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Abstract 

Aims: The so-called “Great Recession” in Europe triggered widespread concerns about 

population health, as reflected by an upsurge in empirical research on the health impacts of 

the economic crisis. A growing body of empirical studies has also been devoted to 

socioeconomic inequalities in health during the Great Recession. The aim of the current study 

is to summarise this health inequality literature by means of a scoping review. Methods: We 

have performed a scoping review of the research literature (English language) published in the 

years 2012—2017. Only empirical papers with (1) health status measured on the individual 

level, (2) information on socioeconomic position (i.e. employment status, educational level, 

income/wealth, and/or occupational class), and (3) data from European countries in both pre- 

and post-crisis years were considered relevant. In total, 49 empirical studies fulfilled these 

inclusion criteria. Results: The empirical findings in the 49 included studies predominantly 

show that socioeconomic inequalities in health either increased or remained stable from pre- 

to post-crisis years. Two-thirds (65 percent) of the studies found evidence of either increasing 

or partially increasing health inequalities. Thus, people in lower socioeconomic strata fared 

worse overall in terms of health during the Great Recession, compared to people with higher 

socioeconomic status. Conclusions: The Great Recession in Europe tends to be followed 

by increasing socioeconomic inequalities in health. Policymakers should take note of this 

finding. Widening socioeconomic inequalities in health is a major cause of concern, in 

particular if health deterioration among ‘vulnerable groups’ is caused by accelerating 

cumulative disadvantages.  
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Introduction 

Since 2008, several European countries have been struggling with the worst economic crisis 

since the Great Depression in the 1930s. Aptly named the “Great Recession”, the most recent 

crisis has manifested itself in housing bubbles, bankruptcies, credit drought, high sovereign 

debt, stock market declines, sluggish economic growth, and sustained high unemployment – 

and elevated youth unemployment, in particular. In the wake of the crisis, many European 

countries have adopted austerity policies, with assumed detrimental economic and social 

consequences for its population, and especially so for lower socioeconomic groups.1, 2 Ten 

years since the crisis began, unemployment remains high for several of the 28 member states 

of the European Union (EU) and particularly in Spain and Greece,3 even though economic 

growth has recovered somewhat in recent years.4 Income inequalities – which reached record 

high levels prior to the crisis in 2008 – have continued to rise during the recession.5  

From many quarters, there are worries regarding the consequences of the crisis. The 

OECD 6 has for example expressed concern regarding the adverse economic, social, and 

political consequences of the recession. There is also a fear that population health and 

wellbeing will be negatively affected by the economic crisis, e.g. because job loss and income 

drop cause health deterioration.7, 8 In turn, this is likely to have a negative influence on future 

economic growth and prosperity. Correspondingly, we have seen a resurgence of research 

interest in the connections between economic downturns and health. Currently there exists 

more than twenty literature reviews on the impact of the 2008 economic crisis on population 

health,9-30 clearly indicative of the immense research interest for this topic. A growing body of 

empirical studies has also been devoted to socioeconomic inequalities in health during the 

Great Recession, which is the topic of the current paper.  

An economic downturn will most likely hit vulnerable groups – such as the 

unemployed, low educated, and low-income households – the hardest because they, first, face 
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higher health risks, and second, have less resources available to help them cope with the 

negative experience(s). This could start a process of accelerating cumulative disadvantages, 

where the health disparities between people with low and high socioeconomic status grow 

ever-larger. It is therefore of the utmost importance to investigate whether the Great 

Recession is followed by increasing socioeconomic inequalities in health (due to more health 

deterioration among vulnerable groups). Note that stable or even narrowing inequalities is 

also imaginable, for example if the higher educated are more inclined to develop mental 

health problems due to fear of downsizing and layoffs.  

The above-mentioned literature reviews do not – or only scarcely – touch upon 

socioeconomic inequalities.11, 16, 18, 20, 22, 27, 29, 30 Some discuss and/or briefly investigate 

inequality or vulnerability 9, 10, 12-15, 17, 19, 21, 23, 25, 26, 28 without it being the main objective. One 

of the literature reviews do, however, have socioeconomic inequalities as its stated 

objective.24 Yet, this study is not strictly a literature review, but rather a commentary where 

only seven of the included studies examines the Great Recession.24 Thus, there is an urgent 

need for a literature review that includes a larger number of empirical studies.  

The present study reviews the existing research literature into how, and to what extent, 

the Great Recession has affected socioeconomic inequalities in health in European countries. 

More specifically, we provide a scoping review of whether inequalities in health by (a) 

employment status, (b) educational level, (c) income/wealth, and/or (d) occupational class 

have changed (for the better or worse) in the post-crisis era. By reviewing empirical papers 

that examine health inequalities both explicitly as well as indirectly, a total of 49 studies fulfil 

our inclusion criteria (more details below). To our knowledge, this is the first comprehensive 

literature review on the Great Recession and socioeconomic inequalities in health.  
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Theoretical perspectives  

Health inequalities during an economic crisis 

A dominant perspective in understanding health inequalities is that of social determinants of 

health,31 defined by the World Health Organization (WHO) as “the conditions in which 

people are born, grow, live, work and age.” This wide theoretical perspective prompts 

questions such as: to what extent does the impact of important risk factors change during 

economic crises, and are differing socioeconomic groups affected to greater/lesser extent by 

such (potential) changes? First and most obviously, important risk factors such as (fear of) 

unemployment, lower incomes, worse housing conditions, poor nutrition, the weakening of 

social safety nets, as well as general insecurity and stress1, 32, 33, appear more often during a 

crisis. Several – if not all – of these risk factors are overrepresented among vulnerable groups 

(e.g. the low educated and people holding insecure jobs). Thus, simply because the prevalence 

of risk factors is higher during a crisis, we would expect socioeconomic inequalities in health 

to increase during the Great Recession.  

