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Original Article

In all societies, there is a socioeconomic gradient in health: 
people in higher socioeconomic classes tend to have lower 
rates of mortality and better health than those in lower socio-
economic classes (for reviews, see Bartley 2016; Mackenbach 
2019). But the steepness of this health gradient and its 
sources vary dramatically across countries. Rates of mortal-
ity for manual workers are a little more than 1.5 times higher 
than they are for upper level nonmanual workers in Italy, for 
instance, but they are more than 2.5 times higher in Finland 
(Mackenbach 2019:26). How can cross-national variations 
in health inequalities and their sources be explained? Those 
are the problems taken up in this article.

Some significant efforts have been made to address these 
issues. One school of thought ascribes differences in the 
health gradient to cross-national variation in income inequal-
ity on the premise that class-based differences in health turn 
on disparities in material resources and related status anxiet-
ies (Lynch et al. 2000; Marmot 2015; Van Doorslaer and 
Koolman 2004), although the evidence for that view is mixed 
(Truesdale and Jencks 2016). Another approach, prominent 
in social epidemiology, associates poor health outcomes with 
exposure to risk factors, and examines the extent to which 
people in different socioeconomic positions are exposed to 
various risks or prone to risky behaviors (Aldabe et al. 2011; 

Balaj et al. 2017; Moor, Spallek, and Richter 2017; Schutte 
et al. 2013). Both approaches yield important insights, but 
the first tends to focus on income inequality at the expense of 
considering other types of resources that affect health; and 
the second stops short of explaining why national risk pro-
files differ.

Accordingly, we bring to the problem of explaining cross-
national variation in the sources of the health gradient an 
approach that emphasizes the importance of the macro-level 
structures of society, embedded in varieties of capitalism, 
welfare states and systems of social relations. As Beckfield, 
Olafsdottir, and Bakhtiari (2013) noted, there are reasons to 
believe that macro-level structures such as these generate 
cross-national variations in health inequality, but there are 
relatively few studies about how they do so. To explore this 
issue, we bring interdisciplinary perspectives in sociology 
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and comparative political economy developed for other pur-
poses to bear on the problem of explaining health inequali-
ties. We ask, How might the structural features of specific 
types of political economies, welfare regimes and social 
structures contribute to class-based inequalities in health? 
We then examine whether they do so in predictable ways.

The body of research most closely related to this inquiry 
examines the relationship between health inequalities and 
national political or policy regimes. Some analyses focus on 
political variables, such as the partisan composition of gov-
ernance or the extent of neoliberal reform (for reviews, see 
Beckfield and Krieger 2009; McAllister et al. 2018; Muntaner 
et al. 2011). Others focus on the relationship between social 
policy regimes and inequalities in health (for reviews, see 
Bergqvist, Yngwe, and Lundberg 2013; Brennenstuhl, 
Quesnel-Vallée, and McDonough 2012; Lynch 2020). These 
have been fruitful lines of research, but our intuition is that, 
to explain cross-national variation in health inequality and its 
sources, we need to look beyond specific policy regimes or 
welfare states at a larger set of macro-level structures condi-
tioning economic and social relations.

We begin by developing a theoretical perspective on why 
various macro-level structures might affect inequalities in 
health, which emphasizes how access to a wide range of eco-
nomic and social resources conditions health, and how those 
structures distribute these resources. We then consider the 
implications of prominent theories about welfare regimes, 
varieties of capitalism, and comparative social structures for 
cross-national variation in the distribution of such resources. 
In an empirical analysis of 21 developed democracies, we 
compare the contributions that inequalities in access to five 
key resources—income, education, social connectedness, 
workplace autonomy, and social status—make to health 
inequality, measured here as the difference between the 
health of professional and managerial employees and the 
health of low-skill manual workers. Although other studies 
point to the importance of these resources for health, we 
know of none that compares the relative contribution that 
each resource makes to the health gradient. Second, we 
examine cross-national variation in the distribution of these 
resources and estimate how much inequalities in access to 
each resource contribute to the national gaps in health found 
between these two occupational groups. On the basis of this 
analysis, we draw conclusions about how macro-level struc-
tures affect inequalities in health and consider some implica-
tions for policies designed to address those inequalities.

A Resource-Based Approach to 
Explaining Health Inequalities

Our theoretical starting point is a literature on the social 
determinants of health which establishes that the health of 
individuals is conditioned by access to a relatively wide 
range of economic and social resources. Some are the mate-
rial resources that supply healthy living conditions. Others 

are social resources with psychosocial effects on health. 
Although factors beyond the scope of this study such as 
genetic make-up and early life experiences also matter to 
health, there is a strong basis for believing that access to eco-
nomic and social resources make crucial contributions to 
people’s health (for overviews, see Bartley 2016; Berkman 
et al. 2014; Siddiqi et al. 2013).

Each type of resource has some specific effects: money 
can be used to purchase healthier housing conditions, for 
instance, and social connections can supply the emotional 
support needed to ward off depression. But in developed 
societies, there is also a general channel through which 
access to resources impinges on health. In these societies, the 
principal sources of morbidity and mortality are chronic ill-
nesses, such as cancer and cardiovascular diseases, which 
have been associated with persistent experiences of stress. 
Multiple studies show that repeated levels of stress associ-
ated with the “wear and tear” of daily life adversely affect a 
person’s health (Matthews and Gallo 2011; Seeman et al. 
2014; Steptoe and Kivimaki 2013). To put the problem in 
general terms, most people face a common set of life chal-
lenges, ranging from finding housing or employment to car-
ing for children; and to meet those challenges people draw 
on the resources available to them, such as their savings or 
supportive networks. Where people lack such resources, 
coping with life challenges is likely to entail the higher levels 
of anxiety and stress associated with adverse health out-
comes. In short, access to a range of economic and social 
resources can condition people’s health by virtue of how it 
enhances their capabilities for coping with life challenges 
(Hall and Taylor 2009).

We focus on five types of resources, chosen to meet sev-
eral criteria. First, there is good evidence linking each of 
these resources to individual health outcomes. Second, the 
distribution of these resources is likely to be conditioned by 
the macro-structures of a society. Third, these resources par-
allel the five “flexible resources” that Link and Phelan 
(1995) identified as fundamental mechanisms linking socio-
economic inequality to inequalities in health, namely, 
money, knowledge, social connectedness, power and pres-
tige (Clouston and Link 2021).1

The first of these resources is income. It is especially 
important because income is a multipurpose instrument for 
securing many of the conditions central to good health, such 
as decent housing, nutritious food, and high-quality health 
care. The second is education. Access to education is impor-
tant to health because it is a gateway to less onerous occupa-
tions and often associated with the avoidance of risky 
behaviors (Mirowsky and Ross 2003). The third resource is 
social connectedness, understood as the extent to which 

1Note that their concepts of “knowledge” and “power” are more 
encompassing than our concepts of “access to education” and 
“autonomy at work,” but our formulations capture some features of 
the mechanisms that Link and Phelan had in mind.
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people are embedded in supportive social networks. Social 
networks provide the logistical and emotional support that 
enhance people’s capacities for coping with life challenges, 
and they are closely associated with health (Berkman et al. 
2000). The fourth resource we consider is autonomy at 
work, understood as the level of control people exercise 
over the pace and direction of their work. Higher levels of 
autonomy at work reduce the work-related stresses that 
often take a toll on health (Bambra 2011b). Finally, we con-
tend that a person’s social status can contribute to their 
health. We construe social status as the subjective level of 
social worth that people ascribe to themselves. Higher levels 
of social status are associated with higher levels of self-
esteem, which reduce the anxieties associated with ill health, 
and higher social status makes it easier for people to elicit 
the cooperation of others in the resolution of life challenges 
(Marmot 2004; Prag, Mills, and Wittek 2016). Although 
other resources can be relevant to health, these five resources 
constitute an appropriate set for considering how cross-
national variation in economic and social structures condi-
tion inequalities in health.2

Such resources are distributed unequally in every coun-
try, but cross-national variation in that distribution is not 
random. Our core contention is that it is shaped by specific 
macro-level structures, namely, regularities in economic 
and social relations, which may be conventional or gener-
ated by formal institutions and backed by sanctions. These 
structures are both economic and social. The general char-
acter of the relevant economic structures is well estab-
lished. In Williamson’s (1975) famous formulation, the 
economy is made up of competitive markets and firm hier-
archies. Their institutional shape carries implications for 
the distribution of income and of control over the work pro-
cess; and we draw on research in comparative political 
economy indicating that the shape of markets and firm hier-
archies varies systematically across countries in ways that 
affect the distribution of such resources (cf. Hall and 
Soskice 2001; Amable 2003).

Alongside these economic structures, of course, every 
country also has a distinctive social structure, with hori-
zontal dimensions present in the social networks connect-
ing people to their family, friends, and acquaintances, and 
vertical dimensions constituted by the social hierarchies 
that confer status or social prestige (Grusky 2018). We 
draw on a sociological literature which suggests that there 
are systematic variations across countries in the shape of 
social networks and social hierarchies that lead to cross-
national variations in how social connectedness and social 

status are distributed across people in different socioeco-
nomic positions

In sum, there are good reasons for thinking that access to 
economic and social resources affects people’s health, that 
inequalities in the distribution of these resources contribute 
to socioeconomic inequalities in health, and that the distribu-
tion of such resources varies with the macro-level structures 
of nations.

Cross-National Variation in Economic 
and Social Structures

We focus on cross-national variation in three sets of 
macro-level structures—those associated with welfare 
regimes, varieties of capitalism, and systems of social 
relations—and ask how differences in them contribute to 
cross-national variation in the sources of health inequali-
ties by virtue of how they distribute the resources impor-
tant to health.

