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Abstract

Background: Evidence is inconsistent as to whether or not there are health inequalities in adolescence according
to socio-economic position (SEP) and whether or when they emerge in early adulthood. Despite the large health
inequalities literature, few studies have simultaneously compared the relative importance of ‘health selection’ versus
‘social causation’ at this life-stage. This study followed a cohort through the youth-adult transition to: (1) determine
whether, and if so, when, health inequalities became evident according to both class of origin and current SEP; (2)
compare the importance of health selection and social causation mechanisms; and (3) investigate whether these
phenomena vary by gender.

Methods: Data are from a West-of-Scotland cohort, surveyed five times between age 15 (in 1987, N=1,515,
response=85%) and 36. Self-reported physical and mental health were obtained at each survey. SEP was based
on parental occupational class at 15, a combination of own education or occupational status at 18 and own
occupational class (with an additional non-employment category) at older ages. In respect of when inequalities
emerged, we used the relative index of inequality to examine associations between both parental and own
current SEP and health at each age. In respect of mechanisms, path models, including SEP and health at each
age, investigated both inter and intra-generational paths from SEP to health (‘causation’) and from health to
SEP (‘selection’). Analyses were conducted separately for physical and mental health, and stratified by gender.

Results: Associations between both physical and mental health and parental SEP were non-significant at every
age. Inequalities according to own SEP emerged for physical health at 24 and for mental health at 30. There
was no evidence of selection based on physical health, but some evidence of associations between mental
health in early adulthood and later SEP (intra-generational selection). Paths indicated intra-generational (males)
and inter-generational (females) social causation of physical health inequalities, and intra-generational (males
and females) and inter-generational (females) social causation of mental health inequalities.

Conclusions: The results suggest complex and reciprocal relationships between SEP and health and highlight
adolescence and early adulthood as a sensitive period for this process, impacting on future life-chances and health.
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Background
Although it is commonly assumed that social inequal-
ities in health are a persistent feature of the life-course,
this may vary across life stages and dimensions of health.
Thus several [1–5], but not all studies [6–9] suggest
‘relative equality’ in adolescence [5, 10], with little or no
differentiation on a range of health measures according
to parental socioeconomic position (SEP), contrasting
with inequalities found earlier in childhood and later in
adulthood. In this paper, we address the questions of
when and how [11] health inequalities emerge again in
early adulthood. Our focus is thus the youth-adult tran-
sition, when individuals move from their parental SEP
to their own (adult) position. To answer the ‘when’
question, we examine associations between SEP (both
parental and own current SEP) and health from mid-
adolescence (age 15) to adulthood (age 36). To answer
the ‘how’ (mechanisms) question, we use structural
equation modelling (SEM) including SEP and health at
each age.

When do health inequalities emerge?
Studies in the US and UK have found inequalities in
respect of parental class emerging in people’s early 20s
for measures of limiting longstanding illness, self-
assessed health and depressive symptoms [12, 13]. How-
ever, some other studies suggest associations between
parental SEP and health do not change in early adult-
hood, with inequalities either consistently present or
consistently absent. For example, a Finnish cohort born
in 1967 showed no differences according to social class
at birth for self-assessed health or chronic illness at ages
16, 22 or 32 [14], whilst in the UK 1958 birth cohort,
gradients according to social class at birth were
present for school absence due to ill-health at age 16
[15] and for self-rated health, respiratory symptoms
and malaise score at ages 22/23 and 32 [16]. Given
these inconsistencies in whether or when inequalities
emerge, it is clearly important to understand the
mechanisms by which they can emerge [17]; answers
as to how they emerge may inform expectations of
whether and when they would emerge.

How do health inequalities emerge?
Social inequalities in health may be due to the effects of
‘health selection’ (poorer health associated with down-
ward, and good health with upward, social mobility)
and/or ‘social causation’ (where occupational, educa-
tional and financial status influence health via material
or cultural processes).
Many studies find that in late adolescence and early

adulthood, health inequalities appear wider by reference
to own class, education or labour market status than by
parental SEP [2, 18–20]. Differences in chronic illness

and self-reported health according to own education and
social class emerged soon after age 20 and strengthened
with age in UK and Finnish cross-sectional studies [12].
Strong associations between psychosomatic symptoms
and own education at age 22 and own SEP at 32 were
also seen in a Finnish cohort [21]. Although analysis of
UK British Household Panel Survey data demonstrated
no association between self-assessed health and own
occupational class at age 20, social inequalities emerged
by age 40 [22]. Comparison of the UK 1958 and 1970
birth cohorts also found inequalities in psychological
distress according to own current social class which
increased with age in the earlier cohort (ages 23, 33 and
42) but, and contrasting with all the above studies, de-
creased with age (26 and 30) in the later cohort [23].
The importance of a person’s own SEP suggests either
health selection explanations, or that social causation ef-
fects are stronger from adult status than from childhood
socioeconomic background.
A large research effort has focused on pathways

between SEP and health from childhood/adolescence to
early adulthood (inter-generational paths) and from earl-
ier to later adulthood (intra-generational paths). For ex-
ample, in respect of inter-generational health selection,
evidence from the UK 1958 birth cohort has shown
associations between several measures of poor childhood
health and downward mobility from father’s to own adult
occupational class and/or unemployment [15, 24–28].
Studies from Europe [29, 30] and the US [31, 32] highlight
associations between poor health in childhood or adoles-
cence and reduced educational attainment, temporary and
non-employment. Intra-generational health selection is
demonstrated by studies conducted in the UK [33], else-
where in Europe [34–38] and the US [39] showing the
importance of health for mobility in and out of employ-
ment, particularly among younger workers [39, 40].
Among the steadily employed, health may also affect pro-
motional chances [41, 42].
A number of studies have investigated whether SEP in

adulthood or early life is a more important determinant
of adult health. A common finding is that early life and
adult SEP are both independently associated with adult
health [43]. For example, in the UK 1946 birth cohort,
childhood social class, current SEP and circumstances,
childhood illness and current physical activity were all
associated, in mutually adjusted analyses, with poorer
health at age 36 [44]. After parental class and health at
ages 16 and 21 were controlled, adult social relations,
labour market experiences, economic hardship and
health behaviours all contributed to the socio-economic
gradient in health at age 30 in a Swedish cohort [45],
while a Danish study found low childhood and adult
social class were both associated with health and social
function in middle aged men [46]. A review found
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moderate support for the role of low socio-economic
status in early life, and stronger support for the accumu-
lated detrimental impact of low socio-economic status at
multiple points across the life-course on cardiovascular
risk factors [47].
Despite the vast literature focusing on the pathways

between both childhood and adult health and SEP, few
studies have used formal techniques such as SEM to
compare the relative importance of time-lagged paths
from health to SEP and from SEP to health simultan-
eously [48]. Among those which have, some have exam-
ined both inter- and intra-generational effects. Analyses
of childhood, adolescent (age 16) and adult (ages 30–33)
data from the British 1958 and 1970 birth cohorts dem-
onstrated paths from adolescent distress/behaviour to
own adult SEP (inter-generational selection), whilst
paths representing social causation were evident at all
life-stages [49]. Time-lagged longitudinal analyses of a
Finnish cohort found a strong path from psychosomatic
symptoms at age 16 to lower educational level at 22
(inter-generational selection), but no relationship be-
tween parental SEP at 16 and symptoms at 22 (inter-
generational causation). There were also weaker paths,
significant only for females, from symptoms at 22 to
own SEP at age 32 and from own education at 22 to
symptoms at 32 (intra-generational selection and caus-
ation) [21]. A US study, based on recalled child health
‘while you were growing up from birth to age 16’ found
a complex net of paths, including: from parental SEP to
child health, educational attainment and early occupa-
tional status; from child health to educational attain-
ment, early and current occupational status, earnings,
wealth and current self-rated health; and from educa-
tional attainment to early and current occupational
status, earnings, wealth and current health [31]. These
three studies, two from Europe focusing on psycho-
logical health and one from the US focusing on gen-
eral health, suggest that both selection and causation
processes are at work. However, two similar US stud-
ies, again examining inter- and intra-generational ef-
fects, found evidence of causation only [48, 50]. One
of these, a study of SEP and mental illness, based on
psychiatric hospitalisation and census data found no
evidence that patients moved to lower SEP communi-
ties or experienced downward economic mobility after
hospitalisation. Analyses limited to those who had ex-
perienced hospitalisation before age 18 also found no
evidence of inter-generational downward mobility. In
comparison, there was substantial evidence that SEP
contributed to the development of mental illness [50].
The other US study, based on a cohort born in 1939
found no significant paths from health (self-rated;
musculoskeletal; depression) to SEP at older ages nor
from recalled childhood health to educational level. In