It is also possible that the negative effect of the above-mentioned risk factors changes 

for the worse during a crisis. For example, the mental stress surrounding unemployment could 

be even more difficult to cope with in an economic downturn, because there is no apparent 

way out of the hopeless situation34. Furthermore, less money to spare – due to e.g. income 

drops or cut-backs in social security benefits – could imply even fewer nutritious meals for 

members of low-income households.35, 36 Finally, housing with humidity and/or pollution 

problems will be an even larger health risk if the person(s) living there loses his/her job and 

consequently spends more time in the damp/polluted apartment.37, 38 People located in lower 

socioeconomic strata experience such (changing) circumstances more often, adding up to a 
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process of accelerating cumulative disadvantages and the outcome would once again be 

increasing health inequalities during the Great Recession.  

However, the opposite empirical pattern – decreasing health inequalities – is 

conceivable as well. Worsening economic conditions could result in less work stress, fewer 

work accidents, less road traffic and thus fewer traffic accidents, lower consumption of 

alcohol and tobacco, less overeating, and more time for social interaction and physical 

activity.39, 40 If people in the lower part of the socioeconomic distribution are more likely to 

experience these health benefits during a crisis, the gap to high status groups could narrow. 

Furthermore, the statistical phenomenon known as ‘ceiling/floor effect’ could be relevant here 

too,41 especially for empirical studies using self-rated health measures. Since people in higher 

socioeconomic enclaves most often have very satisfactory health status (on average), their 

(group-level) health could be more inclined to change for the worse. Conversely, people with 

lower socioeconomic status are so worse off, in relative terms, on health measures that 

improvement is the ‘only’ option.  

Lastly, it is also possible that, first, the major processes described above ‘cancel each 

other out’ on average, or second, that the (potential) negative effects of the economic crisis is 

spread rather equally across the socioeconomic distribution. In both instances implying very 

few or no changes for socioeconomic inequalities in health. We now proceed to a discussion 

of the socioeconomic indicators covered in the current paper.  

Socioeconomic indicators and health-related social mobility  

Employment status, educational level, income/wealth, and occupational class is covered in 

this scoping review. All four indicators relate directly to how well/poor people are situated on 

the free market in a capitalistic society. We are primarily interested in socioeconomic 

indicators that are attained/achieved, i.e. where people can alter their situation (e.g. attain 
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higher educational qualifications, or gain a new job). Hence, the ascribed characteristics 

gender and ethnicity/race are not included herein, even though both are of obvious importance 

for both labour market attachment and income trajectories. We will, however, comment 

briefly on gender in the results section, because several of the included studies report the 

empirical findings split by gender.  

The four socioeconomic indicators are similar because all are attained characteristics, 

but they differ as to how elastic they are. Employment status and income/wealth are obviously 

more inclined to change during an economic crisis compared to educational level. 

Occupational status holds an intermediate position here; depending somewhat on the specific 

operationalisation (e.g. whether the previously held job is used while classifying the 

unemployed). These nuances are very important for our purpose due to patterns of health-

related social mobility. During an economic boom, when almost everyone has a job, the (few) 

ones who are unemployed tend to be disadvantaged on a number of personal characteristics, 

including health status. In such a situation, the employed—unemployed health inequalities are 

quite noticeable.34 Yet, this changes when the economic conditions deteriorate. Now, 

productive and high-skill individuals – with good health status and perhaps better health 

behaviours – become unemployed as well due to downsizing and firm closures. This implies 

that the composition of the unemployed population changes as the economic conditions 

worsens/improves.42 Similar reasoning applies for the income distribution: ‘healthy’ people 

who used to earn high salaries suddenly (due to job loss/income drop) join the lower-income 

group, causing an improvement in health status in the latter group.  

These mobility patterns are of obvious importance while examining (potential) 

changes in socioeconomic inequalities in health during economic busts and booms. An 

apparent narrowing of health inequalities could merely be due to healthier individuals moving 

from a high to low socioeconomic strata. With this caveat in mind, the advantages of 
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educational level as indicator becomes clear. Education is a more stable characteristic, and 

once achieved cannot be reduced because of health problems, for example. However, it is 

conceivable that people with good health increased their educational level more on average 

(vs. people with ill health) from pre- to post-crisis years, but this will almost certainly not 

cause any important bias in the current scoping review. Consequently, we will pay particular 

close attention to the studies using educational level as indicator, because this measure is less 

influenced by health-related social mobility.  