If we had a much larger universe of developed democra-
cies in which these three sets of macro-structures varied 
independently of one another, we might be able to use a cor-
relational analysis to separate out the effects of each. But the 
available of countries is a relatively small one in which these 
macro-structures overlap—various types of welfare regimes, 
for example, accompany specific types of capitalism—and it 
is often in combination that they distribute the resources 
affecting health (Kelly-Irving et al. 2023). Hence, it is diffi-
cult to account for national variations in the health gradient 
by reference to a single type of macro-structure or to arrive at 
precise estimates for the effects of one macro-structure com-
pared with another.3

For these reasons, we take an inferential approach to the 
analysis in which we draw predictions from prevailing theo-
ries about welfare regimes, varieties of capitalism and social 
structures about how each can be expected to affect the dis-
tribution of resources pertinent to health in the relevant 
groups of countries, expressed as hypotheses about the varia-
tion we should see between groups of countries. We then 
inspect data about how these resources are distributed within 
each group of countries to consider whether those distribu-
tions correspond to the predictions. Finally, using estimates 
for the relationship between each resource and health, we 
draw conclusions about how these macro-structures give rise 
to cross-national variations in the sources and extent of 
health inequality between people in upper level and lower 
level occupational positions.

Each of these macro-structures is the subject of large litera-
tures which we cannot review in detail but, in this section, we 

2Wealth can also be an important resource for health, operating 
much as income does, especially for older people on retirement 
incomes (Semyonov, Lewin-Epstein, and Maskileyson 2013). As 
we lack measures for it, we restrict this inquiry to people in the 
working age population.

3Some efforts to identify the effects of welfare states on inequalities 
in health, for instance, may be picking up the effects of a specific 
variety of capitalism rather than of the welfare state.
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draw from research in several subfields to explain how key 
dimensions of each can be expected to affect the distribution of 
economic and social resources in the countries included in this 
study.4 As background material, Table 1 provides summary 

measures for how some of the features covered in this analysis 
vary across these countries.

Welfare Regimes

We begin with welfare regimes, the macro-level institution 
most often associated with health. There is considerable 
debate about how to construe and classify welfare regimes, 
including debates about their boundaries and how to assess 
their effects that we do not have space to discuss here (see 

Table 1. Summary Indicators for National Differences in Macro-structures.

Welfare Regimes Varieties of Capitalism Social Structure

 
Social 

Spending

Generosity of 
Unemployment 

Insurance

Market vs. 
Strategic 

Coordination

Share in 
Vocational 
Training

Share with 
Discretion 
at Work

Strength of Ties
Inclusiveness 
of Citizenship A. Informal B. Family

 
% GDP in 

2000
Replacement Rate 

(%)
Higher Is 
Strategic

Percentage 
of Age 
Cohort

Percentage 
of 

Employees
Scale 1–7 

(High)
Higher Is 
Stronger

Higher Is 
Inclusive

Liberal
 Australia 18 43 .14 9 — — −.08 —
 Canada 17 67 .06 5 — .10 —
 Ireland 13 50 .08 6 61 3.59 −.04 1.74
 United Kingdom 18 32 .10 11 58 3.82 −.19 1.23
 United States 14 57 .07 3 — .20 —

 Average 16 50 .09 7 58 3.71 0 1.49

Continental
 Austria 26 63 .70 22 63 — −.48 −1.20
 Belgium 24 61 .56 53 48 4.07 −.19 2.50
 France 28 69 .28 28 41 4.17 −.03 .28
 Germany 25 66 .66 34 43 3.80 −.64 −.63
 Luxemburg 19 — — — 49 — −.20 .76
 The Netherlands 18 73 .43 43 60 4.46 −.70 −.71
 Switzerland 16 77 .44 23 55 4.09 −.29 −.52

 Average 22 68 .51 34 51 4.12 −.36 .27

Nordic
 Denmark 24 65 .58 31 57 4.30 −.84 −1.30
 Finland 23 63 .68 32 64 4.02 −.57 .21
 Norway 20 70 .75 37 55 4.50 −.44 .18
 Sweden 27 73 .74 36 53 4.55 −.51 1.63

 Average 24 68 .69 34 57 4.34 −.59 .18

Southern Europe
 Greece 19 — — — 43 — −.03 .69
 Italy 23 50 .42 35 43 3.99 .24 −.04
 Portugal 19 — — — 43 4.83 −.03 1.31
 Spain 20 — — — 49 4.24 .11 −.33

 Average 20 50 .42 35 45 4.35 .09 .41

Japan 22 58 .82 16 — — −.32 —

Note: For measures and sources, see the Appendix.

4For reviews of these large literatures, see, on varieties of capital-
ism, Clift (2014:199–229), Hancké, Rhodes, and Thatcher (2007), 
and Witt et al. (2018); on welfare regimes, Powell, Yöruk, and 
Bargu (2020), Morel, Palier, and Palme (2012), and Hemerijck 
(2013); and on systems of social stratification, Grusky (2018).
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Bambra 2007; Dahl et al. 2006; Kelly-Irving et al. 2023).5 
Despite some differences in the criteria used to distinguish 
them, however, there is considerable overlap in how most 
studies of welfare regimes classify the countries in our 
study. In general, they distinguish among (what we will call) 
Nordic welfare regimes (Denmark, Finland, Norway, and 
Sweden), continental welfare regimes (Belgium, France, 
Germany, Switzerland, and the Netherlands), liberal welfare 
regimes (Australia, Britain, Canada, Ireland, and the United 
States) and southern European welfare regimes (Greece, 
Italy, Portugal, and Spain), and that is the typology we will 
use here (eg, Eikmo et al. 2008).

Construed in broad terms, welfare regimes condition 
health inequalities in multiple ways (Bambra 2011a; 
Beckfield et al. 2015). We concentrate here on how they dis-
tribute the economic and social resources that we have iden-
tified as important to health. First, they redistribute income. 
As social benefits flow disproportionately to people in the 
lower rungs of the income distribution, in countries where 
those benefits are more generous, inequalities in household 
income should be a less important source of inequalities in 
health than in countries with more restrictive welfare 
regimes. Accordingly, we expect income inequality to con-
tribute less to health inequality in the relatively generous 
Nordic welfare regimes and more in the liberal welfare 
regimes that offer fewer benefits (hypothesis 1).

Second, as Esping-Andersen (1990, 2015) has observed, 
welfare regimes do not simply redistribute income. By rein-
forcing or undermining existing status orders, they also pro-
mote distinctive systems of social stratification (Birkelund 
2006). He noted that continental welfare regimes tend to allo-
cate benefits in terms that reinforce existing status hierar-
chies, whereas the Nordic regimes tend to equalize social 
status by allocating more benefits on the basis of citizenship. 
This implies that differences in social status between socio-
economic groups may be higher and contribute more to health 
inequalities in countries with continental welfare states than 
in those with Nordic welfare regimes (hypothesis 2).

Third, welfare regimes affect social connectedness. It is 
well known that people in lower socioeconomic positions 
tend to depend more heavily on their families for social con-
nectedness than people in higher positions, who often have 
wider networks of connections (Ajrouch, Blandon, and 
Antonucci 2005; Bianchi and Vohs 2016; Carey and Markus 
2017). The welfare regimes of southern Europe accord fami-
lies especially important roles in the provision of care 
(Ferrera 1996; Scheepers, Grotenhuis, and Gelissen 2002; 

Naldini 2016). Therefore, by reinforcing family-based social 
networks, southern European welfare regimes may improve 
the social connectedness of people in lower socioeconomic 
positions, reducing the contribution that class-based differ-
ences in social connectedness make to inequalities in health 
in these nations (hypothesis 3).

Varieties of Capitalism

However, welfare regimes are not the only source of struc-
tural factors affecting health. An influential literature on 
comparative capitalism identifies other features of the politi-
cal economy likely to affect the distribution of resources 
important to health (Amable 2003; Hall and Soskice 2001; 
Hancké et al. 2007; Thelen 2014; Witt et al. 2018). Although 
there is some debate about how to classify political econo-
mies, there is widespread agreement on the importance of 
differences among four types of political economies (which 
we call): social democratic economies (Denmark, Finland, 
Norway, and Sweden), continental economies (Belgium, 
France, Germany, Switzerland, and the Netherlands), liberal 
market economies (Australia, Canada, Ireland, the United 
Kingdom, and the United States) and southern European 
economies (Greece, Italy, Portugal, and Spain). These cate-
gories overlap with those used to distinguish welfare regimes, 
partly because social policies are often configured in response 
to the organization of the political economy (Estevez-Abe, 
Iversen, and Soskice 2001; Hassel and Palier 2020).

We can summarize the salient differences in these politi-
cal economies only briefly. Hall and Soskice (2001) distin-
guished liberal market economies, where firms rely mainly 
on competitive markets to coordinate their endeavors and 
favor workers equipped with general skills, from continental 
economies, where trade unions are stronger and firms rely 
more heavily on corporatist mechanisms for strategic coordi-
nation among producer groups to manage their endeavors. 
They also favor employees with industry-specific skills 
acquired through extensive vocational training schemes. 
Social democratic economies are similar but distinguished 
by encompassing trade unions committed to more egalitarian 
wage structures and social benefit systems more oriented to 
worker mobility (Pontusson 2005). In the southern European 
economies, vocational training is also important, but trade 
unions are weaker, strategic coordination is more reliant on 
the state, and the incidence of small firms and self-employ-
ment is higher (Burroni, Pavolini, and Regini 2022).