contrast, evidence of social causation effects was ‘un-
ambiguous’ [48].
SEM studies of adults (i.e. intra-generational effects),

have all found strong evidence of causation, but less for
selection. For example, there was strong evidence of an
effect of SEP on changes in health, but only weak evi-
dence of a selection effect of health (only among men, in
respect of one health measure) on either changes in
employment grade or financial deprivation among UK
employees [51]. Despite this, selection effects were evi-
dent in some studies, in respect of: a factor repre-
senting physical illnesses, medication and self-rated
health and SEP (education, income and occupation)
among American adults followed for 20 years [52];
subjective well-being and subsequent career disrup-
tions among Finnish managers [53]; and sickness al-
lowance and later labour market disadvantage among
both younger (35 years or less) and older adults in
analyses of Finnish register data [54].
Overall, current evidence suggests health selection

plays a relatively minor role in adult health inequal-
ities compared with the inter- and intra-generational
(social causation) effects of childhood and adulthood
SEP [55–57]. However, further research is needed to
understand the conditions, outcomes and populations
for which these broad generalisations hold. In particu-
lar, there has been limited research which examines
paths for men and women separately, despite the sig-
nificantly different labour market experiences they
have. In addition, much of this literature has
employed broad measures of health, while it could be
hypothesised that different kinds of health problems
may have different impacts on SEP, and vice versa;
indeed, it has been suggested that research comparing
across different health measures would be a valuable
way to increase understanding of SEP-health relation-
ships [11].

Differences by gender and health domain
It has been noted that gender is largely missing from
work aiming to understand mechanisms linking SEP to
health over the life-course [58]. Given gender differences
in both biological disease processes [11] and experiences
both within and outside the labour market [39], particu-
larly in reasons for non-employment (mainly unemploy-
ment among males, but child/family care among
females) [33], it is possible that health selection and
social causation effects will differ between males and
females. The SEM studies reviewed above have variously
not included gender [49, 50], controlled for it [31, 53],
found largely similar results for males and females
[48, 52, 54] or small gender differences [21, 51]. Given
these mixed results, it is important to investigate whether
gender differences exist.
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In addition, most studies in this area have represented
both childhood/adolescent and adult health via measures
of mental health, psychological well-being and/or psy-
chosomatic symptoms [21, 25, 28–30, 32, 49, 50, 53].
Fewer have included physical health measures, although
self-rated health and/or chronic conditions [26, 38] and
sickness absences, allowances or hospital admissions
[15, 34, 54] have been used. Many [24, 28–30, 32], but
not all [48, 50] studies suggest that psychological distress
has an impact on inter-generational mobility. However,
chronic physical illness might also influence both inter-
and intra-generational mobility; for example, increasing
the likelihood of remaining in education rather than seek-
ing employment [59], impacting negatively on educational
achievement [60] and/or potentially leading to unemploy-
ment among those in manual rather than non-manual
occupations [59, 61]. It might reasonably be expected that
health selection and social causation effects would differ
in respect of physical and mental health.

Aims of this paper
In this paper we conduct a comprehensive analysis of
social inequalities in health over the youth-adult tran-
sition and formally test the paths to their emergence
in different health domains. This paper, therefore,
provides the first systematic examination of whether
inequalities in health emerge in early adulthood due
to selection or causation. More specifically, the paper
has three main aims:

1. To determine whether, and if so, when, inequalities
in both physical and mental health become evident
in respect of both class of origin and current SEP.

2. To use SEM to compare the importance of health
selection and social causation mechanisms both
inter-generationally and intra-generationally.

3. To investigate whether these phenomena vary by
gender.

Methods
Participants
Data are from the 1970s cohort of the West of Scotland
Twenty-07 Study [62], which consisted of 1,515 respon-
dents resident in and around Glasgow, Scotland at base-
line. Baseline interviews were carried out in 1987–88
when respondents were 15 years old, with follow-up in-
terviews at ages 18, 24, 30 and 36 respectively, providing
20 years of follow-up. The baseline response rate was
85% and respondents have been shown to be representa-
tive of the general population of the sampled area [63].
Ethical approval for the overall study and baseline data
collection was granted in 1986 by both the GP Sub-
Committee of the Greater Glasgow Health Board Area
Medical Committee and the Ethical Sub-Committee of

the West of Scotland Medical Committee. Ethical ap-
proval for the fifth sweep of data collection was given by
Tayside Committee on Medical Research Ethics A. At
baseline, since the respondents were aged 15, informed
written consent was sought from parents as well as
respondents themselves. At the fifth sweep, informed
written consent was given by the respondents. All authors
are/were members of the Twenty-07 Study research team.
Twenty-07 Study data are available to all bona fide
researchers. Please see the data sharing policy - see http://
2007study.sphsu.mrc.ac.uk/Data-Sharing-Policy.html for
details.

Measures
Physical health
Respondents were asked at each sweep whether they
currently had any longstanding illness, disability or in-
firmity; to describe each condition and identify whether
it limited their activities in any way. Conditions were
coded according to the Royal College of General Practi-
tioners classification scheme for morbidity data [64]. In
order to ensure that this represented physical health
only, limiting mental health conditions (codes 1000–
1225) were excluded. The most prevalent physical health
problems at age 15 were asthma, hayfever, migraines and
skin conditions; at age 36 the physical conditions most
frequently reported as limiting were asthma, migraines,
hayfever, lower back pain and sciatica. A binary variable
was constructed indicating whether, after excluding
mental conditions, the respondent had any limiting,
longstanding physical illness.

Mental health
For mental health, validated symptom scales were pre-
ferred over self-reported mental health conditions since
the latter were relatively rare (less than 3% at each sur-
vey); many young people had elevated symptom levels
without actually reporting a mental health condition.
There was no consistent mental health scale available
for all five sweeps. The baseline measure of mental
health was the 12-item General Health Questionnaire
(GHQ-12) which was designed as a measure of state, fo-
cusing on inability to carry out normal functions and the
emergence of distressing symptoms [65] and has been
validated for use with adolescents [66]; scores of 2 or
more were used to indicate poor mental health. The
Hospital Anxiety and Depression Scale (HADS) [67, 68]
was administered at each of the four follow-up sweeps.
The HADS has two sub-scales; one for anxiety, and
one for depression; for consistency with the GHQ-12,
which provides an overall measure, a score of 8 or
more on either sub-scale was used to indicate poor
mental health [69].
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Socioeconomic position
It has been suggested that SEP conceptualisation and
measurement “is among the more difficult and contro-
versial subjects in social research” [70](p770), and that
one of the properties of the “ideal” measure would be
that it would permit analyses across the lifecourse.
Unfortunately, there is no such measure. Socioeconomic
position at age 15 was based on occupational class as
reported by participants’ parents, coded according to the
UK Registrar General’s 1980 classification [71] with
values of 1 (professional/managerial) through to 6 (un-
skilled manual). The higher status occupation from
working couples was used. Measurement of own SEP is
particularly problematic for the categorisation of young
people post-school, since many are in full-time tertiary
education rather than working [72], and selection/caus-
ation studies including own occupational measures of
SEP have varied in their methodological approach to this
life-stage. Some have used educational attainment or tra-
jectory as a proxy measure of future occupation [21].
This locates them at an appropriate position along their
class trajectory at a life-stage when their own occupa-
tional class is often a poor indicator [72]. Others have
combined education with occupational measures, gener-
ally placing those in tertiary education with those in
professional or managerial positions [2, 73], consistent
with the notion of tertiary education as associated with
prestige [70]. Studies have also taken various approaches
to those outside the labour market. This is an important
conceptual distinction [51, 61]. A number of studies
have restricted (some) analyses to men [24–26, 35] or
to those in employment [51], while others have used
most recent class for the non-employed [15, 49] or in-
cluded non-employment as an additional occupational
class [34, 35, 38]. The last approach has the twin advan-
tages of not restricting analyses to certain groups or po-
tentially biasing results by using non-concurrent social
class and health measures.
Within our study, many respondents were still in full-

