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Abstract

This preliminary study examined the relationship between self-rated health, subjective rank, Antonovsky’s sense of coherence (SOC) and objective social status among 133 participants of chronic body symptom management seminars. For the measure of subjective rank a multidimensional concept of rank was used, which includes social dimensions as well as non-materially based elements of psychological strength. Findings showed that subjective rank was significantly related to self-rated health and explained 31% of the variance in self-reported health. In a multiple regression analysis SOC and objective SES became non-significant predictors once subjective rank was entered. This study’s results suggest that in this sample with a moderately restricted range on socioeconomic status perceived rank may contribute to the SES effect on self-reported health.

Introduction

Health can be defined in many ways and the description of health encompasses objective factors, subjective experiences and their somatic, mental, and social dimensions. For the reported research the general inquiry was about the constituents of health and the role of psychosocial factors in influencing health and creating health disparities. More specifically, this preliminary study focused on the part that psychosocial capital or rank plays in affecting subjective health. 

The social dimensions of health and illness have been extensively studied from a materialistic angle (e.g. material conditions like diet, housing, exercise, environmental pollutants or access to health care) (Anderson & Armstead, 1995). Many studies have shown a correlation between life expectancy and various measures of socioeconomic status (SES) (Wilkinson 1992). Marmot’s (1986) Whitehall Study of British civil servants uncovered an obvious gradient in mortality and morbidity from top to bottom of the social hierarchy. This gradient could not be explained solely by the common materialistic interpretation of the correlation between SES and health. The authors concluded that something correlated with hierarchy per se, which powerfully influences health. Something in the nature of inequality itself appears responsible for SES disparities in mortality and morbidity. Eachus, Chan, Pearson, Propper, & Davey Smith (1999) and Brekke, Hjortdahl, & Kvien (2002) found an additional SES gradient for illness severity and the severity of pain experience. They speak of the “double suffering” of the less affluent. Individuals on the lower rungs of society not only suffer more illness but also a greater symptom intensity. These studies are suggesting stress or the ability to cope with stress as the biological pathway through which rank or hierarchy factors influence health.

This paper presents a study of materially and non-materially based factors of personal empowerment, and their effect on peoples’ ability to stay healthy. It reports on associations between subjective rank and self-rated health that were found to be stronger than those between objective SES or SOC measures and health, and suggests the importance of further research into the social dimension of health.

Social ordering in human societies is associated with gradients of disease. Wilkinson (1996, 1999) demonstrated that egalitarian communities, states, and countries with small income differences tend to be healthier. Characteristics of social cohesiveness, social trust, active community participation, or the general quality of social relations correlate with income distribution and influence the overall health status of the community (Kawachi, 1999). People with strong social networks, for instance, have a mortality rate that is half or a third that of people with weak social links (Berkman, 1995; House, Landis, & Umberson 1988). A study of 38 US states showed that income inequality and mortality was reflected in the degree of distrust people expressed and in the extent of organisational membership and community participation of the population.

Social status disparities, and the way communities deal with and respond to them – in the form of hierarchical power relations or some forms of egalitarian cooperation – have a huge impact on health. The way individuals, communities, states, and nations handle rank and hierarchy directly reflects the quality of their social relations and health (Kawachi et al., 1997; Putnam, Leonradi, & Nanetti 1993; Williams, Feaganes, & Barefoot 1995). Wilkinson (1996) proposed that the level and quality of social ties or mutual cooperation in a society may explain why some countries have healthier populations than others. Income inequality is thought to create a sense of injustice and dissatisfaction, accompanied by a damaging state of physiological arousal and stress. It is the individuals’ perceptions of their social standing relative to others or their relative income that is believed to be more important than their absolute income. Hence, the experience of relative poverty or low rank and the affronts to personal dignity that it represents, have psychosomatic effects. Processes of harmful social comparisons and psychological perceptions triggered by relative deprivation explain the importance of social status in its effect on health (Kawachi, Kennedy, & Wilkinson 1999).