Materials and methods  

This paper reviews existing research on socioeconomic inequalities in health during the Great 

Recession in European countries. We restrict our attention to the Great Recession due to the 

severity of this most recent economic crisis. For example, the crisis in the early 2000s was 

considerably milder as to both unemployment level and gross domestic product (GDP). In 

fact, GDP continued to rise in the EU area throughout the 2000—2004 period.43 We have 

chosen a ‘pre—post design’, and will therefore only include studies using data collected 

before (‘control group’) and during (‘treatment group’) the economic crisis. Studies using 

data collected during and after the crisis are excluded because all respondents have been 

exposed to the recession (i.e. it is impossible to construct a valid ‘control group’).  

This literature review is part of the project “Health Inequalities, Economic Crisis, and 

the Welfare State”, funded by the Research Council of Norway. The project focuses on the 

ways in which European welfare states have responded to the financial crisis and investigates 

possible consequences for public health and health inequalities. The interest in European 

countries are spurred by the fact that health inequalities are recognised as a public health 

concern in Europe, e.g. by the European branch of the World Health Organization. 44 

Furthermore, despite vast cross-national differences in welfare state arrangements, all 

European countries share important legislative and institutional features of relevance for 



9 

 

health due to the powerful role played by the EU. At the EU level, policies are developed to 

act on the social determinants of health as EUs investment strategy also includes policies and 

resources to reduce health inequalities.45 Comparing results between European countries 

could therefore be particularly rewarding. Note that we are interested in European countries in 

general, and not only EU Member States.  

 It is difficult to arrive at a clear definition of the Great Recession, partly due to the 

large cross-national differences as regards both when, how hard, and how long European 

countries were hit by the economic crisis. For example, the unemployment rate in the first 

quarter of 2013 – the ‘peak’ of EU-28 unemployment – varied between 27.4 percent in 

Greece and 3.1 percent in Norway3. Similarly, the crisis had a strong and immediate impact in 

e.g. Latvia with a sharp rise in unemployment 2008—2010 followed by a steep decline 

afterwards, whereas the crisis had a more durable impact in Portugal and Spain where the 

unemployment rate increased steadily 2008—2013. No single crisis operationalisation will 

capture all of this cross-national heterogeneity, but some common elements can nonetheless 

be deciphered. The macroeconomic situation started to deteriorate in 2008, and the social 

consequences, as indicated by increasing unemployment levels, materialised from the third 

quarter of 2008 and onwards. The peak of EU-28 unemployment was reached in 2013 (1. 

Quarter) at 11.2 percent, and remained high at roughly 9—11 percent until the first quarter of 

2016.3 From the second quarter of 2016, there has been a noticeable decrease, and the EU-28 

unemployment rate was 7.1 percent in the fourth quarter of 2017, i.e. almost at the pre-crisis 

level of approximately 6.5 percent. With the risk of glossing over some vital nuances, we 

consider the period 2008—2015 as the Great Recession in Europe. Note that we are interested 

in European countries in general, and not only EU Member States.  

To review the existing literature on the current topic is quite demanding because of the 

vast diversity in research questions, theoretical perspectives and methodological approaches. 
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We argue that a scoping review is more appropriate than a systematic review here because the 

former is better able to answer broader questions. Systematic reviews, in contrast, often have 

a more narrow focus, such as the effectiveness of treatments/interventions. A scoping review 

allows for exploration of elements beyond specific results and quality criteria.46 We believe 

that this exploratory way of reviewing research literature is efficient in organising concepts, 

identifying knowledge gaps and detecting potential methodological developments. 

Furthermore, in order to make sense of the diversity, we will include charting tables where 

(some of) the most important heterogeneity in results is summarised (see tables 2 and 3).  

We followed the five-step description of the scoping review methodology described 

by Arksey and O'Malley 47: First, we identified the overarching research question: How and to 

what extent has the Great Recession affected socioeconomic inequalities in health in 

European countries? Second, we developed a systematic search strategy. This strategy 

included (i) the development of a search string: “health AND (“economic crisis” OR recession 

OR downturn)”, (ii) to determine the databases for search (Academic Search Premier and 

PubMed), and (iii) to define the specific inclusion criteria. To be included, the study had to 

1. use data collected before (pre-2008) and during (2008—2015) the Great Recession, 

2. include a direct health outcome on the individual level (i.e. health behaviour or 

utilisation of health services are excluded), 

3. investigate the (changing) impact of (a) employment status, (b) educational level, (c) 

income and/or (d) occupational class, 

4. apply statistical analyses, 

5. be published in the English language, and 

6. include results from European countries.  

Third, two of the authors (KH and AGT) read titles and abstracts, and excluded studies that 

did not fulfil the inclusion criteria. This yielded 49 studies. Fourth, the same two authors (KH 
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and AGT) charted these studies according to country of inquiry, data material, age group, 

health outcome(s), socioeconomic indicator(s), and health inequality results. In the final fifth 

step, we produced a table summarising the results (see Table I), sorting the results vertically 

according to country of inquiry (alphabetical order).  