time education at age 18 (25 % in Higher Education, 6 %
Further Education, 1 % still at school), and this was con-
sidered indicative of a positive socioeconomic trajectory.
Others were already in employment (46 % full-time, 3 %
part-time, 6 % on a work-training scheme) and could be
assigned an occupational class, while some were not in
education or employment (13 %). The age 18 occupa-
tional class scores were therefore collapsed and com-
bined with the respondents’ economic status as follows:
1=full-time education; 2=non-manual employment;
3=manual employment; 4=not in full-time education or
employment. At each of the subsequent (adult) follow-
ups, own current occupational class was used, coded
according to the Registrar General’s 1980 classification
(1 to 6) and respondents who were not in employment

were assigned a score of 7 (indicating a more disadvan-
taged position).

Statistical analysis
All analyses were conducted separately in respect of
physical and mental health, and stratified by gender.
Firstly, in order to see when inequalities emerged, as-

sociations between SEP and health were examined with
logistic regression at each age, comparing own, current
SEP measures with the age 15 parental occupational
class measure. As the SEP measures had different distri-
butions we used the relative index of inequality (RII)
[74] to compare them. This was done by ranking the
respondents on each SEP measure and then assigning
them scores based on their rank divided by the number
of respondents. When used in logistic regression, the
resulting odds ratios compare the odds of poor health
for the least against the most affluent, adjusting for the
different distributions of each measure.
Second, in order to investigate how inequalities

emerged via selection and causation processes, path ana-
lyses were conducted in Mplus version 7 [75]. Missing
data were assumed to be random, given the other vari-
ables in the model, and all respondents were included
(n=737 for males and n=778 for females; 3 females were
excluded in the analysis of mental health because of
missing data on all variables). The path models included
each measure of SEP and health regressed on all previ-
ous measurements of SEP and health (i.e. including all
possible paths going forward in time). Apart from a cor-
relation between baseline health and SEP, no cross sec-
tional associations were included. Paths going forward in
time are examined in preference to cross-sectional asso-
ciations or overall trajectories of health and SEP, as the
causal direction is less ambiguous when one variable
clearly precedes another. All coefficients were standar-
dised so the magnitude of selection and causation effects
can be directly compared. Results are presented as path
diagrams showing only paths with statistically significant
coefficients. Paths from health to later SEP are viewed as
representing selection effects, whilst paths from SEP to
later health are viewed as representing causation effects.
For both selection and causation effects, paths originat-
ing in adolescence (ages 15 and 18) and terminating in
adulthood (ages 24+) are viewed as inter-generational,
whilst paths originating and terminating in adulthood
are viewed as intra-generational. Thus, rather than mak-
ing arbitrary assumptions about the time-lag between
health and SEP, the analysis allows for a range of selec-
tion and causation paths with differing time-lags. A
Wald test was used to compare differences in model
parameters between males and females, and a sensitivity
analysis was conducted using the continuous scores for
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mental health (combining the anxiety and depression
scores from the HADS into a total score).

Results
Table 1 displays descriptive statistics for males and fe-
males at each survey sweep. SEP scores were most simi-
lar at age 15 (i.e. parental class). While the proportion of
males working in non-manual occupations increased
from around 40 % at age 24 to 70 % at 36, the propor-
tion of females in non-manual occupations remained
stable, at around two-thirds of the sample, throughout
this early adulthood stage. The proportion of males not
in employment also decreased between ages 24 and 36
while the proportion of females not in employment
remained stable. These differences are reflected in the
mean SEP scores which remained stable in females, but
decreased in males from 3.99 (SD = 1.85) at age 24 to
3.20 (SD = 1.67) at age 36. Gender differences in reasons
for non-employment were also evident. Of those shown
as not in employment in Table 1, the proportions
describing themselves as ‘caring for home or family’ were
0 % (males) and 47 % (females) at age 24, 2 % (m) and
51 % (f) at 30, and 3 % (m) and 53 % (f ) at 36; the

proportions of describing themselves as ‘unemployed’
were 53 % (m) and 0 % (f) at 24, 59 % (m) and 14 % (f)
at 30, and 47 % (m) and 15 % (f) at 36. Thus, approxi-
mately half of the non-employed category for women
was a result of home/family care, while half of the non-
employed men were unemployed.
With respect to health, at all measurements females

were more likely than males to experience poor mental
health and report a limiting longstanding physical illness.
It is important to note that although the two variables
are conceptually distinct, there was a degree of co-
morbidity. Table 2 shows the proportions with no mor-
bidity, longstanding limiting physical illness only, poor
mental health only or both at each age. Poor mental
health was much more prevalent than a physical condi-
tion at every age; mental and physical co-morbidity
increased from 4–5 % of the sample in adolescence to
13 % at age 36.
Focusing first on when inequalities emerged, Figs. 1

and 2 show the RII associations between SEP and health
for males and females at each sweep. Associations for
physical health are shown in Fig. 1 and those for mental
health in Fig. 2. Associations between both physical and

Table 1 Descriptive data for males and females on health and SEP measures at each age

Age 15 Age 18 Age 24 Age 30 Age 36

N

Males 737 638 419 384 424

Females 778 705 497 459 518

Mean age (s.d.)

Males 15.73 (0.33) 18.63 (0.34) 24.77 (0.98) 30.14 (1.30) 36.70 (0.43)

Females 15.76 (0.32) 18.65 (0.33) 24.86 (1.02) 30.20 (1.29) 36.74 (0.42)

Mean SEP score (s.d.)a

Males 3.10 (1.25) 2.36 (1.06) 3.99 (1.85) 3.37 (1.75) 3.20 (1.67)

Females 3.18 (1.27) 2.09 (1.00) 3.68 (1.91) 3.52 (1.90) 3.56 (2.05)

N non-manual employment (%)

Males - - - - 171 (41.6) 213 (55.8) 245 (59.3)

Females - - - - 322 (65.7) 312 (68.3) 317 (66.3)

N not in employment (%)b

Males - - 85 (13.3) 77 (18.4) 44 (11.5) 38 (9.0)

Females - - 96 (13.6) 98 (19.7) 81 (17.6) 101 (19.5)

N LL physical illness (%)

Males 64 (8.7) 64 (10.0) 57 (13.6) 69 (18.0) 81 (19.1)

Females 78 (10.0) 84 (11.9) 95 (19.1) 96 (20.9) 151 (29.2)

N poor mental health (%)c

Males 135 (18.3) 215 (33.7) 129 (30.8) 125 (32.6) 142 (33.5)