Structural variations across these types of political econ-
omies carry implications for the distribution of at least 
three resources central to health. The first is income. 
Because their trade unions are weak and their firms rely on 
competitive markets to compensate labor, liberal market 
economies tend to have high levels of income inequality. In 
Europe stronger trade unions and coordinated wage bar-
gaining depress levels of income inequality, especially in 
social democratic economies whose encompassing trade 

5These include debates about how welfare regimes are gendered, 
whether they encompass more than standard social policies, and 
whether to emphasize their effects on inequalities measured in rela-
tive or absolute terms or on specific social groups–many of them 
inspired by the paradox that health inequalities are not especially 
low in the generous Nordic welfare regimes (for reviews, see 
Bambra 2011a; Bambra et al. 2009; Beckfield et al. 2015).
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unions are more committed to wage compression (Thelen 
2014). Accordingly, we expect income inequality to make 
the largest contribution to inequalities in health in liberal 
market economies and the smallest contribution in social 
democratic political economies (hypothesis 4).

The distinctive skill systems of political economies also dis-
tribute access to education in terms that may feed into inequali-
ties in health. Where access to good jobs and the material 
perquisites that promote good health depends on educational 
credentials that are widely available to the populace, we should 
expect class-based differences in educational credentials to 
contribute less to inequalities in health. Conversely, where 
access to a good job is dependent on attaining specialized cre-
dentials in stratified educational systems that track people from 
a young age, inequalities in educational attainment should be 
larger, more closely linked to class origins, and hence more 
strongly associated with socioeconomic inequalities in health.

These differences correspond to those found between the 
skill systems of liberal market economies and the more coor-
dinated economies of Europe. In liberal market economies, 
firms rely on the general skills conferred by formal education 
at the secondary or tertiary level to which large proportions 
of the population have access. In Europe, by contrast, secur-
ing a good job is highly dependent on acquiring the creden-
tials conferred by specialized training regimes that people 
enter at a young age (Busemeyer and Trampusch 2012). 
Hence, we expect inequalities in educational attainment to be 
more closely associated with health inequality in the coordi-
nated political economies of Europe than in liberal market 
economies (hypothesis 5).

Finally, differences in the managerial systems of these 
political economies affect how much control people in lower 
level positions are likely to have over the pace and direction 
of their work. Because firms in liberal market economies 
tend to rely on employees applying general skills to multiple 
tasks, a larger proportion of lower level employees in these 
economies have significant levels of discretion over their 
work (Guillén 1994; House et al. 2004). In the continental 
political economies, by contrast, many firms retain elements 
of hierarchical systems of management that limit the auton-
omy of lower level employees (Maurice, Sellier, and 
Silvestre 1984). Hierarchical management systems are also 
prominent in southern Europe, but larger numbers of work-
ers there enjoy more autonomy because so many work for 
small firms or in self-employment (Cetrulo, Guarascio, and 
Virgillito 2020). In the Nordic political economies, where 
many firms have embraced team-based approaches to man-
agement, employees should also have more autonomy in the 
workplace than those in continental political economies 
(Dickmann, Brewster, and Sparrow 2016). These consider-
ations suggest that inequalities in the distribution of auton-
omy at work should contribute less to health inequality in 
liberal market economies and more in continental political 
economies, with the Nordic and southern European political 
economies somewhere in between (hypothesis 6).

The Structure of Social Relations

Alongside this structure of economic relations, a structure of 
social relations also distributes resources important to health. 
Construed in broad terms, of course, the structure of social 
relations bears on health in many ways, including through 
the patterns of gender and race relations it embodies 
(Cockerham 2007; Read and Gorman 2012; Williams 2012). 
However, to delimit the inquiry, we concentrate here on two 
dimensions of social structure that have often been associ-
ated with health, are likely to vary between occupational 
classes, and for which there is measurable cross-national 
data, namely, the distribution of social connectedness and 
social status. More research is needed into how variations in 
social structure condition inequalities in health, but this com-
ponent of our analysis can be read as an indication that there 
is promise in such research.

In contrast to the literatures on welfare regimes and variet-
ies of capitalism, scholarly research on social structure does 
not yield clear-cut national typologies. But cross-national 
studies of social networks carry implications for how social 
connections are distributed across socioeconomic groups. 
Pichler and Wallace (2009) observed, for instance, that class-
based differences in the strength of social connections are 
smaller in countries where income inequality is lower (see also 
Letki and Mierina 2015). This suggests that class-based differ-
ences in social connectedness may contribute relatively less to 
health inequality in the Nordic countries, where generous wel-
fare states and coordinated wage bargaining reduce income 
inequality, than they do in liberal market economics where we 
expect income inequality to be higher (hypothesis 7).

Cross-national differences in kinship relations may also 
affect class-based difference in social connectedness. 
Hollinger and Haller (1990) found, for instance, that people 
in Italy, Hungary, and Austria have much closer family con-
nections than people in the United States, Australia, and 
Britain. Because people in lower socioeconomic groups tend 
to depend on their families for social connectedness more 
than people in upper groups do, it follows that, where kinship 
ties are stronger, class-based differences in levels of social 
connectedness may be smaller than they are elsewhere 
(Carey and Markus 2017). Some of these differences are vis-
ible in indicators for the strength of family ties in Table 1 (see 
also Alesina and Giuliano 2014). The implication is that 
inequalities in social connectedness may contribute less to 
socioeconomic inequality in health in the southern European 
countries where kinship relations are stronger and reinforced 
by the welfare regime (hypothesis 8).

Social status is also a resource associated with health. 
Thus, cross-national variations in the shape of the status hier-
archy should affect the health gradient (Marmot 2004). In 
countries where a steep hierarchy ascribes substantially more 
prestige to people in upper socioeconomic groups than to 
those in lower groups, inequalities in status should contribute 
more to socioeconomic inequalities in health than in 
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countries where the status hierarchy is flatter; and there is 
evidence that the status hierarchy varies across countries 
(Brashears 2008; Fiske et al. 2016; Ravlin and Thomas 
2005). Once again, the literature does not yield national 
typologies. But the status hierarchy is likely to be affected by 
ideas about who deserves to be seen as full members of the 
national community of the sort embodied in national citizen-
ship regimes and collective narratives about a nation’s past 
and future (Hall and Lamont 2009; Kunovich 2009).

Therefore, we expect that social status will be distributed 
more equally in countries with more inclusive citizenship 
regimes. There are few good measures for assessing the 
inclusiveness of such regimes, especially with respect to 
race, but citizenship regimes emphasizing “civic” as opposed 
to “ethnic” nationalism are generally deemed more inclusive 
of immigrants, and they may be more inclusive in general. 
On this criterion, the measures drawn from the analysis of 
Vink and Bauböck (2013) and reported in Table 1 indicate 
that the citizenship regimes of the Anglo-American democ-
racies are the most inclusive (see also Banting and Kymlicka 
2017; Reeskens and Hooghe 2010). Similarly, we expect the 
status hierarchy to be flatter in the settler societies of Canada, 
Australia and the United States, whose national narratives 
emphasize a “melting pot” or “multiculturalism” in contrast 
to the narratives of European societies, where the legacies of 
older status hierarchies remain stronger (Bouchard 2013; 
Claybourn 2019). The implication is that class-based differ-
ences in social status should contribute less to health inequal-
ities in the Anglo-American democracies than they do in 
many European countries (hypothesis 9).

Data, Measures, and Estimation 
Strategy

We have focused on five types of resources—income, edu-
cation, social connectedness, autonomy at work, and social 
status—that are both important to health and distributed 
unequally across socioeconomic groups. This theoretical 
discussion raises three empirical questions. First, how much 
does inequality in access to each type of resource contribute 
to inequality in health? Second, how does the contribution 
of each resource to health inequality vary across countries? 
Third, to what extent do cross-national variations in the 
sources of health inequality reflect macro-level differences 
in welfare states, varieties of capitalism and the structure of 
social relations?

Data and Measures

To answer these questions, we use data from the World 
Values Survey and European Values Survey data sets 
(Inglehart et al. 2014) that others have used to assess the 
determinants of inequalities in health (e.g., Beckfield et al. 
2013; Jen, Jones, and Johnston 2009). We use all waves with 
the relevant measures, including six from the World Values 

Survey and four from the European Values Survey running 
from 1981 to 2020. Each national survey includes responses 
from at least 1000 adults, and our analyses use calibration 
weights (on the basis of age, gender, education, and region 
within each country) to reduce bias due to differential nonre-
sponse and missing data. Because our analysis requires more 
variation in welfare states and types of capitalism than 
Europe offers, this is the only source of relevant cross-
national data we have found. We focus on developed societ-
ies where chronic diseases associated with the resources 
examined here, rather than infectious diseases, are usually 
the most important causes of mortality, and we consider only 
western democracies to rule out the effects of communism 
and transition from it which, in contrast to regime change in 
southern Europe, had dramatic effects on health (Siddiqi, 
Bobak, and Hertzman 2009). We restrict the analysis to the 
working age population (25–64 years) because our focus is 
on differences between occupational classes. This yields a 
data set of approximately 70,000 individuals with health and 
occupational group data, across 21 Organisation for 
Economic Co-operation and Development countries. Our 
substantive covariates differ in their country coverage, as 
well as item nonresponse, yielding samples in the subsequent 
analyses of between around 26,000 and 60,000 respondents. 
Measures for social status are available only in some coun-
tries, and the data for it are drawn primarily from the 2005–
2009 and 2017–2020 waves.