It is through interpersonal and inter-group behaviors that community-level events have their effects on individual health and well-being. Despite substantial research that relates objective indicators of socioeconomic status (SES) to health, there is limited work on subjective experience of social status and health. Psychological variables associated with the experience of stress and adversity have been discussed to mediate the impact of SES on health (Taylor & Seeman, 1999). Socio-emotional distress, pessimism, and locus of control, such as imbalance between life demands and capacity for decision-making and control (job-strain-model), have been linked to both SES and worse health outcomes (Adler & Ostrove, 1999; Cohen, Kaplan, & Salonen, 1999; Taylor & Seeman, 1999). The subjective experience of social standing (e.g. one’s perception of social class, gender, ethnicity) and its consequences on health have only recently been studied in medical literature. Adler, Epel, Castellazzo, & Ickovics (2000), using a simple drawing of a social ladder on which respondents had to place themselves, showed that self ratings of subjective social status were more consistently and strongly related to psychological functioning and health-related factors (self-rated health, heart rate, sleep latency, body fat distribution, and cortisol habituation to repeated stress) than objective indicators of social status. In a follow-up of the Whitehall II study, which included the ladder of subjective social standing, subjective status not only showed more of a gradient than objective SES measures, but the effect of occupational grade became non-significant once subjective status was included. Further, the association of subjective status and physical health remained significant even when depression was controlled for (MacArthur & MacArthur, 2001). The authors’ conclusion was that psychological perceptions of social status may be an independent contributor to the SES-health gradient.

Newer stress theories, for example the concept of allostatic load (McEwen & Seeman 1999) claim that the greater the cumulative adversity relative to advantage over the life course, the higher the probability of later-life chronic disease, disability, and mortality. The question that arises is of how persons of low social status stay resilient in face of adversity and nevertheless have positive health outcomes? For many people life disadvantage and adversity need not lead to negative health outcomes. Many researchers reoriented their focus therefore on the coping mechanisms. Syme (1991) demonstrated that a perceived sense of control is positively related to better health outcomes. A study of Vietnam veterans demonstrated the role of several post-trauma resilience factors (hardiness, postwar social support, and additional stressful life events) in moderating PTSD symptomatology (King, King, Fairbank, Keane, & Adams 1998). Components of cumulative advantage or coping resources may come in the form of, for example, positive life circumstances in childhood and over one’s personal life course, personal capacities and abilities, the successful realization of expected life transitions (e.g. job transitions, marriage), or having positive evaluations of one’s life. These findings led researchers like Hertzman (1999) and the authors Singer and Ryff (1999) to explain the SES - health gradient as an emergent property of the interaction between the developmental status of people and the material and psychosocial conditions they encounter over their life course. They conceptualize health outcome as a product of cumulative adversity and advantage over a life span.

Antonovsky (1979, 1987) explored the origins of health in post-menopausal women who had survived extreme hardship (Holocaust and resettlement to Israel) and its foundation in non-materially based dimensions of inner strength. He developed the Sense of Coherence (SOC) construct, a general measure of a person’s world view, with which he explained why some people are less likely to be adversely affected by stressful environments and life events than others. Antonovsky stressed the importance of meaningfulness in life and one’s perceived control over life circumstances. He viewed the social context as part of one’s resistance resources or deficits. His SOC has been shown to be a strong predictor of health outcomes (Kivimaki, Feldt, Vahtera, & Numi, 2000; Nilsson, Homgren, & Westman, 2000; Suominen, Helenius, Blomberg, Uutela, & Koskenvuo, 2001; Svartvik, Lidfeldt, Nerbrand, Samsioe, Schersten, & Nilsson, 2000; Zhang, Vitaliano, Lutgendorf, Scanlan, & Savage, 2001).

Other inequalities and sociodemographic factors amplify the association of SES with health. Disparities among gender (Annandale & Hunt, 2000) and ethnic groups (National Center for Health Statistics, 1998) contribute to the burden of psychosocial and health risks. Racism and sexism directly affect the health of women and non-whites. Gender equity, socioeconomic inequality, and the influence of race relations on health draw their sources for understanding the health relationship from different paradigms and disciplines. There is no unified model that brings these processes of social comparison and marginalization together in a common framework for their impact on health. The present research is based on a comprehensive framework of psychosocial marginalization and its effect it has on one’s sense of feeling empowered in social space. In its conceptualization sociocultural power is only one dimension of power within many. A. Mindell (1995) describes various ways in which power may be experienced. He differentiates between distinct dimensions of personal power and rank: social, psychological, relational, transpersonal or spiritual, and contextual rank. His operational definition of rank includes interconnected interpersonal dynamics of marginalization and oppression and intrapersonal processes of handling inner diversity, self-love and self-esteem. Individuals’ perceptions of their rank and their marginalization history can contribute to feelings of powerlessness and influence their sense of a coherent and meaningful life. It affects their health related behaviors and leads to worsened health outcomes.