Females 214 (27.5) 324 (46.0) 183 (36.8) 204 (44.4) 227 (43.8)
aScores are as follows: Baseline is parent class (I=1, II=2, IIInm=3, IIIm=4, IV=5, V=6); 2nd measurement is own educational and occupational status (full-time
education=1, non-manual occupation=2, manual occupation=3, not in education or employment=4); 3rd-5th measurements are own current class (I=1, II=2,
IIInm=3, IIIm=4, IV=5, V=6, not in employment=7).
bValues for the second visit count only those not in education or employment.
cAt baseline poor mental health is indicated by a GHQ-12 score ≥2, at all other visits by HADS sub-scale scores ≥8.
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mental health measures and (age 15) parental occupa-
tional class were non-significant at every age. Additional
file 1: Tables S1 and S2 (cross-tabulations of health at
each age according to a range of age 15 SEP measures)
show that this was not simply an artefact of the occupa-
tional class measure: a similar lack of association with
health was evident in respect of parental income, paren-
tal education and deprivation of the home area. How-
ever, an association between own current SEP and
physical health emerged for both males and females at
age 24, and an association with mental health emerged
for males and females at age 30. For males, the associ-
ation between own current SEP and physical health
dropped back out of significance at age 30 before re-
emerging at age 36. Additional file 1: Tables S3 and S4
(cross-tabulations of health at each age according to
own SEP at ages 18, 24, 30 and 36) show all associations
between health and future SEP, and between SEP and
future health. Although there were no linear associations
between health and own current SEP at age 18, Additional

file 1: Table S4 shows a U-shaped association in respect
of mental health (highest levels of poor mental
health among those not in education/work, followed
by those in education and those in manual work,
with those in non-manual work reporting the best
mental health).
In respect of how inequalities emerged (causation/se-

lection), Fig. 3 displays coefficients for the significant
paths in the models relating to physical health for males
and females (p<0.01 for gender difference). Both physical
health and SEP were fairly stable over time, generally
more stable for females than for males, and SEP was
more stable than physical health. Effects indicating sta-
bility were present not just from the most recent
prior measurement but also from earlier measure-
ments, especially for females, suggesting a tendency
to revert to earlier levels of physical health or SEP
even after some deviation. Between ages 30–36, SEP
(especially) and physical health were more stable
among males than females.

Table 2 No morbidity, longstanding limiting physical illness only, poor mental health only or both at each agea

Age 15 Age 18 Age 24b Age 30 Age 36

N (%) N (%) N (%) N (%) N (%)

Neither 974 (69.6) 716 (54.0) 287 (43.9) 391 (49.1) 453 (49.0)

LL physical illness only 79 (5.6) 72 (5.4) 57 (8.7) 80 (10.0) 105 (11.4)

Poor mental health only 295 (21.1) 462 (34.9) 242 (37.0) 247 (31.0) 243 (26.3)

Both 51 (3.6) 75 (5.7) 68 (10.4) 79 (9.9) 124 (13.4)
aAnalysis requires valid data on both longstanding limiting physical illness and poor mental health, thus numbers do not exactly tally with those in Table 1.
bLevels of missingness on poor mental health are high at age 24 because a portion of the sample only received a postal questionnaire that did not include the
Hospital Anxiety and Depression Scale (HADS) instrument.

Fig. 1 Poor physical health and SEP at each age
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None of the coefficients representing physical health
selection effects on SEP were significant, but there was
evidence of some causation effects. SEP at ages 24 and
30 was associated with physical health at age 36 for
males and SEP at age 18 was associated with physical
health at age 30 for females. Interestingly, for males, the
two associations were in opposite directions: lower SEP
at 24 was associated with better physical health at age 36
but lower SEP at age 30 was associated with poorer
physical health at age 36, with the association in respect
of SEP at age 24 being weaker than that in respect of
SEP at age 30.
Figure 4 shows the significant paths from the male and

female models relating to mental health and SEP (p=0.08
for gender difference). Mental health scores were more
stable over time than physical health scores, and again
there was evidence of stability, not just between consecu-
tive measurements, but over the longer-term.
Both selection and causation effects were apparent for

both males and females. Thus, for both males and fe-
males, there was a selection effect associating mental
health at age 24 with SEP at the next measurement (age
30). Among females, age 24 mental health was also asso-
ciated with age 36 SEP. This suggests intra-generational
selection on the basis of mental health in early adult-
hood, particularly for females. Male SEP at age 24 exhib-
ited an association with mental health at age 36,
suggesting an intra-generational causation effect. For
females on the other hand, there was evidence of inter-
generational causation between ages 18 and 24 and
intra-generational causation between ages 24 and 30.

Repeating the mental health models using continuous
scores closely replicated the findings, except that an
inter-generational selection effect linking poor mental
health at age 18 to lower SEP at age 24 emerged for both
males and females.

Discussion
The first question addressed by this paper, based on a
Scottish cohort, born in 1972 and followed from age 15
in 1987 to age 36 in 2007/8, was whether, and if so, when
do health inequalities emerge in early adulthood? Results
confirmed previous findings [5, 20, 76] of little or no
variation in mid-late adolescent health in this cohort ac-
cording to SEP. The present analysis also demonstrated
no emergence of inequalities based on our measure of
parental SEP (occupational class) measured when re-
spondents were aged 15. Although some studies have
found clear inequalities in health in adolescence [6–9],
our findings are consistent with other analyses suggest-
ing ‘relative equality’ [5, 10] in health in adolescents
from the UK [2, 3], Australia [4], Canada [1] and those
from a Finnish cohort, born around the same time
(1967) which also found no associations between health
and parental SEP post-adolescence [14]. However, in our
analysis, inequalities in respect of own SEP emerged
between ages 18 and 24 for physical health and between
ages 24 and 30 for mental health. This is also consistent
with most studies which have found greater evidence of
health inequalities in respect of own, rather than paren-
tal SEP in early adulthood [2, 18–20] and that differ-
ences in health according to own SEP emerge in the

Fig. 2 Poor mental health and SEP at each age
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early 20s and strengthen with increasing age over this
period of the lifecourse [12, 21–23]. These analyses
aimed to identify graded (linear) associations between
SEP and health [77], and it is therefore worth noting
the U-shaped cross-sectional relationship between
own SEP at age 18 and mental health, with higher
levels of poor mental health among those in educa-
tion than those in work (but higher levels still among
those in neither). A similar pattern was not evident
in respect of age 18 SEP and mental health at older
ages, suggesting a fairly transitory ‘student stress’ ef-
fect, also identified by others [78–80].
Our second question was how health inequalities

emerge in early adulthood, and specifically the relative

importance of health selection and social causation. We
chose to stratify our analyses by gender, given the differ-
ent labour market (and other) experiences of men and
women [39]; much of the female SEP change in our
study was a result of moving out of the labour market to
look after the family, while that of men was associated
with movement into non-manual occupations. Overall,
more causation pathways were statistically significant
than selection ones, and results differed for the two
health measures and also between males and females.
We did not find sufficient evidence of either selection or
causation to explain the inequalities in physical health at
age 24. This suggests that the association between phys-
ical health and own SEP at age 24 was independent of

Fig. 3 Path analysis of SEP and physical health from youth to adulthood
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prior (ages 15 and 18) measures of health and SEP, and
further study with shorter intervals between measure-
ments around these ages is recommended.
We found no evidence of selection on the basis of

physical health. However, among both males and fe-
males, poor mental health at age 24 was associated with
more disadvantaged SEP at age 30 (and thus, better
mental health at 24 was associated with more advan-
taged SEP); among females only, poorer mental health at
24 was also associated with more disadvantaged SEP at
age 36. Gender differences in reasons for moving out of
employment (i.e. looking after the family vs. unemploy-
ment) mean these findings may represent different
health-related processes. Analyses using (more sensitive)
continuous rather than binary mental health measures

also found poor mental health at age 18 was associated
with disadvantaged SEP at age 24, for both males and
females. These results are in line with others suggest-
ing an impact of psychological distress on (inter-gen-
erational) mobility [24, 28–30, 32]. The contrast in
the findings between the binary and continuous men-
tal health measures implies that some respondents with
mild symptom levels at age 18 were doing particularly well
in terms of SEP at age 24, contrasting with the tendency
for those with more severe symptoms to do poorly in so-
cioeconomic terms. This may represent anxieties associ-
ated with education [81], which could then lead to more
positive socioeconomic outcomes.
Selection on the basis of mental but not physical