We measure health with a question about the state of the 
respondent’s health, counting responses of “very good” and 
“good” as good health, and “fair,” “poor” or “very poor” as 
poor health, as many other studies do. Self-reported health has 
been found to be a good proxy for general health (Balaj 2022; 
Idler and Benyamini 1997), and following the practice of most 
studies using this variable, we dichotomize it to reduce mea-
surement error (Aldabe et al. 2011; Balaj et al. 2017; Schutte 
et al. 2013). Although cultural differences can yield cross-
national variations in how people with similar levels of health 
report the state of their health, those should have little effect on 
our results because our principal comparisons are between 
groups within individual countries; and, although women gen-
erally rate the state of their health lower than men, this should 
not affect our results because they are based on representative 
samples of both men and women. Our estimates for the occu-
pational health gap may be biased upward because people 
with lower levels of education tend to report poorer levels of 
health for the same health status; but this should not affect our 
analysis of the contribution that various resources make to the 
health gap. For our purposes, perceived health may also be a 
superior measure of health because it better reflects the lived 
experiences of individuals (see Balaj 2022).

Because we are especially interested in class-based differ-
ences in health, we focus on difference in average health 
between people in different occupational classes. Although 
some studies use levels of income or education to assess the 
health gradient, we think that income does not capture class 



8 Socius: Sociological Research for a Dynamic World 

position as well as occupation; and, in contemporary econo-
mies where tertiary enrollments have expanded, recent 
research reveals substantial variations in the quality of jobs 
and incomes secured by people with higher education (Ansell 
and Gingrich 2021; Kitschelt and Rehm 2022). Thus, we 
believe that occupational position provides a better measure 
for class-based differences in health, and we treat it as an 
exposure variable. In this context, because the levels of edu-
cation or income secured by people in similar occupations 
vary across countries, they can be construed as separate types 
of resources available to people in those occupations.

Our indicator for occupational position is the occupation 
of the respondent, divided into five categories paralleling 
those used by Erikson and Goldthorpe (1992) to identify 
social classes: professional or managerial, high-skill non-
manual workers, low-skill nonmanual workers, high-skill 
manual, and low-skill manual workers (see also Galobardes, 
Lynch, and Smith 2007). For details, see Table A2 in the 
Appendix. We measure health inequalities by comparing the 
average health of a “lower occupational group” composed of 
low-skill manual workers to an “upper occupational group” 
of professional or managerial workers, constituting 17 per-
cent and 26 percent of the pooled sample, respectively. 
Robustness tests indicate that, measured in these terms, 
inequalities in health do not vary significantly over time in 
this data set.

Our measures for the five resources of interest are as fol-
lows. Income is measured by the decile of the national 
income distribution into which the respondent’s household 
income falls. The respondent’s level of education is their 
highest level of educational attainment divided into three 
categories corresponding to tertiary education (age 21 or 
above), completion of secondary education (ages 17–20), 
and less than complete secondary education (ages 16 and 
younger).6 To capture the extent of a respondent’s social con-
nections, we use a modified version of the “social network 
index” devised by Berkman et al. (2004:168), which com-
bines marital status, ties to family and friends, and member-
ship in voluntary associations into a composite indicator 
reflecting four levels of social connectedness. We measure 
how much autonomy or control a person has over the pace 
and direction of their work with responses on a 10-point 
scale to a question asking how much independence the 
respondent has in performing tasks at work (for details of 
these measures, see Table A1).

We assess a person’s social status with a question asking 
whether they would describe themselves as belonging to the 
upper, upper middle, lower middle, working, or lower class. 
This is a relatively crude measure, but it prompts respondents 

to place themselves on a familiar social pyramid, and in ancil-
lary tests it performs as expected for a variable measuring 
social status (i.e., it is correlated at modest levels with income 
and education but varies independently of both). Using data 
from the 1987 wave of the International Social Survey 
Program, because it includes this measure and one for self-
placement on a social ladder (a variable commonly used to 
measure subjective social status), we find that the two mea-
sures are closely correlated (details in Table A7).

Estimation Strategy

There are two stages to our empirical analysis. To assess the 
relative contribution that inequalities in the distribution of 
each resource generally make to inequality in health, we 
begin with a mediation analysis on the full pooled sample of 
a type widely employed in such research (Aldabe et al. 2011; 
Balaj et al. 2017; Moor et al. 2014). Although other studies 
point to the importance of these resources for health, we 
know of none comparing the relative contribution that each 
makes to health inequality.

Two features of our analysis deserve note. Because we 
lack panel data, we do not model any time lags between 
access to these resources and a person’s health. In this 
approach we follow most other studies of such issues (e.g., 
Lynch et al. 2004); and, because we focus on differences in 
the levels of resources available to individuals in two occu-
pational groups that are likely to have been present in broad 
terms over their life course, the cross-class differences in 
health that they yield are not likely to depend heavily on such 
time lags. Similarly, we think it reasonable to assume that the 
relationship between access to each resource and health is 
generally stable over the period covered by our data.

The mediation analysis is conducted as follows. After 
confirming that our measures for each resource are signifi-
cantly associated with self-reported health and occupation, 
we conduct logistic regressions for the relationship between 
self-reported good health and both occupational group and 
these resources, with fixed effects for country and survey 
year, age, and gender. Conceptually, the contribution of each 
resource to occupational inequalities in health is the degree 
to which the health advantage of the professional or manage-
rial group is decreased by accounting for the resource. 
Operationally, we calculate this as the percentage change in 
the coefficient on professional or managerial occupation 
(with low-skill manual workers as the reference category). 
We decompose the contribution each resource makes into its 
direct contribution and its indirect contribution through other 
resources. To exploit the full data set, we omit social status 
from this part of the analysis but bring it in later when we 
consider cross-national variation. The noncategorical vari-
ables are rescaled to vary between 0 and 1 and estimates are 
y-standardized to account for variation in unobserved hetero-
geneity across models, making comparison across models 
possible (Mood 2010:74).

6We use these three categories to provide a standardized measure 
of educational attainment because the World Values Survey does 
not provide consistent International Standard Classification of 
Education categories, and the meanings of their educational catego-
ries vary with national educational systems.



Barnes et al. 9

In the second stage of the analysis, we are interested in 
establishing whether inequalities in the distribution of spe-
cific types of resources contribute more to health inequality in 
some countries than in other countries. For this purpose, we 
need to consider both how unequal the distribution of a given 
resource is and how important that resource is to securing 
good health there. Where the national distribution of a key 
resource, such as income, is more unequal, it will contribute 
more to health inequality. But any one resource might be 
more useful for securing good health in some countries than 
in others. For instance, a person’s income might matter more 
to their health in countries where people must purchase health 
care than in countries where health care is publicly provided.

Therefore, we take a three-step approach to estimating the 
contribution that each type of resource makes to national 
health inequality. First, for each national sample, we estimate 
a coefficient indicating how much the probability of reporting 
good health changes with a one-unit change in possession of 
the relevant resource, such as income or social status. We do 
this for each resource in nationally specific linear probability 
models conditioned on age, gender and survey wave. Virtually 
all the coefficients in this estimation are statistically signifi-
cant at the .05 level (results in Figure A1). Robustness tests in 
which we also condition on the respondent’s employment sta-
tus yield only slightly different estimates that do not change 
the substantive interpretation of the results.

Second, we estimate how unequal the distribution of each 
resource is in each country, expressed as the ratio between 
the average level of that resource available to professional or 
managerial workers and the average level available to low-
skill manual workers. Third, using our country-specific esti-
mates for how the probability of reporting good health 
changes with a unit change in each resource and our knowl-
edge of the levels at which each resource is available to low-
skilled manual and professional employees in each country, 
we calculate a measure that we label the “resource-predicted 
health gap” for each resource in each country. This measure 
indicates, in percentage terms, how many more low-skilled 
manual workers could be expected to report good health if 
they had the relevant resource at the average levels at which 
professional or managerial workers in that country do. It 
allows us to compare how much inequalities in access to spe-
cific types of resources contribute to inequalities in health 
between people in upper and lower occupational positions, 
both within nations and across them.

Empirical Results

The Relative Contribution of Different Resources 
to Health Inequalities

We report, first, on the results of the mediation analysis on the 
full sample, which compares in cross-national terms the rela-
tive contribution that inequalities in the distribution of differ-
ent economic and social resources make to the occupational 

health gap. Figure 1 shows how much of the difference in 
good health found between people in an upper occupational 
class of professional or managerial workers and a lower occu-
pational class of low-skill manual workers can be attributed to 
differences in their access to four key resources (full estima-
tion in Table A4). Since income is a multipurpose instrument 
for securing many of the material requisites for good health, as 
might be expected, inequalities in income contribute the most 
to occupational inequality in health. However, class-based dif-
ferences in how much control people have over their work and 
in their levels of education also make significant contribu-
tions. Differences between the two occupational groups in lev-
els of social connectedness account for less, but they suggest 
that inequalities in social, as well as economic, resources can 
be important to inequalities in health.

Cross-National Analysis

Because we expect the macro-structures of each nation to 
distribute economic and social resources differently, we also 
expect to see cross-national variation in how much inequali-
ties in each resource contribute to inequalities in health. We 
assess that variation by estimating “resource-predicted health 
gaps” for each resource in each country with the procedures 
we have noted.

These gaps are reported in Table 2. In the first row, for 
instance, under “Income” for Australia, the figure of 10.15 
indicates that if low-skill manual workers in Australia had 
the same average income as professionals and managers 
there, we could expect the percentage of low-skill workers in 
Australia reporting good health to increase by about 10 per-
centage points (from a level of 65 percent to about 75 per-
cent). Similarly, the figure 2.0 in the first row of the fourth 
column indicates that if low-skilled Australian workers had 
the same level of autonomy at work as professionals and 
managers do, we would expect the proportion of low-skill 
Australian workers reporting good health to rise by 2 per-
centage points. Column 1 of this table also provides a mea-
sure for the overall level of health inequality between people 
in the upper and lower occupational groups in these national 
samples, on the basis of adjusted risk ratios calculated from 
predicted probabilities conditioned on age and gender (as in 
Beckfield et al. 2013; McNamara et al. 2017). See Table A5 
for separate results for men and women.

