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1. Background

Social class schemes have been applied to describe differences in health within many European populations. Uniformly, studies have observed that men and women from lower social classes had higher risks of disease, disability and premature death. These findings have important implications for public health policies, which need to pay special attention to the situation of lower socioeconomic groups. These findings are equally important for social stratification research as they show that social class not only determines one’s chances in life, but also one’s chances of death.

Occupation-based social class schemes have been important tools for identifying and monitoring socioeconomic differences in health within European populations. However, in practice, researchers often observed important problems in the application of these schemes. In studies from individual countries, limitations with the available occupation data and classification algorithms may have seriously biased the results. For example, some studies found that the magnitude of health differences was underestimated and that high-risk classes were not identified accurately. In international studies, lack of comparability of national social class schemes may bias cross-national comparisons. Similarly, changes over time in social class schemes may affect the monitoring of trends in health inequalities.

Given these problems, income level and educational level have often been preferred as the standard socioeconomic indicators to measure inequalities in health. Even though the added value of occupational class is clear in theory, its value has been less obvious in practice. This especially applies to studies on health inequalities among elderly populations, where occupational data are often lacking or seriously limited. In addition, empirical studies from a number of countries suggested that most of the burden of health inequalities can be described by using education and income as key indicators, with occupational class having little or no explanatory value.

Fortunately, the development of the ESEC may provide a new opportunity to utilise occupational information to describe health inequalities in European countries. The ESEC has a number of advantages compared to many national class schemes: it is developed on the basis of a clear theoretical rationale, it aims to maximise comparability between European countries, and it will be evaluated for its ability to describe class differences in several domains of life. Our study aims to extend this work into one other domain of life: health. With this study, we hope to demonstrate that the ESEC proves to an instrument that gives reliable, interpretable and internationally comparable estimates of health inequalities. We also hope to conclude that this occupation-based measure has an added value compared to measures based on income and education.

2. Objective and research questions

The general objective of this study is to evaluate the performance of the ESEC as a new tool to describe health inequalities in European countries.

We will test the ESEC by applying it to data from two international surveys with detailed questions on socioeconomic indicators and a few questions on general health: the European Community Household Panel (ECHP) and the European Social Survey (ESS). For both data sets, we will describe health differences according to ESEC class, and generate evidence on possible explanations (‘causal narratives’).  More specifically, we will address the following research questions:

1) Are large health differences between ESEC classes observed within each country, among both men and women, and within each age group?

2) Do these health differences follow the pattern that is predicted on the basis of the ‘intrinsic’ characteristics of these classes?

3) Do these class differences in health to some extent persist after controlling for ‘extrinsic’ socioeconomic factors, such as education and current income?

3. Hypotheses

We expect to observe the following patterns. 

1) Large health differences between ESEC are observed within all countries, both genders and all age groups. 
This expectation is based on the following assumptions. (a) Socioeconomic inequalities in health are substantial within each European population and subgroup of the population. (b) Generic health indicators such as those available in the ECHP and ESS can be used to demonstrate the general tendency of lower class to have a poorer general health.  (c) A validated social class based on occupation is able to reveal these inequalities, just like this has found to be possible with educational and income-based classifications.  

2) Health differences according to ESEC class are closely related to ‘intrinsic’ characteristics of these classes.

This expectation is based on the following assumptions. (a) ESEC classes basically differ with respect to intrinsic characteristics of the included occupations, with the “labour contract” versus “service relationship” being the main dimension. (b) These characteristics are closely associated with measures of general health, with poorer average health outcomes for classes characterised by “labour contract”. (c) The health effects of these general characteristics predominate over any idiosyncratic health problems related to specific occupations (e.g. more drinking and smoking by bar and hotel workers).

3) Health differences according to ECES class persist to some extent after control for income and education.

This expectation is based on the following assumptions. (a) Education and current income are important “input” and “output” associates of social class, and they can explain part of the health differences according to ESEC class. (b) However, ESEC classes also differ with respect to some “intrinsic” features that are not captured by education and current income, such as social relationships at work. (c) The health effect of these intrinsic features will become visible after controlling for current income and education.