health highlights the importance of recognising that

Fig. 4 Path analysis of SEP and mental health from youth to adulthood
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different processes are likely to occur for different health
measures. Young people moving from adolescence into
early adulthood are in the process of establishing an
adult identity, forming relationships, and negotiating
transitions between social roles (e.g. from student to em-
ployee), and social environments (e.g. from secondary to
tertiary education) [82, 83]. While common physical
conditions at this stage of life, such as asthma, may im-
pact on certain activities (e.g. athletics) or occupational
choices [84], poor mental health may have a more sig-
nificant influence on social, cognitive and psychological
development [85]. Mechanisms, which may include aca-
demic/cognitive factors, peer relationships (perhaps re-
lated to stigma and/or stress associated with mental
health), behavioural factors or aspirations/expectations
[86–88] are likely to make it more difficult to manage
these transitions successfully and emerge in an advan-
taged SEP [28]. A more general point is that low rates of
poor physical health among young people mean it is un-
likely to have a detectable effect on health inequalities in
early adulthood, despite its potential importance for the
lives of affected individuals [89]. Our own data accord
with this: only around 10 % of the sample reported poor
physical health at ages 15 or 18 (and only around 5 % as
having poor physical health in the absence of poor men-
tal health), and the most common physical condition in
adolescence was asthma.
We found evidence of social causation for both health

measures. Among males, there was evidence of intra-
generational causation for mental health; disadvantaged
SEP at age 24 was associated with poorer mental health
at age 36. Disadvantaged SEP at 24 was also associated
with better physical health at age 36, while disadvantaged
SEP at age 30 was associated with poorer physical health
at age 36, the latter association being slightly stronger.
This suggests that among younger adult males, manual
work (i.e. lower SEP) may have a positive effect on phys-
ical health, but that effect is lost if manual work con-
tinues. If the two effects are considered in combination,
males with a disadvantaged SEP at both ages 24 and 30
will tend to have slightly poorer physical health overall.
Among females, there was evidence of both inter-

generational causation (associations between disadvantaged
SEP at age 18 and both poorer physical health at 30 and
mental health at 24) and intra-generational causation (asso-
ciations between disadvantaged SEP at age 24 and poorer
mental health at 30). Among women, early childbirth is
associated with disadvantaged, and later childbirth with
advantaged SEP [90]. Disadvantaged SEP for women at age
18 may thus be particularly important because it could
represent early parenthood as well as unemployment
which, in turn, may significantly influence subsequent adult
employment and SEP, and hence subsequent health. We
found greater inequalities in psychological distress among

females than males at ages 30 and 36, consistent with some
other studies [91]. One reason might be that stresses in the
lives of women resulting from combining low-paid, low-
status status occupations or unemployment with family and
household roles [92], exceed those of men.
In addition to gender differences, both selection and

causation effects are likely to vary by age, time and place
[11, 56]. In respect of age, there is evidence that health
selection mechanisms are more likely at younger ages,
around the stage of labour market entry, than in middle
age [39, 40, 55, 93]. Our findings showed health selec-
tion mechanisms at this stage of life for mental but not
physical health. In addition, educational attainment dur-
ing this life-stage is both an SEP indicator and a deter-
minant of other SEP indicators such as occupation and
income [32] which, in turn, impact on future health. For
both males and females in our analyses, the SEP indica-
tor at age 18, which included educational status, was
strongly associated with occupational success over the
next 12–17 years of life, where there were patterns of
intra-generational causation of health by SEP. Adoles-
cence and young adulthood are therefore sensitive pe-
riods for future health and life-chances [21, 94, 95].
However, their importance seems strongly linked to the
chains of risk initiated [57, 96–98], as we found young
people’s own adult SEP to be more closely associated
with adult health than parental SEP, and stronger evi-
dence of intra-generational than of inter-generational
causation and selection. Our results, along with those
of others, highlight the complex mechanisms linking
SEP and health [99] and the need to understand them
as dynamic and interacting rather than mutually ex-
clusive [11, 31].
In respect of time and place, our analyses tracked a

UK, West of Scotland cohort from 1987 to 2007/8. The
West of Scotland played a key part in the UK industrial
revolution; by the mid-Twentieth century, half those in
employment in the area worked in industry, after which
manufacturing-based employment went into decline
[100]. Over the 20-year period of the study, the contri-
bution of manufacturing to Scotland’s economic out-
put continued to decline with certain areas, including
some from which the sample were drawn (e.g. North
Lanarkshire) having difficulty replacing manufacturing-
based employment, and therefore experiencing long-term
unemployment. Despite this, total employment in
Scotland grew over this period, almost entirely due to
growth in public sector jobs [101]. Thus, while small num-
bers, particularly men, within our sample, may have expe-
rienced unemployment and socioeconomic deprivation,
the sample overall is likely to have experienced improved
material circumstances which might be expected to have
resulted in overall improvements in health. However,
this also means that those, again particularly men, who
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did experience downward mobility or move out of the
labour force may have been more vulnerable in respect
of individual circumstances or characteristics [102],
which might include health. There is also evidence that
health may have a greater effect on transitions in and
out of employment than on mobility among the con-
tinuously employed [33, 42].
There is some evidence that societies where income is

more equally distributed have better overall population
health and fewer social problems [103], and it is possible
that contextual differences might explain inconsistent
results in studies of health inequalities. State-subsidised
health and social care systems are less well-established
in the US than Europe [104–106] which may be the rea-
son that adolescent health inequalities are greater in the
US [1]. Within the UK, where this study took place, the
NHS has provided universal healthcare, free at the point
of use, since 1948. The school system involves transition
at age 11 from generally fairly small, local primary
schools to much larger secondary schools with broader
catchment areas and more scope for pupil mixing which
may reduce adolescent health inequalities [107]. During
the late 1980s and 1990s, when participants in our study
made the transition from adolescence to early adulthood,
successive governments responded to high youth un-
employment levels with youth training schemes of vari-
able quality [108]. In 1990, UK tertiary education
divided into University/"Higher” and “Further Educa-
tion”, (which provides most technical/vocational educa-
tion and has traditionally been given much less attention
and funding [109]) was free of fees. At that date moder-
ate means-tested maintenance grants benefitting low in-
come students were available, subsequently largely
replaced by subsidised loans available to all [110]. How-
ever, despite the role of welfare states in mediating asso-
ciations between SES and health, health inequalities are
not consistently much less evident in countries with the
most generous welfare regimes [11]. This ‘puzzle’ [104]
means it is difficult to speculate on whether (or how)
countries with different welfare regimes might vary in
respect of mechanisms linking SES and health. We are
unaware of any comprehensive reviews of evidence on
selection and causation mechanisms in different welfare
regimes; given suggestions that comparative research
might increase understandings of processes linking SEP
and health [11], this might be an area for further work.
Among the strengths of our study are the inclusion of

five sweeps of data obtained around the post-school and
early labour market periods, enabling a focus on both
inter- and intra-generational mechanisms, and its ap-
proach to the measurement of own SEP, including non-
employment at each age and educational status at age
18. We chose this (largely) occupationally-based SEP
measure rather than education or income because

education is generally complete in early adulthood (so
selection on the basis of health would not be expected at
older ages) and income was measured at the household
level and so was complicated by whether an individual
was in tertiary education and/or living in the parental
home in late adolescence/early adulthood. It has been
argued that different SEP measures are conceptually dis-
tinct and so may show different associations with health;
there may even be subtle differences between parental
wealth and current income in respect of their associa-
tions with adolescent physical health [111]. Our supple-
mentary analyses (using parental income, education and
deprivation of the home area) showed that the lack of
association found between parental SEP and health at
each age was not simply the result of having measured
parental SEP via parental occupation, consistent with
previous cross-sectional (age 15) analyses of this cohort
[76]. We also included two health dimensions, physical
and mental conditions, with only modest co-morbidity
between them. It should be noted that our study was
based on measures of health (albeit self-reported), rather
than measures associated with health, such as childhood
behavioural adjustment or health-related behaviours,
which have also been shown to be related to future SEP
[49, 112, 113]. Finally, our analyses were conducted
separately for males and females, and identified gender
differences in both patterns of movement between SEP
categories and in pathways between SEP and health.
However, our analyses also had some limitations. The
Twenty-07 study began following these respondents
when they were 15, so we cannot investigate associations
between SEP and health at earlier ages, nor the impact
of SEP and health throughout childhood on subsequent
adult circumstances. There is only modest social mobil-
ity, both inter and intra generational, and, as noted
above, movements in and out of the labour market have
different meanings for men and women. We also ac-
knowledge that whilst path models can establish tem-
poral precedence, for example, between health and SEP,
causal inference still depends on assumptions such as no
unmeasured confounding and exchangeability [114]. We
made the simplifying assumptions of treating some
categorical variables as continuous, and restricting our
analysis to linear associations, potentially missing any
non-linear associations. However, additional analyses
showed that almost every significant association was
linear. The main exception (mental health according to
current SEP at age 18, discussed above), was cross-
sectional and our path models did not include cross-
sectional associations. The mental health measures
employed represent elevated symptom levels, rather than
actual clinical diagnoses of anxiety or depression. In
addition, we had to use a different mental health meas-
ure at the first (age 15) sweep from the other sweeps,
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though we do not feel this would have substantially
affected our findings; both are psychiatric screening
questionnaires with good discrimination between ‘cases’
and ‘non-cases’ [115].