Several conclusions follow from the estimates in Table 2. 
First, they indicate that the sources of socioeconomic 
inequality in health vary substantially across countries. 
Differences across occupational classes in social connected-
ness and autonomy at work, for instance, contribute more 
than three times as much to health inequality in some coun-
tries as in others. Second, as the mediation analysis indi-
cated, income inequality makes especially large contributions 
to the health gradient in all countries. However, inequalities 
in access to education and social resources such as social 
connectedness and social status are also important sources of 
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it. Cross-national variation in how much any given resource 
contributes to health inequality (reading down the columns) 
is driven largely by how unequal the distribution of that 
resource is in each country. Within countries, the relative 
contribution of each resource to health inequality (reading 
across the rows) is driven both by how unequal the distribu-
tion of the resource is in that country and by our estimates for 
how closely each type of resource is associated with good 
health in that nation.

Because other factors beyond the scope of this study 
also condition the health gradient, we are not trying to 

provide a full explanation for variations in its steepness. 
But these results suggest that the socioeconomic gradient 
in health is not generated primarily by one type of inequal-
ity, such as income inequality, but by how the economic 
and social structures of a society distribute multiple kinds 
of resources. All the resources examined here are corre-
lates of social class in that they are distributed unequally 
across upper and lower occupational groups (Link and 
Phelan 1995). But this analysis reveals significant national 
differences in the extent to which access to any given 
resource varies by occupational class, and hence how much 
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Figure 1. Contributions of economic and social resources to socioeconomic inequality in health (full sample).
Note: Proportion of the gap in reporting good health between professional or managerial and low-skill manual workers accounted for by the direct and 
indirect effects associated with access to each resource. Estimated from models in Table A4.
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that resource contributes to health inequality there. It also 
suggests that within countries, a more equal distribution of 
some types of resources, such as social connectedness, 
may offset the adverse health effects of more unequal dis-
tributions of other resources.

Macro-level Structures and Health 
Inequalities

We turn now to the question of how differences in welfare 
states, varieties of capitalism, and social structures contrib-
ute to cross-national variation in the sources of health 
inequality. Do the national patterns in resource-predicted 
health gaps reported in Table 2 conform to the expectations 
outlined our discussion of under “Cross-National Variation 
in Economic and Social Structures”?

For ease of interpretation, Table 2 groups the countries in 
this study into four categories corresponding to the broad 
classifications found in prominent theories of welfare regimes 
and comparative capitalism (see also Figure 2). The first point 
to note is that, within each group of countries, there is still 
considerable cross-national variation in the magnitudes of the 
resource-predicted health gaps. This finding indicates that the 
macro-level structures associated with welfare regimes and 
varieties of capitalism cannot fully explain cross-national 
variation in the sources of the health gradient. That is to be 
expected, as distinctive features of each nation beyond the 
scope of this analysis condition the distribution of these 
resources. However, the cross-national patterns in these 
resource-predicted health gaps are congruent with many of 
the predictions we have drawn from prevailing theories about 
the effects of macro-structures on the distribution of resources.

Table 2. Resource-Predicted Health Gaps, by Country.

Adjusted Risk Ratio Income Education Work Autonomy Social Connections Social Status

Liberal
 Australia 1.69 10.15 5.40 2.00 1.56 6.05
 Canada 1.59 7.28 4.17 1.73 2.00 5.69
 Ireland 2.83 7.37 6.70 2.44 1.09  
 United Kingdom 2.04 10.77 5.66 2.09 3.14  
 United States 2.32 10.53 5.54 1.35 2.53 6.89

 Average 2.09 9.22 5.49 1.92 2.06 6.21

Continental
 Austria 2.27 7.84 2.46 3.94 2.34  
 Belgium 2.24 6.32 6.77 5.16 2.78  
 France 2.22 7.74 10.67 5.14 4.33  
 Germany 2.32 8.48 5.90 6.90 2.40 11.63
 Luxembourg 1.87 10.54 9.72 2.84 1.58  
 The Netherlands 2.37 7.08 6.80 2.15 2.99 7.17
 Switzerland 2.40 4.87 1.33 1.90 .36 6.01

 Average 2.24 7.55 6.24 4.00 2.40 8.27

Nordic
 Denmark 2.38 5.65 7.39 2.79 2.86  
 Finland 1.55 9.12 9.31 2.39 .82 8.39
 Norway 2.45 7.99 9.92 2.34 1.52 5.79
 Sweden 2.64 6.26 5.33 3.25 .43 8.50

 Average 2.26 7.26 7.99 2.69 1.41 7.56

Southern Europe
 Greece 2.03 7.25 4.68 .59 1.34 8.98
 Italy 1.99 5.32 5.34 2.07 1.74 5.31
 Portugal 2.18 12.72 13.83 4.78 .79  
 Spain 1.54 4.94 3.70 2.66 1.18 5.12

 Average 1.94 7.56 6.89 2.53 1.26 6.47

Japan 1.52 2.72 3.73 2.69 1.04 4.27

Note: The resource-predicted health gap indicates the percentage point increase in average good health among low-skill manual workers that would occur 
if those workers had the relevant resource available to them at the average level at which it is available among managerial and professional workers.
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Welfare Regimes

We begin with the anticipated effects of welfare regimes. As 
expected, on average, income inequality makes the largest 
contribution to the occupational health gap in countries with 
liberal welfare regimes, and the smallest in the Nordic coun-
tries with generous welfare regimes (hypothesis 1). Class-
based differences in social status also contribute more to 
health inequalities in the European countries with continen-
tal welfare regimes, which tend to reinforce existing status 
hierarchies, than they do elsewhere (hypothesis 2). Class-
based differences in social connectedness contribute the least 
to the occupational health gap in southern Europe, where we 
expect family-oriented welfare regimes to reduce the differ-
ences between people in different occupational classes in 
social connectedness (hypothesis 3).

Varieties of Capitalism

Moving to effects that might be associated with varieties of 
capitalism, income inequality contributes considerably more 
to inequalities in health in liberal market economies than it 
does in the coordinated economies of Europe (hypothesis 4). 
In liberal market economies, where large proportions of the 
population acquire similar educational credentials conferring 
general skills, class-based differences in levels of education 
are also less closely associated with these inequalities in 
health than they are in the coordinated economies of Europe, 
where securing a good job is more dependent on acquiring 
specialized educational credentials at a young age (hypothe-
sis 5). But there is also notable variation among European 
countries on this measure, which may reflect important 

differences in their educational systems not considered here. 
As expected, class-based differences in autonomy at work 
contribute less to inequalities in health in liberal market 
economies, where managerial practices usually accord more 
discretion to lower level workers, than they do in the conti-
nental economies with more rigid managerial hierarchies 
(hypothesis 6). Differences in autonomy at work also con-
tribute somewhat less to health inequality in the Nordic polit-
ical economies, which have more flexible management 
systems, and in most countries of southern Europe, where 
large numbers of people are self-employed or work in small 
firms, although Portugal is a major outlier.

Social Structure

There is also evidence that health inequality is affected by 
variations in social structure. Inequalities in social connect-
edness make only modest contributions to health inequality 
in the Nordic countries, where generous welfare regimes and 
social democratic economies reduce the levels of income 
inequality associated with class-based differences in social 
connectedness (hypothesis 7). Class-based differences in 
social connectedness also make especially small contribu-
tions to these occupational inequalities in health in the coun-
tries of southern Europe, where close kinship ties are a 
prominent feature of the social structure (hypothesis 8).

Our findings about the contribution of the status hierarchy 
to health inequality must be treated with caution because our 
measure of social status is imperfect, and we have it only for 
a smaller sample of countries. The results conform to our 
expectation that inequalities in social status will contribute 
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Figure 2. Resource-predicted health gaps within each group of countries.
Note: The resource-predicted health gap indicates the percentage point increase in average good health among low-skill manual workers that would occur 
if those workers had the relevant resource available to them at the average level at which it is available among managerial and professional workers. That 
is the measure on the left hand side of this Figure. Country groupings as in Table 2.
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less to inequalities in health in settler societies with inclusive 
citizenship regimes. On average, class-based differences in 
social status contribute less to the occupational gap in health 
in Canada, the United States, and Australia than they do in 
the other groups of countries (hypothesis 9). However, the 
contribution of social status to health inequality is also nota-
bly low in Italy and Spain, two countries that do not have 
especially inclusive citizenship regimes. This suggests, not 
surprisingly, that other factors also affect the shape of a 
nation’s status hierarchy.

Of course, this is an observational analysis that cannot 
identify causation, and there is national variation in these 
results that the broad macro-level structures on which we 
focus cannot explain. In those respects, this should be read as 
an exploratory analysis designed to open up new avenues of 
research. However, it is striking how many of the aggregate 
patterns in Table 2 are congruent with what we would expect 
from prevailing theories about welfare regimes, varieties of 
capitalism and comparative social structure. These findings 
suggest that cross-national variations in such macro-level 
structures condition both the shape and sources of the socio-
economic gradient in health.

Conclusion

In this article we explore cross-national variation in the 
sources of socioeconomic inequalities in health. To a body of 
work often focused on the effects of income inequality, we 
bring a perspective that emphasizes how inequalities in 
access to a wider range of economic and social resources 
bear on health outcomes. We ask how the macro-level struc-
tures associated with welfare regimes, varieties of capitalism 
and national social structures might condition the health gra-
dient by virtue of how they distribute those resources. In so 
doing, we bring social science frameworks developed for 
other purposes to bear on inequalities in health, with a view 
to moving issues of health inequality into a more central 
position on the interdisciplinary agendas of social science.