This preliminary study explores the experience of rank and its effect on self-rated health. It examines how particular social characteristics, e.g. race, gender, age, sexual orientation, health, and physical attributes, provide individuals with a set of social rank and privileges. It further investigates how personal history and psychology equip individuals with another set of rank (psychological rank) that influences the sum of their rank and privileges.

Explications how rank inequality affect people’s health demands a comprehensive model that encompasses the multiple ways in which people’s health is shaped. Fig. 1 presents a framework for this integrated approach. An individual’s constitutional characteristics and genetical endowment, together with institutional, social, and psychological processes, affect his or her subsequent health and well-being. This study shows that there are fundamental causes of health differences among individuals and communities, and that they are rooted in the socio-cultural and normative dimensions that justify marginalizing some over others. The expanded concept of rank (Mindell 1995) is an analytic framework that integrates individual and collective factors of social comparison and materially and non-materially based notions of rank and privilege. It has the advantage of including the various aspects into a single framework of “biopsychosocial capital” or rank.

Method
Study Participants

Data collection involved a mailed self-report questionnaire administered to 576 former participants of chronic body symptom management seminars (Lava Rock Seminars) in Yachats, Oregon of the years 1992 - 2000 (Schwarz 1993). From the 576 participants 136 respondents returned the questionnaire. Of these, three questionnaires were either incomplete, blank or otherwise unusable. One hundred and thirty-three questionnaire were included in the analysis. This corresponds to a response rate of 24% for returned surveys and 23% for completed surveys.

Measures

Based on Mindell’s rank concept (1995), the survey questionnaire included a newly developed measure of subjective social status and rank. The measures are based on a series of seven-point continuous bipolar scales with two anchoring phrases or adjectives (Osgood, Suci, & Tannenbaum 1957) to obtain ratings from the respondents on the various sub-dimensions of self-rated health and rank. The study questionnaire further included Antonovsky’s short version of his SOC scale that consists of 13 items (Antonovsky & Sagy, 1986; Antonovsky, 1993).

Demographics

The participant was asked about his or her age and gender. Ethnicity was divided into 7 categories: Black, non-Hispanic; White, non-Hispanic; Hispanic; Native American; Asian; European; and Other.

Self-rated Health
Perceived health was measured with five items. The first item assessed general perceived health, the second item the occurrence of health problems within the last 6 months, and items 3-5 the evaluation of health distress (Farmer & Ferraro 1997) within the last 6 months in form of worries, feelings of stress, and a sense of being relaxed or tense.

Subjective Rank
The measure of perceived value of psychological rank and social rank was assessed with 28 items. Items measured the evaluation of social support, the respondents’ general sense of life and job satisfaction, the ability to relate and communicate, feelings of being limited by one’s current social status, the ability to solve conflicts, handle strong feelings, and make sense of difficult life events.
Another section of questions assessed the subjects’ evaluation of their position and the subjects’ perceived outer societal evaluation of their position in the various areas of socio-cultural comparison (e.g. age, gender, ethnic identity, sexual orientation etc...).

Externalized Social Rank

Jones (2000) showed that participants’ subjective experience of social standing can strongly differ from the outside perception of a third person. Individuals whom one would place in a low social rank perceived themselves with more rank. Others with a different sense of themselves might rank their social standing as lower than what others would grant them. The actually felt externalized social rank competes with an internal sense of strength and power that one has in the various areas of socio-cultural comparison. There is a projected outer process of categorization on a continuum of center and margin and an inner stratification of one’s social standing.

Accordingly, some questions of the subjective rank scale address the respondent’s own estimation of their social status, other questions the appreciation of society’s perception of their social standing. The 8 items asking for the respondents’ appreciation of society’s view of their rank were added together and their mean was taken to form a subscale of externalized social rank.
Internalized Social Rank

From the subjective rank scale the 8 items asking for the respondents own evaluation of their social rank were added together and their mean was taken to form a subscale of internalized social rank.
Psychological Rank

Psychological rank includes positive qualities, skills and abilities, self-love, self-confidence and self-knowledge. Mindell (1995) argues that some people have a lot of psychological power while having few social privileges. Some people from marginalized groups who survive social abuse may acquire a different power. Through their daily confrontation with marginalization and discrimination, they may succeed in gaining awareness of and pride in their individual roots. The 12 items focusing on the respondents’ psychological rank were added together and their mean was taken to form a subscale of psychological rank.

Sense of Coherence

The SOC measure was assessed with Antonovsky’s 13 items questionnaire (short version) (Antonovsky & Sagy, 1986; Antonovsky, 1993).