Conclusions
This study adds to the literature base in respect of health
inequalities over the youth-adult transition and is there-
fore a step towards a more systematic understanding of
associations between SEP and health and of how these
may vary in different contexts. Overall, our results, like
those of others in this area [31, 48, 49, 116] suggest
complex and reciprocal relationships between SEP and
health. What is needed now are studies which further
unpack the ‘black box’ of factors linking SEP and health,
since these may provide the possibility for interventions
to improve both life-chances and health [17]. For ex-
ample, aspects of the physical work environment may
mediate social causation effects [17], while lack of sup-
port for young adults struggling with labour market entry
or progression because of poor mental health may
mediate health selection effects. Our results highlight
the importance of taking a life-course perspective,
recognising how social factors may accumulate and
impact on life-chances as well as health, forming
chains of risk [11, 31, 57, 96–98], and acknowledging ado-
lescence [95] and early adulthood as very important stages
in this process and therefore also as critical periods for
intervention.

Additional file

Additional file 1: Supplementary Tables 1-4 (health measures ac-
cording to SEP at each age).

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
All authors contributed to all (PW) or some (MB, MG, HS) Twenty-07 sweeps,
including design, data collection and management. PW conceived the study
reported here. HS first-drafted the introduction and discussion and co-ordinated
all re-drafts. MG conducted the analyses and first-drafted the methods and results.
All authors discussed results, commented on various stages and contributed to
the final manuscript. All authors read and approved the final manuscript.

Acknowledgements
We are grateful to all of the survey participants and staff. The West of Scotland:
Twenty-07 Study is funded by the UK Medical Research Council. HS and
MG are funded by the UK Medical Research Council (MC_UU_12017-12
and MC_UU_12017-13). MB is funded by the University of Essex and the
UK Economic & Social Research Council.

Author details
1MRC/CSO Social & Public Health Sciences Unit, University of Glasgow, 200
Renfield Street, Glasgow G2 3QB, UK. 2Institute for Social and Economic
Research, University of Essex, Colchester CO4 3SQ, UK.

Received: 13 November 2014 Accepted: 23 December 2015

References
1. Fagg J, Curtis S, Cummins S, Stansfeld S, Quesnel-Vallée A. Neighbourhood

deprivation and adolescent self-esteem: Exploration of the ‘socio-economic
equalisation in youth’ hypothesis in Britain and Canada. Soc Sci Med. 2013;
91:168–77.

2. Glendinning A, Love JG, Hendry LB, Shucksmith J. Adolescence and health
inequalities: extensions to Macintyre and West. Soc Sci Med. 1992;35(5):679–87.

3. Green MA. The equalisation hypothesis and changes in geographical
inequalities of age based mortality in England, 2002–2004 to 2008–2010.
Soc Sci Med. 2013;87:93–8.

4. Siahpush M, Singh GK. A multivariate analysis of the association between
social class of origin and current social class with self-rated general health
and psychological health among 16-year-old Australians. Aust N Z J Med.
2000;30(6):653–9.

5. West P, Macintyre S, Annandale E, Hunt K. Social class and health in
youth: findings from the West of Scotland Twenty-07 Study. Soc Sci Med.
1990;30:665–73.

6. Chen E, Martin AD, Matthews KA. Socioeconomic status and health: Do
gradients differ within childhood and adolescence? Soc Sci Med. 2006;62(9):
2161–70.

7. Emerson E, Graham H, Hatton C. Household income and health status in
children and adolescents in Britain. Eur J Public Health. 2006;16(4):354–60.

8. Koivusilta L, Rimpela A, Kautiainen S. Health inequality in adolescence.
Does stratification occur by familial social background, family affluence,
or personal social position? BMC Public Health. 2006;6:110.

9. Richter M, Erhart M, Vereecken C, Zambon A, Boyce W, Nic Gabhainn S.
The role of behavioural factors in explaining socio-economic differences
in adolescent health: A multilevel study in 33 countries. Soc Sci Med.
2009;69:396–403.

10. West P. Inequalities? Social class differentials in health in British youth. Soc
Sci Med. 1988;27:291–6.

11. Pavalko E, Caputo J. Social inequality and health across the life course.
Am Behav Sci. 2013;XX:1–17.

12. Rahkonen O, Arber S, Lahelma E. Health inequalties in early adulthood: a
comparison of young men and women in Britain and Finland. Soc Sci Med.
1995;41:163–71.

13. Wickrama KAS, Noh S, Elder GH. An investigation of family SES-based
inequalities in depressive symptoms from early adolescence to emerging
adulthood. Adv Life Course Res. 2009;14:147–61.

14. Huurre T, Aro H, Rahkonen O. Well-being and health behaviour by parental
socioeconomic status - A follow-up study of adolescents aged 16 until age
32 years. Soc Psychiatry Psychiatr Epidemiol. 2003;38(5):249–55.

15. Manor O, Matthews S, Power C. Health selection: the role of inter- and
intra-generational mobility on social inequalities in health. Soc Sci Med.
2003;57(11):2217–27.

16. Power C, Hertzman C, Matthews S, Manor O. Social differences in health:
Life-cycle effects between ages 23 and 33 in the 1958 British birth cohort.
Am J Public Health. 1997;87(9):1499–503.

17. Kristensen P, Aalen O. Understanding mechanisms: opening the "black box"
in observational studies. Scand J Work Environ Health. 2013;39:121–4.

18. Hagquist C. Health inequalities among adolescents - the impact of academic
orientation and parents' education. Eur J Public Health. 2006;17:21–6.

19. Magklara K, Skapinakis P, Niakas D, Bellos S, Zissi A, Stylianidis S, et al.
Socioeconomic inequalities in general and psychological health among
adolescents: a cross-sectional study in senior high schools in Greece.
Int J Equity Health. 2010;9: 3: http://www.equityhealthj.com/content/9/1/3.

20. West P, Sweeting H. Nae job, nae future: young people and health in a
context of unemployment. Health Soc Care Community. 1996;4:50–62.

21. Huurre T, Rahkonen O, Komulainen E, Aro H. Socioeconomic status as a
cause and consequence of psychosomatic symptoms from adolescence
to adulthood. Soc Psychiatry Psychiatr Epidemiol. 2005;40(7):580–7.

22. Sacker A, Schoon I, Bartley M. Social inequality in educational achievement
and psychosocial adjustment throughout childhood: magnitude and
mechanisms. Soc Sci Med. 2002;55(5):863–80.

23. Sacker A, Wiggins RD. Age-period-cohort effects on inequalties in
psychological distress, 1981–2000. Psychol Med. 2002;32:977–90.

24. Case A, Fertig A, Paxson C. The lasting impact of childhood health and
circumstance. J Health Econ. 2005;24:365–89.

25. Montgomery S, Bartley M, Cook DG, Wadsworth MEJ. Health and social
precursors of unemployment in young men in Great Britain. J Epidemiol
Community Health. 1996;50:415–22.

Sweeting et al. BMC Public Health  (2016) 16:41 Page 13 of 15

dx.doi.org/10.1186/s12889-015-2674-5
http://www.equityhealthj.com/content/9/1/3


26. Palloni A, Milesi C, White RG, Turner A. Early childhood health, reproduction
of economic inequalities and the persistence of health and mortality
differentials. Soc Sci Med. 2009;68(9):1574–82.