 Some notes on the scoping review strategy is warranted before proceeding to the 

empirical findings. A rather “wide” search string was chosen because if e.g. socioeconomic 

indicators was included explicitly, we would run the risk of missing relevant studies that 

report changes in health inequalities. Socioeconomic inequalities in health is relatively seldom 

the prime focus of the empirical papers, but several studies do report inequality results 

“indirectly”, e.g. with education level/employment status as a covariate in analyses of data 

collected in both pre- and post-crisis years. Thus, a large part of the workload in this scoping 

review involved reading the tables carefully, since many authors do not mention the health 

inequality results directly in the articles. This also implies that several papers do not formally 

test whether socioeconomic inequalities in health have changed over time. In certain 

instances, only ‘simple’ descriptive statistics are available, e.g. prevalence of mental health 

problems for people in differing socioeconomic groups in pre- and post crisis years. However, 

it is far from obvious that the adjusted coefficients from regression models are more reliable 

than the results derived from descriptive statistics. In fact, some of the regression coefficients 

could be ‘over-adjusted’ if e.g. ‘bad controls’ are included in the model.48 Nevertheless, table 

I shows the analysis technique used (e.g. logistic regression, multilevel model, descriptive 

statistics) and readers can decide which results they trust the most.  

A quality assessment is also included in table I, named “Robust method/design?” (0—

3). The study is considered to be robust if, first, an objective health indicator is used, such as 

mortality. Second, if the study uses panel data methods (e.g. random/fixed effects). Third and 

lastly, if the analysis technique is suitable for comparing results between samples/over time. 
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This latter criteria e.g. rule out logistic regression analysis on data collected in pre- and post-

crisis years because the fixed variance (3.29) in the logistic distribution complicates the 

comparison of results between different groups and samples.49, 50 The studies are scored on a 

0—3 scale, where 3 implies that the study fulfils all three criteria. Clearly, there is some 

element of ambiguity as to the specific choice of criteria, but we have highlighted the ones we 

consider to be most important. 14/49 studies (29 percent) did not fulfil any of the three criteria 

(=0). This does not necessarily imply that the results in these papers are biased or flawed in 

any way, but one should perhaps be extra cautious while interpreting these empirical findings.  

This scoping review is an extension of a previous literature review (published in a 

Norwegian journal) that examined the impact of the 2008 economic crisis on both population 

health and health inequality.51 The literature search included studies published up until 

December 2014, which is rather early considering that the ‘peak’ in EU-28 unemployment 

rate was in 20133 and that the Great Recession lasted throughout 2015. The current scoping 

review differs from Dahl et al.51 on two important domains. First, we have a more clear-cut 

emphasis on socioeconomic inequalities in health. Second, this review is based on an updated 

literature search consisting of studies published up until July 2017, i.e. two and a half year 

longer timeframe. The updated search yielded 950 titles in Academic Search Premier and 

1019 in PubMed. In addition, we included 14 studies52-65 from Dahl et al. 51 that met the 

above-mentioned inclusion criteria.  

In order to make sense of the (partly diverging) empirical findings in table I, we have 

created two charting tables (tables II and III). In table II, we differentiate between studies 

showing (1) increasing, (2) stable, (3) decreasing (negative), and (4) decreasing (positive) 

socioeconomic inequalities in health. The two former categories are pretty straightforward, 

but the two latter requires a clarification. Socioeconomic inequality in health can decrease in 

one of two ways: either through health improvement among people in low socioeconomic 
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strata, or by health deterioration among individuals in high socioeconomic groups. Clearly, 

only the first is desirable, for both ethical reasons and from a policy perspective (health 

deterioration implies more healthcare utilisation and hence higher public spending). 

Accordingly, we believe that it is vital to distinguish between the two types of decreases.  

Some studies yield mixed findings, and these are summarised in table III. Four 

different result mixes was evident: (1) increasing/stable, (2) stable/increasing, (3) 

increasing/decreasing (positive), and (4) decreasing (negative)/stable. A typical example of a 

study labelled increasing/stable is when the socioeconomic inequalities increase for men, but 

not for women. The difference between the two former categories is somewhat ambiguous, 

but if the main empirical pattern is that of stability alongside a non-negligible component of 

increasing socioeconomic inequality, the study has been labelled as stable/increasing. 

Similarly, the two latter categories refer to situations where increasing or decreasing 

(negative) inequalities is the overarching picture, although with some important nuances. For 

example, the empirical findings could differ between socioeconomic indicators (e.g. 

increasing for educational level, but stable for employment status).  

Results  

49 empirical studies were included in this scoping review.52-100 Six of the studies use data for 

more than 20 countries,66, 79, 87, 91, 93, 95 and three studies compare two or three countries 

(England and Sweden, 80 Greece and Ireland,58 and Estonia, Lithuania & Finland,64 

respectively). The remaining 40 studies use data from one country, the clear majority from 

Spain (N=16).54, 59, 63, 65, 67, 68, 70, 73, 74, 81, 85, 94, 96, 98-100 A handful of studies are performed in the 

UK/England (N=6),52, 53, 62, 72, 75, 84 Greece (N=5), 55, 56, 71, 76, 82 Italy (N=4),83, 88, 89, 97 and 

Iceland (N=3),57, 60, 69 while the remaining countries are represented once.61, 77, 78, 86, 90, 92 Note 

that some studies do not use national data, but rather regional/citywide data materials (N=6).  
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As regards data materials, the vast majority is repeated cross-sections (N=29), 

followed by panels (N=10; 4—10 years length) and time series (N=8; 7—17 years length). 