4. Data sources

We will apply the ESEC scheme to data the European Community Household Panel (ECHP) and the European Social Survey (ESS). Both data sources are used in other ESEC validation studies. We will utilise the experiences that will be acquired in these other studies to construct ESEC classes, and we will extend this previous work by comparing the ESEC in terms of health.

We will start with analyses of the ECHP, which is used in previous international studies on health inequalities in relationship to education and income level. The current study would extend this previous work to include occupational class. The ESS will be analysed in the next step. The ESS has the advantages to include more countries representing all regions of Europe, and to have more detailed information on occupation.

For the ECHP we will analyse wave 1 only. Thus, we will restrict our study to a cross-sectional analysis of the baseline survey, thereby avoiding problems with high attrition rates in some countries. All ECHP countries except Luxembourg will be included. We will limit the study to men and women in the age group 25-64 years. We will analyse the three generic health indicators that are available from the EHCP (self assessed health, any longstanding health problem, restrictions in daily activities). ESEC classes were be constructed on the basis of the (to some extents limited) available information on occupation, thereby following the general guidelines developed for the ESEC. Educational level will be measured as the individual’s highest completed level of education. Current income will be measured as the household equivalent income.

For the ESS, we will analyse the combined data from the first and second surveys. All countries will be included, and these countries will be combined into about four regions (e.g. East, North, West, South). No analyses will be made for individual countries, because the sample sizes are too small for precise estimates of health according to social class.  We will limit the study to men and women in the age group 25-64 years. We will analyse the only one health indicator available (self assessed health). ESEC classes will be constructed on the basis of detailed occupational information, thereby following the general guidelines developed for the ESEC. Educational level and current income will be measured as in the ECHP analysis.

5. Statistical methods

The analyses will concentrate on answering the three research questions specified above. 

For some analyses, we will pool data for all countries, while in other analyses we will distinguish individual countries or regions. Similarly, in most analyses we will combine all ages (25 to 64 years) while in other analyses we will distinguish 2 or 3 broad age groups. Men and women will always be analysed separately.

For basic descriptive analyses of health according to ESEC class, we will calculate age-standardised prevalence rates of ill health.  In addition, we will calculate Prevalence Rate Ratios using regression analysis (with age as control variable). We will avoid the conventional use of Odds Ratios, based on logistic regression, because of the lack of an intuitive interpretation of this measure. 

For some purposes, we will summarise the magnitude of health differences into a single quantitative measure. We will apply two different measures. In all cases, we will calculate the Rate Ratio that compares two broad and contrasting groups, e.g. classes I-III versus classes VII-IX. In some cases, we will also calculate a complementary measure, the Index of Dissimilarity. This measure is more complex to calculate and interpret, but it has the added value (a) to take into account all social classes separately and (b) to take into account their population size, thus giving greater weight to large social classes. 

For the third research question, we will apply a series of multivariate regression models. Age and ESEC class will be included in each model, and alternative models will include educational level and/or household income as control variables. Inclusion of these socioeconomic indicators will show to what extent they “explain” health differences according to ESEC class, and to what extent ESEC class has an “independent” effect on health.

6. Evaluation of the results 

First of all, the results will be evaluated against potential problems with the data. These problems include: differential non-response, limitations to the available data on occupation, and problems with comparability of data across countries (e.g. of the health indicators).

Next, the results will be evaluated against the hypotheses. If the hypotheses will NOT be rejected, this will be interpreted as support for our supposition that the ESEC is a new and useful tool to describe health inequalities in European countries. 

If some of the hypotheses will however be rejected, this will require careful consideration. More specifically, we will question the assumptions that underlie our formulation of the hypotheses (see section 3). Based on this evaluation, we will possible identify problems with the use of the ESEC in the field on health inequalities.

We will end with conclusions on the extent to which the ESEC is (not) a useful tool to describe health inequalities in European countries.

