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For years, public health statistics in several
European countries have been routinely col-
lected and reported for groups defined by
social class, generally measured by ranking
according to occupational hierarchies reflecting
differences in social standing1–4; in the United
Kingdom and France, for example, this has been
the case for close to a century. At least 5 social
classes have routinely been examined in the
United Kingdom since 1913,5 and several Euro-
pean countries have used 6 or more social class
groups in their routine health statistics.6,7 The
presence of detailed socioeconomic information
in routine health data in Europe has facilitated
the monitoring of socioeconomic patterns in
diverse health indicators, with the ability not only
to compare the health of socioeconomically
disadvantaged persons with that of all others but
also to examine health differences among mid-
dle-class subgroups and, potentially, comparisons
with the wealthy.

In contrast, routine public health statistics in
the United States historically have been
reported by racial or ethnic group,8 but health
differences across groups defined by socioeco-
nomic factors (typically, income or educational
attainment) have been examined less fre-
quently.2 When differences in income and edu-
cation have been reported, the number of groups
being compared has often been limited to two or
at most three. A review of more than 20 National
Center for Health Statistics (NCHS) publica-
tions9–32 on health status or health-related be-
haviors, released in 2009 and available on the
NCHS Web site, revealed that although most
examined differences in health by race or eth-
nicity, fewer than half examined differences by
income or education, and most of those consid-
ered no more than 3 categories. For example, in
the most recent edition of Health, United States,28

the US Department of Health and Human
Services’s annual health statistics report, 93 of its
151 tables report health differences by race or
Hispanic origin, compared with 34 and16 tables
reporting differences by income (as a percentage

of poverty) and education, respectively. With the
exception of the Socioeconomic Status and Health
Chartbook,33 part of the 1998 edition, Health,
United States usually compares at most 3 income
groups (the ‘‘poor,’’ with incomes below100% of
poverty; ‘‘near poor,’’ with incomes from 100%
up to 200% of poverty; and all higher-income
persons combined) and 3 education groups
(persons who have not completed high school,
high school graduates, and those with at least
some postsecondary education). The Socioeco-
nomic Status and Health Chartbook, the National
Health Interview Survey (NHIS) Series 10 re-
ports,34 and the Agency for Healthcare Research
and Quality (AHRQ) National Healthcare Dis-
parities Reports35 are notable exceptions of
reports based on routine public health data in
which differences are examined across 4 or 5
socioeconomic groups; however, the NHIS re-
ports do not examine differences by race and
socioeconomic factors considered jointly, the
AHRQ reports focus primarily on health care,
and the Socioeconomic Status and Health Chart-
book is now more than a decade old.

The general lack of routinely reported in-
formation on social and economic differences
in health in this country has public health
implications. The ways that health disparities
are patterned socially may help us understand
their nature and how best to address them.36,37

Differences in health that suggest a socioeco-
nomic threshold at or near the poverty line (e.g.,
a high rate of a particular illness among the poor,
contrasted with more favorable and similar rates
for all other income groups) would support
targeted policies to address aspects of deprivation
(e.g., substandard housing, hazardous work)
uniquely experienced by the most disadvan-
taged. In contrast, differences in health that
follow a gradient pattern (e.g., with worse out-
comes not just among the poor but in ‘‘middle-
class’’ subgroups as well, compared with higher-
income groups) would suggest the need to
consider policies that address factors such as
relative deprivation or relative standing,38 de-
gree of control over one’s work,39 or levels of
chronic stress associated with ongoing logistical
challenges (e.g., child care or transportation
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needs) that may become progressively easier to
address with additional economic and social
resources,40,41 at least up to a threshold well
above the poverty or near-poverty line. Fur-
thermore, examining racial and socioeconomic
patterns in health jointly can inform policies to
address inequalities in both dimensions.

We aimed to describe patterns of socioeco-
nomic differences in a wide array of important
health indicators in the United States, among
children and adults overall and within differ-
ent racial or ethnic groups. A number of US
studies have revealed gradient patterns in adult
health indicators,42–45 but we are unaware of
US studies or routine reports since Health, United
States, 1998 that (1) have looked at socioeco-
nomic patterns in health across a wide range of
both child and adult health status and health-
related behavior indicators, (2) have examined
a sufficient number of income or education
categories to be able to distinguish health differ-
ences among subgroups of the nonpoor (or those
with at least a high school education), and (3)
have jointly examined both socioeconomic and
racial or ethnic differences in health.