27. Pless IB, Power C, Peckham C. Long-term psychosocial sequelae of chronic
physical disorders in childhood. Pediatrics. 1993;91:1131–6.

28. Power C, Stansfeld SA, Matthews S, Manor O, Hope S. Childhood and
adulthood risk factors for socio-economic differentials in psychological
distress: evidence from the 1958 British birth cohort. Soc Sci Med. 2002;
55(11):1989–2004.

29. Timms D. Gender, social mobility and psychiatric diagnoses. Soc Sci Med.
1998;46(9):1235–47.

30. Virtanen M, Kivimaki M, Elovaini M, Vahtera J, Kokko K, Pulkkinen L. Mental
health and hostility as predictors of temporary employment: Evidence from
two prospective studies. Soc Sci Med. 2005;61(10):2084–95.

31. Haas S. Health selection and the process of social stratification: the
effect of childhood health on socioeconomic attainment. J Health Soc
Behav. 2006;47:339–54.

32. Miech RA, Caspi A, Moffitt TE, Wright BRE, Silva PA. Low socioeconomic
status and mental disorders: a longitudinal study of selection and causation
during young adulthood. Am J Sociol. 1999;104:1096–131.

33. Ki M, Sacker A, Kelly Y, Nazroo J. Health selection operating between classes
and across employment statuses. J Epidemiol Community Health. 2011;
65(12):1132–9.

34. Cardano M, Costa G, Demaria M. Social mobility and health in the Turin
longitudinal study. Soc Sci Med. 2004;58(8):1563–74.

35. Elstad JI, Krokstad S. Social causation, health-selective mobility, and the
reproduction of socioeconomic health inequalities over time: panel study of
adult men. Soc Sci Med. 2003;57(8):1475–89.

36. Jusot F, Khlat M, Rochereau T, Sermet C. Job loss from poor health,
smoking and obesity: a national prospective survey in France. J Epidemiol
Community Health. 2008;62(4):332–7.

37. Lundberg O. Childhood living conditions, health status and social
mobility: a contribution to the health selection debate. Eur Socio Rev.
1991;7:149–62.

38. van de Mheen H, Stronks K, Schrijvers CTM, Mackenbach JP. The influence
of adult ill health on occupational class mobility and mobility out of and
into employment in The Netherlands. Soc Sci Med. 1999;49(4):509–18.

39. McDonough P, Amick BC. The social context of health selection: a longitudinal
study of health and employment. Soc Sci Med. 2001;53(1):135–45.

40. van der Wel KA. Long-term effects of poor health on employment: the
significance of life stage and educational level. Sociol Health Illn. 2011;
33(7):1096–111.

41. Boyce CJ, Oswald AJ. Do people become healthier after being promoted?
Health Econ. 2012;21(5):580–96.

42. Elstad JI. Health and status attainment - Effects of health on occupational
achievement among employed Norwegian men. Acta Sociologica. 2004;
47(2):127–40.

43. Krieger N, Williams DR, Moss NE. Measuring Social Class in US Public Health
Research: Concepts, Methodologies, and Guidelines. Annu Rev Public Health.
1997;18:341–78.

44. Kuh DJL, Wadsworth MEJ. Physical health status at 36 years in a British
national birth cohort. Soc Sci Med. 1993;37:905–16.

45. Hammarstrom A, Stenlund H, Janlert U. Mechanisms for the social gradient
in health: results from a 14-year follow-up of the Northern Swedish Cohort.
Public Health. 2011;125:567–76.

46. Osler M, Madsen M, Andersen A-MN, Avlund K, McGue M, Jeune B, et al.
Do childhood and adult socioeconomic circumstances influence health
and physical function in middle-age? Soc Sci Med. 2009;68(8):1425–31.

47. Pollitt RA, Rose KM, Kaufman JS. Evaluating the evidence for models of life
course socioeconomic factors and cardiovascular outcomes: a systematic
review. BMC Public Health. 2005;5.

48. Warren JR. Socioeconomic Status and Health across the Life Course: A Test
of the Social Causation and Health Selection Hypotheses. Soc Forces. 2009;
87(4):2125–53.

49. Schoon I, Sacker A, Bartley M. Socio-economic adversity and psychosocial
adjustment: a developmental-contextual perspective. Soc Sci Med.
2003;57:1001–15.

50. Hudson CG. Socioeconomic status and mental illness: tests of the social
causation and selection hypotheses. Am J Orthopsychiatry. 2005;75:3–18.

51. Chandola T, Bartley M, Sacker A, Jenkinson C, Marmot M. Health selection in
the Whitehall II study. UK Soc Sci Med. 2003;56(10):2059–72.

52. Mulatu MS, Schooler C. Causal connections between socio-economic status
and health: reciprocal effects and mediating mechanisms. J Health Soc
Behav. 2002;43:22–41.

53. Mauno S, Feldt T, Tolvanen A, Hyvonen K, Kinnunen U. Prospective
relationships between career disruptions and subjective well-being:
evidence from a three-wave follow-up study among Finnish managers.
Int Arch Occup Environ Health. 2011;84:501–12.

54. Aittomaki A, Martikainen P, Laaksonen M, Lahelma E, Rahkonen O.
Household economic resources, labour-market advantage and health
problems - a study on causal relationships using prospective register data.
Soc Sci Med. 2012;75:1303–10.

55. Blane D, Smith GD, Bartley M. Social selection - what does it contribute to
social-class differences in health. Sociol Health Illn. 1993;15(1):2–15.

56. Goldman N. Social inequalities in health - Disentangling the underlying
mechanisms. Ann N Y Acad Sci. 2001;954(1):118–39.

57. Power C, Kuh DJL, Morton S. From developmental origins of adult disease
to life course research on adult disease and aging: insights from birth
cohort studies. Annu Rev Public Health. 2013;34:7–28.

58. Corna L. A life course perspective on socioeconomic inequalities in health: a
critical review of conceptual frameworks. Adv Life Course Res. 2013;18:150–9.

59. Koivusilta L, Rimpela A, Rimpela M. Health status - does it predict choice in
further education. J Epidemiol Community Health. 1995;49(2):131–8.

60. Huurre T, Aro H, Rahkonen O, Komulainen E. Health, lifestyle, family and
school factors in adolescence: predicting adult educational level. Educ Res.
2006;48(1):41–53.

61. Bartley M, Owen C. Relation between socioeconomic status, employment,
and health during economic change, 1973–93. Br Med J. 1996;313:445–9.

62. Benzeval M, Der G, Ellaway A, Hunt K, Sweeting H, West P, et al. The
West of Scotland Twenty-07 Study: Health in the Community: Cohort Profile.
Int J Epidemiol. 2009;38:1215–23.

63. Der G. A comparison of the West of Scotland Twenty-07 study sample and
the 1991 census SARs. Glasgow: MRC Medical Sociology Unit Working Paper
No. 60; 1998.

64. Royal College of General Practitioners. The Classification and Analysis of
General Practice Data. London: Royal College of General Practitioners; 1986.

65. Goldberg D, Williams P. A User's Guide to the General Health Questionnaire.
NFER-Nelson: Windsor; 1988.

66. Tait R, French D, Hulse G. Validity and psychometric properties of the
General Health Questionnaire-12 in young Australian adolescents.
Aust New Zeal J Psychiatr. 2003;37:374–81.

67. Bjelland I, Dahl AA, Haug TT, Neckelmann D. The validity of the Hospital
Anxiety and Depression Scale: an updated literature review. J Psychosom
Res. 2002;52:69–77.

68. Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta
Psychiatr Scand. 1983;67:361–70.

69. Green MJ, Benzeval M. Ageing, social class, and common mental disorders:
longitudinal evidence from three cohorts in the west of Scotland. Psychol
Med. 2011;41:565–74.

70. Oakes JM, Rossi PH. The measurement of SES in health research: current
practice and steps toward a new approach. Soc Sci Med. 2003;56:769–84.