Objective Social Status

Education was measured by highest level achieved and was coded into 6 categories: 1) some high-school; 2) high school graduate or GED; 3) some college or university; 4) associate degree or technical school graduate; 5) college graduate; and 6) graduate or professional degree. Occupation was coded into 5 categories: 1) higher grade professional; 2) lower grade professional; 3) skilled manual or non-manual worker; 4) partly skilled worker; and 5) unskilled worker. Income was coded into 6 categories: 1) $ 10,000 or less; 2) $ 10,001-20,000; 3) $20,001-35,000; 4) $35,001-50,000; 5) $ 50,001-100,000; and 6) $100,000 or more. A composite measure of education, income, and occupation was created by standardizing each variable and taking the mean. Respondents who were not engaged in paid employment, including those who identified themselves as students (n = 4, 3%), homemakers (n = 2, 1,5%), unemployed (n = 5, 3,8%), retired (n = 11, 8,3%), and unable to work (n = 6, 4,5%), were not given a value for occupation. Therefore, their objective SES score was based solely on income and education.

Statistical Analyses

SPSS, version 8.0 for Windows, supported the quantitative analyses (descriptive and logistic regression analysis). The reliability of the scales and sub-scales were examined with Cronbach’s alpha coefficient and item-total correlations. To examine relations between demographic variables, self-rated health, objective SES, subjective rank, and SOC measures bivariate correlations (Pearson Correlation) were performed. Hierarchical regressions examined if subjective rank helped in the prediction of self-rated health over and above the effect of objective SES or SOC. The measure of objective SES took an average of the available SES indices, so that those with missing data had a standardized SES score reflecting the SES markers.

Results

From the 133 included participants, approximately 75% were women (N = 101), while the rest were men (N = 32). The mean age of respondents was 52 (SD = 8.3). From the participants 53% were in the age-group between 45 and 55, and 99 % were White with one Black participant and one Hispanic participant. Ten participants checked the category “Other”. Most of these characterized their ethnic identity separately as being from Jewish origin. The sample represented a highly educated group of people. Seventy-nine percent of the participants held a graduate or professional degree. Accordingly 71% characterized themselves as higher grade professionals. The income level was more varied with 19% earning between $10'001-20'000, 25% between $20'001-35'000, 17% between $35'001-50'000, and 26% between $50'001-100'000. From the respondents 50% reported being self-employed, 27% were either full-time or part-time employed for wages or salary, and 21% reported being either unemployed (4%), unable to work (4.5%), homemaker (1.5%), student (3%), or retired (8.3%).

Table 1 summarizes the reliability estimates for the various measures of self-rated health, subjective rank, and SOC and the revised estimates for the readjusted scales after item analyses were conducted.

Table 1. Reliability estimates for self-rated health, subjective rank, and sense of coherence (U.S. sample)

	
	
	Self-rated health
	Subjective rank
	Externali-zed social rank
	Internali-zed social rank
	Psycho-logical rank
	Sense of coherence

	Reliability
	Cronbach alpha
	0.81
	0.88
	0.70
	0.65
	0.88
	0.84

	
	revised alpha
	
	0.90
	0.73
	0.67
	
	


The relative low alpha coefficients for the measures of internalized and externalized social rank might reflect the heterogenicity of the variables that compose these two scales. All item-total correlations were greater than .30 except for 5 items: “empowerment by ethnic identity” (r = 0.14), “society’s evaluation of ethnic identity” (r = 0.15), “society’s evaluation of religious beliefs” (r = 0.28), “strength through religious beliefs” (r = 0.29), and “society’s evaluation of sexual orientation” (r = 0.12). The low item-total correlations (consistency) for these variables might reflect the demographics (white, middle class, and in majority heterosexual) of the survey participants.

Table 2 outlines the bivariate correlations between demographic variables and self reported health, rank, SOC, and objective SES indices. It summarizes the relationships found between demographic variables and indices of self-rated health and subjective social status.

Occupation was related to education (r = 0.35, p < 0.001) and income (r = 0.44, p < 0.001), individual income was related to education (r = 0.28, p < 0.01). 

The results show a statistically significant relationship between self-rated health scores and the composite measure of objective social status (r = 0.21, p < 0.05), and between self-rated health and individual income (r = 0.20, p < 0.05). They show no correlation between self-rated health and education level (r = 0.09). When respondents who were not engaged in paid employment (N 28) were subtracted a significant correlation (r = 0.21, p < 0.05) resulted between self-rated health and occupation level. This means that, in this sample, occupation and work status combine in their effect on self-rated health.