METHODS

We examined patterns of socioeconomic
disparities in 11 health indicators representing
an array of health conditions and health-related
behaviors that are of considerable public health
importance for children and adults. The se-
lected indicators for children were infant mor-
tality, health status as reported by parents or
guardians, activity limitation due to chronic
disease, healthy eating behaviors, and seden-
tary behavior (among adolescents); adult health
indicators were life expectancy at age 25, self-
reported health status, activity limitation due to
chronic disease, coronary heart disease, diabe-
tes, and obesity. Data were obtained from 5
nationally representative data sources with
well-documented strengths and limitations: the
Period Linked Birth/Infant Death Data File,
2000–200246; the National Longitudinal Mor-
tality Study (NLMS), 1988–1998 (through an
agreement with the NLMS Steering Commit-
tee)47; the National Health Interview Survey
(NHIS), 2001–200548; the National Health and
Nutrition Examination Survey (NHANES),
1999–200449; and the Behavioral Risk Factor
Surveillance System (BRFSS), 2005–2007.50

Table1gives a summary of the data sources and
variable definitions. Changes in the data sources
over time precluded comparison of the socio-
economic patterns across time periods.

We calculated levels, with 95% confidence
intervals, of each indicator (rates of infant
mortality, mean scores for healthy eating be-
haviors and mean years of life expectancy at
age 25, and prevalence rates for other indica-
tors) according to income or education, in the
surveyed populations overall and within each
racial or ethnic group for which sample sizes
were sufficient. (Note that we use ‘‘Black’’ and
‘‘White’’ to refer to non-Hispanic Blacks and
non-Hispanic Whites, respectively.) For indi-
cators examined with NHIS, NHANES, and
BRFSS data, weighted age-adjusted (to the
2000 standard population) prevalence rates
were estimated to account for the complex
sample designs. Differences in indicator levels
were examined both by household income as
a percentage of the federal poverty level (based
on the survey year) and by years of educational
attainment (as defined in Table 1) for all in-
dicators except infant mortality (examined with
data from the Period Linked Birth/Infant
Death Data File, which lacked any income
information) and self-reported health status
among adults (examined with data from the
BRFSS, in which income information is missing
for14% of respondents and otherwise grouped
into categories that preclude accurate federal
poverty level estimates at higher income
levels); differences in these 2 indicators were
examined only by highest level of educational
attainment. Trend tests were performed with
least squares linear regression (weighted by the
inverse of the variance), which tested whether
the slope, or socioeconomic gradient in health,
differed from zero; given the relatively small
sample sizes for some indicators, we used
a P value of less than .10 to assess whether
patterns in health levels by income and edu-
cation were consistent with a gradient. Results
are summarized in Table 2 and displayed
graphically in Figure 1 and Figure 2 and in the
supplemental figures (available in the online
version of this article at http://www.ajph.org).

RESULTS

Results are presented first for the child
health indicators and then for adult health.

Table 2 included all results, which are illus-
trated in Figure 1 (child health) and Figure 2
(adult health).

Child Health

Table 2 includes all results by income and
education for the 5 child health indicators.
Figure 1displays patterns in infant mortality by
mother’s educational attainment, in health sta-
tus and activity limitation due to chronic
disease by family income as a percentage of the
federal poverty level, and in sedentary behav-
ior among adolescents by head of household’s
educational attainment. The first online sup-
plemental figure displays patterns in health
status, activity limitation caused by chronic
disease, and healthy eating behavior by head of
household’s educational attainment, and in
healthy eating behavior and sedentary behav-
ior among adolescents by family income as
a percentage of the federal poverty level.

Examining differences in indicator levels by
income and education within the overall pop-
ulation, we found that—with the exception of
activity limitation, for which no education
gradient was apparent—the patterns were con-
sistent with a socioeconomic gradient: whereas
the most adverse levels of health were ob-
served for the least-educated or lowest-income
groups, improvements in health generally were
seen at each higher level of socioeconomic
advantage. Looking at income and education
differences within racial or ethnic subgroups,
we found similar stepwise patterns among both
White and Black children in every indicator
except sedentary behavior, for which the
education gradient among Whites and income
gradient among Blacks were less apparent.
Among Hispanic or Mexican American
children, gradient patterns were seen for health
status by both income and education and for
sedentary behavior by income only, but not for
infant mortality, activity limitation, or healthy
eating behaviors.