Differing age groups are represented because we have not imposed any strict age restrictions. 

The clear majority, however, is devoted to the adult population, but both the lower and higher 

age cut-offs varies (e.g. 30—60 vs. 10—74 years). Only five studies investigate 

infants/children/adolescence, and only one study explicitly examines older individuals (>50 

years). Thus, we refrain from any conclusions on age differences.  

The by far most common health measures are mental health (N=22) and self-rated 

health (N=18), both of which operationalised in different ways. Note that several studies 

include more than one health measure in the empirical analyses. The same applies for the 

socioeconomic indicators, where employment status (N=32) and educational level (N=22) are 

the most numerous ones.  

Turning to the empirical results, it is evident from table I that increasing (+, N=19) or 

stable (=, N=11) socioeconomic inequalities in health are in clear majority. However, the 

findings are mixed for 14 studies. Among the 35 studies where we have reached a conclusion 

(see table II), inequalities in health are increasing in 19 cases (54 percent) and stable in 11 

cases (31 percent). Merely 3 (9 percent) and 2 (6 percent) studies report that the 

socioeconomic inequalities in health are decreasing of either a negative (†) or positive (—) 

kind, respectively.  

Due to a rather low number of observations/studies in each “cell” in table II, it is 

difficult to see any clear patterns regarding socioeconomic indicators and health outcomes, 

but certain tendencies appear. It is primarily educational and employment inequalities in 

health that have increased. This is perhaps not surprising given that these are the two most 

numerous socioeconomic indicators, but it is nonetheless striking that income/wealth is only 

represented 3 times among the studies showing increased inequality, and that occupational 
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class is not included at all. As regards health outcomes, the pattern is less clear-cut, but mental 

health seems to be one of the measures most ‘sensitive’ towards widening socioeconomic 

inequalities. It is also evident that a wide range of health outcomes is represented (e.g. 

mortality, life expectancy, limiting longstanding illness (LLSI), etc.). There is no clear 

empirical pattern for cross-national differences either: Socioeconomic inequalities in health 

have increased both in countries with very high (e.g. Greece) and rather low (e.g. Sweden) 

crisis impact. In a similar vein, countries with rather dissimilar welfare state types (e.g. 

Denmark vs. the UK vs. Spain) have all experienced increasing health inequalities.  

The findings are mixed in 14 studies, but note that 13 of these report partially 

increasing socioeconomic inequalities in health (see table III). In 11 studies (79 percent), 

there is a combination of increasing and stable. Among these 11 studies, the evidence is 

mixed because of gender differences in six cases (e.g. changes only visible among men), and 

due to four cases where different socioeconomic indicators yielded diverging results. There 

was a combination of increasing and decreasing in two studies. In the first case, inequalities 

increased among women and decreased among men. In the second case, educational 

inequalities in health increased, whereas unemployed—employed differentials decreased.  

Summing up, among 49 empirical studies, 19 of them (39 percent) report increasing 

and 13 (26.5 percent) report partially increasing socioeconomic inequalities in health. Thus, 

two-thirds (65 percent) of the included studies find evidence of either increasing or partially 

increasing health inequalities during the Great Recession. This pattern holds if we only look at 

the two most commonly used socioeconomic indicators as well: Among the 22 studies of 

educational level, 16 (73 percent) show increasing or partially increasing inequalities in 

health. Similarly, in 22/32 (69 percent) studies, employment inequalities in health have 

(partially) increased. We now proceed to a discussion of the presented findings.  
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Discussion  

Overall, the results from this review indicate that socioeconomic inequalities in health either 

widened or remained stable after Europe was hit by the Great Recession. Two-thirds (65 

percent) of the reviewed studies report increasing or partially increasing health inequalities. 

The current scoping review includes evidence from 49 empirical studies with a broad range of 

health outcomes, of which 41 are published in 2014 or later. This scoping review is therefore 

a significant update of the previous review/commentary of the Great Recession and health 

inequalities published back in 2014.24 In the following, the findings are discussed in light of 

socioeconomic indicators and health outcomes used, before proceeding to cross-national 

comparisons. Thereafter methodological observations and strengths and limitations are 

discussed, and lastly we offer some conclusions.  

Socioeconomic indicators 

First, the Great Recession has apparently led to increasing employment inequalities in health, 

a result that is often explained by few available jobs, intensified competition between job-

seekers, and cut-backs in benefits causing the unemployed to be more vulnerable to economic 

downturns.79 Recall that employment status is an elastic socioeconomic indicator sensitive to 

compositional changes.34, 74, 79 Recent empirical evidence has shown that the unemployed 

population is healthier on average in countries where unemployment becomes a mass 

phenomenon (e.g. Spain and Greece)39. Thus, one could run the risk of underestimating 

employed—unemployed health differentials in crisis countries because of an influx to the 

unemployed group of people who are ‘positively selected’ on health characteristics. This is 

less of a concern, however, in countries where the crisis impact is milder. Nevertheless, one 

should be careful while interpreting employment inequalities in health during busts and 

booms, as the composition of the unemployed population changes in non-trivial ways when 

the economic conditions deteriorates/improves.  
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Second, a clear majority (73 percent) of the studies show increasing or partially 

increasing educational inequalities in health. Barroso et al. 73 have suggested that the skills 

and information possessed by people with higher education make them more adaptable to 

economic hardship, and more capable of obtaining better and more efficient healthcare and 

preventive services. An obvious advantage with education as socioeconomic indicator is its 

inherent stability, and analyses of changing educational inequalities in health are therefore 

less vulnerable to bias due to compositional changes. Yet, there could still be some potential 

sources of bias, e.g. if educational level in the working age population changes rapidly 

because of demographic developments.73 This is, however, probably not a major concern, 

especially since educational expansion has already occurred in the majority of countries in 