Our premise is that five key resources—income, access to 
education, social connections, autonomy at work, and social 
status—contribute to a person’s health but are distributed 
unequally across socioeconomic groups. That is widely 
accepted, but the relative contribution that each makes to 
health inequality is rarely examined. Using mediation analy-
sis on a large cross-national sample of people from 21 devel-
oped democracies, we compare the relative contributions 
that access to different types of resources makes to socioeco-
nomic inequality in health. We find that income inequality 
matters most, followed by autonomy at work and access to 
education, but that various features of social structure also 
matter.

We also consider how the macro-level structures associ-
ated with distinctive welfare regimes, varieties of capital-
ism and social structures give rise to cross-national variation 
in the sources of the health gradient by distributing these 

resources in different ways. To investigate this, we draw 
from prevailing theories about these macro-level structures 
a set of expectations about how they might condition the 
sources of socioeconomic inequalities in health, and then 
compare those expectations with estimates for cross-
national variation in the sources of health inequality. The 
results provide presumptive evidence that these macro-
level structures condition the sources of the health gradient. 
By looking beyond welfare regimes, on which most of the 
related literature focuses, to varieties of capitalism and 
comparative social structures, we point to promising lines 
of further research. Our results invite political economists, 
who often study income inequality, to devote more atten-
tion to inequalities in health, and social epidemiologists, 
who often emphasize the behavioral correlates of health, to 
devote more attention to the macro-structures of societies.

There are several ways in which this research can be 
extended. We consider cross-national variation in the distri-
bution of resources in terms that aggregate over time. We 
think that this approach is the best way to assess the effects 
associated with durable macro-level structures because it 
discounts short-term fluctuations in resource distributions in 
order to focus on persistent cross-national differences in 
them. However, if the distribution of any one resource, such 
as income, becomes more unequal over time, our analysis 
suggests that this resource will then contribute more to the 
health gap between the affected occupational groups.

Income inequality did increase over this period, but with 
limited implications for our comparative conclusions because 
it increased the most in liberal market economies, where it 
was already a major determinant of health inequalities, and 
the increases were concentrated at the top end of the income 
distribution, where changes are generally less consequential 
for health inequality than at its bottom end (Laporte 2002). 
Nevertheless, welfare regimes and varieties of capitalism are 
gradually changing in response to secular shifts associated 
with globalization and the transition to a knowledge econ-
omy (cf. Hassel and Palier 2020; Hemerijck 2013), and on 
some measures, health inequalities in Europe are also chang-
ing (Mackenbach et al. 2016). Therefore, there is a case for 
following up this analysis with others that examine how 
changes over time in macro-level structures may be inspiring 
shifts in the distribution of resources that impinge on inequal-
ities in health.

This analysis might also be extended to other parts of the 
world with different welfare regimes or varieties of capitalism, 
as in Asia or Latin America (Schneider 2013; Witt and Redding 
2014), although the “capabilities” logic underpinning our 
analysis implies that the relevant effects may be more difficult 
to identify in regions where infectious diseases are more 
prominent causes of morbidity. A wider comparative ambit 
would also provide more variation on dimensions of social 
structure that we have not been able to assess. As we have 
noted, alongside social networks and social hierarchies, there 
are other dimensions of social relations, including gender 



14 Socius: Sociological Research for a Dynamic World 

relations and racial divisions, that can impinge on health 
inequalities. These factors may not only contribute to inequali-
ties in health between occupational groups; as recent argu-
ments about “social determination” suggest, they may also be 
the basis for deep-seated inequalities in health rooted in differ-
ences other than occupation (Williams 2012; Waitzkin, Pérez, 
and Anderson 2021).

This investigation also carries some lessons for policy 
makers. Following the Black report (Black 1980), policy 
makers became more attentive to the social determinants of 
health, but their initiatives usually focused on redistributing 
income or discouraging risky behaviors (Lynch 2020). The 
perspective advanced here suggests that inequalities in health 
depend, not only on such factors, but also on how social 
resources, such as connectedness and social status, are dis-
tributed (see also Klinenberg 2019).

These social resources are rarely the direct objects of pub-
lic policy, but they are often inadvertently affected by poli-
cies designed for other purposes. Zoning regulations that 
limit the number of small eating places, for instance, or the 
closing of libraries and old age centers to secure budgetary 
economies can foreclose opportunities for people to meet 
and form social connections. Attaching stigmatizing eligibil-
ity requirements to social benefits may save money but 
reduce the social status of the recipients, with adverse effects 
on their health (Hall and Taylor 2009). Accordingly, this 
study suggests that policy makers concerned about inequali-
ties in health should be attentive, not only to the distribution 
of economic resources, but to the conservation of social 
resources, as well as economic ones. Just as there are multi-
ple sources of the health gradient, there are multiple ways in 
which policy makers can address it.

Acknowledgements

All authors contributed equally to this article and their names are 
listed in alphabetical order. We want to thank Susan Bell, Sandy 
Jencks, and two reviewers for Socius for their helpful comments 
on earlier versions of this article.

ORCID iD

Peter A. Hall  https://orcid.org/0000-0002-0871-9576

Supplemental Material

Supplemental material for this article is available online.

References

Ajrouch, Kristine J., Alysia Y. Blandon, and Toni C. Antonucci. 
2005. “Social Networks among Men and Women: The Effects 
of Age and Socioeconomic Status.” Journals of Gerontology, 
Series B 60(6):S311–17.

Aldabe, Bénédicte, Robert Anderson, Maija Lyly-Yrjänäinen, 
Agnès Parent-Thirion, Greet Vermeylen, C. Cecily Kelleher, 
and Isabelle Niedhammer. 2011. “Contribution of Material, 

Occupational, and Psychosocial Factors in the Explanation 
of Social Inequalities in Health in 28 Countries in Europe.” 
Journal of Epidemiology and Community Health 65(12): 
1123–31.

Alesina, Alberto, and Paula Giuliano. 2014. “Family Ties.” 
Pp. 177–215 in Handbook of Economic Growth, Vol. 2A, 
edited by P. Aghion and S. N. Durlauf. Amsterdam, the 
Netherlands: Elsevier.

Amable, Bruno. 2003. The Diversity of Modern Capitalism. Oxford, 
UK: Oxford University Press.

Ansell, Ben, and Jane Gingrich. 2021. “The End of Human Capital 
Solidarity?” Pp. 52–78 in Who Gets What? The New Politics 
of Insecurity, edited by F. M. Rosenbluth and M. Weir. New 
York: Cambridge University Press.

Balaj, Mirza. 2022 “Self-Reported Health and the Social Body.” 
Social Theory & Health 20(2):71–89.

Balaj, Mirza, Courtney L. McNamara, Terje A. Eikemo, and Clare 
Bambra. 2017. “The Social Determinants of Inequalities in 
Self-Reported Health in Europe: Findings from the European 
Social Survey 2014 Special Module on the Social Determinants 
of Health.” European Journal of Public Health 27(Suppl. 
1):107–14.

Bambra, Clare. 2007. “Going beyond the Three Worlds of Welfare 
Capitalism: Regime Theory and Public Health Research.” 
Journal of Epidemiology and Community Health 61(12):1098–
1102.

Bambra, Clare. 2011a. “Health Inequalities and Welfare State 
Regimes: Theoretical Insights on a Public Health ‘Puzzle.’” 
Journal of Epidemiology and Community Health 65(9):740–45.

Bambra, Clare. 2011b. Work, Worklessness and the Political 
Economy of Health. Oxford, UK: Oxford University Press.

Bambra, Clare, Daniel Pope, Viren Swami, Debbi Stanistreet, 
A. Roskam, Anton Kunst, and Alex Scott-Samuel. 2009. 
“Gender, Health Inequalities and Welfare State Regimes: A 
Cross-National Study of 13 European Countries.” Journal of 
Epidemiology and Community Health 63(1):38–44.

Banting, Keith, and Will Kymlicka. 2017. The Strains of 
Commitment. Oxford, UK: Oxford University Press.

Bartley, Mel. 2016. Health Inequality: An Introduction to Concepts, 
Theories and Methods. 2nd ed. Oxford, UK: Polity Press.

Beckfield, Jason, Clare Bambra, Terje A. Eikemo, Tim Huijts, 
Courtney McNamara, and Claus Wendt. 2015. “An Institutional 
Theory of Welfare State Effects on the Distribution of 
Population Health.” Social Theory & Health 13(3–4):227–44.

Beckfield, Jason, and Nancy Krieger. 2009. “Epi+demos+cracy: 
Linking Political Systems and Priorities to the Magnitude of 
Health Inequities—Evidence, Gaps and a Research Agenda.” 
Epidemiologic Reviews 31(1):152–77.

Beckfield, Jason, Sigrid Olafsdottir, and Elyas Bakhtiari. 2013. 
“Health Inequalities in Global Context.” American Behavioral 
Scientist 57(8):1014–1039.

Berkman, Lisa F., Thomas Glass, Ian Brissette, and Teresa E. 
Seeman. 2000. “From Social Integration to Health: Durkheim 
in the New Millennium.” Social Science & Medicine 
51(6):843–57.

Berkman, Lisa F., Ichiro Kawachi, and M. Maria Glymour. 2014. 
Social Epidemiology. Oxford, UK: Oxford University Press.

Berkman, Lisa F., Maria Melchior, Jean-François Chastang, 
Isabelle Niedhammer, Annette Leclerc, and Marcel Goldberg. 
2004. “Social Integration and Mortality: A Prospective Study 

https://orcid.org/0000-0002-0871-9576


Barnes et al. 15

of French Employees of Electricity of France-Gas of France.” 
American Journal of Epidemiology 159(2): 167–174.

Bergqvist, Kirsti, Monica A. Yngwe, and Olle Lundberg. 2013. 
“Understanding the Role of Welfare State Characteristics for 
Health and Inequalities—An Analytic Review.” BMC Public 
Health 13:1234–54.