Adult Health

Table 2 also includes results by income and
education for each of the 6 adult health in-
dicators. Figure 2 displays patterns in self-
reported health status and coronary heart
disease by education and in life expectancy
at age 25 and diabetes by income. The
second online supplemental figure displays
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TABLE 1—Summary of Data Sources, Sample, Measures of Socioeconomic Status (SES), and Health-Related Indicators Used to Examine Income

and Education Disparities in Child and Adult Health: United States, 1988–2007

Data Source Age Groups (Sample Size) Racial/Ethnic Groups Measures of SES Health-Related Indicators

Period Linked Birth/

Infant Death Data

File, 2000–200246

Maternal age ‡ 20 y

(69660 infant deaths among

10 742 652 live births)

Black (non-Hispanic), Hispanic,

White (non-Hispanic)

Educational attainment

(maternal)a
Infant mortality rate:

number of infant

deaths before age 1

per 1000 live births

National Longitudinal

Mortality Study

(NLMS), 1988–199847

Age ‡ 25 y (448 360

persons and 2 590 796

person-years)

Black (non-Hispanic), Hispanic,

White (non-Hispanic)

Family income as a percentage

of educational attainmentb
Life expectancy at age 25, in years

National Health

Interview Survey

(NHIS), 2001–

200548

Age £ 17 y (n = 127 394),

Age ‡ 25 y (n = 286 536)

Black (non-Hispanic), Hispanic,

White (non-Hispanic)

Family income as a percentage of

FPL, educational attainment (for

child indicators, head of household;

for adult indicators, individual)c

Respondent-assessed health status:

percentage with ‘‘poor,’’ ‘‘fair,’’

or ‘‘good’’ health vs ‘‘very good’’

or ‘‘excellent’’ health (children)

Activity limitation: percentage with

any activity limitation due to

chronic disease (children and adults);

Coronary heart disease: percentage

who had ever been told by a doctor or

other health professional that he or

she had coronary heart disease,

angina, a heart attack, or any other

kind of heart condition or heart

disease (adults)

National Health

and Nutrition

Examination Survey

(NHANES),

1999–200449

Age 2–19 y (n = 9066),

Age 12–19 y (n = 7205),

Age 20–64 y (n = 10 983),

Age ‡ 20 y (n = 12 463)

Black (non-Hispanic),

Mexican American,

White (non-Hispanic)

Family income as a percentage

of FPL, educational attainment

(for child indicators, head of

household; for adult

indicators, individual)d

Healthy eating index (HEI) score

(1999–2002 only): mean score

for HEI, defined as the sum of

equally weighted scores for 10

components (grains, vegetables,

fruits, milk, meat, total fat,

saturated fat, sodium, cholesterol,

and variety), each ranging

from 0 to 10, with higher scores

indicating healthier

eating (ages 2–19);

Sedentary behavior: percentage without

moderate or vigorous

leisure-time physical activity for at

least 10 min in the

past 30 d (ages 12–19);

Diabetes: percentage with fasting

blood glucose ‡ 126 mg/dL

or self-report of doctor or health

professional diagnosis (men and

nonpregnant women, ages 20–64);

Obesity: percentage with body mass

index ‡ 30 kg/m2

(ages 20 and older)

Continued
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patterns in life expectancy, activity limitation
due to a chronic disease, diabetes, and obesity
by education and in activity limitation,
heart disease, and obesity by income. In the
overall population, gradients were observed
as follows: gradients by both income and
education for life expectancy at age 25,
activity limitation, and diabetes; gradients by
education for health status; gradients by
income but not by education for coronary
heart disease; and gradients by education but
not by income for obesity. Gradients by income
wereapparent in every racial or ethnic subgroup
for activity limitation and coronary heart dis-
ease; among Whites and Blacks but not His-
panics or Mexican Americans for life expectancy
and diabetes; and among Whites but not Blacks
or Mexican Americans for obesity. Gradients
by education were apparent in every racial or
ethnic group for life expectancy, health status,
and activity limitation; among Blacks only for
diabetes; and in none of the racial or ethnic
subgroups for coronary heart disease or obesity.

DISCUSSION

Our findings revealed pervasive—albeit not
invariable—patterns suggesting incremental in-
come or education gradients for a range of
important health indicators among both chil-
dren and adults in the United States. For

most of the indicators examined here, clear,
stepwise patterns were generally seen among
Whites and Blacks but less consistently
among Hispanics or Mexican Americans.
Although their slopes appeared to vary, most
of the observed gradients were statistically
significant on the basis of tests of linear
trend. Overall, these findings confirm earlier
evidence from the United States and other
countries indicating that relative advantage
often (though not always) shapes health not
only above and below specified income or
education thresholds but across a wide socio-
economic spectrum. Those at the bottom—
the poor and least educated—generally experi-
ence the worst health, but even those with
intermediate levels of income and education
are less healthy than the wealthiest and most
educated.