Europe. Note that (health-selective) migration could create similar issues in some countries hit 

hard by the crisis.73 

Third, the findings for health inequalities according to income/wealth vary somewhat 

between the included studies: Some indicate increased inequalities,60, 63, 69, 78, 87, 91 whereas 

others show stability.75, 92, 95 Two studies even show decreasing health inequalities between 

income groups during the crisis, although the decrease is of a negative kind.81, 86 This finding 

is probably explained, at least partly, by health-related social mobility patterns (see the 

discussion above). Nonetheless, the evidence on the impact of the Great Recession on income 

and wealth inequalities in health is still scarce. More research is therefore needed. 

Fourth and finally, the results for occupational class mostly show signs of stable, 53, 62, 

99 or partially increasing, 54, 67, 70 health inequalities. The apparent lack of changes for this 

socioeconomic indicator could be due to measurement errors, e.g. how to classify the 

previously employed. Alternatively, it could (in part) be because mobility into and out of the 

labour market – and mobility between the different occupational groups – is heavily 

dependent on one’s health status, i.e. people in good health experience downward 
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occupational mobility, thereby ‘suppressing’ the effects of the Great Recession on the 

socioeconomic inequalities in health.  

Health outcomes 

Twenty-three of the included studies investigate mental health. Despite some noticeable 

exceptions,88, 91, 93, 95, 99 the main bulk of these studies find increasing socioeconomic 

inequalities during the Great Recession. From a theoretical perspective, it is reasonable to 

assume that mental health will be affected for people who lose their jobs and/or worry about 

how to make ends meet during a crisis. However, the Great Recession has probably had 

effects on mental health beyond ‘direct exposure’ to unemployment, income loss and austerity 

measures,73 e.g. through poorer living conditions or the anticipation of job loss.53, 75, 79 These 

latter mechanisms could be reinforced by media coverage,75 and may perhaps be even 

stronger than direct exposure,79 at least in certain circumstances. Still, the results presented in 

this review suggest that vulnerable groups paid the highest price, as their mental health 

deteriorated more compared to people in higher socioeconomic strata. 

Eighteen of the included studies investigate changes in self-rated health, and roughly 

half show increasing or partially increasing socioeconomic inequalities.52, 61, 63, 85, 97, 98 

However, some studies also show no changes,53, 64, 66, 89, 92 or decreasing,73 inequalities in self-

rated health. There is, according to Fayers and Sprangers 101, widespread agreement that the 

global self-rated health measure provides a useful summary of health status perception. 

However, the self-rated health measure is badly ‘framed’, for two reasons. First, it does not 

specify what is meant by ‘health’, and there is thus ample room for interpretation. Second, the 

measure is not explicit regarding the reference group. Some will compare themselves with 

other people of the same age, while others will use themselves in the past for comparison. The 

discrepancies in results could, at least partially, be explained by such measurement issues.  
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Even though several studies indicate that the Great Recession was followed by 

increased suicide rates overall, only three studies investigate socioeconomic inequalities in 

such patterns. Two of the studies do not find any significant changes in socioeconomic 

inequalities,62, 88 while one study shows a larger increase among low educated and the 

unemployed in Greece.56 Obviously, we need considerably more research on socioeconomic 

inequalities in suicides during the Great Recession.  

Socioeconomic inequalities have increased for more ‘severe’ health outcomes as well, 

such as mortality,63 life expectancy,77 LLSI,61 obesity,74 and self-harm.84 These health 

outcomes (perhaps with the exception of self-harm) are considered to be rather slow-to-

change, and widening socioeconomic inequalities is therefore particularly worrying. Such 

empirical patterns could be explained by processes of accelerating cumulative disadvantages 

experienced by people in low socioeconomic strata. In other words, individuals in low 

socioeconomic groups experienced cumulative disadvantages before the crisis started,102, 103 

but these processes accelerated during the Great Recession. The notion of cumulative 

disadvantage highlights the importance of processes where initial inequalities in problems and 

resources (e.g. health, working conditions, income) grow over time.  

Note that the 49 included studies use very different measures and operationalisations 

of health status. For mental health, for instance, both validated scales and questions developed 

by the researcher(s) are used. Pfoertner et al. 91 use four simple questions on feeling low, 

irritable, nervous, or having difficulties with sleeping, whereas Reibling et al. 95 and Buffel et 

al. 79 used the eight question version of the CES-D depression scale. Bartoll et al. 54 and Ruiz-

Pérez et al. 96 used the GHQ-12 scale for depression, Zapata Moya et al. 100 had one question 

on depression, Utzet et al. 99 used the SF-36 scale for self-rated health, and Economou et al. 55 

used telephone interviews performing parts of validated SCID-1 scale. These mental health 



20 

 

measures could differ importantly in how ‘sensitive’ (i.e. prone to change) they are towards 

stress imposed by fear of job loss, unemployment, income drop, etc.  

