higher up, and this social comparison may incite feelings of frustration,
inadequacy, inferiority, anxiety, i.e., chronic stress. Social comparisons may
incite hopelessness and aggression, leading to self-destructive behaviours and
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violence, and an important aspect of relative deprivation is that it conveys the
message that those deprived are “less successful, less attractive, less intelligent,
and socially inferior” (1999: 533). Thus, the problem with social hierarchies is
that it “presents itself as if it were a hierarchy of human adequacy”, and in
general, hierarchies entail corresponding distributions of social stress and result
in corresponding distributions of stress-induced illness and disease.

7.3.4. Social capital and social cohesion

The emphasis on social hierarchies shifts the focus from the situation of each
social position to how social positions are parts of social structures. A further
development towards the societal level is represented by hypotheses about the
consequences of social capital and social cohesion.

The starting point for this development was studies which indicated that
the average level of health in a country was associated not only with the general
socioeconomic level in society, but also with the degree of material inequality
prevailing in that society. Others have reported such findings (Rodgers 1979,
Waldmann 1992, Wennemo 1993), but in particular Wilkinson has discovered
such patterns and linked them to explanations of social inequalities in health
(1993, 1994, 1996). Together with collaborators he has tried to develop a
comprehensive theory of health inequalities between and within societies in line
with these findings (cf. Wilkinson 1996, 1999, Wilkinson et al. 1998, Kaplan et
al. 1996, Kawachi and Kennedy 1997, Kawachi et al. 1997).

The presupposition of this explanation is that absolute deprivation has
ceased to be a major cause of ill health and premature mortality in the affluent
countries. Sufficient material standards for health maintenance have been
attained by the majority. However, this does not imply that inequalities in
society have disappeared. Marked inequalities as regards levels of living and
income are continuing. The amount of inequality does however vary between
communities, regions, and countries. Some are characterised by large
inequalities, while other societies are more equal in the sense that material
differences between the social positions are not so marked and significant.

What are the consequences of these material (and in particular, income)
inequalities? Partly, the consequences are those described in the preceding
section. Social hierarchies, and the ranking of people and social positions
according to their level of income and status foster relative deprivation. The
sharper the social divisions, the more health-damaging consequences will be
experienced by those located at lower levels in the social hierarchies.
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