Some health indicators did not follow a clear
socioeconomic gradient in any racial or ethnic
group. Inconsistent patterns in socioeconomic
disparities in obesity have been noted previ-
ously51–55 and may be relevant to the patterns
observed here in healthy eating and diabetes,
which are closely related to obesity. Different
health outcomes can have distinct causal path-
ways, and different populations in different
contexts can experience unique combinations of
mediating and effect-modifying factors, making
it unsurprising that patterns would vary across

different indicators; furthermore, social dispar-
ities in some indicators are known to vary by
age56 or life stage,57 gender,54,58 nativity,54

geographic location,59,60 socioeconomic mea-
sure,61,62 or historical period.63–65 Given this
causal complexity and the wide array of both
child and adult indicators examined here, the
relative consistency of our findings for most
indicators is particularly striking.

Examining Class and Race Jointly

Our main objective was to examine dispar-
ities in health by income and education in the
United States, where routine public health data
and discourse have typically focused on mea-
suring and reporting health disparities by race
and ethnicity. Our results illustrate the impor-
tance of examining both socioeconomic and
racial/ethnic disparities, separately and jointly.
Kawachi et al. noted that ‘‘Much of the history
of thinking about inequality in the United
States, including health inequality, has usually
been framed in terms of race or class, but
seldom both.’’66(p347) The absence of adequate
data on socioeconomic differences overall and
within racial/ethnic groups can lead policy-
makers, researchers, and practitioners to make
unfounded assumptions about the nature of both
socioeconomic and racial disparities.61 Our find-
ings demonstrated, for example, that for many of
the child and adult health indicators examined,

TABLE 1—Continued

Behavioral Risk Factor

Surveillance System

(BRFSS), 2005–200750

Age 25–74 y (n = 914 669) Black (non-Hispanic), Hispanic,

American Indian or Alaskan

Native (non-Hispanic), Native

Hawaiian or other Pacific

Islander (non-Hispanic), Asian

(non-Hispanic), White

(non-Hispanic)

Educational attainmente Self-assessed health status:

percentage with ‘‘poor,’’ ‘‘fair,’’

or ‘‘good’’ health vs ‘‘very good’’

or ‘‘excellent’’ health

Note. FPL = federal poverty line.
aPeriod Linked Birth/Infant Death Data File: income data were not available. Education was measured as years of school completed by mother, grouped to correspond with earned educational
credentials, as follows: 0–11 y, 12 y, 13–15 y, 16 or more years.
bNLMS: family income was calculated as a percent of FPL, adjusted for family size and grouped as £ 100%, 101%–200%, 201%–400%, and > 400% (missing values were imputed). Education was
measured as highest grade completed, grouped to correspond with earned educational credentials, as follows: did not graduate from high school, high school graduate, some college, college
graduate or more.
cNHIS: family income was calculated as a percent of FPL, adjusted for family size and grouped as < 100%, 100%–199%, 200%–299%, 300%–399%, and ‡ 400% (missing values were replaced with
imputed data available through NCHS). Education was measured as highest level or degree completed, as follows: did not graduate from high school, high school graduate, some college, college
graduate or more.
dNHANES: family income was calculated as a percent of FPL, adjusted for family size and grouped as < 100%, 100%–199%, 200%–299%, 300%–399%, and ‡ 400% (missing values were excluded).
Education was measured as highest grade or level of school completed or degree received, as follows: did not graduate from high school, high school graduate, some college, college graduate or
more.
eBRFSS: income was not examined because the income data in the BRFSS does not permit adequate measurement of household income as a percentage of FPL. Education was measured as highest
grade or year completed, as follows: did not graduate from high school, high school graduate, some college, college graduate or more.
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socioeconomic differences within Black and
White racial/ethnic groups were at least as
striking as socioeconomic differences overall.
Consistent with previous literature,67 socioeco-
nomic gradients in health were seen least fre-
quently among Hispanics, perhaps reflecting the
‘‘Hispanic paradox’’ of good health despite rela-
tively low incomes and educational attainment;
the higher life expectancy among Hispanics may
also, however, reflect data quality issues, includ-
ing misclassification of Hispanic names and
underreporting of Hispanic deaths.68 Although
some evidence suggested that socioeconomic
disparities for Hispanics may vary by nativ-
ity,54,71 we did not examine differences by na-
tivity in this study.