Subjective rank scores were related to the composite measure of objective social status (r = 0.25, p < 0.01), occupation level (r = 0.26, p < 0.01), and individual income (r = 0.29, p < 0.01), but not to education level (r = 0.10).

Sense of coherence scores were related to occupation level (r = 0.20, p < 0.05), but not to the composite measure of objective social status (r = 0.15), education level (r = 0.06), and individual income (r = 0.15).

In this sample, age was associated with higher subjective and psychological rank and a higher sense of coherence. Increasing age seemed to contribute to a stronger sense of empowerment and meaning. Gender was strongly associated with externalized social rank with women perceiving that society attributes them a mean 0.82 lower social rank than to men (4.90 for men and 4.08 for women). 

Table 2. Bivariate correlations for self-rated health, subjective rank, SOC, and objective SES
	
	
	Self-rated health
	Subjec-tive rank
	Externa-lized social rank
	Internali-zed social rank
	Psycho-logical rank
	Sense of cohe-rence
	Objective social status

	Pearson Corrrela-tion
	age

(N 133)
	0.39
	0.199*
	-0.052
	0.135
	0.217*
	0.175*
	0.168

	Variances accoun-ted for 
	
	
	4%
	
	
	4.7%
	3.1%
	

	
	gender

(N 133)
	-0.154
	-0.157
	-0.343**
	-0.111
	-0.053
	0.019
	-0.045

	
	
	
	
	11.8%
	
	
	
	

	
	objective social status

(N 133)
	0.213*
	0.248**
	0.189*
	0.124
	0.248**
	0.151
	

	
	
	4.5%
	6.1%
	3.6%
	
	6.2%
	
	

	
	occupa-tion level

(N 130)
	0.151
	0.262**
	0.110
	0.190*
	0.268**
	0.199*
	0.696**

	
	
	
	6.9%
	
	3.6%
	7.2%
	3.9%
	48.5%

	
	education level

(N 133)
	0.089
	0.102
	0.165
	0.023
	0.092
	0.058
	0.718**

	
	
	
	
	
	
	
	
	51.5%

	
	indivi-dual income

(N 131)
	0.213*
	0.295**
	0.212*
	0.196*
	0.275**
	0.146
	0.761**

	
	
	4.6%
	8.7%
	4.5%
	3.8%
	7.5%
	
	57.9%


*. Correlation is significant at the 0.05 level (2-tailed)

**. Correlation is significant at the 0.01 level (2-tailed)

Interestingly, the women’s own sense of social rank didn’t differ from men’s sense of social rank (5.80 for men and 5.61 for women). This substantiates the significance of sexism and the fact that women perceive the systematic prejudice against them. On the other hand women in this sample seemed to possess an inner sense of strength that would compensate for the effect of perceived sexism.

On average internalized social rank was a mean 1.35 points higher than externalized social rank. This mean that all the participant of this survey experienced some outwardly projected oppression or marginalization.

Table 3 presents the means and standard deviations of participants’ computed health, rank, sense of coherence, and objective SES scores and table 4 shows the Pearson correlations between self reported health, subjective rank measures, SOC, and objective SES indicators. The highest positive associations were found for subjective rank (r = 0.56, p < 0.001) and psychological rank (r = 0.55, p < 0.001); subjective rank measures were all more strongly related to self-rated health than objective SES.

Table 3. Means and standard deviations for health, rank, sense of coherence, and objective SES scores

	
	Mean
	Minimum
	Maximum
	Std. Deviation
	N

	Self-rated health
	3.9835
	1.25
	6.60
	1.2062
	133

	Subjective rank
	5.2229
	3.00
	6.86
	0.8240
	133

	Internalized social rank
	5.6548
	3.29
	7.00
	0.7167
	133

	Externalized social rank
	4.2782
	2.00
	7.00
	1.0225
	133

	Psychological rank
	5.2946
	2.42
	7.00
	1.0101
	133

	Sense of coherence
	5.0865
	2.46
	6.62
	0.8359
	133

	Objective social status
	-3.87E-15
	-7.38
	2.76
	2.0932
	133


Table 4. Pearson correlations for health, rank, sense of coherence, and objective SES scores

	
	
	Subjective rank
	Externali-zed social rank
	Internali-zed social rank
	Psycho-logical rank
	Sense of coherence
	Objective social status

	Pearson Cor-

relation
	self-rated health
	0.558**
	0.378**
	0.296**
	0.553**
	0.348**
	0.213*

	Variances accounted for
	
	31%
	14%
	9%
	31%
	12%
	4%


*. Correlation is significant at the 0.05 level (2-tailed). 