Bianchi, Emily C., and Kathleen D. Vohs. 2016. “Social Class and 
Social Worlds: Income Predicts the Frequency and Nature of 
Social Contact.” Social Psychological and Personality Science 
7(5):479–86.

Birkelund, Gunn Elisabeth. 2006. “Welfare States and Social 
Inequality: Key Issues in Contemporary Cross-National 
Research on Social Stratification and Mobility.” Research in 
Social Stratification and Mobility 24(4):333–51.

Black, Douglas. 1980. “Inequalities in Health: Report of a Research 
Working Group.” London: Department of Health and Social 
Security.

Bouchard, Gerard, ed. 2013. National Myths: Constructed Pasts, 
Contested Presents. London: Routledge.

Brashears, Matthew E. 2008. “Sex, Society, and Association: A 
Cross-National Examination of Status Construction Theory.” 
Social Psychology Quarterly 71(1):72–85.

Brennenstuhl, Sarah, Amélie Quesnel-Vallée, and Peggy 
McDonough. 2012. “Welfare Regimes, Population Health 
and Health Inequalities: A Research Synthesis.” Journal of 
Epidemiology and Community Health 66(5):397–409.

Burroni, Luigi, Emmanuele Pavolini, and Marino Regini, eds. 2022. 
Mediterranean Capitalism Revisited. Ithaca, NY: Cornell 
University Press.

Busemeyer, Marius, and Christine Trampusch. 2012. The Political 
Economy of Collective Skill Formation. Oxford, UK: Oxford 
University Press.

Carey, Rebecca M., and Hazel Rose Markus. 2017. “Social Class 
Shapes the Form and Function of Relationships and Selves.” 
Current Opinion in Psychology 18:123–30.

Cetrulo, Armando, Dario Guarascio, and Maria Enrica Virgillito. 
2020. “Anatomy of the Italian Occupational Structure: 
Concentrated Power and Distributed Knowledge.” Industrial 
and Corporate Change 29(6):1345–79.

Claybourn, Joshua A. 2019. Our American Story: The Search for 
a Shared National Narrative. Lincoln: University of Nebraska 
Press.

Clift, Ben. 2014. Comparative Political Economy: States, Markets 
and Global Capitalism. London: Red Globe.

Clouston, Sean A. P., and Bruce G. Link. 2021. “A Retrospective 
on Fundamental Cause Theory: State of the Literature and 
Goals for the Future.” Annual Review of Sociology 47:131–56.

Cockerham, William C. 2007. Social Causes of Health and Disease. 
Cambridge, UK: Polity Press.

Dahl, Espen, Johan Fritzel, Eero Lahelma, Pekka Martikainen, 
Anton Kunst, and Johan P. Mackenbach. 2006. “Welfare 
State Regimes and Health Inequalities.” Pp. 193–222 in Social 
Inequalities in Health, edited by J. Siegrist and M. Marmot. 
Oxford, UK: Oxford University Press.

Dickmann, Michael, Chris Brewster, and Paul Sparrow, eds. 2016. 
International Human Resource Management: Contemporary 
HR Issues in Europe. London: Routledge.

Eikemo, Terje A., Martijn Huisman, Clare Bambra, and Anton E. 
Kunst. 2008. “Health Inequalities According to Educational 

Level in Different Welfare Regimes: A Comparison of 
23 European countries.” Sociology of Health and Illness 
30(4):565–82.

Erikson, Robert, and John Goldthorpe. 1992. The Constant Flux: 
A Study of Class Mobility in Industrial Societies. Oxford, UK: 
Oxford University Press.

Esping-Andersen, Gosta. 1990. Three Worlds of Welfare 
Capitalism. Princeton, NJ: Princeton University Press.

Esping-Andersen, Gosta. 2015. “Welfare Regimes and Social 
Stratification.” Journal of European Social Policy 25(1):124–
34.

Estevez-Abe, Margarita, Torben Iversen, and David Soskice. 
2001. “Social Protection and the Formation of Skills: A 
Reinterpretation of the Welfare State.” Pp. 145–83 in Varieties 
of Capitalism, edited by P. A. Hall and D. Soskice. Oxford, 
UK: Oxford University Press.

Ferrera, Maurizio. 1996. “The Southern Model of Welfare in Social 
Europe.” Journal of European Social Policy 6(1):17–37.

Fiske, Susan T., Cydny H. Dupree, Gandalf Nicolas, and Jillian K. 
Swencionis. 2016. “Status, Power and Inter-group Relations: 
The Personal Is the Societal.” Current Opinion in Psychology 
11:44–48.

Galobardes, Bruna, John Lynch, and George Davey Smith. 2007. 
“Measuring Socioeconomic Position in Health Research.” 
British Medical Bulletin 81–82(1):21–37.

Grusky, David B., ed. 2018. Social Stratification. 4th ed. Boulder, 
CO: Westview.

Guillén, Mauro. 1994. Models of Management. Chicago: University 
of Chicago Press.

Hall, Peter A., and Michèle Lamont, eds. 2009. Successful Societies, 
How Institutions and Culture Affect Health. New York: 
Cambridge University Press.

Hall, Peter A., and David Soskice, eds. 2001. Varieties of Capitalism. 
Oxford UK: Oxford University Press.

Hall, Peter A., and Rosemary C. R. Taylor. 2009. “Health, 
Social Relations and Public Policy. Pp. 82–102 in Successful 
Societies, How Institutions and Culture Affect Health, 
edited by P. A. Hall and M. Lamont. New York: Cambridge 
University Press.

Hancké, Bob, Martin Rhodes, and Mark Thatcher. 2007. Beyond 
Varieties of Capitalism. Oxford, UK: Oxford University Press.

Hassel, Anke, and Bruno Palier, eds. 2020. Growth and Welfare in 
Advanced Capitalist Economies: How Have Growth Regimes 
Evolved? Oxford, UK: Oxford University Press.

Hemerijck, Anton. 2013. Changing Welfare States. Oxford, UK: 
Oxford University Press.

Hollinger, Franz, and Max Haller. 1990. “Kinship and Social 
Networks in Modern Societies: A Cross-Cultural Comparison 
among Seven Nations.” European Sociological Review 
6(2):103–24.

House, Robert J., Paul J. Hanges, Mansour Javidan, Peter W. 
Dorfman, and Vipin Gupta. 2004. Culture, Leadership and 
Organizations: The GLOBE Study of 62 Societies. Thousand 
Oaks, CA: Sage.

Idler, Ellen L., and Yael Benyamini. 1997 “Self-Rated Health and 
Mortality: A Review of Twenty-Seven Community Studies.” 
Journal of Health and Social Behavior 38(1):21–37.

Inglehart, R., C. Haerpfer, A. Moreno, C. Welzel, K. Kizilova, J. 
Diez-Medrano, M. Lagos, et al., eds. 2014. “World Values 



16 Socius: Sociological Research for a Dynamic World 

Survey: All Rounds—Country-Pooled Datafile Version.” 
Madrid, Spain: JD Systems Institute. https://www.worldval-
uessurvey.org/WVSDocumentationWVL.jsp.

Jen, Min Hua, Kelvyn Jones, and Ron Johnston. 2009. “Global 
Variations in Health: Evaluating Wilkinson’s Income 
Inequality Hypothesis Using the World Values Survey.” Social 
Science & Medicine 68(4):643–53.

Kelly-Irving, Michelle, William Patrick Ball, Clare Bambra, 
Cyrille Delpierre, Ruth Dundas, Julia Lunch, Gerry 
McCartney, and Katherine Smith. 2023. “Falling Down the 
Rabbit Hole? Methodological, Conceptual and Policy Issues in 
Current Health Inequalities Research.” Critical Public Health 
33(1):37–47.

Kitschelt, Herbert, and Philipp Rehm. 2022. “Polarity Reversal: 
The Socioeconomic Reconfiguration of Partisan Support in 
Knowledge Societies.” Politics & Society. doi:10.1177/0032 
3292221100220.

Klinenberg, Eric. 2019. Palaces for the People. New York: Penguin 
Random House.

Kunovich, Robert M. 2009. “The Sources and Consequences 
of National Identification.” American Sociological Review 
74(4):573–93.

Laporte, Audrey. 2002. “A Note on the Use of a Single Inequality 
Index in Testing the Effect of Income Distribution on 
Mortality.” Social Science & Medicine 55(9):1561–70.

Letki, Natalia, and Inta Mierina. 2015. “Getting Support in Polarized 
Contexts: Income, Social Networks and Socioeconomic 
Context.” Social Science Research 49:217–33.

Link, Bruce G., and Jo Phelan. 1995. “Social Conditions as 
Fundamental Causes of Disease.” Journal of Health and Social 
Behavior 35(Spec. No.):80–94.

Lynch, John W., George Davey Smith, Sam Harper, Marianne 
Hillemeier, Nancy Ross, George A. Kaplan, and Michael 
Wolfson. 2004. “Is Income Inequality a Determinant of 
Population Health? Part 1. A Systematic Review.” Milbank 
Quarterly 82(1):5–99.

Lynch, John W., George Davey Smith, George A. Kaplan, and James 
S. House. 2000. “Income Inequality and Mortality: Importance 
to Health of Individual Income, Psychosocial Environment, or 
Material Conditions.” BMJ 320(7243):1200–1204.

Lynch, Julia. 2020. Regimes of Inequality: The Political Economy 
of Health and Wealth. New York: Cambridge University Press.

Mackenbach, Johan P. 2019. Health Inequalities. Oxford, UK: 
Oxford University Press.