Our findings also revealed other important
differences in levels of health when both race/
ethnicity and socioeconomic level were
considered. The results for several indicators,

including infant mortality and adult life expec-
tancy, for example, revealed that Blacks have
worse outcomes than do Whites at each level of
income or education. Blacks may not experience
the same health benefits from a given level of
income or education as Whites; this could po-
tentially be explained by adverse health effects of
more concentrated disadvantage (e.g., far lower
levels of wealth and greater likelihood of living in
more disadvantaged neighborhoods at a given-
level of income) or a range of experiences related
to racial bias that are not captured by routinely
collected socioeconomic measures.61,72–74

Limitations

The approach we used revealed the magni-
tude of relative differences in health across
socioeconomic and racial or ethnic groups, but
disparities in the total burden of ill health
across groups, reflecting differences in their

underlying socioeconomic distributions, should
be considered as well. As shown by data at
the top of Table 2, Blacks and Hispanics have
far higher rates of poverty, near-poverty, and
low educational attainment than do Whites, for
example, and are underrepresented at higher
levels of income and education. Given these
differences in income distributions, the shorter
average life expectancy at age 25 for poor
adults applies to more than 1 in 5 Black and
Hispanic adults and fewer than 1 in 10 White
adults. Conversely, the longer average life ex-
pectancy for the highest-income adults is expe-
rienced by nearly half of White adults, com-
pared with only 1 in 5 Blacks and Hispanics.

Although we can only conjecture, our find-
ings may understate the extent of socioeconomic
inequalities in health. The highest income group
we were able to examine—persons with incomes
over 400% of federal poverty level, or

Note. FPL = federal poverty level; IMR = infant mortality rate; Black = non-Hispanic Black; White = non-Hispanic White. All racial/ethnic groups are mutually exclusive.

Source. Data for panel a is from the Period Linked Birth/Infant Death Data File, 2000-2002.46 Data for panels b and c are from the National Health Interview Survey, 2001-2005.48 Data for panel

d is from the National Health and Nutrition Examination Survey, 1999-2004.49

FIGURE 1—Income and education disparities in child health by (a) infant mortality, (b) health status, (c) activity limitation, and (d) sedentary

behavior: United States, 1999–2005.
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approximately $88200 for a family of 4 during
200975—comprises 38.5% of the US population.
Findings from studies that have examined more
socioeconomic groups44,76,77 suggest that we
might have observed even greater disparities if
our data sources had permitted us to use higher
income cutoffs. On the other hand, some experts
have noted that there may be a threshold in the
health benefits of higher income, with a leveling
off at a certain point in the income distribu-
tion78,79; even if this is the case, however, the
threshold may occur at a considerably higher
level than the upper limit we were able to
observe here. In addition, clustering of adverse
socioeconomic factors (including neighborhood
socioeconomic characteristics, wealth, and other
factors not measured here), which is particularly
likely among Blacks and Hispanics,61,80,81 sug-
gests that the true magnitude of socioeconomic
differences—overall and particularly across racial
or ethnic groups—may be considerably larger

than that observed for income or education
alone.61,80,82–85

Links Between Social Advantage and

Health

The striking socioeconomic gradient patterns
observed in a variety of health indicators suggest
a dose–response relationship for many health
indicators, with factors related to social and
economic advantage reflected by income and
educational attainment. Along with biological
plausibility and other criteria, a dose–response
relationship is a standard criterion for inferring
causality.86 Results of these observational and
unadjusted analyses certainly do not establish
a causal role for income or educational attain-
ment per se. However, the findings add to and
support a large and growing body of evidence,
including research identifying pathways and
physiological mechanisms, that suggests likely
causal roles in many health conditions for factors

tightly linked with income and education.87–91

Although income or education deficits in and of
themselves are unlikely to be the immediate
proximate cause of poorer health, ample evi-
dence from the United States and other countries
supports the fundamental, powerful, and perva-
sive links between income and education and
access to a range of opportunities and resources
that shape health through myriad, often complex,
pathways and physiological mechanisms.

Although reverse causation—with poor
health leading to lower income—may in part
explain the observed income gradients in
health, it is a less likely explanation for the
education gradients observed for most of the
indicators we examined. Medical care is one
of the resources for health linked with income
(or with a good job, which often depends on
education). Lack of health insurance can affect
health by limiting both access to needed med-
ical care and the ability to pay for other

Note. FPL = federal poverty level; CHD = coronary heart disease; Asian = non-Hispanic Asian; AIAN = non-Hispanic American Indian or Alaskan Native; Black = non-Hispanic Black; NH/PI = non-

Hispanic Native Hawaiian or Pacific Islander; White = non-Hispanic White. All racial/ethnic groups are mutually exclusive.