**. Correlation is significant at the 0.01 level (2-tailed).

As hypothesized, people with higher subjective rank tended to perceive their health as better. Accuracy in predicting the overall perceived health index was good. Approximately 31% of the variance of the health index was accounted for by its linear relationship with the rank index.
To see if objective SES or SOC helped in the prediction of self-rated health over and above the effect of subjective rank multiple regression analyses were conducted. The means and standard deviation for health perception, subjective rank, objective SES, and SOC are presented in Table 3.

The first analysis included subjective rank as predictor, while the second analysis included the objective SES index. The regression equation with the subjective rank measure was significant, R² = 0.31, F (1, 131) = 59.33, p < 0.001. The second regression equation with the objective SES index was significant R² = 0.04, F (1, 131) = 6.22, p = 0.014. Based on these results, the subjective rank measure appears to be a better predictor of the self-rated health index.

Next, a multiple regression analysis was conducted with both measures as predictors. The linear combination of both measures was significantly related to the self-rated health index, R² = 0.32, F (2, 130) = 30.26, p < 0.001. The subjective rank measure predicted significantly over and above the objective SES measure, R² change = 0.27, F (1, 130) = 51.88, p < 0.001, but the objective SES measure did not predict significantly over and above the subjective rank measure, R² change = 0.01, F (1, 130) = 1.13, p = 0.289. Based on these results, the objective SES measure appears to offer little additional predictive power beyond that contributed by a knowledge of subjective rank.

The analysis which included subjective rank and SOC as predictors showed similar results. Both regression equation were significant with subjective rank being a better predictor of self-rated health (R² = 0.31, F (1, 131) = 59.33, p < 0.001/ R² = 0.12, F (1, 131) = 18.04, p < 0.001). The multiple regression analysis with both measures as predictors showed that the linear combination of both measures was significantly related to the self-rated health index, R² = 0.31, F (2, 130) = 29.49, p < 0.001. The subjective rank measure predicted significantly over and above the SOC measure, R² change = 0.19, F (1, 130) = 36.11, p < 0.001, but the SOC measure did not predict significantly over and above the subjective rank measure, R² change = 0.00, F (1, 130) = 0.07, p = 0.789. Based on these results, the SOC measure appears to offer little additional predictive power beyond that contributed by a knowledge of subjective rank.

Discussion

The topic of health and rank touches upon individual and collective processes and upon subjective perceptions of social dynamics, as well as objective elements of social status. Hence, the discussion of social inequalities and health mirrors the general debate about health. Both the role of individual and collective determinants and the importance of subjective and objective effects animates current academic controversy. At an individual level distinctions are drawn between associations based on psychological measures and those related to social conditions. Discussed are the role of psychology in contrast to the role of exposures to determined risk factors and hazardous behaviors.

As outlined in preceding sections, past research has demonstrated that low social status is an important predictor for poor health, and that social factors have a major influence on every person’s health. Most studies have focused on objective measures of social standing. Wilkinson (1999) and Adler et al. (1999, 2000) determined that the experience of status differences might have a stronger effect on health than objective indicators of social status. They suggested that relative position in social hierarchies, the subjective experience of social status may by itself be a risk or protective factor, and more significant than objective position in society (“relative income hypothesis”).

A life course perspective is postulated to explain health inequalities as biologically plausible phenomena. Kaplan and colleagues (2001) use the term “early life imprinting” to explain the biological transmission of parental socioeconomic position and the subsequent cognitive abilities of their offspring. In this view health is biologically embedded (via poor diet, housing, stimulating learning environment, etc.) in the fetal/childhood period and/or is biologically transmitted by a previous generation.

SOC postulates a psychological and social transmission of health. In a Canadian study (Wolff & Ratner, 1999) stress and traumatic events in childhood were found to be inversely related to SOC, and social support was positively related. Another study (Torsheim, Aaroe & Wold, 2001) showed a strong association between SOC and stress in younger adolescents. In this view health is socially embedded (via trauma and stress) in the childhood/adolescent period and is psychologically transmitted by learned patterns and meanings that lead to a weak SOC.

Adler and colleagues (2000) developed a community rank ladder to determine peoples’ standing or rank within social groups (e.g. religious or local communities) and to detect individuals who may not have high social standing in terms of income, occupation, or education but may have some compensating rank within their communities. In a study of adolescents community ladder rankings were more strongly associated with health than the subjective social status rankings (Goodman, Adler, Kawachi,, Frazier, Huang, & Colditz, 2001). Besides that, no other study has yet used an expanded concept of rank, one that includes materially and non-materially based dimensions of rank, to analyze the influence of subjective rank on health.