71. Office of Population Censuses and Surveys. Classification of Occupations.
London: HMSO; 1980.

72. Jones G. Young workers in the class structure. Work Employ Soc. 1987;1:
487–508.

73. Novak M, Ahlgren C, Hammarstrom A. Social and health-related correlates
of intergenerational and intragenerational social mobility among Swedish
men and women. Public Health. 2012;126(4):349–57.

74. Mackenbach JP, Kunst AE. Measuring the magnitude of socio-economic
inequalities in health: An overview of available measures illustrated with
two examples from Europe. Soc Sci Med. 1997;44:757–71.

75. Muthén LK, Muthén BO. Mplus User's Guide. Muthén & Muthén.: Los
Angeles, CA; 1998–2012.

76. Macintyre S, West P. Lack of class variation in health in adolescence: an
artefact of an occupational measure of social class? Soc Sci Med. 1991;
32:395–402.

77. Marmot M. The Health Gap: The challenge of an unequal world. London:
Bloomsbury; 2015.

78. Andrews B, Wilding JM. The relation of depression and anxiety to life-stress
and achievement in students. Br J Psychol. 2004;95:509–21.

79. Hunt J, Eisenberg D. Mental health problems and help-seeking behavior
among college students. J Adolesc Health. 2010;46:3–10.

Sweeting et al. BMC Public Health  (2016) 16:41 Page 14 of 15



80. Webb E, Ashton CH, Kelly P, Kamali F. Alcohol and drug use in UK university
students. The Lancet. 1996;348:922–5.

81. West P, Sweeting H. Fifteen, female and stressed: changing patterns of
psychological distress over time. J Child Psychol Psychiatr. 2003;44:399–411.

82. Arnett JJ. Emerging adulthood: A theory of development from the late
teens through the twenties. Am Psychol. 2000;55:469–80.

83. Schulenberg JE, Maggs JL. A developmental perspective on alcohol use and
heavy drinking during adolescence and the transition to young adulthood.
J Stud Alcohol. 2002;14(Suppl):54–70.

84. Bhinder S, Cicutto L, Abdel-Qadir H, Tarlo S. Perception of asthma as a
factor in career choice among young adults with asthma. Can Respir J.
2009;16:e69–75.

85. Wickrama T, Wickrama KAS. Heterogeneity in adolescent depressive
symptom trajectories: implications for young adult's risky lifestyle.
J Adolesc Health. 2010;47:407–13.

86. Haas S, Fosse N. Health and the educational attainment of adolescents:
evidence frm the NLSY97. J Health Soc Behav. 2008;49:178–92.

87. Haas S, Schaefer D, Kornienko O. Health and the structure of adolescent
social networks. J Health Soc Behav. 2010;51:424–39.

88. McLeod J, Fettes D. Trajectories of failure: the educational careeers of
children with mental health problems. Am J Sociol. 2007;113:653–701.

89. Dahl E. Social mobility and health: Cause or effect? Br Med J. 1996;
313(7055):435–6.

90. Meyer CS. Family focus or career focus: controlling for infertility. Soc Sci
Med. 1999;49:1615–22.

91. Matthews S, Manor O, Power C. Social inequalities in health: are there
gender differences? Soc Sci Med. 1999;48:49–60.

92. Matthews S, Power C. Socio-economic gradients in psychological distress: a
focus on women, social roles and work–home characteristics. Soc Sci Med.
2002;54:799–810.

93. Elovainio M, Ferrie JE, Singh-Manoux A, Shipley M, Batty GD, Head J, et al.
Socioeconomic differences in cardiometabolic factors: social causation
or health-related selection? Evidence from the Whitehall II Cohort Study,
1991–2004. Am J Epidemiol. 2011;174:779–89.

94. De Ridder K, Pape K, Cuypers K, Johnsen R, Lingaas Holmen T, Westin S, et
al. High school dropout and long-term sickness and disability in young
adulthood: a prospective propensity score stratified cohort study (the
Young-HUNT study). BMC Public Health. 2013;13:941.

95. Due P, Krolner R, Rasmussen M, Andersen A, Damsgaard MT, Graham H, et
al. Pathways and mechanisms in adolescence contribute to adult health
inequalities. Scand J Public Health. 2011;39 Suppl 6:62–78.

96. Blane D. The life course, the social gradient, and health. In: Marmot M,
Wilkinson R, editors. Social Determinants of Health. 2nd ed. Oxford: Volume
Oxford University Press; 2006. p. 54–77.

97. Kuh DJL, Ben-Shlomo Y. A Lifecourse Approach to Chronic Disease
Epidemiology: tracing the origins of ill-health from early to adult life.
Oxford: Oxford University Press; 1997.

98. Wadsworth MEJ. Health inequalities in the life course perspective. Soc Sci
Med. 1997;44(6):859–69.

99. Benzeval M, Bond L, Campbell M, Egan M, Lorenc T, Petticrew M, et al.
How does money influence health? Bristol: Policy Press/Joseph Rowntree
Foundation; 2014.

100. Walsh D, Taulbut M, Hanlon P. The Aftershock of Deindustrialisation: trends
in mortaily in Scotland and other parts of post-industrial Europe. Glasgow:
Glasgow Centre for Population Health and NHS Health Scotland; 2008.

101. Bell D. The Scottish economy: seeking an advantage? In: MacKay D, editor.
Scotland's Economic Future. Edinburgh: Reform Scotland; 2011. p. 65–82.

102. Alm S. Downward social mobility across generations: the role of parental
mobility and education. Socio Res Online. 2011;16(3):2.

103. Wilkinson R, Pickett K. Income inequality and social dysfunction. Annu Rev
Sociol. 2009;35:493–511.

104. Bambra C. Health inequalities and welfare state regimes: theoretical insights
on a public health ‘puzzle’. J Epidemiol Community Health. 2011;65:740–5.

105. Alesina A, Glaeser E, Sacerdote. Why doesn't the US have a European-style
welfare system? NBER Working Paper No. 8524. Cambridge, MA: National Bureau
of Economic Research; 2001.

106. Oberlander J. Unfinished journey - a century of health care reform in the
United States. New Engl J Med. 2012;367:585–90.

107. West P, Sweeting H. Evidence on equalisation in health in youth from the
West of Scotland. Soc Sci Med. 2004;59:13–27.

108. Dolton P. The economics of youth training in Britain. Econ J. 1993;103:1261–78.

109. Randle K, Brady N. Managerialism and professionalism in the ‘cinderella
service’. J Vocat Educ. 1997;49:121–39.

110. Blanden J, Machin S. Educational Inequality and the Expansion of UK Higher
Education. Scot J Polit Econ. 2004;51:230–49.

111. Wolfe JD. The effects of socioeconomic status on child and adolescent
physical health: an organization and systematic comparison of measures.
Soc Indicat Res. 2015;123:39–58.

112. Karvonen S, Rimpela AH, Rimpela MI. Social mobility and health related
behaviours in young people. J Epidemiol Community Health. 1999;53(4):211–7.

113. Koivusilta L, Rimpela A, Rimpela M. Health-related lifestyle in adolescence -
origin of social class differences in health? Health Educ Res. 1999;14(3):339–55.

114. Selig JP, Little TD. Autoregressive and Cross-Lagged Panel Analysis for
Longitudinal Data. In: Laursen B, Little TD, Card NA, editors. Handbook of
Developmental Research Methods. New York: The Guilford Press; 2012.

115. Wilkinson M, Barczak P. Psychiatric screening in general practice:
comparison of the General Health Questionnaire and the Hospital Anxiety
and Depression Scale. Br J Gen Pract. 1988;38:311–3.

116. Vagero D, Illsley R. Explaining health inequalities. Beyond Black and
Barker - A discussion of some issues emerging in the decade following
the Black Report. Eur Socio Rev. 1995;11(3):219–41.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Sweeting et al. BMC Public Health  (2016) 16:41 Page 15 of 15


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	When do health inequalities emerge?
	How do health inequalities emerge?
	Differences by gender and health domain
	Aims of this paper

	Methods
	Participants
	Measures
	Physical health

	Mental health
	Socioeconomic position
	Statistical analysis

	Results
	Discussion
	Conclusions
	Additional file
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References