Source. Data for panel a is from the National Longitudinal Mortality Study, 1988–1998.47 Data for panel b is from the Behavioral Risk Factor Surveillance System, 2005–2007.50 Data for panel c is

from the National Health Interview Survey, 2001–2005.48 Data for panel d is from the National Health and Nutrition Examination Survey, 1999–2004.49

FIGURE 2—Income and education disparities in adult health by (a) life expectancy, (b) health status, (c) heart disease, and (d) diabetes: United

States, 1988–2007.
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necessities, including food and housing, when
serious illness strikes. Previous studies, how-
ever, tell us that although medical care may
make an important contribution to socioeco-
nomic inequalities in health,92,93 medical care
alone is unlikely to be the primary explanation
for worsening health with decreasing levels of
income, and there is wide and growing consensus
that, in general, the impact of medical care on
health is likely to be limited relative to the impacts
of social and physical environments.59,94–98

Policy Implications

These findings have important implications
for efforts to reduce social disparities in health.
Gradient patterns suggest the need for strate-
gies that address factors affecting a large pro-
portion of the population across a wide socio-
economic spectrum, rather than focusing
exclusively on those at greatest disadvantage.
There may, however, be tension between
population-wide and targeted approaches, par-
ticularly when resources are scarce. Awareness
of gradients should not be used to justify
diverting resources from those who have both
the greatest deficits in health and the most
limited means of escaping the social disadvan-
tage that produces health disadvantage. Wider
awareness of the socioeconomic gradients in
health among the public and policymakers,
however, could lead to more effective policies
by increasing understanding of how social
disparities in health are created and perpetu-
ated, and potentially by building greater mid-
dle-class ‘‘buy-in’’ for policies addressing the
social determinants of health.

It also is worth stressing that awareness of
socioeconomic disparities in health, whether in
the form of gradients or other patterns, should
not justify inattention to racial or ethnic dis-
parities. On several indicators, Blacks did worse
than Whites at each income and education
level—suggesting that these systematic racial or
ethnic differences are unlikely to respond to
purely socioeconomic strategies but rather re-
quire additional steps to address profoundly
embedded structural factors, such as racial
residential segregation, that disadvantage
Blacks at all socioeconomic levels. Our findings
reinforced the importance of examining both
socioeconomic and racial or ethnic disparities,
jointly whenever possible, as well as changes in
patterns over time in relation to policies that

may have an impact—positive or negative—on
disparities.

Many people in this country have been
brought up to take pride in seeing the United
States as a classless society. Unfortunately,
our findings not only confirmed the existence of
profound racial or ethnic differences in health,
which have been extensively documented pre-
viously,28,99,100 but also revealed pervasive so-
cial class differences in health in this country. The
income and education gradients in health ob-
served here suggest fundamental links between
hierarchies of social and economic advantage
and hierarchies of health. We know from ex-
tensive literature that health differences accord-
ing to income and education reflect differences in
material and psychosocial advantages and dis-
advantages that should be modifiable with social
policies, including but not limited to policies
affecting medical care.94

The health of the most socially advantaged
group in a society indicates a level of health
that should be possible for everyone101; these
gradients thus reveal that the large majority of
the US population—overall and across racial or
ethnic groups—is not as healthy as it could be.
From an ethical and human rights perspective, it
is unacceptable for so many people to be less
healthy than they could be, on the basis of their
(or their parents’) income or educational attain-
ment—particularly because unhealthy individ-
uals are less able to escape from poverty and
social disadvantage.101 The steep socioeconomic
gradients in most children’s health indicators
examined here are especially disturbing, given
that health during childhood lays the foundation
for health and economic well-being across the life
course. These patterns also are troubling from
a pragmatic perspective, given that a nation’s
health influences its economic productivity.102

Lack of attention to these patterns in routine
health data reflects a long-standing tradition in
the United States of making race ‘‘a highly visible
feature of public policy while hiding or disguising
anything that resembles class.’’66(p347) Inter-
preted in light of a large body of previous re-
search, our findings tell us that most members of
our society fail to reach their full health potential,
that theunderlying reasons are likely to be closely
linked with modifiable social conditions, and that
both targetedandbroader, population-wide social
policies are needed to reduce socioeconomic and
racial or ethnic disparities in health. j
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