The present study assessed participants’ social and psychological dimensions of rank and compared these measures to an index of self-rated health, Antonovsky’s SOC, and to objective demographic measures of social status.

In the studied sample the participants’ appreciation of their ethnic identity, religious beliefs, and sexual orientation did not contribute much to the consistency of the index of subjective rank. This might be related to the fact that in this sample most respondents were white, middle class, heterosexuals, and liberals. Measures of subjective rank, SOC, and objective SES were all significantly related to indicators of self-rated health. The highest associations were found for the indices of subjective and psychological rank, and measures of rank and SOC were all more strongly related to self reported health than the composite measure of objective SES. Subjective rank and psychological rank independently explained 31% of the variance in self-reported health. Subjective rank was not only most strongly associated with self-reported health, but the effects of SOC and objective SES became non-significant once subjective rank was included in the multiple regression analysis. The association of subjective rank and self-rated health remained significant even when SOC and objective SES were controlled for.

In general, the reported findings suggest that one’s sense of feeling well is related to subjective and objective rank but one’s perceived rank dominates the effect on self-reported health. The strong relationship between subjective rank and self-rated health over and above the effects of objective measures of social status confirms the hypothesis that perceived rank is more sensitive in predicting health than SOC or objective measures of social status. These results are consistent with the assumption that low subjective rank is linked to greater stress by either increasing stress directly or increasing the vulnerability to the effect of stress.

Marginalization and discrimination by sexist, homophobic, and racist structures and policies translate into peoples’ experience of rank and have a direct influence on people’s health and well-being. The results show that some of the effects can be compensated for by other individual powers and value orientations. The women in the study, for example, had a realistic view of their social standing and the sexism that affected their external social rank; but nevertheless they were able to report a stronger sense of internal social rank. The results further demonstrate that feelings of being loved and accepted on a community level (through feelings of empowerment and subjective rank) can have an important impact on health. In this view health is socially embedded (via integration and acceptance) over one’s life course and is psychologically transmitted by feelings of love and support that lead to a strong subjective rank. Marginalization and discrimination have the opposite effect. They lead to a low sense of rank and contribute to impaired health and well-being.

Perceptions and their first-person subjective character, and all those aspects of experience that are directly knowable only through introspection are thought not to be analyzable in terms of causal relations and, thus, are often marginalized by the objectifying approach of science. Hence, first-person or subjective experiences and people’s way of presenting and explaining their difficulties do not get enough attention in current health science curricula. This preliminary research has attempted to incorporate subjective factors. The rank questionnaire needs to be tested on larger and more diverse populations to determine its validity for further health research. Nevertheless, if the results are replicable the subjective rank construct will add to the existing concepts used to appraise someone’s subjective social and community status (Adler et al., 2000 & MacArthur & MacArthur, 2001).

Limitations

There are various limitations to the present research. A noticeable limitation is the restricted range of social status, age, and ethnic background. The participants in both samples all held at least a high school degree and a high percentage held a graduate or professional degree. This restriction may influence and probably underestimates the impact of education on health. It limits the ability to draw conclusions about the relative association of subjective and objective social status with health. A second limitation of this study is that the participants were mostly white women and men. Associations between social status, rank and health may not be the same for all ethnic groups. It is also not known if similar associations would come forth for older and younger people. 

Participants of chronic symptom management groups with a mind-body orientation are further likely to be pre-disposed to linking psychological states to physical health states. This might result in an overstatement of the connection between health and rank. Then, the survey was self administered and unhealthy people might have lacked the energy or motivation to fill out the questionnaire. As a result, the range of self-reported health was constricted. Despite these limitations, significant associations of rank factors with self-rated health were found. These effects might well be magnified with a more diverse sample.