Cross-national comparisons 

Some European countries were hit particularly hard by the Great Recession, and one might 

suspect that the impact on health inequalities will be most pronounced in ‘crisis countries’. 

According to this scoping review, socioeconomic inequalities in health have increased in both 

countries hit hard by the economic crisis (e.g. Greece, Italy and Spain), and in countries less 

affected by the Great Recession (e.g. Denmark, England and Sweden). Yet, this does not 

imply that the severity of the crisis is inconsequential for the development of socioeconomic 

inequalities in health. On the contrary, the most disadvantaged individuals are probably 

overrepresented among those who have experienced a worsening of income and living 

conditions in ‘crisis countries’. Perhaps processes of accelerating cumulative disadvantages 

will be especially pronounced in these countries in the years to come, and this is an important 

topic for future research. On the other hand, socioeconomic inequalities in health increased in 

countries with ‘mild’ crisis impact too, suggesting that the prevailing economic conditions is 

not the only reason why health inequalities widened during the Great Recession.  

Socioeconomic inequalities in health have increased in countries with differing 

welfare state models. Both countries with Anglo-Saxon (e.g. the UK), Mediterranean (e.g. 

Spain) and Nordic (e.g. Sweden) welfare state models have experienced growing 

socioeconomic inequalities in health. Interestingly, there are no studies from countries with a 

Continental welfare state model (e.g. Germany, France, and Belgium) among the 49 studies. 

Hence, neither economic conditions nor welfare state characteristics is the sole explanation 

for why socioeconomic inequalities in health has widened during the Great Recession, 

although both probably are important cogs in the explanatory wheel.  
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To a certain extent, the cross-national differences in results could be due to austerity, 

or more complex interplays between (the severity of) the crisis and the specific austerity 

policies implemented.72 Furthermore, cut-backs in benefits and services to chronically ill or 

disabled people may have increased poverty in this group.72 However, as the number of 

studies in each country is rather low (apart from Spain, England/UK and Greece), we refrain 

from reaching a firm conclusion on cross-national differences and similarities.  

Methodological observations  

The research design varies widely between the empirical studies included in this review. 

Some studies use individual level data e.g. 52, 54, some use aggregated data e.g. 62, 87, and some 

use both e.g. 66, 96. Some studies assume a time interruption e.g. 52, 61, 64, 74, i.e. a year that 

separates pre-recession from recession, while others use the change in unemployment rate as 

the main crisis indicator e.g. 66, 79. The drawback of this diversity is the limited possibility to 

compare effect sizes across studies. One cannot determine whether discrepancies in results are 

due to (a) different health outcomes, (b) different socioeconomic indicators, (c) different 

methodological design, or (d) a combination of a—c. A greater emphasis on replication, data 

source sharing, and openness on both operationalisation and analytical techniques is required 

if we are to move forward with regard to scientific comparability.  

Some research designs are particularly promising. Several studies use panel data 

where the same individuals are followed over time.60, 66, 67, 71, 72, 75, 81, 82, 89, 97 Individual-level 

panel data enables controlling for changes in socioeconomic status, and hence eliminate bias 

due to compositional changes. Comparison of individual health changes before and during the 

recession is a particularly promising design. Utilising administrative register data with crisis 

year(s) as a time interruption is also a promising design worth pursuing further.  
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Some studies investigate more than one health outcome.53, 57, 59, 69, 75, 82, 85, 87, 100 This is 

clearly a strength, improving the validity of the results (i.e. a robustness check). Running the 

analyses on several, but distinct health outcomes is preferable, as compared to e.g. 

constructing one single health index consisting of information from numerous variables. The 

health variables will, in most cases, pick up different aspects of health and wellbeing. For 

instance, LLSI should capture quite serious illnesses and health impairments of a rather long-

term kind, implying that ‘mild’ and temporary conditions are left out. Self-rated health, on the 

other hand, will reflect respondents’ self-perceived fitness and psychosocial wellbeing, and 

more short-lived pains and illnesses could therefore be more decisive. Presenting – and 

explicitly comparing – the empirical findings for several health measures will add more, and 

more nuanced, knowledge about socioeconomic inequalities in health. We urge researchers 

interested in (changing) health inequalities to do so in their future work.  

Strengths and limitations 

This is the most comprehensive review of the research literature on socioeconomic 

inequalities in health during the Great Recession, and is as such an important addition to the 

existing literature. However, one should be careful while interpreting the results of this 

scoping review, as the included studies comprise a wide range of socioeconomic indicators, 

health outcomes, European countries, methodological designs, crisis operationalisations, and 

observational years. On the other hand, the strength of this heterogeneity is the ability to 

generate a more extensive overview of the changing health inequalities in European countries 

during the Great Recession. The examination of socioeconomic inequalities in health is not 

the main objective in several of the 49 included studies, perhaps implying that the empirical 

findings presented in this review are less affected by publication bias.  
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While reviewing the existing research literature, we have paid most attention to 

whether the effect sizes changes noticeably over time. Where possible, we have of course 

checked the statistical significance of these changes. However, the statistical significance of 

the (potentially) changing association between socioeconomic indicators and health status is 

not always reported, simply because health inequalities are not prime focus in several studies. 

