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Beyond Health Care — Socioeconomic Status and Health
Lisa Berkman, Ph.D., and Arnold M. Epstein, M.D.

The article by Mackenbach et al. in this issue of 
the Journal1 documents the extraordinary perva­
siveness of socioeconomic inequalities in health 
as well as the varying magnitude of risks among 
countries. The compilation of data from western 
and eastern European countries on mortality, mor­
bidity, smoking, and obesity in relation to socio­
economic status allows the authors to provide the 
broadest international portrait to date of the asso­
ciation between socioeconomic status and health. 
The link between socioeconomic disadvantage and 
poor health has been observed repeatedly,2 but 
until now we have lacked data that would permit 
us to make consistent comparisons of these link­
ages across many countries. Comparisons among 
countries invite us to examine the features that 
are shared from country to country that contrib­
ute to the overall patterns of disease, as well as to 
explore the unique features of a nation that con­
tribute to variability in the magnitude of the risks 
across countries. Mackenbach et al. provide us with 
a comparative inter-country study that harmonizes 
data and analytic approaches, allowing reasonable 
comparisons. The results are provocative for what 
they tell us, as well as for what they do not tell us.

First, the results show that in all 16 countries 
with mortality data, socioeconomically disadvan­
taged men and women had higher overall mor­
tality rates than did persons with a higher socio­
economic status. The universal link between social 
class and mortality seems remarkable, given the 

differing disease prevalence and risk factors in 
these countries. Moreover, relationships between 
class and mortality are consistent for almost ev­
ery cause of death, with only a few exceptions, 
notably certain cancers.

Second, the study clearly shows that the mag­
nitude of risks varies substantially across countries. 
The ratio in overall mortality rates between those 
at opposite ends of the socioeconomic spectrum 
ranged from just over 1.0 (women in Basque coun­
try) to nearly 5.0 (men in the Czech Republic). In 
many instances, the patterns of variation are not 
easy to explain. For example, the risk of death 
according to class in Nordic countries is greater 
than that in southern Europe, despite welfare 
policies in the north, particularly for the most 
disadvantaged persons, that are aimed at re­
ducing socioeconomic differences. In the United 
States, socioeconomic conditions are usually 
most strongly related to the risk of cardiovascu­
lar disease, yet in countries such as France and 
Italy, socioeconomic conditions are more strong­
ly related to the risk of cancer than to the risk of 
cardiovascular disease. Socioeconomic status as it 
relates to differences in rates of smoking also 
does not appear to explain differences in mor­
tality from causes generally attributable to smok­
ing (e.g., chronic obstructive pulmonary disease 
and various cancers). For example, in Hungary, 
differences in rates of smoking according to so­
cioeconomic status are very small, whereas dif­
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ferences in mortality according to socioeconom­
ic status for conditions related to smoking are 
large.

Finally, the study shows that among men and 
women in lower socioeconomic positions, the pro­
portion of excess deaths related to diseases that 
are potentially amenable to medical intervention 
was strikingly low. This proportion was somewhat 
higher in eastern European countries, but no more 
than 10% in any country. Although one could ar­
gue that the list of medical conditions identified 
as potentially amenable to medical intervention 
was too restricted, the findings are consistent with 
those of previous studies.3 In the United States 
we have very few examples of health care inter­
ventions that have reduced disparities in health 
care, not to mention health.4

There are limits to the sort of broad epide­
miologic investigation represented by Mackenbach 
et al. The data do not tell us much about what is 
causing socioeconomic disparities in health or 
what we can do about them. The next phase of 
comparative work in this area must focus more 
systematically on characteristics at the country 
level, including social and economic policies as 
well as demographic, environmental, social, and 
cultural differences that could explain the pat­
terning of health. Building on health outcomes 
from 22 countries, as opposed to 2 or 3, better 
enables us to examine specific country-level char­
acteristics to understand what shapes the magni­
tude of health disparities across countries. Both 
absolute and relative risks are critical to consid­
er, since some country-level strategies may focus 
on improving health for all citizens and other 
strategies may focus on reducing socioeconomic 
disparities in outcomes.

Judging from the results of Mackenbach et al., 
policies related to preventive social, economic, 
and behavioral interventions might well have a 
greater effect on reducing disparities than tradi­
tional medical interventions, even if as an unin­
tended by-product.

The need to focus on non–health care interven­
tions is also in line with the 1998 Acheson report 
in Britain5 and the World Health Organization 
(WHO) Commission on Social Determinants of 
Health. The Acheson report proposed 39 differ­
ent policy strategies aimed at improving health, 
especially the health of disadvantaged persons; 
only 3 of the 39 were based on traditional medi­
cal care.6 Others addressed policies in areas such 

as poverty and income, education, unemployment, 
housing, transportation, the environment (includ­
ing pollution), and nutrition. The WHO report is 
not yet complete but is likely to propose a com­
plementary set of recommendations.7,8

The article by Mackenbach et al. also helps 
frame the debate around health and health care 
in the upcoming presidential elections in the Unit­
ed States. Thus far, the presidential candidates 
have focused largely on health insurance and 
health care as the way to improve health, espe­
cially for the most disadvantaged citizens. Almost 
all the countries examined by Mackenbach et al. 
have some kind of national health insurance or 
health care policy, yet wide socioeconomic dis­
parities in health persist in each of these coun­
tries. Although national health coverage is impor­
tant for many reasons, we should not count on it 
to reduce more than a small part of the socioeco­
nomic, racial, and ethnic disparities we see in the 
United States. We will need additional and broad­
er policy changes to reduce disparities and im­
prove the health of the population.

As we continue to look for ways to reduce so­
cioeconomic differences in health, we must face 
the reality that there will be no magic bullet. Dis­
parities in socioeconomic status result from nu­
merous risk factors and differential access to a 
broad range of resources. Socioeconomic inequali­
ties in health are ubiquitous and yet highly vari­
able. Our challenge now is to identify conditions 
at the country level that produce large risks and 
social policies that can remedy them.

No potential conflict of interest relevant to this article was re­
ported.

From the Harvard School of Public Health, Boston.

Mackenbach JP, Stirbu I, Roskam A-JR, et al. Socioeconomic 
inequalities in health in 22 European countries. N Engl J Med 
2008;358:2468-81.

Berkman LF, Kawachi I. Social epidemiology. New York: Ox­
ford University Press, 2000.

McGinnis JM, Williams-Russo P, Knickman JR. The case for 
more active policy attention to health promotion. Health Aff 
(Millwood) 2002;21(2):78-93.

Epstein AM. Health care in America — still too separate, not 
yet equal. N Engl J Med 2004;351:603-5.

Acheson D, Barkers D, Chambers J, Graham H, Marmot M, 
Whitehead M. Independent inquiry into inequalities in health 
report. London: Stationery Office, 1998.

Bezrucha S. Review of: The Status Syndrome: How Social Standing 
Affects Our Health and Longevity. N Engl J Med 2005;352:1159-60.

Lee JW. Public health is a social issue. Lancet 2005;365: 
1005-6.

Irwin A, Valentine N, Brown C, et al. The Commission on 
Social Determinants of Health: tackling the social roots of 
health inequities. PLoS Med 2006;3(6):e106.
Copyright © 2008 Massachusetts Medical Society.

1.

2.

3.

4.

5.

6.

7.

8.

Copyright © 2008 Massachusetts Medical Society. All rights reserved. 
Downloaded from www.nejm.org on November 26, 2009 . For personal use only. No other uses without permission. 