The operational definition of rank as a conscious or unconscious, social or personal ability or power emerging from areas of socio-cultural influence, personal psychology, and/or spiritual ties is broad. Experience of rank encompasses material SES dimensions as well as other less materially based social elements like community integration and self-esteem. It includes perception of social and community standing as well as other psychological values of coping with life, such as self-knowledge, comfort with strong emotions, and the ability to interrelate with others and solve conflicts. In covering psychosocial resources it corresponds with Antonovsky’s SOC, and concepts of subjective social status developed by Adler and colleagues (2000). Rank is therefore difficult to rigorously discriminate from concepts of sense of coherence, subjective health, and psychological well-being. These concepts overlap and it is questionable if it is possible to assign measured effects on one scale to a single entity. For example, rank and sense of coherence overlap both conceptually and empirically. This study measured a correlation coefficient of 0.18 (externalized social rank), 0.42 (internalized social rank), 0.65 (subjective rank), and 0.72 (psychological rank) between these subscales of rank and SOC. Psychological rank and subjective rank showed a correlation coefficient of 0.93. Others have shown high correlations between measures of SOC, depression and fear (for an overview see Geyer 2000). Part of the correlation between the subscales of psychological rank and SOC is explainable with similar item formulation (e.g. “mixed up feelings” and “feelings you’d rather not feel” in Antonovsky’s questions and “comfort with strong feelings” in the study questionnaire). It is therefore difficult to assume that these three scales measure disparate constructs. In the case of psychological rank and SOC, the degree of correlation is so high that standard procedures for evaluating a subscale’s relative importance (e.g., beta weights or bivariate correlations) are failing. In an effort to broaden researchers’ options and thereby allow for greater interpretive clarity new statistical methods have been developed for analyzing factor associations in the context of predictor collinearity (Hittner 2000).

Nevertheless, multifaceted personality scales assess multiple related facets or dimensions, and, as such, they are typically made up of correlated subscales. The individual’s experience cannot be rigorously separated and the academic discussion of the relative importance of the various dimensions is secondary to the existing link between SOC, rank and health. Internal experience of rank – as shown with these preliminary results – is very relevant for people’s ability to stay healthy, become resilient, and cope with the challenges of life. Its effect on health is matched by the experience of subjective social standing, sense of coherence, depression and fear. Many questions remain to be investigated: for example, how these factors combine and interact and what individual responses need to be taken into account. But the specific questions shouldn’t distract from the important fact that people’s internal experiences of the external world have an important influence on health outcomes.

Implications for further studies

Further research is needed to explore the importance of rank to psychological, social, and physiological well-being. The preliminary data presented here raise methodological challenges for future research. How can diversity in the experience of being an individual with a specific set of social roles based on gender, sexual orientation, ethnic identity, socioeconomic status, and health at times of changing socio-cultural relations be operationalized in quantitative analyses? Some researchers have asserted that quantitative approaches are insufficient for grasping the complexity inherent in the processes which shape health and illness (Popay, Williams, Thomas, & Gatrell, 1998). Qualitative research will further contribute to illustrating the ways in which people experience rank inequalities and their impact on health. With the analytical framework presented here this study has attempted to take the diversity of people’s experience of their social standing into account. The psycho-socially integrated concept of rank, its diversification into externalized and internalized components, describes a comprehensive model of subjective social status and health. It includes normative processes that have a profound effect on individual health-related behaviors.

New advances in biology have contributed to a better understanding of how stress due to adverse social conditions or low rank “gets under the skin” to produce health disparities. These nervous and metabolic changes are supposed to mediate the influence of stress on the body. Concepts of allostatic load (McEwen & Seeman, 1999) and vital exhaustion (Appels, Falger, & Schouten, 1993) reflect the renewed interest in the effects of stress. Measures of allostatic load and vital exhaustion would be a perfect addition to a future study.

Nevertheless, the preliminary results presented here, suggest that rank is a promising concept that may broaden the definition and understanding of social status and health. In addition there is little knowledge about possible interventions for countering the unfavorable effects of, for example, low SES. Besides structural or political changes, there are no innovative strategies addressing the specific needs of persons with lower rank. Williams (1990) has shown that for people struggling with chronic economic difficulties, it is more difficult to adopt and maintain healthful lifestyles compared with the more affluent. Further studies and research might want to develop and evaluate new skills and interventions that form an original and effective approach in dealing with health disparities and social inequities.

Final Comments

It is well known that different individuals experience the same stressful life events in very different ways. However, little is known about the factors that increase or decrease an individual’s vulnerability to stress and its effects on health. The preliminary data reported here suggest that subjective rank, a person’s perception of his or her standing in society, combined with intrinsic non-materially based personal powers, may by itself be a risk or protective factor. From that perspective, rank is a social and psychological substrate of resilience and power is an absolute dimension of physical, emotional and mental health. In this sense, risk factors (e.g. health behaviors like cigarette smoking) that have been drawn to explain SES/health relationships can only be considered as concomitant phenomena of the more influential primary factor rank. Furthermore, it is believed that rank rules the distribution of risks and resources and may account for the SES/health gradient that is not confined to poverty.
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