In these cases, there is a certain degree of uncertainty, but we are confident that the overall 

conclusions of this scoping review will not be biased due to this inconvenience. Similarly, the 

presented coefficients/numbers are not always statistically controlled for other confounding 

variables (e.g. age and marital status). Some studies only report the relationship between 

socioeconomic indicator and health as descriptive statistics, e.g. the prevalence of poor mental 

health among people with low and high education in pre- and post-crisis periods.  

Roughly two-thirds (65 percent) of the reviewed studies report increasing or partially 

increasing socioeconomic inequalities in health. This finding could be driven by underlying 

health trends over time that are unrelated to the Great Recession, per se. Thus, people in 

lower socioeconomic strata might have been equally worse off even in the absence of an 

economic crisis. This potential source of bias is, however, less of a concern in studies using 

panel data methods, where individual health trends are followed before and after the Great 

Recession (i.e. there is no reason to expect that such an underlying negative health trend 

should speed up in the post-crisis period). Nonetheless, uncertainties remain as to whether it is 

the economic crisis in itself, or some other trends that are causing people with low 

socioeconomic status to deteriorate in health compared to people in higher socioeconomic 

strata. In any case, we argue that the empirical findings reported here are troublesome.  

There are some important nuances left out of the current review, such as 

nonstandard/precarious employment. Precarious workers often have poorer mental health 

than ‘standard’ workers. Thus, increased prevalence of precarious workers during the Great 
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Recession could conceal an even steeper increase in e.g. unemployed—employed health 

disparities than those found in the 49 studies. Similar reasoning applies to (involuntary) part-

time work as well, especially if people with ill health were more likely to be hired on part-

time contracts during the Great Recession. Furthermore, we have not paid any attention to 

retirement in this review, which also could be considered a drawback. Belloni et al. 104 have 

e.g. shown that retirement improves mental health among blue-collar, but not among white-

collar workers. Hence, the results in this review could be (slightly) biased, first, if more 

people in low socioeconomic strata retired as a direct consequence of the economic crisis, and 

second, if there is a non-trivial health component in the retirement decisions. Unfortunately, 

we are unable to draw any firm conclusions for neither cross-national comparisons nor 

differences between age groups. We have not examined healthcare utilization in this review, 

partly due to endogeneity problems. People in lower socioeconomic strata are probably less 

likely to use healthcare services during an economic crisis, because their budgetary 

constraints will tend to be stricter7. Thus, studies of healthcare utilization runs the risk of 

underestimating the (changes in) socioeconomic inequalities. 

We have briefly discussed potential explanations across socioeconomic indicators, 

health outcomes, and cross-national differences/similarities. Yet, we encourage future studies 

to dig deeper into the explanatory mechanisms involved in the increasing health inequalities 

observed in this scoping review. A combination of (i) randomized field experiments, (ii) 

statistical analyses of high-quality administrative register data, and (iii) qualitative research is 

needed in order to advance the theoretical discussions.  

Conclusion  

This scoping review has examined 49 empirical studies on health inequalities, with an 

emphasis on educational level, employment status, income/wealth, and occupational class. 

Overall, two-thirds (65 percent) of the included studies find evidence of either increasing or 
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partially increasing health inequalities during the Great Recession. Thus, vulnerable groups, 

such as the unemployed and people with low education, have experienced more negative 

health developments in post-crisis years, compared to people in higher socioeconomic strata.  

The 2008—2015 economic crisis was followed by increasing health inequalities in 

several European countries. Policymakers should pay attention to this finding. Widening 

socioeconomic inequalities in health is a major cause of concern, in particular if such an 

empirical pattern is the result of accelerating cumulative disadvantages. It is well-known that 

vulnerable groups face a large number of health risks and have access to fewer health-

beneficial resources, and initial differences have a tendency to widen over time. If this 

inequality-generating mechanism becomes stronger during and after an economic crisis, the 

consequence could be (rapid) health deterioration among people in low socioeconomic strata. 

From an economical viewpoint, this could lead to higher social spending on healthcare 

services, and also to higher utilisation of health-related benefits. These (potential) societal 

costs should be countered with innovative policy solutions. It is worth noting that although 

the majority of the included studies indicate widening socioeconomic inequalities, some show 

stability or even decreasing inequalities. Thus, increasing health inequalities is by no means 

inevitable during an economic crisis, and there may be valuable policy lessons to be learned 

from the studies that find stable/decreasing inequalities during the Great Recession.  

Finally, the scoping review offers certain insights from a methodological perspective. 

First, it is preferable to use educational level as the socioeconomic indicator while 

investigating changes over time in health inequalities. Alternatively, researchers should use 

panel data while examining the remaining socioeconomic indicators (e.g. income or 

employment). Second, we recommend the use of several health outcomes, both as a 

robustness check and in order to compare results (e.g. health measures that are more/less 

likely to change in the short-term as a consequence of stress related to economic downturns). 
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Third and lastly, much more emphasis on replication and openness should be implemented 

overall, e.g. by posting data materials, coding of variables and syntax files online.  
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