Mackenbach, Johan P., Ivana Kulhánova, Barbara Artnik, Matthias 
Bopp, Carme Borrell, Tom Clemens, Giuseppe Costa, et al. 
2016. “Changes in Mortality Inequalities over Two Decades: 
Register Based Study of European Countries.” BMJ 353:i1732.

Marmot, Michael. 2004. The Status Syndrome. New York: Henry 
Holt.

Marmot, Michael. 2015. The Health Gap: The Challenge of an 
Unequal World. London: Bloomsbury.

Matthews, Karen A., and Linda C. Gallo. 2011. “Psychological 
Perspectives on Pathways Linking Socioeconomic Status and 
Physical Health.” Annual Review of Psychology 62:501–30.

Maurice, Marc, François Sellier, and Jean-Jacques Silvestre. 1984. 
The Foundations of Industrial Power. Cambridge MA: MIT 
Press.

McAllister, Ashley, Sara Fritzell, Melody Almroth, Lisa Harber-
Aschan, Sofia Larsson, and Bo Burström. 2018. “How Do 
Macro-Level Structural Determinants Affect Inequalities 

in Mental Health? A Systematic Review of the Literature.” 
International Journal for Equity in Health 17(1):180.

McNamara, Courtney L., Marlen Toch-Marquardt, Mirza Balaj, 
Nadine Reibling, Terje A. Eikemo, and Clare Bambra. 2017. 
“Occupational Inequalities in Self-Rated Health and Non-
communicable Diseases in Different Regions of Europe: 
Findings from the European Social Survey 2014 Special 
Module on the Social Determinants of Health.” European 
Journal of Public Health 27(S1):27–33.

Mirowsky, John, and Catherine E. Ross. 2003. Education, Social 
Status and Health. New York: Aldine de Gruyter.

Mood, Carina. 2010. “Logistic Regression: Why We Cannot Do 
What We Think We Can Do, and What Can We Do about It.” 
European Sociological Review 26(1):67–82.

Moor, Irene, Jacob Spallek, and Matthias Richter. 2017. “Explaining 
Socioeconomic Inequalities in Self-Rated Health: A Systematic 
Review of the Relative Contribution of Material, Psychosocial 
and Behavioural Factors.” Journal of Epidemiology and 
Community Health 71(6):565–75.

Moor, Irene, Katharina Rathmann, Karien Stronks, Kate Levin, 
Jacob Spallek, and Matthias Richter. 2014. “Psychosocial and 
Behavioural Factors in the Explanation of Socioeconomic 
Inequalities in Adolescent Health: A Multilevel Analysis 
in 28 European and North American Countries.” Journal of 
Epidemiology and Community Health 68: 912–921.

Morel, Nathalie, Bruno Palier, and Joakim Palme, eds. 2012. 
Towards a Social Investment Welfare State? Bristol, UK: 
Policy Press.

Muntaner, Carlos, Carme Borrel, Edwin Ng, Haejoo Chung, Albert 
Espelt, Maica Rodriguez-Sanz, Joan Benach, et al. 2011. 
“Review Article: Politics, Welfare Regimes, and Population 
Health: Controversies and Evidence.” Sociology of Health and 
Illness 33(6):946–64.

Naldini, Manuela. 2016. The Family in the Mediterranean Welfare 
States. London: Routledge.

Pichler, Florian, and Claire Wallace. 2009. “Social Capital and 
Social Class in Europe: The Role of Social Networks in Social 
Stratification.” European Sociological Review 25(3):319–32.

Pontusson, Jonas. 2005. Inequality and Prosperity. Ithaca, NY: 
Cornell University Press.

Powell, Martin, Erdem Yöruk, and Ali Bargu. 2020. “Thirty Years 
of the Three Worlds of Capitalism: A Review of Reviews.” 
Social Policy and Administration 54(1):60–97.

Prag, Patrick, Melinda C. Mills, and Rafael Wittek. 2016. 
“Subjective Socioeconomic Status and Health in Cross-
National Comparison.” Social Science & Medicine 149:84–92.

Ravlin, Elizabeth C., and David C. Thomas. 2005. “Status and 
Stratification Processes in Organizational Life.” Journal of 
Management 31(6):966–87.

Read, Jen’nan Ghazal, and Bridget K. Gorman. 2012. “Gender and 
Health Inequality.” Annual Review of Sociology 36:371–86.

Reeskens, Tim, and Marc Hooghe. 2010. “Beyond the Civic-Ethnic 
Dichotomy. Investigating the Structure of Citizenship Concepts 
across Thirty-Three Countries.” Nations and Nationalism 
16(4):579–97.

Scheepers, Peer, Manfred Te Grotenhuis, and John Gelissen. 2002. 
“Welfare States and Dimensions of Social Capital: Cross-
National Comparison of Contacts in European Countries.” 
European Societies 4(2):185–207.

Schneider, Ben. 2013. Hierarchical Capitalism in Latin America. 
New York: Cambridge University Press.

https://www.worldvaluessurvey.org/WVSDocumentationWVL.jsp
https://www.worldvaluessurvey.org/WVSDocumentationWVL.jsp


Barnes et al. 17

Schutte, Stefanie, Jean-François Chastang, Agnès Parent-Thirlon, 
Greet Vermeyten, and Isabelle Niedhammer. 2013. “Association 
between Socio-demographic, Psychosocial, Material and 
Occupational Factors and Self-Rated Health among Workers 
in Europe.” Journal of Public Health 36(2):194–204.

Seeman, Melvin, Sharon Merkin, Arun Karlamangla, Brandon 
Koretz, and Teresa Seeman. 2014. “Social Status and Biological 
Dysregulation: The ‘Status Syndrome’ and Allostatic Load.” 
Social Science & Medicine 118(C):143–51.

Semyonov, Moshe, Noah Lewin-Epstein, and Dina Maskileyson. 
2013. “Where Wealth Matters More for Health: The Wealth-
Health Gradient in 16 Countries.” Social Science & Medicine 
81:10–17.

Siddiqi, Arjumand, Martin Bobak, and Clyde Hertzman. 2009. “The 
Social Epidemiology of Population Health during the Time of 
Transition from Communism in Central and Eastern Europe.” 
Pp. 143–155 in Social Inequality and Public Health, edited by 
Salvatore J. Babones. Oxford, UK: Policy Press.

Siddiqi, Arjumand, Ichiro Kawachi, Daniel P. Keating, and 
Clyde Hertzman. 2013. “A Comparative Study of Population 
Health in the United States and Canada during the Neoliberal 
Era, 1980-2008.” International Journal of Health Services 
43(2):193–216.

Steptoe, Andrew, and Mika Kivimaki. 2013. “Stress and 
Cardiovascular Disease: An Update on Current Knowledge.” 
Annual Review of Public Health 34:337–54.

Thelen, Kathleen. 2014. Varieties of Liberalization and the New 
Politics of Social Solidarity. New York: Cambridge University 
Press.

Truesdale, Beth C., and Christopher Jencks. 2016. “The Health 
Effects of Income Inequalities: Averages and Disparities.” 
Annual Review of Public Health 37:413–30.

Van Doorslaer, Eddy, and Xander Koolman. 2004. “Explaining 
Differences in Income-Related Health Inequalities across 
European Countries.” Health Economics 13(7):609–28.

Vink, Marten P., and Rainer Bauböck. 2013. “Citizenship Config-
urations: Analysing the Multiple Purposes of Citizenship Regimes 
in Europe.” Comparative European Politics 11(5):621–48.

Waitzkin, Howard, Alina Pérez, and Matt Anderson. 2021. Social 
Medicine and the Coming Transformation. New York: Routledge.

Williams, David R. 2012. “Miles to Go before We Sleep: Racial 
Inequities in Health.” Journal of Health and Social Behavior 
53(3):279–95.

Williamson, Oliver. 1975. Markets and Hierarchies. New York: 
Macmillan.

Witt, Michael, Luiz Ricardo Kabbach de Castron, Kenneth 
Amaeshi, Sami Mahroum, Dorothee Bohle, and Lawrence 
Saez. 2018. “Mapping the Business Systems of 61 Major 
Economies: A Taxonomy and Implications for Varieties of 
Capitalism and Business Systems Research.” Socio-economic 
Review 16(1):5–38.

Witt, Michael, and Gordon Redding. 2014. The Oxford Handbook 
of Asian Business Systems. Oxford, UK: Oxford University 
Press.

Author Biographies

Lucy Barnes is an associate professor of comparative politics at 
University College London. Her research focuses on the politics of 
economic policy making in rich, Western democracies. She is par-
ticularly interested in the politics of taxation and fiscal policy and 
the descriptive and normative understandings that citizens and 
elected politicians bring to economic policy choices.

Peter A. Hall is the Krupp Foundation Professor of European 
Studies at Harvard University. His publications include Governing 
the Economy, The Political Power of Economic Ideas, Varieties of 
Capitalism (with David Soskice), Successful Societies: How 
Institutions and Culture Affect Health and Social Resilience in the 
Neoliberal Era (both with Michèle Lamont) and Political Change 
and Electoral Coalitions in Western Democracies (with Georgina 
Evans and Sung In Kim), as well as more than a hundred articles on 
institutional analysis, European politics, comparative political 
economy, and social science methods.

Rosemary C. R. Taylor is a political sociologist at Tufts University 
who studies the comparative history of disease and health policy. 
She has written widely on epidemics, past and present. Recent 
research compares U.S. responses with those of the European 
Union and its member states to cross-border health threats. Her cur-
rent book project, Risks Unforeseen, is a study of two blood-borne 
viruses, hepatitis C and HIV, and risk regulation in the United 
States and United Kingdom. Collaborative work has developed a 
new model for understanding how social relations impinge on 
health. It sees public policy making as an endeavor that creates or 
erodes social resources.


